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ABSTRACT

DESIGNING AND EVALUATING A NEED-BASED EMPLOYEE WELLNESS
PROGRAM

KURU, Hakan
Ph.D., The Department of Physical Education and Sports
Supervisor: Prof. Dr. Mustafa Levent INCE

March 2022, 220 pages

The purpose of this study was to design and evaluate a need-based employee
wellness program that integrates new media, with a focus on the social-ecological
context. To this end, a mixed-methods-research design was used in two consecutive
studies. In Study-1, instruments measuring technopark employees’ lifestyle behaviors
and work productivity were applied to 405 technopark employees in six different
Turkish cities. Data were analyzed by using multiple linear regression and two-step
cluster analysis. Regression findings indicated that physical activity, nutrition, and
stress management behaviors statistically predict work performance in technopark
employees (p<0.05). The two-step cluster analysis showed four motivational clusters,
including avoidance (no intention to change), intention (have the intention but no
action), participation (recently have started), and maintenance (become a habit).
Based on the Study-1 findings, a seven-week employee wellness program was
developed and applied (Study-2) to intention cluster participants in pretest-posttest
experimental design. The experimental group (n=32) received the intervention, and
the control group (n=29) did not. At the end of the study, interviews with 10
experimental group participants were conducted. The quantitative and qualitative data
were analyzed with mixed design multivariate analysis of variance and deductive
thematic analysis, respectively. Results showed a significant increase in physical
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activity, nutrition, health literacy, and work productivity in the experimental group
(p<0.05). The qualitative analysis described the changes in the participants’ physical
activity, nutrition, work and office behaviors, and experiences in the intervention. In
conclusion, the use of the designed need-based employee wellness program is

recommended to support technopark employees’ overall wellness.

Keywords: Lifestyle behaviours, physical activity, technopark employees, new

media, work productivity



oz

CALISAN IHTIYACLARI TEMELLI ZINDELIK PROGRAMININ
TASARLANMASI VE DEGERLENDIRILMESI

KURU, Hakan
Doktora, Beden Egitimi ve Spor Bolumdi
Tez Yoneticisi: Prof. Dr. Mustafa Levent INCE

Mart 2022, 220 sayfa

Bu ¢alismanin amaci, sosyal-ekolojik baglama odaklanarak yeni medyay1
biitiinlestiren, ihtiya¢c temelli bir c¢alisan zindeligi programimi tasarlamak ve
degerlendirmektir. Bu amagcla, karma yontem arastirma deseni ardisik iki ¢alismada
kullanilmistir. Birinci ¢aligmada Tiirkiye’nin alt1 farkl ilinde yerlesik 405 teknopark
calisanina saglikli yasam davraniglarini ve is iiretkenligini 6l¢gen araglar uygulanmastir.
Veriler ¢oklu dogrusal regresyon ve iki asamali kiimeleme analizi kullanilarak analiz
edilmistir. Regresyon analizi teknokent ¢alisanlarinda fiziksel aktivite, beslenme ve
stres yonetimi davraniglarinin i performansini istatistiksel olarak 6ngordiiglini
gbstermistir (p<0.05). Iki asamali kiimeleme analizinde ise kaginma profili (olumlu
yasam aliskanliklart gelistirmeye niyeti olmayan), niyet profili (niyeti olan ancak
harekete gecmeyen), katilim profili (degisime yeni baslamis) ve devamlilik profili
(aliskanliga ¢evirmis) olan dort motivasyonel alt kiime saptanmistir. Birinci
calismanin bulgularmi temel alarak niyet profili grubuna yedi haftalik bir ¢alisan
zindeligi programi gelistirilmis (Ikinci ¢alisma) ve 6n test, son test deneysel tasarim
kullanilarak uygulanmistir. Program deney grubuna (n=32) uygulanirken, kontrol

grubuna (n=29) herhangi bir miidahele yapilmamistir. Calisma sonunda deney
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grubundan 10 katilimer ile miilakatlar yapilmistir. Nicel ve nitel veriler sirastyla karma
desenli ¢oklu degiskenli varyans analizi ve tumdengelimli tematik analiz ile
incelenmistir. Sonuglar calisan zindeligi programinin fiziksel aktivite, beslenme,
saglik okuryazarligi ve is verimliligi lizerinde istatistiksel olarak anlamli bir etkisi
oldugunu gostermistir (p<0.05). Nitel analizler katilimcilarin fiziksel aktivite,
beslenme, is ve ofis davranislar1 ve deneyimlerindeki degisiklikleri tanimlamustir.
Sonug olarak tasarlanan programin teknokent ¢alisanlarmin zindeliklerini desteklemek

icin kullanilmas1 6nerilmistir.

Anahtar SoOzcukler: Saglikli yasam davranislari, fiziksel aktivite, teknokent

calisanlari, yeni medya, is performansi
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CHAPTER 1

INTRODUCTION

1.1. Background and Statement of the Problem

In an increasingly fast-paced business environment, employees face enormous
challenges, and the growing demands for increased productivity result in the
emergence of an unhealthy workforce. Moreover, advancements in technology and the
emergence of new jobs have increased employees’ duties and necessitated higher
degrees of autonomy than ever before (Appelbaum, 2000). Organisations have now
recognised that employee productivity is a crucial asset for the business.

With the Covid-19 Pandemic reaching dangerous dimensions, states have
taken various measures to protect the public. Because the most effective strategies for
coping have been curfew and social isolation, many employees have not been able to
commute to their workplaces for a long time. The remote work, or work-from-home
method, one of the flexible working models, has gained importance in protecting
employee health and public health (Tuna & Tiirkmendag, 2020). Thus, one of the
prominent issues during the pandemic period, especially for technopark employees,
has been whether one can carry out their work independently from the workplace, that
is, the ability to work remotely or from home rather than on a worksite. While this
practice has provided a lot of flexibility, it has also led to some personal and
professional concerns among employees, such as loss of perception of time, increased
workload and reduced time, psychological burnout, and increased job stress. Other
issues include conflicts among employees and physical problems due to a sedentary
and unhealthy lifestyle (Mutaf et al., 2021).

The fast-moving business environment and the job characteristics that entail
are the main factors for poor lifestyle behaviour in employees, which in turn results in

decreased work productivity. Loss of productivity has been examined as an output of
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two concepts: absenteeism and presenteeism. Absenteeism refers to the inability of the
employee to be at work due to a variety of reasons, such as sickness, family emergency,
lack of babysitter, or other related circumstances. In presenteeism, the employee is
present at work but cannot accomplish what they are meant to be doing. Certain factors
have been determined to influence absenteeism and presenteeism. These factors are
job characteristics and work environment (e.g., stress, ergonomics, and office
architecture), personal factors (e.g., lifestyle behaviours related to obesity, smoking,
and malnutrition), and health threats (chronic conditions and mental health) (Hafner et
al., 2015).

Sociology, public health, epidemiology, education, psychology, and
anthropology are just a few disciplines investigating health-promoting activities.
Social support, stress management, exercise behaviour, stress management, and life
appreciation are examples of health-promoting behaviours. The various health-
promoting activities include health-related and health-directed actions, self-care
behaviours, health-care usage habits, nutritional behaviours, substance-use
behaviours, sexual behaviours, and irresponsible behaviours (Karen Glanz et al.,
2008). Kasl and Cobb (1966) categorised health-promoting activities into three groups,
based on their purposes: preventative health behaviours, such as wearing a helmet
while riding a bike, disease behaviour, such as finding a cure, and sick-role activity,
such as receiving therapy for treatment.

When discussing the different aspects of health, Chen (2003) looked at six
distinct health-promoting practices: nutrition, exercise, health responsibility, life
appreciation, stress management, and social support. Undernutrition behaviour, Chen
et al. (2003) included eating well, selecting nutritious meals, drinking plenty of water,
and following meal schedules. Exercise behaviours consist of people’s engagement in
physical activity and exercise routines. Visiting a doctor or a health professional for
health issues and maintaining personal cleanliness are examples of health
responsibility activities, while being optimistic and executing actions on a positive
sensation constitute life appreciation behaviours. Stress management entails being
aware of one’s emotional condition, assessing the sources of stress in one’s life, setting
priorities, and managing stress-inducing responsibilities. Finally, social support
encompasses sharing sentiments and emotions with others and forming relationships
(Chen et al., 2003).



Well-established instruments for productivity measurement must become more
available for worker productivity to become a more familiar and predictable
consequence of health promotion activities. Objective measures, such as counting sick
days, or productivity-measurement techniques used in manufacturing environments,
such as piece rates or time and motion studies, can help determine the statistical
relationship between health risks and conditions. Still, they are often challenging to
obtain and not available uniformly across industries (Prasad et al., 2004b).
Furthermore, several factors influence productivity levels, including market pressures,
seasonality, and business policy. One other factor is health (Boles et al., 2004).

The accounts of absenteeism, presenteeism, and hence loss of productivity vary
according to occupation groups and their specific characteristics. Therefore, it is
appropriate to examine the issue from this perspective. The economic repercussions of
productivity loss are the highest among white-collar occupations. A white-collar
employee executes professional, managerial, or administrative work in an office or
organisational setting (Van Horn & Schaffner, 2003). One group of white-collar
workers includes technopark employees, who are the present study’s focus.

Studies conducted on white-collars have identified a range of problems
associated with poor lifestyle behaviours (Doi et al., 2003; Lynch et al., 1997). These
include exhaustion, neck pain, shoulder pain, headache, stomach issues, low back pain,
and sleep problems, identified as the most commonly reported symptoms that result in
job loss among the white collars working in the information technology industry
(Hemingway et al., 1997). Poor lifestyle habits also contribute to lower fitness and
higher health risk issues. Besides, poor lifestyle practices lead to psychological
problems that have been observed to culminate in the absence of an average of 6.7
days per month and unmeasured loss of presence (Kessler et al., 2001).

The most significant factor in lifestyle behaviours is health literacy (Stormacq
et al., 2019; Uysal et al., 2020). Health literacy involves a wide range of skills that
improve one’s ability to employ strategies for healthier lives. These skills include
reading, writing, listening, speaking, numeracy, critical analysis, and communication
and interaction skills (Nutbeam, 2008). Research over the past decade has shown that
health literacy skills predict health status more strongly than age, salary, job status,
level of education, and race or ethnicity (Kickbusch, 2008; Speros, 2005; Wilson,

2003). Therefore, health promotion programs should be designed with a focus on
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health literacy. Health promotion initiatives based on health literacy have been shown
to generate healthier adults (Manganello, 2008).

Among the many models available for the development of health literacy, the
social-ecological model for social sciences constructed by Urie Bronfenbrenner is
highly effective. Bronfenbrenner (1994) states that people are affected by the
interlocking of external influences linked to physical and social environments.
Therefore, any model that aims to develop health literacy should consider these
environmental influences. The social-ecological model adopted by many health
promotion initiatives has championed the notion that health interventions must address
several levels to encourage positive action and improvement (Marshall & Altpeter,
2005; McCormack et al., 2017). These interventions need to consider and discuss the
intrapersonal (individual), interpersonal (social environment), organisational (physical
environment), and macro-politics layers that intersect to influence health and well-
being. The multi-level impact interventions suggested by the social-ecological
perspective are effective because the interactive nature of the model enables mutual
enhancement of each layer and leads to more significant and more sustainable results
than interventions targeting just one layer of influence.

The challenges organisations face in achieving optimal health and cost-
effective benefits include designing, implementing, and evaluating them (Pelletier,
2005). One way to apply multi-level interventions that focus on health literacy is
through employee wellness programs. With organisations increasingly identifying
wellness programs as a priority, this issue of program planning has become even more
critical (M. Ryan et al., 2008). It is suggested that a personalised, easy to reach, and
flextime approach would help future research in employee wellness (Ammendolia et
al., 2016).

A study conducted by O’Mara (2013) indicates that large, generic initiatives
and campaigns for health promotion frequently struggle to engage diverse
communities because their health communication methods neglect the health literacy
concepts and specific culture and language of segmented populations. O’Mara (2013)
suggests several essential concepts of health literacy that could be further applied to
enhance health promotion and communication: understanding the audience,
understanding the intent of health messages, and designing new media messages

targeted to diverse audiences.



Employee wellness programs increase job satisfaction, reduce the associated
medical costs, and boost productivity (Baicker et al., 2010; Parks & Steelman, 2008).
The techniques used in health promotion initiatives for employees can impact social
norms, increase incentives for health-promoting activities, create health-promoting
policies, encourage healthier behaviours, such as improvements in dietary and physical
activity, and enhance employees’ health literacy and motivation skills (Malik et al.,
2014). Developing an employee wellness program requires exploring problems that

cause work loss and addressing the issues identified.

1.2.  Significance of the Study

Berry, Mirabito, and Baun (2010) define employee wellness programs as
employer-supported initiatives designed to help employees and their families adopt
and maintain behaviours that decrease health risks and increase their quality of life,
enhancing their effectiveness and thus benefiting the company profit. These programs
involve methods to support employees’ mental, physical, and emotional health,
thereby ensuring a productive workforce (Anderzén & Arnetz, 2005). With an
increasing number of organisations adopting employee wellness programs worldwide,
the big issue is the precise quantification of the impact of such programs on
productivity (employer perspective) and health improvements (employee perspective)
(Blake & Lloyd, 2008). The significance of the current study is that the outcomes are
investigated according to both the employer perspective (employee productivity) and
the employee perspective (health literacy and lifestyle behaviours).

An effective employee wellness program should target various lifestyle
behaviours in a holistic approach (Silcox, 2016). The program should address
employees’ physical, emotional, social, spiritual, financial, and intellectual wellness.
Several studies have shown the effectiveness of a holistic approach. One strength of
the current study is that it focuses on physical activity, nutrition, and stress
management behaviours and aims to boost employee wellness.

Understanding the obstacles and facilitators to employee wellness programs
allows the researcher to determine what is and is not in implementation. One of the
most challenging barriers to employee wellness programs is staff time restraints, a
universal concern, with problems relating to shifting work, scheduling, and work

conflicts. The current study addresses this issue by intervening in employees’ health
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literacy via new media. It uses asynchronous media, such as videos on YouTube and
infographics on Instagram, which allows the employee to determine the time to access

them.

1.3. Research Questions

The scope of this study is to design and evaluate a need-based employee
wellness program that integrates new media, with a central focus on the social-
ecological context. There are mainly three investigations that go hand in hand: (i)
exploring the lifestyle behaviours, health, and work productivity needs of technopark
employees, (ii) measuring the effects of the need-based employee wellness program
on health literacy and work productivity of technopark employees, and (iii) examining

the technopark employees’ experiences in the need-based employee wellness program.

The study answers the following research questions:

(i) examining the lifestyle behaviours, health, and work productivity needs of
technopark employees

Research Question 1: Is there a relationship between technopark employees ’ lifestyle
behaviours and their work productivity?

Research Question 2: Are there any statistically observed clusters regarding lifestyle
behaviours of technopark employees? If yes, do the clusters statistically differ from the

groups explored by exercise stages of change?

(if) measuring the effects of the need-based employee wellness program on health
literacy and work productivity of technopark employees

Research Question 3: Does the employee wellness intervention affect technopark
employees’ physical activity behaviour? If yes, what kind of changes occurred in their
physical activity behaviour?

Research Question 4: Does the employee wellness intervention affect technopark
employees’ stress management behaviour? If yes, what kind of changes occurred in
their stress management behaviour?

Research Question 5: Does the employee wellness intervention affect technopark
employees’ nutrition behaviour? If yes, what kind of changes occurred in their

nutrition behaviour?



Research Question 6: Does the employee wellness intervention affect technopark
employees’ health literacy?

Research Question 7: Does the employee wellness intervention affect technopark
employees’ work productivity?

Research Question 8: How does the employee wellness intervention affect technopark

employees’ work and office health behaviours?

(iii) examining the technopark employees’ experiences in the need-based employee
wellness program.

Research Question 9: How do the participants describe their experience with the
program?

Research Question 10: What is the economic contribution of the program regarding

the participants’ improvement in work productivity?

1.4.  Definition of Terms and Concepts

Health Literacy: Health literacy involves using a wide range of skills that improve
people’s ability to employ strategies to live healthier lives. These skills include
reading, writing, listening, speaking, numeracy, critical analysis, and communication
and interaction skills (Nutbeam, 2008).

Health-Related Physical Fitness: Health-related physical fitness is defined as the
ability to meet life’s demands and still have enough energy to respond to unplanned
events (J. S. Greenberg et al., 2004). There are five physical fitness components:
cardiorespiratory endurance, flexibility, muscular strength, muscular endurance, and

body composition.

Lifestyle Behaviours: Healthy Lifestyle Behaviour Scale-11 defines six health-
promoting behaviours; health responsibility, physical activity, nutrition, mental
development, interpersonal relationships, and stress management (Walker & Hill-
Polerecky, 1996).

New Media: For the advantage of non-community readers, new media combines

internet-accessible digital text, photos, and video with web linkages, creative
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engagement of contributors, interactive feedback of users, and construction of a

participant community of editors and benefactors (Manovich, 2003).

Technopark: The technopark is defined as “[a] specialised organisation whose major
goal is to improve the wealth of its community by supporting the culture of innovation
and the competitiveness of its connected enterprises and knowledge-based institutions.
A science park stimulates and manages the flow of knowledge and technology among
universities, R&D institutions, companies, and markets to achieve these goals; it
facilitates the creation and growth of innovation-based companies through incubation
and spin-off processes, and it provides other value-added services in addition to high-

quality space and facilities to achieve these goals.” (IASP, 2002)

Work Productivity: Work productivity measures an employee’s work output and
quality.

e Absenteeism: Lost time when an employee is not present at work.

e Presenteeism: Any lost workplace productivity when an employee is

physically present but not producing their standard work quality or quantity.



CHAPTER 2

LITERATURE REVIEW

This chapter aims to review the literature related to the study. First, the
concepts relating to wellness and health are explained. In addition to these concepts,
the lifestyle behaviours that are the focus of the study are defined and explained.
Health promotion is described in terms of its evolution, the different approaches
towards it, and its place in workplace programs. Since one of the main topics of the
present study is health literacy, the concept and skills are briefly explained. After an
in-depth discussion on the social-ecological model, which provides the framework for
the study, the social-ecological context of health literacy is explained. This is followed
by a description of the technopark work environment and technopark employees.
Then, the work productivity of the technopark employees is discussed in terms of
absenteeism and presenteeism. Finally, the concept of new media, the primary tool

employed in the intervention, is defined, and its role in health literacy is outlined.

2.1.  Concepts of Health of Terms and Concepts
2.1.1. Health

The term health originates from the Old English word hoelth, which means the
condition of being sound and entire and refers to the body in general. The ancient
Greek physician Hippocrates used observation and inquiry to determine health rather
than considering health as a heavenly gift. He and other physicians of his period
thought that health was a state of balance or equilibrium and that an imbalance
produced sickness among the body’s components (Awofeso, 2005). Hippocrates’
ideas focused chiefly on prevention. He advocated for balance via practices like
hygiene, exercise, healthy eating, and overall moderation, ideas that are still relevant

today.



Over time, the definition of health changed. In keeping with the biological
approach, early descriptions of health focused on the body’s capacity to function;
health was viewed as a condition of normal function that might be interrupted by
sickness from time to time. Such an approach to health regarded it as a condition
defined by anatomic, physiologic, and psychological integrity; a capacity to execute
individually valued family, job, and community duties; and an ability to cope with
physical, biological, psychological, and social stress (Stokes et al., 1982). In 1948, the
World Health Organization (WHO) offered a definition that went beyond earlier
definitions, relating health to well-being in terms of “physical, mental, and social well-
being, and not merely the absence of disease and infirmity” (WHO, 1958). Although
some praised this concept as creative, it was also attacked for being imprecise and
overly broad and for not being interpreted as quantifiable. It was dismissed as an
impractical ideal for a long time, with most health debates reverting to the biomedical
model’s pragmatism.

The evolution in definitions of health occurred alongside the shift from viewing
sickness as a condition to thinking of it as a process. During the rise of the health
promotion movement in the 1980s, WHO once again played a key role. WHO
established a new way of thinking about health; it was now regarded not as a static
condition but as a dynamic idea of resilience or as a resource for living. The WHO
(1986) revised the definition of health as a positive term that emphasizes social and
personal resources as well as physical capacities. It is a resource for everyday life, not
the goal of living. In short, health was defined as one’s ability to maintain equilibrium

and rebound from adversity.

2.1.1. Wellness

The term wellness has various definitions. Monroe (2006) defines wellness as
the process of optimal well-being that focuses on maximizing the individual’s potential
regarding physical, intellectual, emotional, social, spiritual, and environmental
wellness. It is also defined as the active process by which a person becomes aware of
his or her surroundings and makes decisions to live a better life (Hettler, 1976).

A fuller definition of the concept of wellness requires a holistic approach
covering all of its dimensions. According to the National Wellness Institute, wellness

has six dimensions (Hettler, 1976): physical, emotional, social, intellectual, spiritual,
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and environmental. Physical wellness refers to a person’s overall physical state and
functioning, including visible and invisible characteristics such as body composition,
blood pressure, and bone density. Physical wellbeing is reflected in one’s capacity to
complete everyday tasks and care for oneself throughout their life. Emotional wellness
is defined as the capacity to understand and express one’s emotions in healthy and
acceptable ways while going about daily activities. Accepting one’s feelings, keeping
track of one’s emotional reactions, and understanding one’s strengths and limits are
all part of it. It also shows itself in coping with, handling, and adjusting to everyday
pressures. The ability to form and sustain pleasant, healthy, and rewarding
interpersonal connections and good support networks is a measure of social wellness.
This includes developing relationships with others both inside and beyond one’s
family, and the capability to socially adapt to the greater community in which one
lives. Social wellness requires the ability to communicate effectively and the
development of a capacity for closeness. Intellectual wellness is defined as the capacity
to logically handle life’s challenges and make decisions about all aspects of wellness
requires an active and engaged mind. People with a high degree of intellectual health
are innovative, open to new ideas, and eager to acquire new skills. They are always
looking for new methods to challenge their thoughts and expand their intellectual
horizons. They can utilize critical thinking skills to develop, evaluate, and use the
information to make intelligent judgments. Spiritual wellness refers to a collection of
values, beliefs, or principles that give life meaning and purpose while guiding one’s
decisions and activities. Spiritual wellness is defined by compassion, forgiveness,
altruism, tolerance, and the ability for love. Environmental wellness acknowledges the
link between health and the liveability of the environment. Individuals may make
efforts to ensure that their lifestyle is environmentally-friendly and contribute to

creating sustainable human and natural communities (Liguori & Carroll-Cobb, 2013).

2.1.2. Difference Between the Concepts of Health and Wellness

Jonas (2010) states that the concepts of health and wellness are different and
explains that health is a state of being that may be measured at any time and evolves
throughout time. At any given period, wellness is a process of attempting to reach
optimum health. The distinctions between health and wellness could be explained from

different perspectives. Health is more closely associated with western medicine, while
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wellness is more closely related to complementary and alternative medicine, including
eastern medicine such as Ayurveda. The significant difference between health and
wellness is that health encompasses mental, bodily, and social well-being. In contrast,
wellness takes a step further, emphasizing mental, physical, social, vocational,
intellectual, and emotional wellness. Here mental well-being refers to the absence of
stress or other mental illnesses. Wellness, on the other hand, emphasizes mindfulness
and mind-training. Wellness is a practical approach to achieving health, whereas health
is a state of being. The distinction between health and wellness is that health is the
ultimate objective that may be attained if a person is healthy and disease-free, whereas
wellness is the outcome of health. Obviously, health and wellness are two distinct yet
closely related health concepts. The major difference between health and wellness is
that the former relates to physical, mental, and social well-being while the latter refers
to a healthy way of life that must be followed to achieve excellent health. As a result,

the objective of wellness is to improve a person’s entire well-being.

2.2. Lifestyle Behaviours

Lifestyle behaviours are derived from individual values, attitudes, knowledge,
and norms established by the larger cultural, social, and economic environment (Saint
Onge & Krueger, 2017). An individual’s living circumstances influence the
possibilities and restrictions of adopting particular lifestyle behaviours. In this
theoretical framework, lifestyle behaviours are intimately tied to sociological theories
of symbolic differentiation, in which an individual’s everyday actions are viewed as
dictated by their social status (Bourdieu, 1987).

The variables recognized as healthy lifestyle behaviours, such as dietary habits,
physical activity, smoking, and drinking alcohol, and behaviours that have a major
impact on an individual’s BMI, such as food choices and eating practices, physical
activity, TV viewing, and sleep, overlap significantly (Cockerham, 2005; VanWormer
etal., 2018). According to health lifestyle theories, concentrating on a single or limited
collection of behaviours does not adequately reflect the complexity of the social
dynamics that drive such behaviours. Furthermore, several lifestyle behaviours are
linked to one another, and certain habits may help or hinder one another (Filozof et al.,
2004). Chen et al. (2003) defined six different lifestyle behaviours that comprise the

12



dimensions of health. These lifestyle behaviours include exercise, nutrition, stress

management, health responsibility, life appreciation, and social support.

2.2.1. Physical Activity Behaviour

Physical activity and exercise are phrases that are used interchangeably.
Physical activity is any body movement caused by muscles that expend energy, such
as housework or climbing stairs. It embodies exercise, but exercise is a scheduled
physical activity that is systematic and repeated (Caspersen et al., 1985).

According to WHO, physical inactivity is one of the leading causes of early
mortality in industrialized nations and is linked to the development of numerous
chronic illnesses such as cancer, cardiovascular disease, diabetes, and obesity
(Edwards & Tsouros, 2008). Even though the health benefits of physical activity are
well-known and well-established, few people follow current physical activity
recommendations (Blair & Morris, 2009). It is now widely recognized that modifying
difficult habits, such as physical activity habits, poses significant challenges for
individuals (Sallis et al., 2006). Although early efforts to promote PA were essentially
atheoretical, treatments lacked suitable theoretical grounding and did not allow for
later replication. Because of this paradigm change, researchers focused on the causes
and correlations of PA, particularly the psychosocial effects (Sutton, 2008). Since then,
the literature on PA has mainly been dominated by ideas of behavioural change that
originated in social psychology.

Within the last decade, it has become apparent that altering behaviour is a
complicated and diverse phenomenon influenced at various levels. Therefore,
multilevel treatments focusing on persons, social settings, physical environments, and
policies have been recommended in order to accomplish long-term behavioural
changes (Sallis et al., 2015). Researchers have lately embraced using social ecology
models of health behaviour to guide treatments since they focus on the individual,
societal, policy, and environmental aspects (Stokols, 2000). Once again, it appears that

the PA domain is on the verge of another paradigm change.
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2.2.2. Nutrition Behaviour

Nutrition behaviour is defined as the total of all planned, spontaneous, or
habitual acts taken to obtain, prepare, and consume food, as well as behaviours
connected to storage and clearance of food. In this instance, nutrition behaviour refers
to influential variables and health, environmental, social, and economic ramifications
across the whole product chain from farmer to consumer (Leonhduser & Meier-Gréawe,
2009; Oltersdorf, 1984).

There has been a rise in published research that employs theoretical models to
analyse nutrition behaviour during the last two decades (Glanz, 2001). Several studies
have looked at the factors that influence eating behaviour. Longitudinal research and
clinical trials using stages of change and the social-ecology model to examine
treatments for nutrition-related behaviour change are becoming more common in the
literature (Artinian et al., 2010; Lee et al., 2004).

Given the prevalence of overnutrition in industrialized nations, greater
emphasis is being placed on improving the health-promoting characteristics of
communities and social environments while lowering the availability of high-calorie,
high-fat food options (Karen Glanz et al., 2005).

2.2.3. Stress Management Behaviour

Stress management refers to various treatments and psychotherapies to reduce
a person’s stress level, especially chronic stress, to improve everyday functioning
(Schafer, 1996). Stress causes a wide range of physical and mental symptoms, which
vary depending on the particular circumstances of each individual. Deterioration in
physical health and depression are examples of these circumstances (Sutherland &
Cooper, 2000). In today’s culture, stress management is one of the keys to a happy and
prosperous existence. Life is full of pressures that can be challenging to manage, but
stress management offers a variety of options for coping with anxiety and maintaining
general well-being.

There are three types of stress. Acute stress is the most prevalent type of stress
experienced by everyone. Acute stress is induced by stressors in the recent past or the
near future. The stress of this nature is frequently misunderstood as having a negative

connotation. While this is true in some cases, it is also beneficial to have some acute
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stress in one’s life. Like any other type of exercise, running is regarded as a high-
intensity stressor. Some extreme or exhilarating events, such as riding a roller coaster,
might cause a lot of tension, but they are generally a pleasant experience. Because
acute stress is short-term stress, it does not have enough time to inflict the long-term
harm that prolonged stress has (McGonagle & Kessler, 1990).

There are many periods of acute stress, known as episodic acute stress, making
the individual feel like life is in disarray—the individual moves from one catastrophe
to the next. Certain vocations, such as law enforcement or firefighting, may expose
you to high-stress situations daily. Episodic acute stress, like acute stress, can harm
physical and mental health (Stuart, 2004).

Chronic stress is different from acute stress. It has a wear-and-tear impact on
people that, if left unchecked, can turn into a significant health hazard. Chronic stress
can impair memory, impair spatial perception, and reduce the desire to eat. The
severity of the condition differs from one individual to the next, and sex differences
may also play a role. Women may tolerate higher stress levels for more extended
periods than men without developing maladaptive alterations. Men can handle shorter
periods of stress better than women, but once they cross a certain threshold, their
chances of developing mental disorders skyrocket (Bowman et al., 2003).

Regarding stress in the workplace, it is critical to manage stress in order to
maintain job performance and relationships with co-workers and bosses. Changing the
work environment lowers job stress for some employees. Some stress can be reduced
by making the workplace less competitive among employees. However, work stress
does not necessarily have to be perceived negatively. When stress is managed
correctly, it may help employees focus and be more productive. According to the
Yerkes-Dodson Law, stress is good for human functioning up to a degree (Corbett,
2015; Yerkes & Dodson, 1908). People who have deficient stress levels may feel
under-stimulated and inert, while those stressed at excessively high levels may feel
overwhelmed, nervous, and irritated. In short, finding the right degree of stress is
crucial.

Organizational stress levels are influenced by intrapersonal elements such as
personality, temperament, coping and thinking styles, and external factors such as
work characteristics and surroundings. Both aspects must be well-managed.

Employees’ perceptions of company commitment, that is, how they conceptualize
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their reasons for staying in the organization as either affective, continuance, or
normative reasons, are possible causes of workplace pressures (Wykes, 1998).
Affective commitment to the organization is ideal when an employee strongly
identifies with the firm’s values and culture. While this is not a direct indicator of an
employee’s stress levels, genuine interest and happiness in the employee’s work and
work relationships put the person in a solid position to deal with stress effectively.
Employees who stay in a company for the sake of continuity do so after considering
the benefits and drawbacks and deciding that the opportunity cost of quitting is too
great. Employees in this group may be under moderate stress since their reasons for
remaining are based on external rather than internal motivation. Employees who stay
for normative reasons, on the other hand, are more likely to be stressed since they are
the ones who stay out of responsibility and duty (Ates & Ihtiyaroglu, 2019).
Employers can offer stress management programs, such as counselling,
communication programs, and a more flexible work schedule to help employees
handle stress (Cooper & Cartwright, 1994; Tetrick & Winslow, 2015). Many research
studies have shown the positive effects of mindfulness techniques on subjective well-
being and work results (Bhojani & Kurucz, 2021). Burnout rates fall as productivity,

organization, and performance rates improve.

2.2.4. Health Responsibility Behaviour

Health responsibility fulfils the individual’s physical, mental, and social health
needs (Avci, 2016). Health-related behaviours are the responsibility of individuals.
Individuals feel better and spend less on health by performing behaviours such as
exercise, weight control, and not smoking to continue health, having health checks on
time, and following the physician’s recommendations (Steinbrook, 2006).

An individual’s health behaviours are affected by many internal and external
factors. Lifestyle behaviours are affected by the habits of the society in which
individuals live, the level of health literacy, health inequalities, mental capacity, and
many other external factors such as social media. As it is known, smoking, excessive
nutrition and alcohol consumption, excessive exercise, and not wearing a seatbelt
when driving are accepted as risky behaviours. Such behaviours that harm health pose
a threat to individual and public health. The simplest and most cost-effective solution

to this problem is to minimize the risk by making lifestyle changes for individual
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responsibility, taking into account individuals® socio-cultural and environmental
factors. It is generally assumed that individuals are free to choose healthy behaviours.
However, health responsibilities are affected by factors such as the actions of
individuals, whether they are willing or unwilling to take action, and what they hear
from others.

Many factors affect an individual’s health-promoting, protective, and
preventive behaviours (Avci, 2016; Buyx, 2008).
» Age: It has been determined that with age, individuals grow more sensitive about
their health and better fulfil their health responsibilities in getting examinations and
regular controls.
* Gender: It has been determined that women behave more responsibly for their health
than men.
» Level of education: As the education level of individuals increases, their level of
responsibility for their health improves.
* Marital status: Divorced individuals have a higher perception of health-related
responsibility than married ones. The fact that divorced individuals do not have a
spouse to share their responsibilities makes them pay more attention to their health.
» Smoking and alcohol: Individuals who use substances such as cigarettes and alcohol
have a lower health responsibility.
* Nutritional habits: Regular eating habits increase individuals’ responsibility for their
health promotion.
* Culture: Health promoting behaviours of individuals, such as eating habits, are
influenced by culture.
* Income level: As the income level of individuals increases, their health responsibility
increases. This situation has been associated with the power to make health-related
expenditures.
 Health policies: Health policies that increase health responsibility can positively

change individuals’ perceptions regarding their health.

2.2.5. Life Appreciation Behaviour

According to Adler (2001), life appreciation is acknowledging the worth and
meaning of something—an event, a person, an action, or an object—and having a

positive emotional connection to it. Positive emotions of connectedness to the valued
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stimuli and the essence of life are enhanced by appreciation experiences (i.e., as in a
feeling of awe or wonder).

Life appreciation is a critical dimension of wellness that represents people’s
overall happiness with their life in various categories, including employment,
marriage, and health (Diener & Tay, 2017). Better mental and physical health, healthy
weight and eating behaviours, more exercise, extended life expectancy, more excellent
work satisfaction, lower turnover intentions, and more organisational commitment are
linked to higher life satisfaction levels. Life appreciation has also been linked to
reduced levels of ill health, as measured by lower levels of addictions and harmful
behaviours (e.g., cigarettes, narcotics, and alcohol), lower mortality rates, and lower
anxiety and depression levels. The advantages of life pleasure benefit the entire
community. Altruism (e.g., donating, assisting, and volunteering) and reduced
homicide, suicide, and sickness rates predict higher life satisfaction. There are eight
aspects of appreciation; focus, awe, ritual, present moment, self/social comparison,
gratitude, loss/adversity, and interpersonal relations (Mitchel G Adler & Fagley,
2005).

2.2.6. Social Support Behaviour

The work of social epidemiologist John Cassel had a significant impact on
research on social support. Based on his research on animals and humans, Cassel
(1976) proposes that social support acts as an essential ‘protective’ psychological
component that lowers individuals’ sensitivity to the adverse effects of stress on health.
He also states that psychological elements like social support are likely to influence
illness causation. In short, social support may impact the occurrence and prevalence
of various health consequences.

The methods for providing social networks and social assistance can improve
physical, mental, and social well-being. Social networks and social support are the
starting point or initiators of a causal flow toward health outcomes. In reality, many
linkages can provide local influence; for example, one’s ability to maintain and

activate a social network is influenced by one’s health (Heaney & Israel, 2008).
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2.2.7. Work and Office Behaviour

According to WHO, a healthy workplace is one in which workers and managers
work together to form a continuous improvement process to protect and promote the
health, safety, and well-being of all employees, as well as the workplace’s long-term
viability, by taking into account the following factors: physical work environment
health and safety concerns; psychosocial work environment health, safety, and well-
being concerns, including work organization and workplace culture; personal health
services in the workplace; and ways to participate in the community to improve the
health of workers, their families, and other community members (Burton & WHO,
2010).

The direct impact of employment on people’s physical or physiological health
and wellness is a known issue (Waddell & Burton, 2006). Work settings provide a
chance to detect and change problematic habits (Sparks et al., 2001). Academics today
are more concerned than ever about the significance of integrating well-being into the
workplace, making wellness promotion a multidisciplinary problem to be addressed
(Newton, 2012). Healthy workplaces must address the psychological and social
aspects of the work environment, as well as the need to provide safe and hazard-free
work environments.

According to a study on the workplace, obesity and cardio-respiratory,
metabolic, and cardio-metabolic problems are adverse health effects of the sedentary
life at the office (Das et al., 2016). The health consequences of lengthy periods of
inactivity and sitting durations have become more prominent (Hedge et al., 2004).
Obesity, for example, is linked to a decrease in productivity. Furthermore, physical
inactivity caused by lengthy work hours leads to ergonomic issues, and bad posture
contributes to musculoskeletal ailments (Waddell & Burton, 2001). Carpal tunnel
syndrome is caused by typing labour (Franklin & Gray, 2017), and the development
of computer vision syndrome has been related to the rapid adoption of information and
communication technologies (ICTs) (Randolph, 2017). Employees’ physical
difficulties are not the only problems that might arise in the workplace; there are also
psychological challenges. Stress symptoms provide a significant obstacle for
improving the employee’s psychological health (Murphy, 1996). The workstation
itself must be carefully designed because unsuitable indoor environmental conditions

also reduce worker comfort and health (Sakellaris et al., 2016).
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2.3 Health Promotion

In addressing public health issues, health promotion has become more critical
than ever. The global health situation is at a crucial juncture, with the world
confronting a triple burden of diseases: unfinished communicable disease agendas,
newly developing and re-emerging diseases, and the extraordinary development of
non-communicable chronic diseases. Factors that aid progress and development in
today’s world, such as globalization of trade, urbanization, ease of travelling, advanced
information and communication technologies, and so on, act as a double-edged sword
in that they lead to positive health outcomes on the one hand, while also increasing the
vulnerability to poor health on the other, as they contribute to sedentary lifestyles and
unhealthy dietary patterns (WHO, 2005).

Factors beyond the health sector, particularly social, economic, and political
pressures, significantly impact health. These forces substantially impact how people
grow, live, work, and age, and the institutions to address health requirements, resulting
in health disparities between and within countries (WHO, 2008). As a result, achieving
the best possible quality of health requires a comprehensive, holistic strategy that
includes communities, health professionals, and other stakeholders, in addition to
traditional curative treatment. This comprehensive approach should enable individuals
and communities to take responsibility for their health, nurture public health
leadership, encourage intersectoral action to develop healthy public policies, and
establish long-term health systems in society. These aspects encapsulate the core of
“health promotion,” which gives individuals power over their health and its
determinants, allowing them to enhance their health. It encompasses personal, societal,
organizational, and political actions to facilitate adaptations (lifestyle, environmental,
etc.) that improve or preserve health (WHO, 2008).

According to WHO (1995), there are three main components in health
promotion:

1. Good governance of health

Health promotion necessitates policymakers from all levels of government
regard health as a top priority. This implies that they must consider health
consequences in all actions and prioritize policies that prevent people from becoming

ill or injuring themselves.
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These policies must be supported by rules that align private sector incentives
with public health objectives. For example, matching tax policies on unhealthy or
hazardous items like alcohol, cigarettes, high-salt, high-sugar, and fast-food products
stimulates commerce in other sectors.

2. Health Literacy

Individuals must have the knowledge, skills, and information necessary to
make healthy decisions, such as regarding what they eat and what healthcare services
they require. They must also be allowed to make such decisions. Individuals also need
assurance of a climate where people may demand more governmental initiatives to
enhance their health.

3. Healthy Cities

Cities have a critical role in fostering good health. Healthy urban planning and
the development of preventative measures in communities and primary health care
institutions require strong leadership and dedication at the municipal level. Healthy

cities lead to healthier countries, which leads to a better planet.

2.3.1. Historical Evolution of Health Promotion

The notion of health promotion is not new. Long ago, it was understood that
health is affected not just by variables inside the health sector but also by factors
outside it. When the germ theory of illness was not yet established in the 19th century,
the particular cause of most diseases was thought to be ‘miasma’. Still, there was an
understanding that poverty, deprivation, lousy living circumstances, lack of education,
and other factors led to sickness and death. Louis Rene Villerme’s report (1840) on a
survey of the physical and moral circumstances of the workers working in the cotton,
wool, and silk factories, William Alison’s reports (1827-28) on epidemic typhus and
relapsing fever, and John Snow’s famous investigations of cholera (1854), for
example, attest to this growing understanding of disease aetiology (Kumar & Preetha,
2012).

Henry E. Siegrist, a famous medical historian, created the phrase “health
promotion” in 1945, defining the four primary goals of medicine as promotion of
health, prevention of sickness, restoration of the sick, and rehabilitation. His assertion
that providing a reasonable standard of living, excellent labour conditions, education,

physical culture, means of relaxation and leisure, and coordinating the efforts of
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politicians, labour, industry, educators, and physicians to promote health was correct.
This conclusion was presented in the Ottawa Charter for Health Promotion 40 years
later. The observation by Siegrist that health promotion tends to prevent illness, but
effective prevention calls for special protective measures highlighted the importance
of considering both general and specific causes in disease causation and the role of
health promotion in addressing these known causes (Kumar & Preetha, 2012).
J.A.Ryle, the first Professor of Social Medicine in the United Kingdom, recognized
the dual causation of illnesses around the same period and brought attention to its
relevance to noncommunicable diseases (Terris, 1992).

The words health education and health promotion are frequently used
interchangeably. Communities are provided with health information and knowledge,
and skills to enable individuals to adopt healthy habits freely. Health education is a
series of learning experiences aimed at improving the health of people and
communities by expanding their knowledge or changing their attitudes. In contrast,
health promotion is a more comprehensive approach to health education that involves
multiple players and focuses on multisectoral approaches. Health promotion has a
much broader perspective. It is tuned to respond to developments that directly or
indirectly impact health, such as inequities, changes in consumption patterns,
environments, and cultural beliefs (WHO, 2008).

In 1986, WHO partnered with Canada to organize an international conference
on health promotion to raise public health aspirations worldwide. The meeting was
held in Ottawa and resulted in the Ottawa Charter for Health Promotion and served as
a precursor to later worldwide health promotion conferences. According to the Ottawa
Charter, Health Promotion is the process of empowering individuals to take charge of
and enhance their health. A person or a group must recognize and fulfil ambitions,
satisfy wants, and alter or cope with the environment to achieve a state of total
physical, mental, and social well-being. Health is viewed as a resource for everyday
life rather than the goal of existence. Peace, shelter, education, food, income, a stable
ecology, sustainable resources, social justice, and fairness are the essential conditions
and resources for health. Thus, health promotion is not just the responsibility of the
health sector but also that of the individual. The Charter called for health advocacy to
bring about favourable political, economic, social, cultural, environmental,

behavioural, and biological determinants for health and mediation for multi-sectoral
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action, allowing individuals to take control of the variables impacting their health. The
Charter defined health promotion activities as a) building supportive environments, b)
supporting community action through community empowerment — communities’
ownership and control of their endeavours and destinies, c) improving personal skills
through information, and d) growing personal skills through information (WHO,
1986).

2.3.2. Approaches to Health Promotion

Health promotion activities can focus on high-priority health issues that affect
many people and endorse numerous therapies. Such an issue-based approach will be
most effective when combined with setting-based designs. Setting-based designs may
be applied in schools, workplaces, marketplaces, residential neighbourhoods, and
other locations to address priority health problems by considering complex health
determinants, including behaviours, cultural beliefs, practices, and other factors that
function in people’s daily lives. The setting-based design makes it easier to integrate
health promotion activities into social events while considering local circumstances
(WHO, 2008).

A population with any disease may be split into four categories: a) healthy
people, b) people with risk factors, c) people with symptoms, and d) people with
disease or disorder. To satisfy the requirements of the entire population, each of these
four categories must be targeted with specialized interventions. In other words, the
framework includes everything from primary prevention for healthy people to curative
and rehabilitative treatment for sick people. In addition, primordial prevention is used
to create and maintain circumstances that reduce health risks. It includes activities and
procedures that prevent the emergence and establishment of disease-causing
environmental, economic, social, and behavioural factors and cultural ways of life
(Last, 2000).

2.3.3. Workplace Health and Wellness Programs

In addition to the pursuit of health improvement, workplace wellness initiatives
have also been advocated to raise morale, increase productivity, minimize attrition,

and lower healthcare expenses. Employers can change physical workplaces
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(ergonomics), influence how employees spend their time, promote employee
relationships, exchange information, fund health insurance, and encourage them to
participate in wellness programs, such as by offering financial incentives. Moreover,
employers can install central stairwells or exercise rooms to encourage employees to
get more exercise, sponsor weight-loss competitions, change cafeteria menus to
promote better eating and establish educational offers, benefit arrangements, or reward
systems promoting health.

For more than three decades, the potential for workplace wellness initiatives to
enhance employee health while simultaneously boosting business bottom lines has
piqued the interest of both employers and policymakers. Wellness programs have
grown increasingly popular. According to a survey conducted in 2014, provides gym
discounts or exercise facilities in the workplace were provided in 64% of large
businesses (200 or more employees)and 26% of small firms (3-199 employees)
(Claxton et al., 2020).

2.3.4. Workplace Health and Wellness Programs in the Literature

For a clear insight into employee health and wellness programs, the researcher
of the current study carried out a systematic review including 46 studies conducted in
the last decade. The studies were presented as; study design, measurements, the Social-
Ecological Model levels, tools used in the intervention, personalization, instruments,
intervention characteristics, evaluation period, and findings and conclusion. The
studies included in this literature review are provided in Appendix E. The average
sample size among the 46 studies was 722. The results showed that the evaluation
period of the interventions varied between 1 month and 36 months. The most common
study designs observed were randomized controlled trials and single-group pre-post
test designs. Physical activity and nutrition appeared to be the most targeted lifestyle
behaviours in the studies reviewed. The secondary level of lifestyle behaviours
provided stress management, smoking, and alcohol intake. Measurement variables in
the studies were classified into four categories; health indicators, biomarkers, social
cognitive variables, and work performance. The measurement variables are presented
in Table 2.1.
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Table 2.1. Measurement variables in the reviewed studies

Health Indicators Biomarkers Social Cognitive Work
Variables Performance
Weight e Total Blood e Intention o Work ability
Waist and hip Cholesterol e Social support e Physical effort
Blood e Blood glucose e Health literacy at work
pressure e HDL e Confidence e Presenteeism
Body fat e LDL e Attitude e Absenteeism
Resting heart e Triglycerides e Stages of e Job satisfaction
rate e Insulin level readiness to e Job stress
Grip strength e Urinalysis change e Job strain
Maximum e Urine nicotine e Perceived
oxygen uptake e Prolactin health
Aerobic e Cortisol e Anxiety
fitness e Motivation
e Barriers
e Psychological
distress
e Prolonged
fatigue
e Perceived
stress
e Self-efficacy
e Quality of life
¢ Knowledge
e Satisfaction

A further analysis was conducted on the incentive techniques used in the
interventions. These techniques are presented in Table 2.2 in terms of Social-
Ecological Model levels.

The literature review revealed that the interventions implemented in the 46
studies lacked an essential element: personalization. Only 10 of the 46 studies included
personalization in their design. Age, gender, model (transtheoretical model-based),
preferred physical activity, personalization of the information based on the screening
results, health survey results, and self-reported behaviours were used to modify the
interventions for personalization. The literature review showed that all interventions

that used personalization had a larger effect size.
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Table 2.2. Incentive techniques in social-ecological model levels

Individual Social Physical Policy
Environment Environment
Goal setting e Special e Gym Smoking
Monthly group membership policies
motivationa meetings e Healthy Educational
| e-mails (e.g., obese) food choices programs
Awareness e Challenge available in Paid time
programs with the cafeteria participatio
Educational colleagues o Workplace n
seminars (step, etc.) fitness Behaviour
Risk e Group centre changes
awareness education e Video and rewards
Self- sessions instructional Gym
monitoring e Buddy materials on membership
Counselling system website or
Self-care e Team portal
information competition e Flextime to
Group s participate
meetings e Experience e Health food
sharing selections in
e Fitness vending
classes machines
e Walking e Participatio
clubs n during
e Involving work hours
family
members
e Grouping
program
participants
with similar
needs

To sum up, workplace health promotion interventions were focused on
physical wellness related to lifestyle behaviours, such as physical activity, nutrition,
and health responsibility. In addition, personalization was the missing part in the

design of the workplace health promotion interventions.

2.3.5. Methods for Employee Health and Wellness Programs

Employee health and wellness interventions use several methods to assist
employees in improving their wellness on all levels. Each approach addresses at least
one aspect of wellness, but the effectiveness of the programs increases with the number
of different elements used together. The most common health and wellness programs

are biometric screenings, risk assessment, financial planning, fitness classes, free
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healthy food, gym compensation, health coaching, health literacy education, tobacco

cessation, weight management, and wellness challenges.

Biometric Screenings: Biometric screenings are the health programs component that
evaluates employees’ physical parameters such as body mass index, blood pressure,
cholesterol, and glucose level. This type of program is primarily concerned with
physical wellness. The justification for conducting biometric tests at work is that early
identification of illnesses and evaluating hazards can help employees become more
aware of their health issues and treat them more effectively. Some biometric screening
programs serve as a focus for high-risk workers to enrol in disease management
programs (Heltemes et al., 2019; McLellan et al., 2009).

Health Risk Assessment: Health Risk Assessment (HRA), also known as a health risk
appraisal, is an instrument for gathering health information about employees. It is
frequently used with biometric tests to determine a person’s health condition, risks,
and behaviours. HRA data, unlike biometric screenings, is self-reported. Thus the
information gathered for employers and utilized to offer feedback to employees is

susceptible to the respondent’s prejudice and limits (Niessen et al., 2013).

Financial Planning: Financial wellness programs quickly become one of the most
troublesome areas in many health and wellness programs. Many companies use the aid
of financial specialists to offer counselling for financial planning to their employees
to provide them with tailored support (Frank-Miller et al., 2019). Employees are
universally failing to attain financial well-being on their own, according to several
polls, and are worried about money, which leads to low presenteeism at work.
Employers would be prudent to assist them in combating this issue. On the other hand,
hiring financial specialists may be costly, so this program is better suited to
organizations with bigger wellness budgets. These groups frequently offer free

financial wellness lectures (Joo, 1998).

Fitness Classes: On-site fitness courses are an excellent answer for many organizations
to encourage wellness throughout the workplace. Typically, these sessions are held in

conference rooms or other open areas. In addition to providing a fantastic workout,
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group fitness courses allow employees to socialize, create camaraderie, and have fun.
According to research, group exercise is the most effective means for boosting mental
health. In short, fitness courses are a flexible tool that may help people improve their
physical, mental, and social health. Physical fitness does not have to be the exclusive

focus of fitness classes (Malik et al., 2014).

Free Healthy Food: Free meals have long been a favoured incentive among
employees. Salty chips and sweets, while attractive, may not be the greatest choice for
a mid-afternoon snack. To promote healthy eating, employers have been choosing to
fill their kitchens with more nutritional alternatives, such as snacks with whole grains,

healthy fats, and protein (Monaghan et al., 2018).

Gym Compensation: Providing standing workstations may not be enough for
companies trying to improve their employees’ physical wellness. Reimbursing
employees for gym memberships might motivate them to exercise without disrupting
their workday. This is a particularly appealing advantage for millennials, who place a

high value on overall rewards programs and benefits (Homonoff et al., 2020).

Health Coaching: Employee health coaching is a term that refers to individualized
educational sessions with a qualified health expert that can be done one-on-one or in
a group setting. Some organizations provide health coaching as the next step for
employees who have been recognized as high-risk through a biometric test or health
risk assessment. In contrast, others make it available to everyone who wants to
improve their health. Because health coaching sessions are tailored to the individual,
they can address any aspect of well-being that employees wish to help (Butterworth et
al., 2006).

Health Literacy Education: Because of its scalability and low cost, health literacy
education programs are frequently the first effort given at organizations. These
programs offer workers relevant, high-quality, and timely health information via on-
site seminars, internet webinars, and other media like newsletters and wellness
pamphlets. Employer-facilitated health literacy is becoming increasingly essential as

the quantity of misinformation available to consumers via the internet grows. These
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educational workshops can be customized to any aspect of wellness that the business

deems appropriate for its workforce (Ishikawa et al., 2008).

Tobacco Cessation: While the use of e-cigarettes among employees and other tobacco
products is rising, the smoker employees may benefit from a tobacco cessation
program. Even though tobacco consumption has decreased considerably, the negative
consequences of smoking are so severe that businesses continue to perceive financial
and non-financial reasons to seek cessation programs. A tobacco cessation program
can take many forms, but the fundamental objective is to give tobacco smokers the

assistance and tools they need to quit (Hughes et al., 2011; Terry et al., 2011).

Weight Management: Weight management programs are designed to assist employees
in achieving a healthy weight. Weight management programs aim to minimize
workers’ health risks by combining technology and human treatments that focus on
exercise and diet. Because most people are not at a healthy weight, such programs can
benefit a large number of people (Williams et al., 2014).

Wellness Challenges: Wellness challenges are a collection of events and competitions
designed to motivate employees to adopt healthier habits. They are also a team-
building tool for increasing employee engagement and belonging. Wellness challenges
may address various aspects of wellness, including physical, emotional, financial,

social, and environmental well-being (Andrews et al., 2019).

2.4. Health Literacy

Individuals with poor health literacy skills are surprisingly frequent in
developing countries. The fraction of the population lacking functional health literacy
skills in Organization for Economic Co-operation and Development (OECD) countries
ranges from 7% to 47% (Watkins, 2007). The figures are much higher in developing
nations. Nutbeam (2000) defines health literacy as individuals’ motivation and
capacity to obtain access to, interpret, and use knowledge in ways that promote and
preserve good health, which are determined by cognitive and social abilities. Health

literacy has also been defined as an individual’s ability to receive, absorb, and
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comprehend essential health information and services required to make informed
health decisions (Ratzan & Parker, 2006), and the ability of people to access, analyse,
interpret, and share health-related information to make well-informed decisions
(McCormack et al., 2010).

Over the years, the words literacy and health literacy have been defined,
developed, and assessed in several ways to meet the changing needs in an increasingly
complex world. Adjustments in definitions have been made alongside the recent rising
interest in health literacy as an essential health communication component. A lack of
agreement on the exact meaning of health literacy might impede efforts towards
measuring it or postpone remedies to severe problems. On the other hand, the diversity
of definitions indicates an understanding of the construct’s complexity and the
potential that various meanings may be required depending on one’s objectives. The
area of health literacy is quickly expanding, including a bigger and more
multidisciplinary audience, and with it, a deeper understanding of its complicated and
varied nature.

For operating in a range of health situations, a diverse set of health literacy
abilities is required. These skills include reading, writing, mathematics, speaking,
listening, utilizing technology, networking, and rhetorical skills related to requests,

advocacy, and complaints (Kindig et al., 2004).

2.5. Social-Ecological Model

In health promotion and illness treatment, social-ecological models provide a
dominating conceptual framework or set of fundamental principles that explain the
reciprocal link between various personal and environmental elements (Stokols, 1996).
Bronfenbrenner (1979) proposed the social-ecological model while researching the
ecology of human growth. This model explains how people’s social settings interact
with one another throughout their lives. The dynamic interactions among individuals,
families, and all other people or organizations within the community in which a person
lives have a significant role in one’s development over time, which has long-term
consequences for the social environment. Bronfenbrenner (1979) created the concept

to understand better how individuals’ inborn qualities interact with their immediate
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environment to influence growth and development from childhood through adulthood
and death.

Bronfenbrenner (1979) strategically structures the ecological theory at four
levels of external impacts: microsystem, mesosystem, exosystem, and macrosystem.
The person lives and interacts in the microsystem, the most intimate ecological level.
This comprises the individual’s immediate family members and organizations such as
relatives, schools, and healthcare providers with whom the patient has direct contact.
At this level of the system, interactions are bi-directional. Next is the mesosystem,
which depicts how the associative relationships among various elements at the
microsystem level (school, family, etc.) further impact an individual’s everyday
activities and progress. Lack of affection from family and other groups, for example,
can negatively impact a person’s psychological development. The exosystem
comprises external variables that the individual will not engage with directly but those
that significantly affect their development. This includes the person’s neighbourhood,
parent’s employment status, extended family, health facilities, social services, mass
media, and school boards, among other things. For example, the high prevalence of
drug use in the community might significantly impact their lives, either favourably or
adversely. Finally, the macrosystem, the most prominent and remote community
setting, includes cultural belief systems, economic backgrounds, and remote political
environments that significantly impact individuals’ everyday activities. Societal norms
and ideals heavily influence individual growth. The macrosystem can impact personal
development within and among other systems proximate to the individual. Culture and
values, laws, history, economic systems, social circumstances, health policies,
individual social standing, and political systems are critical components of the
macrosystem.

Multiple theorists have built social-ecological models of layers that impact
health promotion (Golden & Earp, 2012; McLeroy et al., 1988). Glanz, Rimer, and
Viswanath (2008) present a social-ecological model for health promotion that
classifies the elements that impact health into four levels: individual, interpersonal,
community, organizational, and societal levels. This approach emphasizes the
relevance of individual health-related activities in social and corporate settings, with
the underlying assumption that the changes in the social environment would encourage

individual health behaviours.
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Personal knowledge and skills are addressed at the individual level. Knowing
more about a condition allows a person to understand it better. It informs patients about
their susceptibility to the disease, the severity of the sickness, and the disease’s overall
hazards. Most of the time, knowledge is not enough to alter people’s viewpoints, but
it may assist by influencing critical attitudes and decisions.

The interpersonal level concerns a person’s interactions with others, such as
family and friends. The connections and social networks in which a person participates
can also significantly influence their conduct. At the interpersonal level of the model,
families, friends, and traditions are essential participants.

The physical environment level concerns the networks that connect the many
organizations and institutions that make up the larger community. Governments and
companies that build environments, such as parks, are included in these relationships.
Community structures are frequently influential in defining how people behave and
their traditions. Understanding the physical environment level is crucial to discover
where healthy habits start.

The social-ecological model’s most comprehensive level, policy level,
comprises policies and legislation enacted locally, nationally, and globally. These
measures might have a significant influence on a vast number of individuals. For
example, a policy specifying a U.S. malaria aid budget will have far-reaching global

consequences for decades.

2.5.1. Social-Ecological Model and Health Promotion

The discipline of health promotion is sometimes chastised for focusing on
lifestyle modification while disregarding the environmental factors that affect health.
In interventions focusing individual level, individuals are recognized as embedded
within broader social systems, which characterize the interacting qualities of
individuals and surroundings that underpin health outcomes (Sallis et al., 2015;
Stokols, 1992).

Interventions at the interpersonal and physical environment levels, on the other
hand, are intended to affect social connections and organizational settings.
Partnerships with agencies, churches, neighbourhoods and other mediating institutions

result in community changes; community-focused interventions aim to improve health

32



services or empower disadvantaged populations. Finally, interventions at the policy

level frequently aim to implement public policies with health behaviour consequences
by facilitating citizen advocacy (Golden & Earp, 2012; Wold & Mittelmark, 2018).

Table 2.3. Examples of variables of health promotion according to SEM

SEM Level

Variable

Individual

Knowledge, attitudes, behaviours, beliefs, perceived barriers,
motivation

Sex

Age

Skill

Self-efficacy

Level of education

Socio-economic status

Interpersonal

Spouse or partner
Family

Peers

Community norms

Cultural background

Physical

Environment

Natural factors (weather, geography, etc.)
Access to facilities (parks, restaurants)
Safety

Workplace, institutions

Policy

Urban planning policies
Transport policies
Sport policies

Health policies

Workplace policies

Ecological models presume that numerous levels of impact are interconnected and

mutually reinforcing. The social, physical, and cultural characteristics of an

environment, according to Stokols (1992; 1996), have a cumulative influence on

health. He also claims that the environment is multi-layered because institutions and
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neighbourhoods are rooted in broader social and economic systems. This setting may
affect people’s health differently depending on their beliefs and behaviours. As a
result, the most effective way to achieve long-term health gains is to tackle all of these
elements simultaneously. However, Stokols (1996) points out that influencing all
aspects of an individual’s surroundings and traits may be impossible. Therefore,

treatments should focus on at least two levels of impact (see Table 2.4).

2.5.2. The Social-Ecological Context of Health Literacy

Health literacy abilities have been shown to predict health status and outcomes
more strongly than age, income, work position, education level, or race or ethnicity
(Kickbusch, 2008; Speros, 2005; Wilson, 2003). Scientific breakthroughs in the
healthcare system are unlikely without increases in health literacy. This is because
adults with low health literacy have bad health, and therefore, only health education
initiatives that emphasize health literacy will result in healthier individuals
(Manganello, 2008).

Urie Bronfenbrenner (1979), the creator of the Social-Ecological Model,
discusses how humans are impacted by interconnected external elements, such as their
physical and social surroundings. According to the social-ecological approach,
interventions that target multiple levels of influence reinforce each other, resulting in
higher and longer-lasting impacts than treatments that target only one level of
influence.

The social-ecological context of health literacy examines various elements that
impact the development of health literacy skills on several levels. From an ecological
standpoint, personal variables, situational determinants, and social and environmental
determinants can all influence the development of health literacy abilities. These
factors can aid or hinder the development of health literacy skills and thereby change
eating habits among employees. Prior nutrition knowledge, availability of nutritious
foods, and a good body image, for example, are all elements that may aid in the
development of health literacy skills. Peer pressure to eat unhealthy foods and the
abundance of empty-calorie items in one’s environment are two factors that may
impede the development of health literacy skills. The preceding explanations

demonstrate how the social-ecological context of health literacy fits into the present
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research study that examines the impact of health literacy on technopark employees’

lifestyle behaviours and work performance (Higgins et al., 2009).

The Social-Ecological Context of
Health Literacy

Apply

Access
Health Literacy:
- Access

- Understand

- Assess

- Apply

Intrapersonal

Individual or personal
characteristics that impact
behavior, actions, knowledge,
attitudes, beliefs, and
personality traits.

Interpersonal

Input, interaction tone and
opinions of a person’s primary
social support whom they
have regular contact with,
including family, friends and
peers. Influenced by this level

is social identity, support, and
role definition.

Understand Physical Environment

the weather, access to parks
and recreation facilities, and
level of crime ina
neighbourhood, ergonomics of
the work station

Figure 2.1. The social-ecological context of health literacy

2.6. Technoparks

Long-term economic growth is primarily influenced by intense variables
offered thanks to the most progressive scientific and technological achievements
reached in the development of the information society and innovative economy. The
majority of scholars believe that knowledge will be the most crucial component in the
long-term growth of well-being (Radosevic & Myrzakhmet, 2009; Safaie et al., 2020).
The capacity to grasp new information and, as a result, technical developments is a
decisive element in the scale expansion of regional and national economies. Innovation
is one of the tangible outcomes of this process. Technoparks are the primary tool for
promoting innovation in today’s world. These organizational structures generate ideal

circumstances for creating innovations and spreading at the regional level.
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The first efforts to establish a technopark in Turkey started in the 1980s.
TEKMERSs (Technology Centres) were established in 1990 as the first step of techno-
cities within the cooperation framework between Small and Medium Enterprises
Development Organization of Turkey (KOSGEB) and universities. The legal
framework for technoparks was established in 2001 with the enactment of Law No.
4691, which refers to “Technology Development Zones” instead of the more
extensively used concept technopark. As of January 2021, 87 Technology
Development Zones had been announced by the Council of Ministers. However, 72 of
these 87 technoparks are currently in operation, while the others are under construction
(Teknoloji Gelistirme Bolgeleri Dernegi, 2021).

The number of companies conducting research and development studies in
operating technoparks in Turkey has reached 6,364. 45% of these companies operate
in the software and ICT sectors, 7% in the engineering fields and other companies are
from a variety of industries such as the medical, energy, chemistry, food, defence,
automotive, agriculture, livestock industries, and they are all involved in the scope of
research and development activities in the regions. A total of 66,615 people, 54,562 of
whom are research and development staff, are employed in the companies located in
the Technology Development Zones. As of January 2021, the total number of research
and development projects (completed and ongoing) carried out in technoparks was
49,688. Companies operating in technoparks export to many developed countries,
including Japan, Israel, England, Germany, and especially the United States, with
revenues reaching 5.6 billion US dollars (ODTU Teknokent, 2021). In terms of foreign
capital, there are currently 322 foreign companies with foreign partners in the
Technology Development Zones. The number of patents (national/international)

registered by companies operating in the regions is 1,262 (ODTU Teknokent, 2021).

2.6.1. Technopark Work Environment

The Turkish technopark work environment is not very different from its
counterparts in the rest of the world. Koladak (2007) explains the Middle East
Technical University technopark environment. Work circumstances are excellent in
social and economic dimensions, and employees are given an independent work

environment, typical of high-tech clusters. Many employees receive relatively high
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salaries, project premiums, and work process autonomy. This pleasant working
atmosphere might be viewed as a natural extension of academic life. Some trainees
report that they still have the freedoms of a regular university student while at the same
time earning money. This is due to the relative flexibility in dress code and the
horizontal organisation structure rather than solid hierarchies. One employee, for
example, states that they occasionally play multiplayer computer games at the
workplace after work hours. Furthermore, flexible working hours also determine
employees’ comfort and pleasure at work. At METU-Technopark, many enterprises
provide flexible working hours, while others require employees to work during regular
business hours (Kodalak, 2007).

2.6.2. Employees in Technoparks

Technoparks represent an alternative to the traditional work structure in terms
of work organization and employment. High-tech labour markets are characterized by
quickly changing skill needs and unstable job situations. Therefore, flexible labour is
deeply ingrained in such environments (Weiss, 1983). Employees are compelled to be
mobile due to the rapid speed of change. Workers in the firms have no defined job
classifications, and they generally work in the gaps between projects. Low levels of
hierarchy and new types of networking are required by the flexible organizational
structure (Castells, 2014). The employees are well-educated.

Employees at technoparks have a high percentage of academic credentials. In
addition, non-traditional employment is a crucial element of high-tech workplaces.
One of the essential features of long-term damage engagements is the fast expansion
of various types of nonstandard work, such as temporary, independent contracting, and
outsourced employment (Beyhan, 1999).

2.7. Work Productivity

In today’s corporate world, boosting productivity is the key to growing
profitability. Aside from the decrease of raw material and manufacturing expenses, the
employees’ job efficiency is critical at this stage. Although the definition of a white-

collar employee varies depending on the approach, in general, it is the name given to

37



those who work in administrative and research-and-development jobs that require a
high level of technological education, as well as mental strength rather than physical
strength (Bain & Price, 1972). The most important reasons for workplace inefficiency
among white-collar professionals have been health and fitness (Lofland et al., 2004;
Mattke et al., 2007). Employees who sit for long periods are likely to develop heart
iliness, muscular degeneration, circulation abnormalities, mental numbness, obesity,
and psychological issues. Various studies in Europe have found that work loss due to
poor health generates significant economic losses to countries (Mattke et al., 2007;
Zhang et al., 2011).

2.7.1. Work Loss

Work loss is characterized in the literature as an employee’s incapacity to
execute his job tasks (Alavinia et al., 2009). The various kinds of work loss can be
classified into two main categories: failure of the employee to perform their tasks due
to absence (absenteeism) and inability to fully or partially fulfil their responsibilities

while at work (presenteeism).

2.7.1.1. Absenteeism

Absenteeism is defined as a state of not being present. It can also refer to a
circumstance in which an employee is not physically there at work. It is also described
as the inability to complete a scheduled task for whatever reason (Kuguk et al., 2015).
According to research conducted in the US, absenteeism accounts for 9% of the hourly
workforce. This figure indicates that one out of every ten employees is missing from
work. The yearly average absenteeism among employees in Turkey is 4.6 days, lower
than the annual European average of 7.6 days (Claxton et al., 2014).

There are three types of absenteeism. A pre-arranged event, such as a vacation
or leave, is a planned absence. Unexpected absence from work due to illness or
disability is unplanned absenteeism. Short-term absenteeism is called partial
absenteeism, which includes arriving late, leaving work early, or taking longer than

allowed leave hours, such as lunch breaks. Unhealthy lifestyle practices, poor diet, and
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insufficient physical exercise are among the most common causes of absence (Johns,
2010a).

2.7.1.2. Presenteeism

The term presenteeism was first used in print in 1931 in a business journal
called Everybody’s Business (Johns, 2010). It was much later, in the 1970s, that the
term was used in conjunction with the term absenteeism. Extensive research in this
field began in the 2000s, emphasising the idea of presenteeism. Presenteeism is
characterized by decreased working performance due to health issues (van Den Heuvel
et al., 2010).

Presenteeism can be caused by various factors (Johns, 2010). Employees may
report to work because they desperately need money and cannot miss work due to
sickness. Due to thoughts of being irreplaceable, doctors may go to work when unwell.
Additionally, one may go to work because they enjoy and are dedicated to their job;
in this instance, it may be regarded as an act of corporate citizenship and a way to
garner appreciation from co-workers (Johns, 2010). Other factors include fear of
jeopardizing one’s career chances by taking time off, as well as a management-driven
expectation of presence.

The distinction between workplace absenteeism and presenteeism is important.
Absenteeism in the workplace is defined as the number of days an employee is
physically absent from work, either partially or completely. Presenteeism refers to the
ways in which they may be operating at a lower level owing to personal difficulties
even though an employee is physically present at work. However, when it comes to
productivity loss in the office, the distinction between absenteeism and presenteeism
has received less attention. While absenteeism is a well-known and easily quantifiable
Issue, presenteeism is a hazy and difficult-to-measure phenomena that has a similar, if
not greater, influence on corporate productivity than absenteeism. In light of this, the
distinction between the two becomes critical to make in order to pave the way for

increasing productivity.
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2.8. New Media

Scholars from diverse backgrounds have characterized and expanded on social
media in various ways. According to Verdegem (2011), social media platforms are
open, web-based, and user-friendly mobile applications that offer new opportunities
for content co-creation, social networking, taste and relevance sharing, connectedness,
and collective intelligence. Auvinen (2011) defines social media as a new information
network and information technology that employs a particular type of communication
that includes interactive and user-generated material and the creation and maintenance
of interpersonal connections. In the same vein, social media is online or electronic
media which can facilitate participation, openness, conversation, community,
connectedness and, at the same time, foster textual and audio-visual characteristic
appeal amongst online users (Mayfield, 2008). Furthermore, UNESCO (2011) has
simply defined social media in its ability to foster human relationships through
technology, allowing for a better, faster, and more constant social interaction among
web users. Social media is one of the new media networks that provide users with a
mix of interpersonal and mass communication capabilities that have not existed before,
emphasizing interactivity and mobility (Paxson, 2018).

To clarify the differences between new media and traditional media, while
traditional media refers to any type of mass communication that existed prior to the
emergence of digital media, new media involves websites and programs that allow
users to produce and share content or participate in social networking. Facebook,
YouTube, Instagram, Twitter, LinkedIin, Reddit, Wikipedia, and Pinterest are
examples of popular social media platforms, while television, radio, newspapers, and
magazines are examples of traditional media. The primary distinction between new
media and traditional media is that the former allows for two-way communication,
whereas the latter only allows for one-way communication.

Today, with the rapid developments in information and communication
technologies, many new concepts such as communication technologies, social media,
social networks, digital media, and digital communication have emerged. With the
emergence of these new communication environments, changes have come to the fore
in many areas. Neuman (1991) points to the idea of new media by presenting the view

that seeing the evolution of a worldwide network of audio, video, electronic, and
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textual communication, where the lines between public and private communication, as
well as interpersonal and mass communication, are becoming increasingly blurred.
Manovich (2002) also emphasizes that starting from the 1960s, technological
developments have gradually transformed the media. New media has made the
transformation permanent by converging communication infrastructures and people,
businesses, industries, international regulations, policies, and even administrations,
and has revealed being new as a fundamental condition (Yanik, 2014). Therefore, the
adjective ‘new’ in the term new media expresses a chronological quality and the

transformation of the whole system, especially communication (Yanik, 2016).

2.8.1. New Media for Health Literacy

Internet-enabled new media has the potential to transform health education for
a wide range of groups by boosting our capacity to employ evidence-based behaviour
modification tactics in ways that are considerably more effective and efficient than
previously achievable (Bernhardt et al., 2013). For instance, new media can now be
used to: develop the capacity to deeply engage massive groups of targeted individuals
and communities over time; facilitate the real-time correspondence and analysis of in-
depth health-related comments and information from participants and associates to
identify and aggregate health needs and priorities for planning health education
programs; design and deliver highly relevant and personalized health education
programs (Harris, 2013). In short, new media may help with and enhance practically
every phase of the health education planning, production, and assessment process
(Dede & Fontana, 2013).

2.8.2. YouTube

On the Internet, video has increasingly become a widespread form of media.
As access to video on a wide range of topics becomes more readily available, the
expansion of internet video benefits more people who teach and study online.
Although the precise amount of video now posted online is unknown, the Blinkx video

search website claims to have indexed 35 million hours of video to date.
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Even though YouTube was developed as a video-sharing tool for the general
public, its instructional potential has not gone ignored. Hundreds of schools and
institutions have created a YouTube presence over time in their video-sharing websites
known as YouTube channels. YouTube EDU, an organized collection of YouTube
channels made by college and university partners, was launched in March 2009
(Snelson, 2011). YouTube EDU has grown to include over 300 schools and institutions
by the end of its first year, with over 65,000 videos of lectures, news, and campus life
freely available for public watching (O. Greenberg, 2010). These films are only a small
fraction of the instructional information available on YouTube.

The benefits of learning through YouTube videos include personalized
feedback and interaction between the instructor and the student (Dogruer et al., 2011).
Without needing to meet face to face, students may communicate with the instructor,
seeking explanations and making requests for extra information. The free content is
available to all, allowing learners in even the most remote parts of the globe to
participate. Learners are encouraged to expand their knowledge regularly and acquire

instructional items submitted to YouTube (Hasamnis & Patil, 2019).

2.8.3. Instagram

Instagram is a picture and video-sharing social networking service launched in
2010. Users can update material using multiple filters and access the service via a
mobile application or a feature-limited online interface (Carpenter et al., 2020).
Individual posts can have up to 2,200 text characters. Private messaging, the ability to
tag material with searchable hashtags, adding multiple photographs or videos in a
single post, and the stories feature, which lets users submit information to a feed that
is viewable to others for 24 hours, are the features available on Instagram. Individuals
can connect with other users through messages, postings, and stories in various
methods that vary in privacy and formality. Instagram posts, for example, tend to be
carefully-managed and optimistic photographs (Lee et al., 2020), but Instagram stories
might be more casual.

Instagram is mainly used for educational, instructional, motivational, and
supportive purposes (Kamel Boulos et al., 2016). Because of photo- and video-sharing

capabilities, the application has many potentials to act as a social networking platform
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in visually rich subject areas, including clinical dermatology, clinical infectious
diseases, and radiology (Gauthier & Spence, 2015; Glover et al., 2015). On the other
hand, it may also be used to disseminate negative messages with detrimental effects,
such as in the encouragement of cigarette and alcohol use, pro-anorexia messaging,
and unhealthy meals that are rich in calories but poor in nutrients, which have been
described in the literature (Custers, 2015; Holmberg et al., 2016; A. Richardson et al.,
2014).

2.9. Summary of Literature Review

Overall, the literature review indicates that employee wellness and health may
significantly affect productivity in a work environment that requires employees to keep
up with advancing technologies and rising expectations. Lifestyle behaviours play a
crucial role in promoting employee wellness. Different approaches can be taken to
improve employee wellness. Today’s most common health and wellness programs are
biometric screenings, health risk assessment, financial planning, fitness classes, free
healthy food, gym compensation, health coaching, health education, tobacco cessation,
weight management, and wellness challenges. Health education seems to promote
wellness and health effects among these various approaches.

Health education refers to purposefully built learning experiences that include
communication and promotes health literacy, including knowledge and life skills that
are beneficial to individual and community health. Health education is concerned with
disseminating knowledge and developing the desire, skills, and confidence (self-
efficacy) required to improve health. Health education involves conveying knowledge
on the underlying social, economic, and environmental variables that affect one’s
health, individual risk factors and risk behaviours, and ways to use the healthcare
system. Thus, it can include disseminating knowledge and developing skills that
illustrate the political feasibility and organizational capabilities of various types of
action to address social, economic, and environmental health factors.

The social-ecological context of health literacy looks at several factors that
influence the development of health literacy abilities on different levels. Personal
characteristics, social factors, and physical environmental determinants can all impact

the development of health literacy abilities from an ecological approach. In this
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approach, new media can become an effective tool to provide content for health
literacy. The present study explains behaviours and the social-ecological context of

health-literacy-based employee wellness program design.
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CHAPTER 3

METHODOLOGY

The purpose of this section is to describe the quantitative and qualitative
methods used in this study. Firstly, the study design is discussed in detail. This is
followed by an explanation of the process of participant assignment to experimental
and control groups and the selection for interviews. Next, the agenda and content of
the intervention for the experimental group are described. Then, a comprehensive
explanation of the quantitative and qualitative data collection procedures is provided.
Finally, the methods employed in statistical analyses and qualitative data coding and

analysis are explained.

3.1. Research Design

The present study is comprised of a needs assessment (Study 1) and an
intervention (Study 2). To fulfil the requirements of both of these parts, various
methods were implemented in the course of the investigation. For the needs
assessment, a descriptive research design was used to explore the characteristics of the
study population. Descriptive research attempts to collect quantifiable information for
statistical analysis of a population sample (Thomlison, 2001). The main aim of such a
research design is to describe the demographic segment’s nature. The descriptive
function of research is heavily dependent on instrumentation for measurement and
observation (Gall & Borg, 1989). Moreover, in descriptive design, exploratory data
analysis techniques, such as clustering, is used to identify subsets of data instances
with common characteristics. Researchers can investigate the data by looking at a few
cases from each cluster rather than the entire dataset. This method allows users to focus
on essential subsets of massive datasets, which is especially useful for designing

interventions or educational programs. Descriptive clustering, in particular, entails
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grouping sets of similar occurrences into clusters and producing a human-readable
description or summary for each group (see Figure 3.2).

For the intervention component of the study (Study 2), the embedded
experimental model was used to support and provide details about the outcomes of the
intervention. The embedded experimental model may be the most commonly used
variant of the Embedded Design (Creswell et al., 2009). The priority of this model
derives from the quantitative, experimental methodology, within which the qualitative
data has a supportive role. In Study 2, a one-phase approach was used to explore the
effects of the intervention. This single-phase collected qualitative data that was used

to interpret the quantitative outcomes of the study (see Figure 3.1).

Pretest [ ] Posttest
) ) Intervention o
(Quantitative) (Quantitative)
Qualitative

Figure 3.1 Embedded-experiment design (one-phase)
Study 1 was conducted in 2018, two-years before the Covid-19 pandemic.

Study 2 was conducted in May, 2021, during the pandemic in which lockdown
measures were in effect. The intervention began after the last lockdown was ended.
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3.2. Study 1

3.2.1 Participants

The chosen method of sampling employed in Study 1 was purposive sampling,
as the aim was to represent the differen regions of Turkey. After gaining approval from
the Human Subjects Ethics Committee of Middle East Technical University (see
Appendix A), an invitation e-mail was sent to around 650 companies and individuals
from Ankara, Istanbul, Bursa, Izmir, Eskisehir, Bolu, Gaziantep, Sakarya, Antalya,
Trabzon, Kahramanmaras, Mugla, and Batman. In order to protect the privacy of the
volunteers, paper-based surveys were sent by mail to individuals who accepted to
participate in the study. After completing the surveys, participants returned the sealed
envelopes to the researcher.

Among the 650 companies contacted, 405 technopark employees (174 women
& 231 men) who were located in six different Turkish cities (Ankara, Istanbul, Bursa,
Izmir, Eskisehir, and Bolu) volunteered to participate and completed the survey.
Employees from Gaziantep, Sakarya, Antalya, Trabzon, Kahramanmaras, Mugla, and
Batman did not participate in the study. The average age of the participants was 32.27
years (SD = 6.8). The average age was 31.41 years (SD = 5.96) for women and 32.92
years (SD = 7.52) for men. 49.5% of the participants were married, and 50.5% were

single.

3.2.2. Data Collection

Instruments

Healthy Life Style Behaviour Scale-1l (HLBS-I1): The Healthy Life Style
Behaviour Scale-11 (HLBS-II) measures lifestyle behaviours under six subscales. It is
a 52-item questionnaire composed of health responsibility, physical activity,
nutritional habits, stress management, mental development, and interpersonal relations
(Walker & Hill-Polerecky, 1996). The reliability coefficients of the Turkish version of
HLBS-II are .77 for health responsibility, .79 for physical activity, .68 for nutrition,

.79 for mental development, .80 for interpersonal relationships, and .64 for stress
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management (Bahar et al., 2008). The lowest and highest possible scores on the scale
are 52 and 208, respectively. Higher scores indicate better engagement in healthy

lifestyle behaviours (see Appendix B).

Chronic Diseases and Risk Factors Survey: The Turkish Republic Ministry of
Health developed the Chronic Diseases and Risk Factors Survey to determine the
prevalence of chronic illness, chronic situations, and risk factors in Turkey (Unal et
al., 2013). This survey examines the following elements: risk factors (smoking, alcohol
consumption, nutritional habits, physical activity), personal medical history (symptom
history, disease history), chronic health issues (angina pectoris, infarction, congestive
heart failure, hypertension, diabetes, hyperlipidemia, chronic kidney failure, asthma,
COPD, depression, CVA/Stroke, transient ischemic attack, epilepsy, migraine,
dementia/Alzheimer’s  disease,  Parkinson’s  disease, allergic  diseases,
gastroesophageal reflux, tuberculosis, cancer, and accidents), and quality of life (see
Appendix B).

International Physical Activity Questionnaire—Short Form (IPAQ): The
International Physical Activity Questionnaire (IPAQ) was developed by experts in
1998 to facilitate physical activity surveillance based on a global standard (Craig et
al.,, 2003). The IPAQ is one of the most frequently used physical activity
questionnaires and exists in two versions: the long-form consisting of 31 items (IPAQ-
LF) and the short form consisting of 9 items (IPAQ-SF) (van Poppel et al., 2010). The
Turkish version of IPAQ — Short Form demonstrated acceptable test-retest reliability
scores (r = .69) (Saglam et al., 2010) (see Appendix B). The short form of IPAQ
records four intensity levels: vigorous-intensity activity, moderate-intensity activity,
walking, and sitting. IPAQ — Short-form measures the frequency, duration, and
intensity of physical activity in the last seven days based on the metabolic equivalents
(METS) calculation. The outcome of the questionnaire is to calculate the METs of
participants regarding minutes per week via IPAQ guidelines. METs calculation is
conducted to analyse the data. MET expresses the amount of oxygen consumed during
physical activity. MET refers to approximately 3.5 ml of oxygen consumed per
kilogram per minute at rest (Howley, 2001). A MET-minute is calculated by
multiplying the minute of activity by the MET score.
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The following values are used for the analysis of IPAQ long and short form
data:
Walk: 3.3 MET
Moderate-intensity physical activity: 4.0 MET
Vigorous physical activity: 8.0 MET
For example, the MET-min/week score of a person who walks for 30 minutes 3 days
a week is calculated as 3.3 x 30 x 3 = 297 MET-min/week (see Appendix B).

WHO Health and Work Performance Questionnaire (HPQW): The World Health
Organization Health and Work Performance Questionnaire (HPQW) is a self-
administered instrument proposed to estimate the workplace costs of health problems
in terms of reduced job performance (presenteeism) and sickness absence
(absenteeism). In the presenteeism subscale, participants rate their performance and
their colleagues’ performance. The sickness absenteeism subscale asks participants to
report missing days that resulted in health problems in a recall period of 30 days. The
Turkish version of the questionnaire was validated by Kuru and Balkan (2019). The

internal consistency of the Turkish version was found to be .82 (see Appendix B).

Exercise Stages of Change Questionnaire: Exercise stages of change explains a
person’s motivation to engage in physical activity (Marcus & Owen, 1992). Four
questions are asked in the questionnaire to measure each individual’s exercise stage of
change on a binary scale (yes/no). The participants are categorized into five stages
based on their responses: pre-contemplation (does not engage in regular physical
activity and has no plans to do so in the future), contemplation (does not engage in
regular physical activity and plans to do so in the future), preparation (has just begun
to engage in regular physical activity), action (has not engaged in regular physical
activity for more than one month but has engaged in it for less than six months), and
maintenance (participates in regular physical activity longer than six months). The
scale was developed in English (Marcus, 2009). In the current study, the Turkish
version of the questionnaire was used. This version was verified by Cengiz, Ince, and
Cicek (2009) (ICC =.80) (see Appendix B).
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3.2.3. Data Analysis

Firstly, all data were entered into SPSS (IBM SPSS Statistics 24), and the
outliers were cleared using the z-scores. 0.98% of the data were cleared (n = 4) (Field,
2009). Multiple linear regression was conducted to examine the relationship between
participants’ healthy lifestyle behaviours (physical activity, nutrition, interpersonal
relations, stress management, self-health responsibility, and mental development) and
work performances for the first research question. For the second research question, a
two-step cluster analysis was performed to determine the number of clusters in the
population. After the cluster analysis, the clusters and the exercise stages of change
groups were compared by their means to understand whether clusters and exercise

stages matched.

3.2.4. Limitations

The following limitations of the study should be considered. Firstly, the study’s
sample size was limited because the response rate was low. Secondly, while
participants came from several different Turkish cities, most of the data represented
two major cities of Turkey (Istanbul and Ankara). Thirdly, although the researcher
guaranteed the privacy of the data, the participants might still have provided

misinformation, especially regarding their work performance.

3.3. Study 2

3.3.1. Participants

The chosen method of sampling employed in Study 2 was cluster sampling. An
invitation e-mail was sent to individuals belonging to the target cluster identified in
Study 1. Those who accepted to participate were assigned either to the experimental

group or to the control group based on their choices.

Experimental Group: The experimental group consisted of 32 participants from
Ankara (n = 21), Istanbul (n = 5), Izmir (n = 4), and Sakarya (n = 2). The participants
were 21 women (Mage = 32.19; SD = 7.91) and 11 men (Mage = 36.82; SD = 8.21).
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The experimental group had a body mass index (BMI) of 23.63 (SD = 3.73) for women
and 27.20 (SD = 3.81) for men and all participants worked full-time (see Table 3.1).

Table 3.1. Age and BMI of participants in the experimental group

Age BMI
N M SD M SD
Women 21 32.19 7.91 23.63 3.73
Men 11 36.82 8.21 27.20 3.81

Control Group: The control group included 29 participants from Ankara (n = 17),
Istanbul (n = 11), and izmir (n = 1). In the control group there were 13 women (Mage
= 38.54; SD = 8.42) and 16 men (Mage = 36.38; SD = 5.53). The control group
participants worked full-time and had a BMI of 25.85 (SD = 5.08) for women and
25.78 (SD = 3.84) for men (see Table 3.2).

Table 3.2. Age and BMI of participants in the control group

Age BMI
N M SD M SD
Women 13 38.54 8.42 25.85 5.08
Men 16 36.38 5.53 25.78 3.84

3.3.2. Data Collection

3.3.2.1. Quantitative Data Collection
Chronic Diseases and Risk Factors Survey: The Chronic Disease and Risk Factors

survey is an instrument used in Study 1. An explanation is provided above (p.60).

International Physical Activity Questionnaire — Long Form (IPAQ): The long
form of the International Physical Activity Questionnaire (IPAQ) was used to
determine the physical activity levels of individuals. This instrument was developed
to standardize physical activity assessment in different countries and cultures (Ekelund
etal., 2005). The IPAQ is a questionnaire that records the duration of varying physical

activity levels over the past week. The long form of the questionnaire consists of 27
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questions and evaluates the activities in the following domains: housework, gardening,
work activity, transportation, and leisure activities. Time spent sitting is recorded
during weekdays and weekends. The first dimension includes field-specific scoring
(work, transportation, home-gardening, leisure), and the second dimension contains
activity-specific scoring (walking, moderate activity, vigorous activity). Calculation
of the total score of the long-form includes the sum of walking, moderate-intensity
activity, and duration (minutes), and frequency (days) of vigorous activity. The
Turkish version of IPAQ — Long Form demonstrated acceptable test-retest reliability

scores (r = .64) and criterion validity scores (r = .29) (Oztiirk, 2003).

Dietary Quality Index (DQI-I): The DQI-I is a comprehensive instrument that
compares diet quality (Kim et al., 2003). To evaluate the DQI-I, four principal
components have been created. These are variety, adequacy, moderation, and overall
balance.

The first of these is the variety component. It is important to evaluate the
diversity of protein-based foods (meat, poultry, fish, dairy products, legumes, and
eggs) to ensure that foods with similar content are separately found in an individual’s
diet and avoid monotony in the diet. The variety component is measured by two
factors: variety in food groups and protein sources. For each food group to be counted
as a variety, consumption of at least half a portion of that food group is necessary.
Consumption of at least one serving per day of all food groups (meat, milk/legume,
cereal, fruit, and vegetable) defines the maximum diversity score (15 points). The
variety score is calculated by subtracting 3 points from the highest score of 15 when
any group is under-consumed. If the daily protein intake is from at least three different
sources, the highest score (5 points) is given. 3 points are given if two different protein
sources are consumed, 1 point is given if one protein source is consumed, and zero
points if no protein source is consumed.

The adequacy component of the DQI-I calculates whether the necessary
macronutrients and micronutrients are taken into the body to prevent diseases that may
arise from malnutrition and nutrient deficiencies. There are eight groups in this
component: vegetables, fruit, grain, fibre, protein, iron, calcium, vitamin C. If the total
energy ratio from protein is 10% or more, protein intake is considered sufficient. Iron,

calcium, and vitamin C are given 5 points if they meet 100% of the daily recommended
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intake, 2.5 points if they meet 50-100% and 0 points for below 50%. The score is
calculated according to fruit, vegetables, grains, and pulp consumed.

The moderation component relates to the restriction of food and nutrient
consumption associated with chronic diseases. Specific amounts of fat, saturated fat,
cholesterol, sodium, and empty calories are necessary for bodily function, but
excessive consumption causes chronic diseases. The total scoring ranges from 0 to 30
points. Consuming lower than the daily recommended allowance (DRA) is 6 points,
consuming slightly above the DRA is 3 points, and consuming far above the DRA is
0 points. Consumption of foods with low nutritional content, one of the assessment
criteria of DQI-I, is called “empty calorie foods.” Empty calorie foods evaluate the
energy provided by foods with high energy and low nutritional content. Empty energy
sources provide neither nutrients nor energy to the body. Sugar is considered an empty-
calorie food. The lowest score is given if empty calorie foods constitute 10% or more
of daily energy consumption.

The last component of the DQI-I, the overall balance component, evaluates the
ratio of carbohydrates, proteins, and fats that contribute to energy and whether these
ratios are balanced. Maintaining a balance in the intake of fatty acids is very important
for a healthy diet. Balanced energy sources (0-6) and fatty acid composition (0-4) are
evaluated as a total of 10 points (Kim et al., 2003; Tur et al., 2005). The index results
are calculated by a food engineer and a dietitian to increase the reliability of the DQI-

I (see Appendix B).

Stress Management Attitudes Inventory: The original Stress Management Attitudes
Inventory was developed for international students studying at university in the United
States to measure the coping efforts of individuals in different stress situations (Ozbay,
1993). The Turkish adaptation of the test was made by Ozbay and Sahin (1997). In the
Turkish adaptation study, 43 items from the original 56-item coping scale were
grouped under six factors. The sub-dimensions of the inventory were determined as
six factors; active planning, seeking help, refuge in religion, escaping abstraction
(emotional-operational), escaping abstraction (bio-chemical), and acceptance-
cognitive restructuring. The Stress Management Attitudes Inventory is a 5-point
Likert-type rating test. Findings regarding the validity of the test were obtained with
the help of a similar scale. The Stress-coping styles scale adapted into Turkish by Sahin
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and Durak (1995) was taken as a criterion (Durak, 1995). In general, a relationship of
.54 was found between the scale and the inventory. The reliability coefficient of the
test calculated by the Cronbach Alpha internal consistency method was .81 (see
Appendix B).

The European Health Literacy Survey (HLS-EU): The HLS-EU was developed by
the European Health Literacy Research Consortium in 2012 (Sgrensen et al., 2013). It
is a self-administered survey developed to assess health literacy in literate people over
15. The reliability of the scale in Turkish is measured by internal consistency
(Cronbach’s Alpha). Overall health literacy Cronbach Alpha value is 0.95, treatment
and service health literacy Cronbach Alpha value is 0.86, disease prevention health
literacy Cronbach Alpha value is 0.87, and health promotion health literacy Cronbach
Alpha value is 0.91 (see Appendix B).

Based on the conceptual framework, the question-forming matrix includes
three health-related dimensions (treatment, disease prevention, and health promotion)
and four information-gathering processes related to health-related decision-making
and practices (access, understanding, decision-making, and use/application). Each
item is graded on a scale of four (1=Very hard, 2=Hard, 3=Easy, 4=Very easy). The
expression “I don’t know” corresponds to 5 on the scale. The total score obtained from
the scale ranges between 47 and 188. In terms of ease of calculation, the total score
has been standardized with the help of the following formula to take values between 0
and 50.

0 points indicate the lowest health literacy on the scale, and 50 points indicate
the highest health literacy. The level of health literacy is evaluated in four categories
according to the score obtained:

0-25 points: insufficient health literacy
>25-33 points: problematic — limited health literacy
>33-42 points: adequate health literacy
>42-50 points: excellent health literacy

WHO Health and Work Performance Questionnaire (HWPQ): The World Health
Organization Health and Work Performance Questionnaire (HWPQ) is an instrument

used in Study 1. An explanation is provided above (p.61)
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3.3.3. Qualitative Data Collection

Individual interviews were undertaken to provide a more detailed knowledge
of the individuals’ reactions and the effects of the social-ecological context of health-
literacy-based intervention. Individual interviews were conducted after the
intervention period (at the end of the 7" week). Maximum variation sampling was the
preferred method of sampling for the interview so that data from the widest range of
perspectives could be collected. The selection included three women and two men
participants who had benefited the most from Study 2, and two women and three men
participants who had benefited the least. The researcher conducted the interviews, and
the interviews lasted 32 minutes on average. The interview questions were created to
gain a more in-depth insight into the participants’ intervention experiences. The
twelve-question interview guide was separated into three sections: reasons for
participating in the intervention, experiences during the intervention, and suggestions
for the intervention. Regarding the participants’ experiences during the intervention,
specific questions about the changes in their lifestyle behaviours (physical activity,
nutrition, stress management, office and work health behaviours) were posed in order
to understand the effects of the social-ecological context of health-literacy-based

intervention (see Appendix C).

3.3.4. Intervention

The intervention is an employee wellness program that focuses on increasing
health literacy on different lifestyle behaviours (physical activity, nutrition, stress
management, work and office health behaviours) integrating new media, with a central
focus on the social-ecological context and aims an positive impact on work
productivity.

The intervention was held for seven weeks between May and July. The
duration of the intervention was determined according to the needs of technopark
employees established in Study 1. The results showed that intervention needs to cover
four lifestyle behaviours in seven weeks; physical activity (2 weeks), nutrition (2
weeks), stress management (1 week), work and office health behaviours (1 week) and

a introductory week. Participants in the experimental group were exposed to YouTube
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videos, a website, a selection of Instagram posts, and one-to-one expert support
(optional). Field notes were taken to provide more information about the interaction

between the intervention tools and the participants.
3.3.4.1. Strategies in Intervention

For the success of the intervention and to maximize its effectiveness, a
replicable and reliable course of action is necessary. To understand how interventions
work and to determine the right approach, Abraham and Michie (2008) developed
several behaviour change techniques (BCTSs) in their taxonomy by examining different
health behaviour theories. The present intervention aimed to promote health-literacy
in social-ecological context changes via behaviour change techniques described by
Abraham and Michie (2008). The BCTs used in the intervention were as follows:

1. Provide feedback on performance

Prompt specific goal setting

Provide instruction

2
3
4. Plan social support or social change
5. Prompt self-monitoring of behaviour
6. Model or demonstrate behaviour
7. Prompt review of behavioural goals
These seven behaviour change technigques used in the intervention in Study 2
were the most effective techniques in health promotion interventions (Howlett et al.,

2015; Michie et al., 2018; Samdal et al., 2017).
3.3.3.2. Content of the Intervention

The intervention was based on the use of new media tools along with optional
one-to-one expert support. The new media tools were presented under a brand named
“Move For.” The tools employed in the intervention are listed below.

1. aYouTube Channel

(https://www.youtube.com/channel/UC3TeFhPgLBtFVISAISUZKXQ)

2. awebsite (https://www.movefor.net)

3. an Instagram page (https://www.instagram.com/movefortr/)
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4. one-to-one expert support (optional)

All content was prepared and presented in Turkish.

YouTube Channel

YouTube videos had a central role in the intervention, while the other new
media tools acted as supplementary tools. The YouTube channel consisted of seven
videos published weekly. The topics were determined according to the outcomes of
Study 1. The topics and duration of the videos are as follows:
Week 1: Wellness & Health (Duration: 13 minutes 22 seconds)

Week 2: Physical Activity (Duration: 11 minutes 47 seconds)

Week 3: Fitness (Duration: 10 minutes 37 seconds)

Week 4: Basics of Nutrition (Duration: 16 minutes 23 seconds)
Week 5: What & How to Eat (Duration: 6 minutes 10 seconds)

Week 6: Stress Management (Duration: 10 minutes 12 seconds)
Week 7: Office and Work Health (Duration: 7 minutes 2 seconds)

Supplementary visuals were integrated into the video content. To this end,
royalty-free videos and photos were used. These resources were gathered from the

websites pexels.com and pixabay.com. For additional visuals, canva.com was used.

The audio editing software Audacity was chosen for voice recording and editing. For
generating the final shape of the videos, the timeline-based video editing software,
Adobe Premiere Pro was used. An average time of two hours per minute of each video
was spent on creating the videos. This period included finding related visuals, creating
additional graphics, generating prompts and texts, and making revisions. All videos
were published on Sundays at 11:30 A.M. local time when the participants were

available to watch the videos before the week began.

Website

The website www.movefor.net was created as support for the YouTube videos.

The website presented information about wellness and its components, the
components of physical fitness, as well as providing various self-assessment tools that
enabled participants to evaluate themselves about each week’s topic. The content and

self-assessment tools provided on the website were as follows:
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Zindellk (Wellness)  Fiziksel Aktivite  Fiziksel Uyguniuk  Beslenme  Stres Yonetimi  Ofis Sagligi  lletigim
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MERHABA

Figure 3.3 Screenshot of homepage (www.movefor.net)

Week 1: Wellness & Health — Wellness assessment tool regarding six dimensions with
instant feedback
Week 2: Physical Activity — Exercise Stages of Change Questionnaire and instant tips
for moving to higher stages
Week 3: Fitness — Methods for assessing components of physical fitness and sample
weekly exercise plans for different levels
Week 4: Basics of Nutrition — Tables and figures about the macronutrients of common
foods
Week 5: What & How to Eat — Body Mass Index (BMI) calculator and basal
metabolism calculator
Week 6: Stress Management — Stress assessment tool with instant feedback and a
calculator tool that estimates a smoker’s loss in terms of lifespan and money.
Week 7: Office and Work Health — Tips for correct sitting posture at a desk

In addition to these self-assessment tools and tips, the YouTube videos were
also available on the website. The content on the website was published

simultaneously with the videos.

Instagram Page
An Instagram account named “Movefortr” was created. On average, Six

Instagram posts were posted per week. Similar to the webpage, the Instagram page
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was a supportive element for the YouTube Videos. Each of the six posts served a
different purpose. Their purposes are as follows:
Post 1: Informing
Post 2: Informing (comparative)
Post 3: Motivating
Post 4: Correcting misinformation
Post 5: Reminding (reminder for the video of the week)
Post 6: Informing
Besides supporting the YouTube videos, the Instagram page also provided a
social environment and allowed participants to vote on single-question polls and share

their experiences via the question-and-answer feature of Instagram.

Expert Support

The expert who provided the one-to-one support was the researcher of the
current study, who had a bachelor’s degree in Food Engineering and a Masters’ degree
in Physical Education and Sports and was a PhD candidate in Physical Education and
Sports. Moreover, he had ten years of experience in teaching and coaching swimming.
The expert support mechanism was offered as an optional choice to the participants.
The expert provided an e-mail address and a phone number for any questions. The
participants who needed expert support made appointments via e-mail (the most
preferred choice), WhatsApp, or phone call. The meetings were conducted online via

Google Meet or Zoom.

Agenda

Week 1
The main aim of this week was to introduce health and wellness concepts and
bring insight into the differences between these terms. This week’s video was designed
to answer the following questions:
e What are health and wellness?
e Are the terms health and wellness the same?
e What are the dimensions of wellness?

e How can you improve your dimensions of wellness?
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e What are some tips for living a healthy life?

Bolim 1-Saglik ve Zindelik

7.631 goriintiileme + 16 May 2021 tarihinde yayinlandi iy 97 GJ BEGENME ) PAYLA§ =+ KAYDET

Move For tr
$ 433 abone ABONE OLUNDU )

Bu video saglik (health) ve zindelik (wellness) kavramlarini ve aralarindaki farki agikliyor, ayrica su
sorulara yanit veriyor.

Figure 3.4 Screenshot from YouTube video (Week 1)

This week the webpage presented a summary of the terms health and wellness
and provided an assessment tool for wellness and its dimensions. Participants instantly
assessed their performance for each dimension (physical, social, intellectual,
emotional, financial, and spiritual).

Six posts about the concepts of health and wellness were published on the
Instagram page.

Post 1: Information about the release of the first week’s video and its link

Post 2: Information about goal setting

Post 3: Infographic of most common goals set for a healthy life

Post 4: Results of research explaining that promoting multiple healthy lifestyle
behaviours decreases the risk factors

Post 5: Reminder infographic for the dimensions of wellness

Post 6: Information about motivational stages of change
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EN SIK
KOYULAN
HEDEFLER

1. Sigarayi birakmak.

2. Daha az alkol tiketmek.

3. Daha cok egzersiz yapmak.

4. Kilo vermek.

5. Ruh esi bulmak.

6. Aile ve arkadaslarla daha fazla
siire gegirmek.

7. Daha organize olmak.

8. is bulmak.

9. Daha cok seyahat etmek.
10. Baskalarina yardim etmek.

@movefortr

Figure 3.5 Sample Instagram post from Week 1

In addition to these posts, the stories feature of Instagram was also used. In the
question-and-answer feature, participants were asked to state their strongest and
weakest wellness dimensions. After completing the survey on the web page, they
determined their strongest and weakest dimensions in wellness. Then, the participants’
answers were posted as a story so that everyone could view others’ responses
anonymously. In another story, ten tips for promoting wellness were presented.

During week one, eight participants chose to make use of expert support. They
shared their wellness survey results with the expert and asked for guidance and advice
about their weakest wellness dimensions. The expert offered support according to their
needs. He provided information and tips for daily life and suggested helpful resources,
such as books or online tools.

Week 2
The focus of this week was the concepts of physical activity and exercise. This
week’s video was designed to answer the following questions:
e Are the terms physical activity and exercise the same?
e How active should adults be for a healthy life?
e What are the suggested exercise types, and how much should they be done?

e How can you track your exercises?

62



e What should you consider when choosing a gym?

e How can you overcome the obstacles to an active life?

Bolim 2-Aktif Yagam ve Aktivite Cesitleri

5.693 gériintileme + 23 May 2021 fh 14 CJ BEGENME > PAYLAS =+ KAYDET

Move For tr
433 abone ABONE OLUNDU

Bu video fiziksel aktivite ve egzersiz kavramlarini agikliyor ve ayrica agagidaki sorulara yanit
buluyor.

Figure 3.6 Screenshot from YouTube video (Week 2)

This week on the website, there was a four-item questionnaire that examined
the motivational exercise stage of the participants. For this examination, the Exercise
Stages of Change Questionnaire was used in order to classify the participants under
one of the five stages of motivational change. These stages are pre-contemplation,
contemplation, preparation, action, and maintenance. Each step encompasses different
characteristics, and participants received instant tips for moving to the following
motivational stage.

The six posts published on the Instagram page this week were as follows:
Post 1: Information about the release of the second week’s video and its link
Post 2: Infographic about the weekly recommended amount of physical activity for
adults
Post 3: Infographic and video providing tips and demonstration of correct walking
posture

Post 4: Infographic about recommended daily number of steps for adults
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Post 5: Information about how to change behaviour and build a new habit
Post 6: Information about the effect of social environment on an active life
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Figure 3.7 Sample Instagram posts from Week 2

Moreover, the Instagram single-item yes/no survey was employed via the
stories feature to determine whether physical activity and exercise are used
synonymously. In another story, participants were asked to track their physical
activity. As a follow-through question, participants were asked to share the names of
mobile applications used for monitoring physical activity.

Eight of the participants sought expert support in week two. Two participants
wanted to learn how to integrate physical activity to increase sleep quality. During the
one-to-one online meetings, the two participants revealed that they consumed caffeine
in the evening hours of the day. Hence, the expert recommended quitting this habit
(starting with switching to decaffeinated coffee and then quitting drinking coffee in
the evenings) and provided some tips for integrating physical activity into their daily
life. Three of the participants inquired about appropriate shoes and clothes for exercise.
The expert suggested ways to choose proper shoes and clothes for exercise. In addition,
the expert provided information about introducing warm-up, cool down and stretching
exercises into their workout routines. Three participants asked for advice about
equipment for indoor activities focusing on cardiovascular exercises.

Week 3
The topic of this week was physical fitness and preparing a workout plan. This

week’s video focused on the following questions:
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e What is physical fitness?

e What is the role of physical fitness in our daily life, and what are its benefits
on health?

e What are the components of physical fitness, and how can we improve them?

e How frequent should weekly exercise be done?

e What should be the intensity of your exercises?

e Which of the exercise types should you prefer?

e How can you prepare a weekly exercise plan?

vicuT
KOMPOZIiSYONU

Yag, kemik, kas hacreleri, diger
organik maddeler ve hacre disi
sivilarin orantili bir sekilde bir araya
gelmesinden olusmaktadir.

Bélim 3-Fitness Aslinda Nedir? Egzersiz Plam Hazirlama

5.602 gorlntileme « 30 May 2021 5 23 0 BEGENME A} PAYLAS =+ KAYDET

% MO\I’E Fortr ABONE OLUNDU Q
433 abone =

Bu video fiziksel uygunluk (fitness) kavramini ve boyutlanini (kardiyovaskiler dayaniklilik, kas
dayanikliligs, kas kuvveti, esneklik, vilcut kompozisyonu) agikliyor. Ayrica asagidaki sorulara yanitlar

Figure 3.8 Screenshot from YouTube video (Week 3)

This week on the website, detailed procedures for self-assessment of
components of physical fitness (cardiovascular endurance, muscular strength,
muscular endurance, flexibility, and body composition) were presented. Moreover,
standards for scores of these components were shared in tables so that after
implementing self-assessment procedures, participants were able to rate their results.
In addition, sample weekly exercise plans for moderate, vigorous, and mixed intensity
were presented.
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The Instagram page provided the following five posts this week:
Post 1: Information about the release of the third week’s video and its link
Post 2: Infographic highlighting the importance of cardiovascular endurance
Post 3: Infographic about the components of physical fitness
Post 4: Infographic showing an example stretching workout plan according to FITT
principles

Post 5: Infographic about muscle types and their functions in the body

KAS TIPLERI

Vicudumuzda 2 kas tipi bulunur.
e Tip-1 yavas kasilan kirmizi kaslar
 Tip-2 hizli kasilan beyaz kaslar
Saglikh bir yasam icin her iki kas tipinin de
gelistiriimesi gerektigini unutmayin.

TiP-1 TiP-2

Tip-1 yani yavas kasilan kirmizi kaslar ise Tip- 2 yani hizli kasilan beyaz kas lifleri,
ATP yi kullanip, oksijen dahilinde enerji anaerobik metabolizma ile yakit Urettikleri
tretiminde verimlidirler. Bu sebepten Tip-1 i¢in, kasin maksimum veya ona yakin
kas lifleri kosu, bisiklet, yiizme gibi kondisyon gucunn kullanildig aktivitelerde devreye

girer. Daha ¢ok gli¢ egzersizleri ile
gelistirilebilirler

gerektiren aktiviteleri ile gelistirilebilir

Figure 3.9 Sample Instagram posts from Week 4
Moreover, via the question-and-answer feature of Instagram, the participants

were asked to share the names of mobile applications for creating workouts. The
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results were posted as another story, while the names remained anonymous. An
illustration and a motivational quote were posted in another story to boost motivation.

This week marked the highest number of requests for expert support. Three
participants asked questions about regulating exercise intensity. The expert provided
information about exercise intensity based on heart rate and how smartwatches could
track exercise and intensity. Nine participants asked for feedback on their weekly
exercise plans, which they had prepared themselves. Two participants requested
assistance while preparing their exercise plan. The expert helped them and showed
ways for planning.

The expert offered to provide one-to-one support for implementation of
physical fitness self-assessment procedures. However, none of the participants
requested assistance regarding the physical fitness assessment tests.

Week 4
The focus of this week was the fundamentals of nutrition. This week’s video
was designed to answer the following questions:
e What are macronutrients?
e What is the function of proteins, and what are their sources?
e What is the function of fats and what are their sources?
e What is the function of carbohydrates, and what are their sources?
e What is glycemic index?
e What are micronutrients?
e What are the functions of vitamins and what are their sources?
e What are the functions of minerals and what are their sources?
The website presented tables showing the fundamentals of nutrients and dietary

values of the most common sources for macro and micronutrients.
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Protein Zengini Sebze
ve Meyveler

Brokoli
Briiksel Lahanasi
Ispanak

Kuskonmaz
Bezelye

Enginar

Avokado
Kurutulmus Incir
Nektarin

Bolim 4-Beslenmenin Temelleri
5.990 gériintileme * 6 Haz 2021 5 21 GP BEGENME ) PAYLAS =+ KAYDET

$ Move For tr ABONE OLUNDU Q
433 abone .

Bu video beslenmenin temellerini olusturan makro besinler ve mikro besinleri agikliyor ve bunlarin
saglikli bir beslenmede giinde ne kadar tiiketilmesi gerektigini anlatiyor.

Figure 3.10 Screenshot from YouTube video (Week 4)

The Instagram page had the following five posts this week:
Post 1: Information about the release of the fourth week’s video and its link
Post 2: Infographic about refined sugar and common sources
Post 3: Information about the functions of water
Post 4: Infographic about the relationship between sleep duration and eating habits

Post 5: Information about prebiotics and probiotics
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ISLENMIS SEKERI NASIL ANLARIZ?

» Etiketinde misir, malt, surup gibi herhangi bir keline varsa
e -0z ile biten bir madde varsa. Ornegin, fruktoz, maltoz, sukroz

* izo- ile baglayan herhangi bir madde varsa. Ornegin, izogluloz,

Figure 3.11 Sample Instagram posts from Week 4
In addition to the Instagram posts, a multiple-choice quiz about the

fundamentals of nutrition was posted, to which participants received instant feedback.

Week 5
The topic for this week was how much and what to eat and to examine eating
habits. The week’s video focused on the following questions:

e What is basal metabolism, and how can you calculate it?

e What is your daily energy expenditure?

e How can you source your daily energy expenditure?
e Do you have to count calories every day?

e How can you monitor nutrition?

In addition to the videos, two calculators were made available on the website:
a daily energy expenditure calculator and a body mass index calculator.
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Kilo Kontrolu

Giinliik Enerji ihtiyaci Ginliik Enerji ihtiyac Gunliik Enerji intiyaci

> >

Giinlik Alinan Enerji Ginlik Alinan Enerji Ginlik Alinan Enerji

Bolim 5-Neyi Ne Kadar Yemeliyim

6.384 gorintileme - 13 Haz 2021 5 151  GJ BEBENME > PAYLAS =+ KAYDET

$ Move For tr ABONEOLUNDU [
433 abone .

Bu videoda makro ve mikro besinleri kisisel ihtiyaglarimiza uygun bir sekilde kendimize beslenme
programi hazirlamayi ve bunu takip etmeyi 6grenecegiz.

Figure 3.12 Screenshot from YouTube video (Week 5)
The Instagram page provided six posts about eating habits.
Post 1: Information about the release of the fifth week’s video and its link
Post 2: Infographic explaining the differences between dieting and healthy eating
Post 3: Infographic about how healthy eating can be regulated without missing social
life
Post 4: Infographic about weight management
Post 5: Video explaining the differences between food intolerance and allergies

Post 6: Infographic about superfoods and examples
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Bakis Acilar

gesinierDOSMANDIR  / enerdl vayNaGDIR
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yoxsunok nisseriigie  /  TATMIN isserriele

@MOVEFORTR

Figure 3.13 Sample Instagram posts from Week 5
Five participants required the expert to support this week. Four of them
requested suggestions for mobile applications to monitor their nutrition. One

participant required a recommendation from a doctor about a chronic condition.

Week 6
The topic for this week was stress management. The week’s video was

designed to answer the following questions:

e What is stress? Does stress have any benefits?

e What are the causes of stress?

e What is a fight-or-flight response?

e How can you manage anger?

e How can you deal with your anxieties and fears?

e Can you meditate anywhere?

e What is the relationship between goal setting and stress?

e What are the best methods for time management?
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Ofkemi ifade etmem olumlu bir fark yaratacak ml?g

Bolim 6-Stresle Bas Etmek

5.791 gériintileme + 20 Haz 2021 5 28 GJ BEGENME > PAYLAS =+ KAYDET

$ Move For tr ABONE OLUNDU N\
433 abone -

Bu video stresin bildigimiz ve bilmedigimiz nedenlerini ve bunlarla bag etme yontemlerini ve
hayatimizi kolaylastiracak ipuglarini paylasiyor.

DAHA FAZLA GOSTER

Figure 3.14 Screenshot from YouTube video (Week 6)

This week on the website, a self-assessment tool measured stress levels. This
self-assessment tool was a fourteen-item questionnaire, which enabled the participants
to view their results and norms for their stress level. In addition, a calculator about
smoking habits allowed participants to estimate the amount of money and the number
of days they lost their life by smoking.

The Instagram page had five posts this week:

Post 1: Information about the release of the sixth week’s video and its link

Post 2: Infographic about strategies for coping with stress

Post 3: Infographic about comfort zone

Post 4: Infographic about time management (the Eisenhower matrix)

Post 5: Infographic about strategies for dealing with stress and improving work

performance
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STRESTEN
UZAK
DURMANIN
YOLLARI

* NIKOTIN VE ALKOLDEN UZAK DURUN
e SAGLIKLI YEMEKLER TERCIiH EDIN

* EGZERSIZ YAPIN VE AKTIF OLUN

e ZAMANINIZ! 1Yl YONETIN

* YETERINCE UYUYUN

Figure 3.15 Sample Instagram posts from Week 6

Also, via the question-and-answer feature of Instagram, participants were
asked to share their primary daily stress sources, and the responses were posted
anonymously so that they could view others’ responses.

In week six, two participants sought expert support. Both of them asked
questions about meditation and the best ways to meditate. The expert recommended
some mobile applications and websites for meditation. In addition, the expert asked

participants questions about the causes of stress in their life to enable self-awareness.

Week 7
The focus of this week was work and office health. This week’s video was

designed to answer the following questions:

e What are the causes of neck pain, and how can we prevent it?

e What are the causes of back pain and how can we prevent it?

e What are the causes of low back pain and how can we prevent it?

e What are the features of a good ergonomic office chair?

e What is the correct sitting posture?

e How should you choose your keyboard and mouse?

e What is the best positioning for your computer screen?
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Ekraninizin en ust noktasi goz hizanizda olmalidir.

{[1[]

Bolim 7-Ofis ve Galigma Saghgi
5.916 gériintileme * 27 Haz 2021 iy 50 GF BEGENME ) PAYLA§ =+ KAYDET
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Caligsma ortamimizi, durugumuzu ve ofis veya galisma ortamimizin ergonomisini nasil
diizenlememiz gerektigi konusunda paylagimlarda bulunduk.

Figure 3.16 Screenshot from YouTube video (Week 7)
This week the website presented illustrations showing tips for correct posture
in the office and work environment.
The Instagram page had the following four posts this week:
Post 1: Information about the release of the seventh week’s video and its link
Post 2: Instructions for an exercise about eye health (the 20-20-20 rule)
Post 3: Infographic about a successful and happy career
Post 4: Infographic about ergonomics of office chairs
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20 dakikada bir, 20_20_20
20 saniye suresince,

20 metre ve otesine

bakarak gozleriniz dinlendirip goz
kurulugunun ondne gecebilirsiniz KU RA L I

Figure 3.17 Sample Instagram posts from Week 7

This week the expert sent an e-mail to all participants for any questions before

the end of the intervention.

3.3.4. Data Analysis

In this section, the methods for analysing quantitative and qualitative data. To
analyse the quantitative data, multiple linear regression, two-step cluster analysis, one-
way ANOVA, and mixed design MANOVA were applied (p<0.05). After the
interviews were transcribed verbatim, analyses from transcribed data were conducted
to reach qualitative data. The qualitative data were analysed by deductive thematic
analysis (Braun & Clarke, 2012).

3.3.4.1. Quantitative Data Analysis

Descriptive and inferential data analyses were conducted to analyse the
quantitative research questions. The details of the data analysis are presented in Table
3.3.

The quantitative parts of the research questions 3, 4, 5, 6, and 7 examined the

effects of the social-ecological context of health-literacy-based intervention on the
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various dependent variables. In analysing these research questions, data from both the
experimental and control groups were used. A mixed design MANOVA was carried
out for each research question to analyse the pre-test and post-test data (Field, 2009).

Before interpreting the inferential analyses, assumption checks were conducted.

Table 3.3 Data Analysis Methods for Research Questions

RQ Data Type Inclusion of Inferential Statistical
Control Group Analyses

RQ1 Quantitative Not applicable  Multiple Linear Regression

RQ 2 Quantitative Not applicable  Two-step Cluster Analysis

RQ 3 Continuous/Qualitative Yes Mixed MANOVA/Qualitative

RQ 4 Continuous/Qualitative Yes Mixed MANOVA/Qualitative

RQ5 Continuous/Qualitative Yes Mixed MANOVA/Qualitative

RQ6 Continuous Yes Mixed MANOVA

RQ7 Continuous Yes Mixed MANOVA

RQ 8 Qualitative No Quialitative

RQ9 Qualitative No Qualitative

RQ 10  Quantitative No Descriptive Statistics

Assumptions

A mixed design MANOVA was conducted to examine the intervention’s
possible effects on technopark employees’ physical activity, nutrition, stress
management, health literacy, and work performance from pre-test and post-test scores
in terms of the possible differences between experimental and control groups.

Before the MANOVA was conducted, quantitative data were tested for
normality and homogeneity of variance assumptions. The term normality refers to the
fact that the data are evenly distributed. The term homogeneity of variance refers to
the fact that the variance in each dependent variable should be the same. If the scores
of any of the variables have a non-significant variation, the variance is considered
homogenous; if the scores have a substantial variation, the variance is deemed
heterogeneous. Because covariance matrices are homogeneous, the correlation

between any two dependent variables should be constant across all groups. For
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homogeneity of covariance matrices, it is necessary to assume the homogeneity of
variance in each dependent variable and the same correlation between dependent
variables across all groups. The relevant statistical assumptions for statistical analyses
must be satisfied in order to interpret the statistical analyses appropriately. Otherwise,

the results should be interpreted with scepticism (Field, 2016).

Testing the Normality Assumption

The basic assumptions of a mixed design MANOVA are multivariate
normality and homogeneity of variance and covariance. Skewness and kurtosis values
and Kolmogorov-Smirnov and Shapira-Wilk tests were applied for the normality
assumption. The values for skewness and kurtosis should be between +3,00. The other
way to check the normality assumption is the Kolmogorov-Smirnov and the Shapiro-
Wilk tests, whose results should be non-significant (p > .05). In the present study, not
all of the skewness and kurtosis values of dependent variables appeared within the
criteria values (see Appendix D). The other way to check the normality assumption is
to test with the Kolmogorov-Smirnov and the Shapiro-Wilk tests. These tests should
be non-significant to meet the assumption, i.e., p > .05. Again, some of the dependent

variables did not reach the criteria level for these tests.

Testing the Homogeneity of Variance Assumption

The homogeneity of variance was tested as the prerequisite of the homogeneity
of covariance matrices. The assumption was examined via Levene’s test. Levene’s test
results should be non-significant (p > .05). Although all of the dependent variable
scores in the pre-test reached this criterion, not all of them met this assumption in the

post-test (see Appendix D).

Testing the Homogeneity of Covariance Matrices Assumption
The homogeneity of covariance matrices assumption was tested using Box’s
M test. Box’s M test results should be non-significant (p > .05). This assumption was

not met for the analysis.
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3.3.4.2. Qualitative Data Analysis

Deductive thematic analysis was performed for analysing the qualitative data.
Thematic analysis is a flexible qualitative analytical method that allows researchers to
derive new ideas and concepts from data. Because thematic analysis is such a versatile
method, there are many possible ways to interpret the meaning of the data set.
Determining which data is important and which of it is not might be challenging. A
total of ten audio records from individual interviews were transcribed verbatim to be
used as qualitative data. Then, preliminary labels that identify crucial data properties
pertinent to solving the research question were created. In the next phase, themes were
determined according to the research questions. The themes for each research question
were created by examining the quantitative instruments. For physical activity, the
domains of the IPAQ — Long form) were used in creating themes: housework,
gardening, work activity, transportation, and leisure activities (see Table 4.5). Then,
codes were determined after reviewing the labels according to the themes. The results

were reported to answer the research questions.

3.3.5. Limitations

There were several limitations in the study. First of all, since the participants were
technopark employees, the results could only be generalized to this population.
Secondly, the qualitative data were collected from ten participants. Finally, in the study
design, additional expert support in more one-to-one mentoring and professional
psychological support would have been more beneficial for the participants, but this

was not feasible due to time and financial constraints.
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CHAPTER 4

RESULTS

This chapter thoroughly describes the quantitative data analysis outcomes and
the qualitative data analysis findings. The results of the research questions are

provided.
4.1. Descriptive Analyses of Quantitative Data
4.1.1. Study 1
This part discusses the results of descriptive statistics in terms of the mean and
standard deviation scores in Study 1 and Study 2. Figure 4.1 presents the lifestyle

behaviour scores of the participants. Women’s mean scores in all subscales of lifestyle

behaviour appeared to be higher than men’s, except for physical activity behaviour.
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Figure 4.1. Lifestyle behaviour scores (min=0, max=10)

Work performances were assessed in terms of presenteeism and absenteeism.
The presenteeism scores for women and men appeared to be comparable. Women’s
work performance as presenteeism was 80.03%, and men’s work performance
presenteeism was 82.03%. The average number of days per year for sickness

absenteeism was 10.44 days for women and 7.28 days for men.

Table 4.1. Work Performance of Participants (n=405)

Work Performance Women Men
Presenteeism 80.03% 82.03%
Absenteeism 10.44 dly 7.28 dly
4.1.2. Study 2

This part explains the descriptive statistics in terms of mean and standard
deviation scores of each dependent variable for Study 2. Table 4.2 presents the
measurements of the experimental and control groups at the beginning of the
intervention (pre-test) and the end of the intervention (post-test). The mean scores of
all dependent variables for the experimental group showed an increase from pre-test
to post-test. The mean scores of nutrition and health literacy in the control group
maintained approximately the same score from pre-test to post-test. A slight increase

in the mean scores of physical activities, stress management, and absenteeism and a
80



slight decrease in the mean scores of presenteeism were observed in the control group

from pre-test to post-test.

Table 4.2. Summary of descriptive statistics of dependent variables (n = 61)

Dependent Variable Group M SD N
Physical Activity (Pre-test) Experimental 1565.11 1513.41 32
Control 1297.44 1318.09 29
Physical Activity (Post-test)  Experimental 3367.31 2969.67 32
Control 1434.83 1462.12 29
Nutrition (Pre-test) Experimental 59.97 11.98 32
Control 65.31 10.67 29
Nutrition (Post-test) Experimental 68.88 9.54 32
Control 65.10 8.57 29
Stress Management (Pre-test) Experimental 67.87 24.01 32
Control 65.86 18.54 29
Stress Management (Post-test) Experimental 71.06 27.08 32
Control 67.41 20.11 29
Health Literacy (Pre-test) Experimental 30.13 5.87 32
Control 30.94 8.53 29
Health Literacy (Post-test) Experimental 35.89 6.76 32
Control 30.21 7.47 29
Absenteeism (Pre-test) Experimental -14.75 69.21 32
Control -14.34 76.11 29
Absenteeism (Post-test) Experimental -20.00 66.20 32
Control -9.38 66.88 29
Presenteeism (Pre-test) Experimental 71.47 18.84 32
Control 78.97 18.58 29
Presenteeism (Post-test) Experimental 81.88 9.98 32
Control 75.52 18.44 29
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4.2. Results of Research Questions

Research Question 1: Is there a relationship between technopark employees’ lifestyle
behaviours and their work productivity?

Multiple linear regression was run to predict work performance from physical
activity, nutrition, stress management, interpersonal relations, health responsibility,
and mental development. Physical activity, nutrition, and stress management
statistically predicted work performance, F (6, 335) = 4.019, p < .005, R? = .67.
Interpersonal relations, health responsibility, and mental development did not

statistically predict work performance.

Research Question 2: Are there any statistically observed clusters regarding lifestyle
behaviours of technopark employees? If yes, do the clusters statistically differ from the
groups explored by exercise stages of change?

A two-step cluster analysis was applied to identify the clusters in the sample.
In the first step, physical activity, nutrition, and stress management were added as
continuous variables, and sex as the categorical variable. The results showed that there
were four clusters with a fair cluster quality. In the second step, the sex variable was
removed from the analysis, and the analysis was conducted again. The second step of
the two-step cluster analysis results indicated four clusters, but this time, the quality
of clusters analysis increased. In order to validate the cluster structure, a one-way
ANOVA was conducted. The one-way ANOVA results showed a statistically
significant difference between groups (F (3, 371) = 224.35, p = .000). The predictor
importance for each variable was measured as 1.0 for physical activity, 0.83 for stress
management, and 0.53 for nutrition. The physical activity, stress management, and
nutrition score increased from Cluster 1 to Cluster 4.
Table 4.3. The descriptive results of the clusters

Cluster 1 Cluster 2 Cluster 3 Cluster 4
(n=98) (n=102) (n=106) (n=69)
Physical Activity 12.74 14.55 18.62 26.42
Stress Management 16.80 17.26 23.35 18.38
Nutrition 15.32 20.78 2129 21.51
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To determine whether there is a statistical difference between the clusters and
the groups explored by exercise stages of change, descriptive statistics of group by

exercise stages of change were conducted, which are provided below (see Table 4.4).

Table 4.4. The descriptive results of groups by exercise stages of change

Stage 1 Stage 2 Stage 3 Stage 4 Stage 5

(n=102) (n=135) (n=34) (n=35) (n=72)
Physical Activity 13.73 16.17 18.62 21,94 22.36
Stress Management 18.78 18.59 19.32 19.49 20.38
Nutrition 17.62 19.68 20.28 20.38 21.12

The descriptive results revealed a similarity between clusters and groups by
exercise stages of change, the scores of the variables increasing in both clusters and
groups. Since the most important predictor in cluster analysis was physical activity,
further statistical tests were conducted on this variable. For clusters, the one-way
ANOVA had already indicated that physical activity scores statistically differed
among clusters. Another one-way ANOVA was conducted on physical activity for
exercise stages of change. This revealed a statistically significant difference between
groups (F (4,373) = 40.64, p = .000). A Bonferroni post hoc test revealed no
statistically significant difference between Stage 2 and Stage 3 in terms of physical
activity scores (p = .12). The results indicated a non-significant difference between
Stage 2 and Stage 3. The outcome of this analysis indicated four statistically different
groups by exercise stages of change, which was the same number of groups with
clusters. To understand whether the clusters and exercise stages of change groups
statistically differed, a dependent samples t-test was conducted with Cluster 1 and
Stage 1, Cluster 2 and Stage 2-3, Cluster 3 and Stage 4, Cluster 4 and Stage 5. The
results of the analyses indicated that Cluster 3 and Stage 4 (t (34) = -7.36, p = .000)
and Cluster 4 and Stage 5 (t (76) = 5.11, p = .000) were significantly different from
each other. However, Cluster 1 and Stage 1 (t (97) = -1.85, p = .067), Cluster 2 and
Stage 2-3 (t (101) = -.909, p = .37) were not significantly different from each other.
As a result, the following matching clusters and stages emerged: Cluster 1 and Stage
1, Cluster 2 and Stage 2-3 (see Table 4.5).
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Table 4.5. The descriptive results of statistically matched clusters and stages

Cluster 1 Cluster 2 Cluster 3* Cluster 4*
Physical Activity 12.74 14.55 18.62 26.42
Stagel Stage 2-3 Stage 4* Stage 5*
Physical Activity 13.87 15.00 21.94 22.29

Research Question 3: Does the employee wellness intervention affect technopark
employees’ physical activity behaviour? If yes, what kind of changes occurred in their
physical activity behaviour?

A mixed design MANOVA analysis was conducted to examine the effects of
the employee wellness intervention regarding physical activity. The results were
interpreted using Pillai’s Trace value because the homogeneity of covariance

assumption was violated (see Table 4.6).

Table 4.6. Results of multivariate analysis for intervention

Pillai’s Trace F Sig Partial n?
Group 0.27 1.42 .25 A7
Time 0.55 4.71 .003* .55
Group * Time 0.51 4.03 .007* 5l

*p<.05

The multivariate tests on between-subject revealed a statistically non-
significant main effect of group on the constructs of the intervention. The results
indicated that the experimental and the control groups did not significantly differ
regardless of time differences.

On the other hand, the multivariate tests on within-subject revealed a
significant effect of time (V = 0.55, F (6,23) = 4.71, p <.05, #? = 0.55) and interaction
effect between group and time (V = 0.51, F (6,23) = 4.03, p <.05, 2 = 0.51) on the
variables of the intervention. The partial n?> values indicated a variance of 55%
explained by time effect, and 51% by interaction effect. The significant results of time
effect and interaction effect indicated that intervention had an effect on variables.

A follow-up analysis was conducted to investigate the significant effects. The
Bonferroni adjustment was applied to examine the significance level because of the

multiple dependent variables in the analysis. The adjusted significance level was
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calculated by dividing the significance level by the number of dependent variables (p
=.05/6=.008). Since there were two groups (experimental and control) and two tests
(pre-test and post-test), the sphericity assumption was not achieved. Therefore, the
Greenhouse-Giesser correction was used for interpreting the F statistics (see Table
4.7).

Table 4.7. Results of follow-up multivariate analysis for physical activity

df F Sig Partial n?
Group 1 6.65 015 0.19
Time 1 22.84 .000* 0.45
Group * Time 1 12.52 .001* 0.31

*p < .008

The separate univariate test of group effect revealed a non-significant effect
between groups in terms of physical activity (F (1, 28) = 6.65, p = .015). This result
suggested no significant differences between the experimental group and the control
group in terms of physical activity regardless of time differences.

However, the univariate results showed there was a significant time effect in
terms of physical activity (F (1, 28) = 22.84, p <.008, 2 = 0.45). The values of partial
n? indicated 45% of the variance, explained by time differences in physical activity.
This result revealed that there were significant time differences from pre-test to post-
test in terms of physical activity regardless of group differences.

The final univariate test results showed a significant interaction effect between
group and time on physical activity (F (1, 28) = 12.52, p <.008, #2 = 0.31). The partial
n? values revealed 31% variance, explained by group and time. This result indicated a
significant group and time difference in terms of physical activity.

The pairwise comparisons for group by time interaction effect indicated
significant time differences in the experimental group (F (6, 23) = 4.37, p <.05) but
not for the control group (F (6, 23) = 2.05, p = .38). The mean score indicated that the
experimental group significantly increased physical activity scores from pre-test (M =
1483.83, SE = 263.08) to post-test (M = 3457.42, SE = 575.03), and the control group
increased physical activity scores from pre-test (M = 1297.44, SE = 244.76) to post-
test (M = 1434.84, SE = 271.51). The results indicated that the intervention had a
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significant effect on the experimental group but not on the control group (see Figure
4.2).
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Figure 4.2. The interaction effect between group and time for physical activity.

In order to investigate the changes in physical activity behaviour, the
participants were asked about the possible changes. All ten interviewees reported the
changes at the individual and physical environment levels, and eight of them said
changes at the social environment level.

The changes at the individual level of the social-ecological model were
reported as increased physical activity. The changes in physical activity were
presented as leisure-time physical activity, job-related physical activity, and
transportation physical activity. The leisure-time physical activity included increased
duration and intensity of exercises. Five participants reported that they had started
walking at least 30 minutes three days a week. Six of them said they had increased
their physical activity at work. All six of them declared that they had adopted the habit
of pacing while on the phone. Two of them reported that they had started to follow
notifications sent by mobile applications reminding them to stand up and move in order
to reduce sitting time. One said that they now walked to work instead of driving at
least two days a week.

At the social environment level, participants reported the following changes:

doing physical activity with a companion, watching the content videos provided in the
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intervention together with family members, and using a mobile social fitness
application. Trekking and walking with family members or co-workers and swimming
with a sibling were coded as starting physical activities with someone. The participants
used the mobile application Strava as the social fitness application to track physical
activity.

The physical environment included changes in the place where the participants
performed their exercises and changes in their behaviours, such as adopting mobile
applications or smartwatches. Participants joined gyms, bought indoor and outdoor
equipment, and started using mobile applications to track activities and receive

notifications about sitting time (see Table 4.8).
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Research Question 4: Does the employee wellness intervention affect technopark
employees’ stress management behaviour? If yes, what kind of changes occurred in
stress management behaviour?

A follow-up analysis was conducted to understand whether there was a
significant difference in either time effect or interaction effect between group and time
for stress management. Again, the Bonferroni adjustment was applied to examine the
significance level because of the multiple dependent variables in the analysis. The
adjusted significance level was calculated by dividing the significance level by the
number of dependent variables (p = .05 / 6 = .008). Since there were two groups
(experimental and control) and two tests (pre-test and post-test), the sphericity
assumption was not achieved. Therefore, the Greenhouse-Giesser correction was used

for interpreting the F statistics (see Table 4.9).

Table 4.9. Results of follow-up multivariate analysis for stress management

df F Sig Partial n?
Group 1 0.05 .834 0.002
Time 1 3.30 .080 0.11
Group * Time 1 0.47 501 0.02

*p < .008

The separate univariate test of group effect revealed a non-significant effect in
terms of stress management (F (1, 28) = 0.05, p = .834). The test also indicated that
time effect revealed a non-significant effect in terms of stress management (F (1, 28)
= 3.30, p =.080). Also, the group by time interaction effect showed a non-significant
effect on stress management (F (1, 28) = 0.47, p = .501). These results showed no
significant differences between the experimental group and the control group in terms
of stress management regarding groups, time, and groups by time regardless of time
differences.

The mean score indicated that there was an increase in stress management
scores from pre-test (M = 66.38, SE = 4.53) to post-test (M = 69.14, SE = 5.06) in the
experimental group, and there was an increase in the stress management scores from
pre-test (M = 65.85, SE = 3.44) to post-test (M = 67.41, SE = 3.74) in the control group.
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The results indicated no significant intervention effect on the experimental group and

the control group (see Figure 4.3).
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Figure 4.3. Estimated marginal means of stress management

The participants’ responses supported the quantitative non-significant results
on stress management behaviour. Most of the interviewees reported no change in their
stress management ability. However, two of the participants reported increased
awareness about noticing stressful situations. Changes about leisure time activities,

such as painting and wood painting were reported as ways to overcome stress.

Research Question 5: Does the employee wellness intervention affect technopark
employees’ nutrition behaviour? If yes, what kind of changes occurred in their
nutrition behaviour?

A follow-up analysis was conducted to understand whether there was a
significant difference in either time effect or interaction effect between group and time
for nutrition. Again, the Bonferroni adjustment was applied to examine the
significance level because of the multiple dependent variables in the analysis. The
adjusted significance level was calculated by dividing the significance level by the
number of dependent variables (p = .05 / 6 = .008). Since there were two groups
(experimental and control) and two tests (pre-test and post-test), the sphericity
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assumption was not achieved. Therefore, the Greenhouse-Giesser correction was used

for interpreting the F statistics (see Table 4.10).

Table 4.10. Results of follow-up multivariate analysis for nutrition

Df F Sig Partial n?
Group 1 0.43 517 0.015
Time 1 11.99 .002* 0.30
Group * Time 1 10.99 .003* 0.28
*p <.008

The separate univariate test of group effect revealed a non-significant effect
between groups in terms of nutrition (F (1.28) = 0.43, p = .517). This result indicated
no significant differences between the experimental and control groups in terms of
nutrition, regardless of time differences.

However, the univariate results showed that there was a significant time effect
in terms of nutrition (F (1.28) = 11.99, p < .008, #? = 0.30). The partial 1> values
indicated 30% variance, explained by time differences in nutrition. The result revealed
that there were significant time differences from pre-test to post-test in terms of
nutrition regardless of group differences.

The final univariate test results showed significant interaction effect between
group and time on nutrition (F (1, 28) = 10.99, p < .008, #? = 0.28). The partial 72
values indicated 28% variance, explained by group and time in nutrition. The result
suggested a significant group by time difference in terms of nutrition,

The pairwise comparisons for group by time interaction effect indicated
significant time differences in the experimental group (F (6, 23) = 4.37, p < .05) but
not in the control group (F (6.23) = 2.05, p =.882) from pre-test to post-test. The mean
scores indicated that there was a significant increase in nutrition scores from pre-test
(M =59.28, SE = 2.30) to post-test (M = 68.07, SE = 1.80) in experimental group, and
a decrease in nutrition scores from pre-test (M = 65.31, SE =1.98) to post-test (M =
65.10, SE = 1.59) in the control group. The results indicated that the intervention had
a significant effect on the experimental group but not on the control group (see Figure
4.4).
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Figure 4.4. Estimated marginal means of nutrition

The changes at the individual level of the social-ecological model appeared in
terms of increased awareness, moderation, adequacy, and variety. Participants
described increased awareness with respect to the development of literacy about
macronutrients and micronutrients and expansion of their food choices for variety. In
addition, participants reported moderating their daily calorie intake by regulating their
macronutrients. Some participants noticed being undernourished because of lower
protein intake than daily need.

Participants reported reducing their caffeine intake at the social environment
level and persuading family members to do so in the evenings. One participant said
they had started using a mobile application to track the nutrition in a social
environment with friends, which enabled them to view each other’s nutrition intake
and provide social support to each other about healthy eating habits. Another
participant explained that they would watch the content videos about nutrition with
family members and moderate their family meals according to the information and
suggestions in the videos and Instagram posts.

The physical environment included changes in the environment for tracking
nutrition behaviours. Most of the participants said they started to follow their nutrition
via mobile applications, the most frequently used being MyFitnessPal and Yazio (see
Table 4.11).
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Research Question 6: Does the employee wellness intervention affect technopark
employees’ health literacy?

A follow-up analysis was conducted to understand whether there was a
significant difference in either time effect or interaction effect between group and time
for health literacy. The Bonferroni adjustment was applied to examine the significance
level because of the multiple dependent variables in the analysis. The adjusted
significance level was calculated by dividing the significance level by the number of
dependent variables (p = .05 / 6 = .008). Since there were two groups (experimental
and control) and two tests (pre-test and post-test), the sphericity assumption was not
achieved. Therefore, the Greenhouse-Giesser correction was used for interpreting the
F statistics (see Table 4.12).

Table 4.12. Results of follow-up multivariate analysis for health literacy

df F Sig Partial n?
Group 1 2.35 136 0.08
Time 1 10.22 .003* 0.27
Group * Time 1 11.41 .002* 0.29
*p <.008

The separate univariate test of group effect revealed a non-significant effect
between groups in terms of health literacy (F (1, 28) = 2.35, p = .136). This result
suggested no significant differences between the experimental and the control groups
in terms of health literacy, regardless of time differences.

However, the univariate results showed that there was a significant effect of
time in terms of health literacy (F (1, 28) = 10.22, p <.008, #? = 0.27). The partial 72
values indicated 27% variance, explained by time differences in health literacy. The
result showed that regardless of group differences, there were significant time
differences from pre-test to post-test in terms of health literacy.

The final univariate test results showed significant interaction effect between
group and time on health literacy (F (1, 28) =11.41, p <.008, 2 = 0.29). The partial
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n? values revealed 29% variance, explained by group by time in health literacy. The
result indicated a significant group by time difference in terms of health literacy.

The pairwise comparisons for group by time interaction effect indicated
significant time differences in the experimental group (F (6, 23) = 4.37, p <.05) but
not in the control group (F (6, 23) = 2.05, p = .31) from pre-test to post-test. The mean
score indicated that there was a significant increase in the health literacy scores from
pre-test (M = 30.94, SE = 1.58) to post-test (M = 35.81, SE = 1.29) in experimental
group, and there was a slight decrease in the nutrition scores from pre-test (M = 30.94,
SE =1.58) to post-test (M = 30.21, SE = 1.40) in the control group. The results indicated
that the intervention had a significant effect on the experimental group regarding

health literacy but not on the control group (see Figure 4.5).
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Figure 4.5. Estimated marginal means of health literacy

Research Question 7: Does the employee wellness intervention affect technopark
employees’ work productivity?

A follow-up analysis was conducted to understand whether there was a
significant difference in either time effect or interaction effect between group and time
for work productivity. Work productivity was examined in two dimensions:
absenteeism and presenteeism. The dimensions were considered as dependent

variables in a mixed design MANOVA. Again, the Bonferroni adjustment was applied
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to examine the significance level because of the multiple dependent variables in the
analysis. The adjusted significance level was calculated by dividing the significance
level by the number of dependent variables (p = .05/ 6 = .008). Since there were two
groups (experimental and control) and two tests (pre-test and post-test), the sphericity
assumption was not achieved. Therefore, the Greenhouse-Giesser correction was used

for interpreting the F statistics (see Table 4.13).

Table 4.13. Results of follow-up multivariate analysis for absenteeism

df F Sig Partial n?
Group 1 0.11 741 0.004
Time 1 0.36 851 0.001
Group * Time 1 0.29 594 0.01
*p <.008

The separate univariate test of group effect revealed a non-significant effect in
terms of absenteeism (F (1, 28) = 0.11, p = .741). The test results also indicated that
time effect revealed a non-significant effect in terms of absenteeism (F (1, 28) = 0.36,
p = .851). Also, the group by time interaction effect showed a non-significant effect
on absenteeism (F (1, 28) = 0.29, p = .594). These results showed no significant
differences between the experimental and control groups in terms of absenteeism
regarding groups, time, and groups by time regardless of time differences.

The mean score indicated that there was a decrease in absenteeism scores from
pre-test (M = -16.28, SE = 13.45) to post-test (M = -18.62, SE = 12.35), and there was
an increase in absenteeism scores from pre-test (M = -14.35, SE = 14.13) to post-test
(M =-9.38, SE = 12.42). The results indicated that the intervention did not have a
significant effect on the experimental group and the control group on absenteeism (see
Figure 4.6).
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Figure 4.6. Estimated marginal means of absenteeism

The separate univariate test of group effect revealed a non-significant effect
between groups and time in terms of presenteeism (F (1, 28) = 0.65, p = .800), (F (1,
28) = 2.64, p = .115). This result indicated no significant differences between the
experimental group and the control group in terms of presenteeism, regardless of time.
Also, regardless of group differences, there were no significant time differences in

presenteeism (see Table 4.14).

Table 4.14. Results of follow-up multivariate analysis for presenteeism

df F Sig Partial n?
Group 1 0.65 .800 0.002
Time 1 2.64 115 0.09
Group * Time 1 14.95 .001* 0.35

*p < .008

The final univariate test results showed significant interaction effect between
group and time on presenteeism (F (1, 28) = 14.95, p <.008, ?=0.35). The partial n?
values indicated 35% variance, explained by group by time in presenteeism. The result

suggested a significant group by time difference in terms of presenteeism.
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The pairwise comparisons for group by time interaction effect indicated
significant time differences in the experimental group (F (6, 23) = 4.37, p <.05) but
not in the control group (F (6, 23) = 2.05, p = .39) from pre-test to post-test. The mean
score indicated that there was a significant increase in the presenteeism scores from
pre-test (M = 70.93, SE = 3.65) to post-test (M = 81.38, SE = 1.91), and there was a
slight decrease in the presenteeism scores from pre-test (M = 78.97, SE =3.45) to post-
test (M = 75.52, SE = 3.42). The results indicated that the intervention had a significant
effect on the experimental group but not on the control group regarding presenteeism
(see Figure 4.7).

Estimated Marginal Means of Presenteeism

82.00 Groups

w— Experimental
= = Control

80.00

78.00

76.00

Estimated Marginal Means

74.00

72.00

Pretest Posttest

Time

Figure 4.7. Estimated marginal means of presenteeism

Research Question 8: How does the employee wellness intervention affect technopark
employees’ work and office health behaviours?

The results of this research question were analysed by qualitative analysis. The
outcomes of the ten interviews were presented in terms of the social-ecological
perspective. Three interviewees reported no change in their office and work health
behaviours. Specifically, they explained that their work and the office environment
was not suitable for any change. In addition, one of them suggested that an expert

could provide feedback by studying a photograph of the office and work environment.
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Seven interviewees reported some changes in their work and office health
behaviours. At the individual level, the interviewees explained these changes as
attention to posture during sitting and walking; in addition, two of them said they had
acquired the habit of doing eye exercises during work breaks, as was suggested in one
of the Instagram posts.

At the social environment level, four interviewees explained that they shared
the related video and posts with colleagues and started providing feedback regarding
correct sitting posture during work.

At the physical environment level, the interviewees reported making
adjustments to their office chairs and computers. One interviewee said they bought a
new chair, which observes a suggestion about ergonomics in the videos and Instagram
posts. The changes related to their computers included using an application that
provides a blue filter for the computer screen and adjusting the angle and height of the

computer screen to meet eye level.
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Research Question 9: How do the participants describe their experience with the
program?

In general, the participants were pleased to have participated in the program.
Common satisfaction points were increased awareness, mobility about the contents,
and self-assessment.

The following are the major points that emerged in the interviews regarding the
participants’ experiences in the program.

Interviewee #1: “The program certainly helped, but frankly, I had higher expectations
from both myself and the program in the beginning. After seven weeks, I couldn’t do
some of the things I said | would do this much and this much. I followed all the content
that you shared on Sundays. Even if I couldn’t watch it on that day, | would watch it
at the latest on Monday. The measuring tools on the website helped me a lot and they
helped me see my shortcomings. | even sent some of them to my friend circle. I liked
the physical fitness part the most. I didn’t know how much [physical activity] I should

do in a week, I realized that there.”

Interviewee #2: “The program has been beneficial for me. I learned what | was doing
right and wrong. | followed all the content; it became a ritual for me. | was learning
new things in each of them. What motivated me the most was seeing that the content
also approved the things I did. For example, once | reduced my meat consumption, |
said | was on the right track, and | reduced it even more with the help of the content.
And I had pain before [the program], and the pain disappeared completely during the
program. | prepared an exercise plan, but I had a hard time following it. I most liked

the video about what and how much I should eat; | found it fascinating. ”

Interviewee #3: “I am satisfied. The program was beneficial in that it provided
structure for me. | watched and followed all of the content; | watched the videos the
next day if not the day you sent them. My poor diet was actually one of the most
important reasons to follow this program. The changes in my eating behaviour that
came about with this program made me very happy. The videos influenced and
motivated me a lot more than the Instagram posts. The measurement tools on the

website also helped me a lot; not only did | measure my physical fitness, but | was able
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to track everything else. My favourite was the video about what and how much I should

eat. What I learned there was very effective in terms of changing my diet.”

Interviewee #4: “The program was definitely useful, very effective as information was
transmitted from different sources. The continuity and the changing of the subjects
prevented me from falling into repetition and getting bored. | followed all the content
and tried to watch the videos when they were released on Sundays. | even watched
some of them a few times, | wanted to learn more details. It was a program that
required some effort; this was good, we had to make change. The video on health and
wellness was the best and most remarkable one; the idea of improving different aspects

of ourselves was very motivating.”

Interviewee #5: “The program was good. Being able to measure aspects of myself on
the website was very helpful. I couldn’t watch all the videos; sometimes my workload
was too much. In some weeks, | had to watch them later. The nutrition and stress video
raised my awareness, but | was swamped as | said | couldn’t say that | could make the
changes. From these videos, | learned a lot of new information; in fact, there were
many things | did not know, and | realized that. The video about what and how much
I should eat caught my attention the most. It helped me learn a lot about calorie

)

balance.’

Interviewee #6: “I was pleased to have participated in the program, and I would even
like to continue. It has made my job much easier to follow on a regular weekly basis.
I had a hard time following the program towards the end; | was a little less motivated
and my workload was too much. It was very difficult for me to prepare an exercise
program, and | followed what | ate, but | could not continue. What interested me the
most was the video about physical activity and its types. The video on health and
wellness did not interest me much. The contents were informative, and | learned about

many new resources and websites.”

Interviewee #7: “I am happy to have participated in the program. Even though | was
so busy with my job during the program, it has contributed a lot to me. I realized that

there were many things that | did not know. The videos were not long, and they were
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never boring; especially the visuals in the videos prevented me from getting bored. My
favourite was the physical fitness video. / didn 't know about the dimensions mentioned
in the video, and the measurement methods were very interesting. | did not use the
measurement tools during the program, but I will at the first opportunity. It was also
nice that the Instagram posts were in the form of tips and supported the videos. In

general, | can say that my awareness has increased.”

Interviewee #8: “Although I am not very satisfied with the program, I can say that I
benefited from it. The contents provided awareness on many issues, but I had difficulty
applying them, one of the reasons being my workload. For example, | learned a lot
about physical activity, but maybe | needed a little more detail about what I should do
and how I should do it. I couldn’t get expert support because I didn’t have time. Maybe
| could have achieved different results if | had, but I still made many changes in my
life, but I haven't fully achieved what I aimed for.”

Interviewee #9: “It was a very successful program for me; I liked it very much. The
rich content and brevity of the videos and the complementary role of the Instagram
posts contributed a lot to my knowledge. In addition, measuring and evaluating myself
on the relevant subject every week allowed me to see my shortcomings and focus on
them. It was very motivating to prepare a weekly exercise program and to have expert
support in this process. | liked the video about what and how much I should eat the
most, and | started to follow what | ate with the help of the mobile application. The
fact that the expert’s videos are on YouTube is a great comfort, it allows me t0 go back

’

and look at the things I need again when I need to.’

Interviewee #10: “I liked the program. The fact that it was on social media made it
very practical; | could watch or review the content anywhere. Tips for daily life also
helped me a lot. | already knew some of the information, but some of the information
was new and fascinating. | really liked the video about what and how much | should
eat; it was full of information about exactly what | should do. Preparing a weekly
exercise program and getting feedback from the expert about it made me feel much

better when I followed the program.”
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Research Question 10: What is the economic contribution of the program regarding
the participants’ improvement in work productivity?

The calculation of the program’s economic impact is based on the progress in
the presenteeism of the participants. The justification for disregarding absenteeism in
impact calculation is provided in the literature review section of this dissertation. The
mean scores of presenteeism were M = 70.93, SE = 3.65 in the pre-test and M = 81.38,
SE = 1.91 in the post-test. This means that there was a 14.7% increase in the
presenteeism of the participants.

According to the Coolever 2021 Software Developer Income Report
(Coolever, 2021), the average monthly income of a software developer or an expert-
level employee in Turkey is 12,157 Turkish Liras (TL)(1413%). A 14.7% increase in
work performance equals 1,787 TL(207$) per month. For a company of 50 employees,

this increase would amount to an annual economic impact of 1,072,200 TL.
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CHAPTER 5

DISCUSSION

The scope of the present study is to design and evaluate a need-based employee
wellness program that integrates new media, with a central focus on the social-
ecological context. There are mainly three investigations that go hand in hand: (i)
exploring the lifestyle behaviours and work productivity needs of technopark
employees (Research questions 1 & 2), (ii) measuring the impact of the need-based
employee wellness program on lifestyle behaviours, health literacy and work
productivity of technopark employees (Research questions 3, 4, 5, 6, 7 & 8), and (iii)
examining the technopark employees’ experiences in the need-based employee
wellness program (Research questions 9 & 10). In this section, the findings of the study

with regard to each research question will be discussed.

Research Question 1: Is there a relationship between technopark employees’ lifestyle
behaviours and their work productivity?

The results showed that physical activity, nutrition, and stress management
statistically predicted work performance. On the other hand, interpersonal relations,
health responsibility, and mental development behaviours did not statistically predict
work performance.

One result of the present study relates to the connection between physical
activity and work productivity. The results of this study are consistent with findings in
the literature regarding physical activity and work productivity. According to solid
scientific evidence based on a large number of well-designed studies, physically active
people have higher levels of health-related fitness and lower health risk profiles
(Physical Activity Guidelines Advisory Committee, 2008). Furthermore, physically
active people have a healthy body composition and a biomarker profile protecting

them from cardiovascular disease and type 2 diabetes. There is evidence that
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physically active individuals have better sleep quality and better health-related quality
of life (Semplonius & Willoughby, 2018). Studies suggest that physical exercise has a
beneficial impact on work performance from the presenteeism perspective. Fitness
programs positively affect absenteeism, and low physical activity levels positively
impact sick leave (K. Proper & van Mechelen, 2008). Furthermore, poor levels of
physical activity and cardiorespiratory fitness are factors that increase medical care
expenses from the standpoint of employers (Pronk & Kottke, 2009).

Another result of the present study shows the relation between nutrition
behaviour and work productivity. Unhealthy eating habits can cause significant
economic depletion in terms of work loss, which stems from two sources: absenteeism
and presenteeism (Burton et al., 1999; Grimani et al., 2019; Schultz et al., 2009).
Previous research on workplace nutrition interventions involving counselling,
education, and on-site group activities has shown that the interventions generally result
in significant changes in employee nutrition behaviour, improve physical and mental
health, and lead to a positive return on investment by lowering healthcare costs and
absenteeism. These findings in previous research are in parallel with the present study
findings (Grimani et al., 2019; Van Dongen et al., 2011). Self-perceived health, self-
reported absenteeism, work productivity, and job capacity have been mentioned as
intervention outcomes in evaluating 21 workplace treatments (Rongen et al., 2013).
Greater alertness and cognitive functioning, higher mental performance, and improved
wellbeing are the recognised advantages of contemporary workplace treatments
(Drewnowski, 2020).

The last predictor of work productivity in this study was stress management.
The consequences of stress are experienced by individuals and companies and even
extend to society. Stress may have a detrimental impact on a worker’s health on a
personal level (Petreanu et al., 2013). The present study’s findings regarding stress
management and work productivity parallel the literature. Past research has
determined a link between stress and a drop in performance, unhappiness, a lack of
motivation and dedication, as well as an increase in absenteeism and turnover
(Ekienabor, 2016). According to Blumenthal (2003), stress is damaging, disruptive,
and harmful to human well-being and productivity. Stress may negatively influence a

person’s health by generating malfunction or disturbance in various areas. This
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instability spills over into the workplace, resulting in lower productivity (Blumenthal,
2003).

The present study results indicated that interpersonal relations, health
responsibility, and mental development behaviours did not statistically relate to work
performance. The dimensions of health could explain this. Physical activity, nutrition,
and stress management behaviours directly influence health promotion in physical and
mental health (Edlin & Golanty, 2015). Moreover, physical activity, nutrition, and
stress management behaviours can be accepted as primary lifestyle behaviours and
interpersonal relations, health responsibility, and mental development behaviours as
secondary lifestyle behaviours. In this approach, the secondary health-promoting
behaviours are presumed to complement the primary health-promoting behaviours.
Thus, the primary lifestyle behaviours have a more substantial effect on health than
the secondary lifestyles behaviours.

According to various research studies, employees who have poor lifestyle
behaviours are less productive at work, have worse work capacity, and use more sick
leave days (Proper et al., 2006; VVan Duijvenbode et al., 2009; Williden et al., 2012).
Employee wellness programs aim to enhance employees’ lifestyles behaviours and
promote employee wellness, health, and work productivity. Understanding the
importance of lifestyle behaviours is critical for designing employee wellness
programs across different contexts and populations. The present study’s findings
showed that physical activity, nutrition, and stress management behaviours are the key
behaviours to modify to reduce health-related work productivity loss. Moreover,
interventions designed to change lifestyle behaviours and increase work productivity
have traditionally focused on a single behaviour (Blackford et al., 2013; Reijonsaari et
al., 2012; von Thiele Schwarz et al., 2008); however, the findings of the present study
indicated that it is becoming increasingly clear that interventions that address many

lifestyle behaviour risks may be more effective.

Research Question 2: Are there any statistically observed clusters regarding lifestyle
behaviours of technopark employees? If yes, do the clusters statistically differ from the
groups explored by exercise stages of change?

The results of the two-step cluster analysis indicated four clusters for the

sample regarding physical activity, nutrition, and stress management. The four
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motivational clusters were the avoidance profile, the intention profile, the participation
profile and the maintenance profile. The mean scores of the motivational clusters for
physical activity, stress management, and nutrition showed an increase from the
avoidance profile to the maintenance profile. The descriptive results revealed
parallelism between clusters and exercise stages of change, the scores of the variables
rising in both clusters and stages. Since the most critical predictor in cluster analysis
was physical activity, further statistical tests were conducted on physical activity
behaviour. The results indicated four statistically different exercise stages of change,
the same as the number of exercise stages of change with clusters. To understand
whether the clusters and exercise stages of change statistically differed, a dependent
samples t-test was conducted with the avoidance profile and Stage 1, the intention
profile and Stage 2-3, the participation profile and Stage 4, and the maintenance profile
and Stage 5. The results of the analyses indicated that the participation profile and
Stage 4 and the maintenance profile and Stage 5 were significantly different from each
other. However, the avoidance profile and Stage 1 and the intention profile and Stage
2-3 were not significantly different. In other words, the following matching clusters
and stages emerged: the avoidance profile and Stage 1, the intention profile and Stage
2-3.

Identifying clusters of lifestyle behaviours is a valuable part of research that
focuses on designing effective interventions. Past research has focused on analysing
clusters of samples with similar educational and socioeconomic levels. However, it is
possible to determine clusters in even smaller samples. Poortinga (2007) and Schuit
(2002) found similar results in a sample of English and Dutch individuals,
respectively, when looking at four lifestyle risk behaviours: alcohol, smoking, physical
inactivity, and poor nutrition. De Vries (2008) identified three different clusters in the
Dutch population: healthy, unhealthy, and poor nutrition. Other than these large-
sample clustering studies, He et al. (2021) conducted a lifestyle behaviours cluster
study on migrant, left-behind, and local adolescents in China. The three behavioural
clusters identified among the sample were low risk, moderate risk, and high-risk
groups. These studies support the present study’s findings regarding clusters, and it
can be concluded that regardless of the size of the sample, clusters based on lifestyle

behaviours could be observed.
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Lifestyle behaviours, on the other hand, are multidimensional; the motivation
to participate in one lifestyle behaviour transfers to another lifestyle behaviour. Such
a transfer of motivation was observed in the clusters identified in the present study.
The motivation to participate is shared between physical activity, nutrition, and stress
management, leading to differences among the four clusters among these lifestyle
behaviours. Past studies have regarded this motivation transfer as a positive
relationship between exercise stages of change and physical activity, nutrition, and
stress management (Ingledew et al., 1998; McKee et al., 2007). This positive relation
indicates that the movement through the upper exercise stages can also be positively
observed in physical activity, nutrition, and stress management behaviours. Such a
positive correlation was observed in the present study in the context of clusters and
exercise stages of change.

The overlap between the stages and clusters is the most critical finding that
forms the basis of Study 2 of the present study. The matching of these groups and
clusters reveals that the characteristics of the sample coincide with the findings in the
literature. This indicates a successful sample selection. Exercise stages of change can
be used when selecting samples from the population, rather than performing loaded
surveys—physical activity, nutrition, and stress management surveys. When selecting
samples from the population, rather than performing extensive screenings regarding
physical activity, nutrition, and stress management behaviours, exercise stages of
change can be applied for identifying samples from the population.

The wellness and health of employees is a neglected issue in terms of health-
related work loss; thus, there is an obvious need to address the employees’ needs in
terms of wellness and health in interventions. Although lifestyle behaviour
modification is an efficient way to improve wellness and health, some factors,
including motivation, social environment, physical environment, and level of health
literacy, seem to influence the outcomes of these lifestyle behaviour modifications,
indicating the importance of personalised approaches (Baker et al., 2010; P. Ryan &
Lauver, 2002). In addition, personalised health education and action plans can be
designed to implement long-term goals that prevent complications associated with
lifestyle behaviours. As a result, cluster-based designs might impact lifestyle

behaviour change. The present study’s findings show that the lifestyle behaviours of
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technopark employees are diverse; however, cluster analysis is a powerful tool to

identify subgroups of technopark employees and build targeted solutions.

Research Question 3: Does the employee wellness intervention affect technopark
employees’ physical activity behaviour? If yes, what kind of changes occurred in their
physical activity behaviour?

Pairwise comparisons for the group by time interaction effect indicated
significant time differences for the experimental group but not for the control group.
The mean score showed that the experimental group significantly increased physical
activity scores from pre-test to post-test. The control group also increased physical
activity scores from pre-test to post-test. The results indicated that the intervention
significantly affected the experimental group regarding physical activity.

The present study is the first to investigate the link between health literacy and
physical activity behaviour of technopark employees. Wolf (2007) indicated that low
health literacy is linked to poor adherence to physical activity guidelines. This is
consistent with the present study’s findings, which indicated that the intervention
successfully promoted physical activity in terms of health literacy. Cavill and Bauman
(2004) proposed that when evaluating physical activity promotion initiatives,
antecedent factors (e.g., literacy, knowledge, etc.) should be taken into account.

The results of the qualitative analysis performed in the present study indicated
that participants in the experimental group altered their perspectives regarding
physical activity. The participants reported the changes in physical activity as leisure-
time physical activity, job-related physical activity, and transportation physical
activity. The most commonly researched physical activity category is leisure-time
physical activity, sometimes interchangeably referred to as exercise (Park et al., 2008).
Non-leisure time physical activity, such as job-related activity or transportation
activity, on the other hand, has received less attention in physical activity research,
and the health benefits of these types of physical exercise are less well understood
(Geboers et al., 2014). However, the intervention performed in the present study was
effective in changing not only leisure time activity but also job-related and
transportation physical activity.

Studies and systematic reviews show that treatments that target physical

activity can lead to favourable changes in health literacy (Holler et al., 2019; Kwan et
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al., 2019). The present study’s findings reveal a link between health literacy and
physical activity, even though it is difficult to pinpoint the causal component—
whether physical activity or health literacy is the cause. Health literacy is thought to
be a notion that promotes a conducive environment for physical exercise. Still, there
is likely a bidirectional link in which increased physical activity leads to improved
health literacy and vice versa. From the standpoint of health and the course of life, the
present study’s overemphasis on physical domains of physical activity may lead to a
disregard of the role of health literacy in prolonged physical activity participation.

Harris (2013) has emphasised using new media to deliver various adherence
treatments to enhance physical activity, including face-to-face counselling and social
support systems. New-media-based technologies can provide discrete, immediate, and
frequent feedback, employing a modified goal-setting approach developed for
individuals (Marcus et al., 1998). Hence, because these features of new media could
support the changes in the physical activity behaviour of technopark employees, new
media was the selected tool for the intervention in the present study.

Indeed, the social-ecological model and new-media-based intervention
generated behavioural change and health-related effects. This might reflect the design
of the intervention employed in the program development. The intervention was
created to equip the participants with the knowledge and skills to boost participation
in physical activity, reinforce themselves for meeting challenging physical activity
objectives, and incorporate physical activity into their daily routines. These variables
have formed a habitual physical activity pattern in their everyday lives.

According to a health promotion paradigm, the evaluation of a coping method
is fundamentally linked to its adaptive (protective) or maladaptive (detrimental)
influence on one’s health (Holton et al., 2016). Exercise, meditation, and search for
social support are examples of adaptive coping mechanisms, whereas avoidance,
overeating, and drug use are examples of maladaptive habits. In studies on coping
strategies and illness-related stress, the classification of coping techniques as adaptive
or maladaptive behaviour is often utilised (Rodin & Salovey, 1989). Furthermore,
maladaptive coping has been linked to increased stress levels and impaired physical
and mental well-being (Penley et al., 2002). However, merely teaching and
encouraging adaptive coping skills is insufficient. Coping is a consequence of coping

resources and a reaction to stressful circumstances (Holahan et al., 1996). For effective
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stress management intervention, improving the availability of tools in the workplace
to allow the deployment of adaptive coping techniques is required, as reflected in the

present study.

Research Question 4: Does the employee wellness intervention affect technopark
employees’ stress management? If yes, what kind of changes occurred in their stress
management behaviour?

The separate univariate test of group effect revealed a non-significant impact
on stress management. The test also indicated that the time effect showed non-
significant implications in stress management. Also, the group by time interaction
effect showed a non-significant effect on stress management. These results showed no
significant differences between the experimental and control groups regarding stress
management regarding groups, time, and groups by time regardless of time
differences. In other words, the intervention had no significant effect on the stress
management behaviours of the technopark employees.

It is anticipated that an increase in healthy lifestyle habits such as physical
exercise and diet will impact stress management abilities. Indeed, even though
literature has shown that improving one’s health literacy improves one’s ability to
manage stress (Bayati et al., 2018), the results of the present study regarding stress
management were unexpectedly non-significant. Despite physical activity and
nutrition improvements, stress management behaviour did not improve significantly
over the research period due to the accelerated shift from working from home to office
during the pandemic. Working at the office has been demonstrated to be more stressful
than working from home. People may have assumed that their stress management
skills could not keep up with the increased stress levels due to the shift to the office
workplace.

The interventions focusing on stress management are generally effective
(Tetrick & Winslow, 2015). Although relaxation therapies are less successful than
cognitive-behavioural therapy, the latter is nevertheless studied the most. According
to Richardson and Rothstein (2008), the lower levels of efficacy of relaxation
technigues may be due to the fact that they urge people to ‘let go’ rather than change
their cognitions. The present study aimed to increase the participants’ literacy and

provide ways and tips to improve their stress management behaviour in terms of stress
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management. These ways and tips might offer some temporary effects, as Richardson
and Rothstein (2008) indicate. Therefore, in the present study, the temporary effects
of the intervention might have disappeared by the end, which may be the reason for
the non-significant effect of the intervention on stress management.

According to research on stress management and health promotion and
wellness programs, other powerful factors may determine the effects of the
intervention (Tetrick & Winslow, 2015). Cultural contexts are one of the factors that
have been highlighted. National or organisational cultures and occupational cultures
may all play a role in improving and supporting employee stress management and
organisational health. It is, however, still uncertain how these findings will impact
stress management and workplace health promotion initiatives. More research is

needed to examine possible factors.

Research Question 5: Does the employee wellness intervention affect technopark
employees’ nutrition behaviour? If yes, what kind of changes occurred in their
nutrition behaviour?

Pairwise comparisons for the group by time interaction effect indicated
significant time differences in the experimental group but not in the control group from
pre-test to post-test. The mean scores showed a significant increase in nutrition scores
from pre-test to post-test in the experimental group and a decrease in nutrition scores
from pre-test to post-test in the control group. The results indicated that the
intervention significantly affected nutrition behaviour in the experimental group.

Adults with poor health literacy may struggle to complete nutrition-related
tasks such as following nutritional advice from experts, reading food labels, and so on
(Rothman et al., 2006). The factors that lead to poor nutrition behaviours are
numerous, necessitating an interdisciplinary approach that considers the social context
of health (Sobal & Bisogni, 2009). Therefore, researchers are starting to look at health
literacy and its potential influence in current efforts to improve dietary practices
(Nutbeam, 1998). In that respect, the effect of the intervention in the present study on
nutrition behaviours can be attributed to the implementation of the health literacy-
focused social-ecological model.

The experimental design and the utilisation of a theoretically based framework

seem to be the two notable strengths of the present study. The dimensions of nutrition
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were incorporated into the content, which was constructed based on the targeted cluster
of health literacy. This is especially important because theoretical methodologies for
new media-based nutrition behaviour interventions are currently limited, and the
present study paves the way for this.

New media-based health literacy entails more advanced literacy skills that
enable one to actively participate in everyday activities and promote healthy
consumption patterns in nutrition. This means that enhancing new media-based health
literacy may assist technopark employees in adopting a balanced diet and healthy
nutrition behaviours.

New media, a revolutionary tool that has had a profound impact on people,
differs from traditional media tools in many respects. One crucial distinction is in the
way interaction is conceived. In conventional media, circulation and watching rates
are considered interaction, but these are quite restricted compared with new media’s
viewing, reading, and feedback aspects. User-generated content enabled in new media
is user-centred and developed solely by users. In addition to this, social media allows
users to provide comments, encouraging them to be more active. The present study
employed these features of new media via YouTube and Instagram. YouTube
functioned as a teaching tool for input on nutrition, while Instagram served as a
platform for social interaction and reflection for the participants.

Another use of new media in the intervention implemented in the present study
was in self-assessment tools in the Move For website. Research demonstrates that
people are prone to misjudging themselves when assessing their knowledge, skills, and
behaviours (Lucas & Baird, 2006). Several psychological mechanisms conspire to
cause these erroneous self-assessments. The present study addressed this issue by
designing objective self-assessment tools that allowed participants to comprehend
their strengths and weaknesses to determine their nutrition-related health literacy
deficiencies.

A key point regarding nutrition behaviour was encouraging participants to
track their nutrition. Using a daily food diary to track diet, lose weight, or create
healthy behaviours has been proven to influence weight loss, nutrition management,
portion control, and healthy eating habits in general (Sallis et al., 1988). Meal
recording allows one to remember the meal, the time, and the portion size (Parikh et
al., 2005). According to a study by Burke (2011), individuals who kept a food diary
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and maintained a balanced diet could lose nearly twice as much weight as people who

did not keep a log.

Research Question 6: Does the employee wellness intervention affect technopark
employees’ health literacy?

The mean scores showed a significant increase in the health literacy scores
from pre-test to post-test in the experimental group, and there was a slight decrease in
the nutrition scores from pre-test to post-test in the control group. The results indicated
that the intervention significantly affected the experimental group regarding health
literacy.

The social-ecological approach promotes a more comprehensive knowledge of
health literacy, which leads to more participation in lifestyle behaviours (Friis et al.,
2016). The social-ecological model emphasises the relevance of the context, shows
how health literacy and involvement are closely linked, and proposes solutions to
improve both. In the intervention of the present study, the individual, social, and
physical environments appeared as the three levels for treating low health literacy and
boosting participation. Furthermore, the present study proposed a theoretical
framework to aid in designing the interventions to improve health literacy and promote
lifestyle behaviours.

Research on health literacy has repeatedly demonstrated that the more
frequently a person searches for and interprets health information, the more confidence
they feel doing so (Lee et al., 2012). This has yet to be quantified in terms of health
literacy. A more general conclusion would be that self-efficacy, a major predictor of
health behaviour adoption, is also relevant to health literacy skill sets, as evidenced by
life experience (Bandura & Walters, 1977). Thus, lifestyle behaviours are gained in
organised learning contexts offered by formal education or elsewhere. As concluded
from the previously reported data, it is clear that social support is critical for many
people to access health information from media sources. Based on qualitative findings,
de Wit (2018) conducted a meta-analysis that indicated that social support and co-
learning in communities were necessary for critical health literacy. Health literacy is a
well-recognised and essential component of illness prevention and effective health

promotion.
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New media may also have an influential role at this point; it could be used to
disseminate accurate health information and advance social relationships. In health
promotion, social media and health literacy prove to be inextricably linked. Knowing
the audience, understanding the aim of health communications, and tailoring social
media messages to varied audiences, according to O’Mara (2013), are some
fundamental health literacy concepts that might be more widely implemented to
improve health promotion and communication. To the best of our knowledge, no
research studies have so far focused on health literacy education via new media. The
present study, in that sense, introduces a completely new and different path for health

education and health literacy for technopark employees.

Research Question 7: Does the employee wellness intervention affect technopark
employees’ work productivity?

The mean scores indicated a decrease in absenteeism scores from pre-test to
post-test in the experimental group, and there was an increase in absenteeism scores
in the control group from pre-test to post-test. However, the results showed that the
intervention did not significantly affect the experimental and control groups in terms
of absenteeism.

Absenteeism rates could not be significantly reduced in the intervention
because absence is not prevalent in the Turkish workplace culture. An employee in
Turkey is absent from work for an average of only 2.9 days per year, according to
Organisation for Economic Co-operation and Development (OECD) data for 2019
(OECD, 2020). On the other hand, the average annual number of absent days has been
calculated as 26.2 in Lithuania, one of the countries with the highest work performance
(OECD, 2021). Such a cultural understanding of workplace absenteeism requires
employees to be present at work regardless of health issues, even when they do not
perform well. Thus, this habit of the Turkish workplace setting may have been the
reason why no changes were observed in the absenteeism scores in the present
research.

Absenteeism and presenteeism have been frequently linked in the literature
(Johns, 2009). Individuals may only be absent if they are sick or have a low quality of
life. The health-related work loss problem may vary depending on the type of

employment, the type of sickness (mental or physical), the effectiveness of the coping
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mechanism, and the type of social support available to the worker (Schultz &
Edington, 2007). As a result, the line between absenteeism and presenteeism might
shift dramatically over time; in other words, when absenteeism increases, presenteeism
could decrease. Furthermore, if the ongoing health condition is not appropriately
addressed, an intervention may be beneficial in reducing work absence but result in
only an increase in presenteeism.

These results appear to align with a systematic analysis conducted on the
effectiveness of workplace health promotion programs in reducing presenteeism
(Cancelliere et al., 2011). According to this analysis, successful programs provide
health literacy, a multilevel approach, personalisation, and a supportive new media
environment. Lack of engagement in physical activity, nutrition, and stress
management behaviours was identified as possible risk factors for presenteeism in the
present study.

Physical activity has also been shown to improve mood, which significantly
affects professional performance (Hogan et al., 2013). In addition, the technopark
work environment necessitates the development of interpersonal relationships and the
promotion of partnerships to improve job performance. An increase in physical
activity directly impacts the level of work performance.

Glucose levels is essentially a synonym for blood sugar. The feeling of light-
headedness and the low-blood-sugar sensation brought about by a lack of sufficient
nutrition affects emotions and behaviours. Brain processes require glucose for energy.
It is possible that the act of self-control, as a very costly operation in terms of
sophisticated brain activity, is highly reliant on glucose. In other words, low blood
sugar causes a loss of willpower and an inability to stay on task and complete quality
tasks, which can be regulated by healthy eating (Martin & Benton, 1999).

Eating also has a strong effect on sleep, which is why nutrition behaviour can
dramatically impact circadian rhythms (Quick et al., 2015). The body has a natural
internal clock, and if one can match the food to the internal clock, productivity could
be maximised throughout the day. Consuming small amounts of food in the evening,
avoiding fatty meals when under a lot of mental stress, and having the most significant
meal first thing in the morning is therefore recommended (Arundell et al., 2018;
Pawaskar et al., 2017). These healthy nutrition habits regulate the readiness of the

brain and body to work productively.
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Investigating the factors affecting presenteeism required much time and effort
in the present study. The critical determinants of presenteeism studied in prior research
were similar to those discovered in the study. Workplace stressors, one’s health
condition, and other individual characteristics were identified as determinants (Yang
et al., 2015). Work environment demands, such as excessive job expectations, work
control, and an inadequate social climate, cause stress-related elements at work (WHO,
2010). These variables are malleable and offer opportunities for change, and the
intervention mapping approach in the present study addressed these variables. The
state of one’s health not only causes presenteeism but is also thought to operate as a
mediator between work-related stress and absenteeism (Johns, 2010b). Individual
characteristics, such as personality qualities that influence work-life balance and
interpersonal connections, have been linked to stress and presenteeism in the older
working population (Yang et al., 2015). These elements may be more challenging to

alter.

Research Question 8: How does the employee wellness intervention affect technopark
employees’ work and office health behaviours?

The results of this research question were analysed by qualitative analysis—
the study’s outcomes presented in terms of the social-ecological perspective. Three
interviewees reported no change in their office and work health behaviours.
Specifically, they explained that their work and office environment were unsuitable
for any change. In addition, one interviewee suggested that the expert could provide
feedback regarding office ergonomics by studying a photograph of the office and work
environment.

Although seven out of ten interviewees stated that the adjustments, they made
to the office environment were beneficial, three individuals indicated that they had
made no changes because they found it challenging to apply the information provided
in this part of the intervention. A closer look at the adjustments made to the levels in
line with the social-ecological model reveals that the alterations made were convenient
and accessible (e.g., providing feedback to co-workers about posture or altering the
position and height of the computer screen). It is possible to conclude that, except for
one individual, the employees were willing to make such changes, but they would have

liked the expenses to be compensated by the company, not by them. When the benefits
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of the workplace alterations on job performance were conveyed to the employer, it
became clear that the responsibility on this issue would have to be moved from the
employee to the employer.

The frequency of self-reported musculoskeletal problems is considerably
greater among computer users than non-users (Sanaeinasab et al., 2018).
Musculoskeletal problems result in work loss in terms of absenteeism and
presenteeism (Daneshmandi et al., 2017). Musculoskeletal problems caused by posture
and the office environment could be decreased by physical activity (Moe & Thom,
1997). The present study reported changes in posture and physical activity during the
intervention might have eased any musculoskeletal problems.

Improvements in office ergonomics for technopark employees are even more
critical today as the home has become the new workplace. While setting up the home
office, avoiding the dining table, the couch, the bed, and the floor are important, as
these areas result in bad posture and pain (Davis et al., 2020). The intervention of the
present study enabled the participants to make the necessary changes in their
workplace or workstations, whether at the workplace or home.

Technopark companies will likely continue to use stay-at-home home offices
in the short term to avoid the risk of widespread COVID-19 infection in the workplace.
As a result, many employees will require secure workstations at home. Technopark
companies have learned that work can be done at home, which will most likely lead to
regular work hours at home. Employees prefer home offices because they save time
commuting, have a better work-life balance, and are less stressed since they are at
home. Home offices will need to adopt sound ergonomic solutions to maintain the
employees’ long-term health. Companies will need to provide training for suitable
ergonomic accommodations as home offices become a permanent choice for many
workers; otherwise, general discomfort may escalate into more harmful problems such
as musculoskeletal illnesses. Treatment expenses, compensation expenditures, and
absenteeism and presenteeism will directly result from the influence musculoskeletal

problems.
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Research Question 9: How do the participants describe their experience with the
program?

Participants from the experimental group were asked to describe their
experiences with the intervention. In general, participants were pleased to have
participated in the program. Common satisfaction points were increased awareness,
easy access to content, and self-assessment.

These findings align with previous research, which has found that group-based
interventions are especially successful due to increased awareness and easy access to
content (Barker et al., 2018; Jepson et al., 2010). However, participants of the present
study identified several program components that they thought were the least useful or
difficult. These points were tracking nutrition and changing work and office health
behaviours. In terms of monitoring their nutrition, participants found it challenging to
select the right name for the consumed food and enter its weight when entering the
data into a food tracker application. Concerning changes to work and health
behaviours, the technopark employees declared that changing the physical
environment was difficult for them and expressed a desire for their employers to make
the proper arrangements for office ergonomics.

Positive and negative emotions and individuals’ assessments of their capacity
to manage a situation are called self-efficacy (Bandura, 2006). Through cognitive
processes, self-efficacy beliefs significantly impact behavioural competency and
emotional ability. As a result, increased self-efficacy by increased health literacy can
be accounted for by the participants’ satisfaction.

New media has also been found to be helpful in health-promotion
interventions, which is one of the strengths of the study. YouTube served a mediator
role in increasing health literacy, and Instagram supported the study by providing a
platform to share information. Because the findings are based on the experiences of
technopark employees, the results cannot be generalised for other occupations. In the
present study, participant satisfaction due to easy access to content can be attributed
to integrating new media in the intervention.

Self-assessment tools are highlighted as vital instruments for enhancing the
creation of health-related websites in recent research (Schneider et al., 2012). In the
intervention of the present study, participants were also able to receive immediate

feedback about the results of their self-assessment. This is also in line with the findings
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of a systematic study, which found that self-monitoring components are most effective

when they are supported by performance feedback (Michie et al., 2009).

Research Question 10: What is the economic contribution of the program regarding
the participants” improvement in work productivity?

The intervention results showed a 14.7% increase in work performance, equal
to 1,787 TL/month for a software developer or an expert-level employee. This number
would translate to 21,444 TL annually for an employee, accounting for the increase in
presenteeism.

Research showed that programs that focus on behaviour modification,
employee targeted communications, and personalised counselling for high-risk
persons are likely to yield a favourable return on investment (Chapman, 2012;
Pelletier, 2005). Another research study investigated the influence of workplace health
promotion programs on absenteeism (Aldana 2001). Regardless of the study approach
utilised, all 14 studies analysed by Aldana (2001) indicated decreases in employee
absenteeism. Still, only three produced a rate of investment ratios, ranging from $2.50
to $10.10 saved for every dollar invested.

Poor lifestyle behaviours bring about certain chronic illnesses. Because most
working individuals spend the bulk of their waking hours at work, it is logical to make
health-related expenditures focusing on the workplace or workstation. According to
one study, one of the most significant obstacles in sustaining affordable health care is
the poor engagement of employees for lifestyle behaviours (Baicker et al., 2010).
Another study showed that employers who adopted wellness programs reported a
strong belief that they benefited from cost, absenteeism, and presenteeism (Prasad et
al., 2004a). The financial benefits of employee wellness programs have a ratio of 6:1
on average (Berry et al., 2010). Employers must invest resources in improving
employee health and well-being to boost productivity, reduce absenteeism, and lower

healthcare expenses.
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CHAPTER 6

CONCLUSIONS & RECOMMENDATIONS

6.1. Conclusion

The overall findings indicated that physical activity, nutrition, and stress
management behaviours predict work performance. Four clusters emerged in the
sample of technopark employees, which partially paired with the exercise stages of
change. Moreover, the intervention positively affected physical activity, nutrition,
health literacy, work and office behaviours, and presenteeism. The interview results
reflected that the participants generally seemed satisfied with the intervention, and the
economic contribution of the intervention was determined to be 1,787 TL (312 $) per
month per employee.

The findings indicated that work performance positively correlated with
physical activity, nutrition, and stress management. This result suggested a course for
designing an intervention to decrease health-related work loss. Physical activity,
nutrition, and stress management behaviours appeared to be the primary behaviours to
be modified to increase technopark employees’ work productivity. Interpersonal
relations, health responsibility, and mental development were observed to be
secondary behaviours in work productivity. These results may partially explain the
health-related work loss in the technopark employees in the Turkish context.

The analyses for identifying the clusters in the sample indicated three major
structural outcomes. Firstly, the two-step cluster analysis indicated four clusters
regarding physical activity, nutrition, and stress management behaviours. Secondly,
the five stages in the exercise stages of change model could be applied as a four-stage
model for technopark employees. This four-stage model included Stage 1 (pre-
contemplation), Stages 2-3 (contemplation and preparation), Stage 4 (action), and

Stage 5 (maintenance). Thirdly, the clusters and stages demonstrated a partial
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matching: Cluster 1 and Stage 1, and Cluster 2 and Stage 2-3. This modelling also shed
light on the intervention in Study 2.

In Study 2, a further indication of the results was that the intervention had a
significant effect on the physical activity behaviour of the participants in the
experimental group. Moreover, changes in physical activity behaviour were observed
in leisure-time physical activity, job-related physical activity, and transportation
physical activity. The findings indicated that the social-ecological context of health-
literacy-based intervention positively affected participants’ behaviours. The results
revealed that the aims of the intervention regarding physical activity behaviour were
reached. For health education objectives, the use of new media proved to be a powerful
tool. The information presented in the YouTube videos and the tips shared in the
Instagram content provided the participants with practical pathways to make changes
in their daily lives.

Study 2 indicated that the intervention had no significant effect on stress
management behaviour. The use of self-assessment to measure stress management
might have caused a bias for understanding the stress management behaviour. On the
other hand, a different approach might be applied to modify stress management
behaviour instead of a new-media-based health literacy design. For example, offering
professional support from a psychologist could be a better means of developing the
participants’ stress management behaviour.

Another indication of the results was that the intervention had a significant
effect on the nutrition behaviour of the participants in the experimental group. An
increase in health literacy impacted nutrition behaviour, as expected. Besides, the use
of personalized new media demonstrated a positive effect on the development of
literacy skills that can be manipulated in daily activities and promote healthy
consumption patterns in nutrition. The outcomes revealed that employing new-media-
based health literacy gave them the necessary tools to adopt a balanced diet and healthy
nutrition behaviours.

The intervention demonstrated an effect on the health literacy of the
participants in the experimental group. Health literacy entails more than the knowledge
of health issues. The definitions and conceptualizations of health literacy are becoming
broader and more thorough. Multi-layered health literacy models necessitate a more

complicated health education. To develop more focused health education interventions
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and to avoid health education failures, enhanced health literacy definitions and
conceptual models necessitate more sophisticated, comprehensive, socially-oriented,
culturally sensitive, and participatory health education. In this respect, new media
proved to be an effective instrument for health literacy education.

Regarding the work performance perspective, the intervention had a significant
effect on presenteeism but no impact on absenteeism. Since absenteeism is not
prevalent in the Turkish workplace culture, with a considerably lower average of
absenteeism compared to OECD countries, it seems reasonable to focus research on
presenteeism rather than putting effort into absenteeism. The results also showed that
promoting physical activity, nutrition, and stress management behaviours would boost
the productivity of technopark employees.

Another focus of the study was technopark employees’ office and work
behaviours. The qualitative results indicated that three interviewees reported no
change; however, seven expressed changes in their office and work behaviours. The
increase in health literacy also affected the participants’ behaviours in terms of
individual, social environment, and physical environmental levels. These multi-level
outcomes showed that the social-ecological context of health literacy seems to be
effective for technopark employees.

The participants reported that they were overall pleased to have participated in
the program. Common satisfaction points were increased awareness, easy to reach
content, and self-assessment. The participants’ experiences showed that the simplicity
in the research design allowed them to employ self-control during the interventions.
They could easily follow the health literacy content via YouTube and Instagram as
part of their daily activities. Moreover, they could assess themselves using the tools
on the website. Also, they could get feedback or consult the expert about the barriers
to changing their lifestyle behaviours.

The intervention results showed a 14.7% increase in work performance in
terms of presenteeism, equal to 1,787 TL/month for a software developer or an expert-
level employee. This number would translate to 21,444 TL annually per technopark
employee in Turkish. This showed that health-literacy-based interventions provide
economic outcomes within the rate of investment to increase work productivity.

To conclude, the findings indicated that the health-literacy-based intervention

with a focus on the social-ecological context effectively promoted physical activity,
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nutrition, work and office behaviours, health literacy, and presenteeism. In health-
literacy-based designs, new media should be carefully investigated for the target

population, and the methods need to be tailored according to their needs.

6.2. Implications of the Study

1. The need-based employee wellness program that integrates new media,
with a central focus on the social-ecological context of health literacy, was found
effective in promoting physical activity behaviour.

2. The need-based employee wellness program that integrates new media,
with a central focus on the social-ecological context of health literacy, was found
effective in promoting nutrition behaviour.

3. The need-based employee wellness program that integrates new media,
with a central focus on the social-ecological context of health literacy, was effective
in improving health literacy.

4, The need-based employee wellness program that integrates new media,
with a central focus on the social-ecological context of health literacy, was effective
in promoting work and office health behaviours.

5. The need-based employee wellness program that integrates new media,
with a central focus on the social-ecological context of health literacy, was found
effective in improving presenteeism.

6. The technopark employees’ experiences in the need-based employee
wellness program were satisfying and effective.

7. The need-based employee wellness program developed economic

output regarding employee work productivity.

6.3. Recommendations

6.3.1. Recommendations for Future Studies

1. Promoting health literacy via new media in interventions that target
technopark employees would be highly recommended.

2. A multi-layered approach for promoting health literacy in an employee

wellness program would be highly recommended.
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3. The social-ecological context of health literacy should be investigated
and developed in further studies.

4. Additional expert support would be beneficial for promoting stress
management behaviour in employee wellness programs in the technopark context.

5. Tips to promote lifestyle behaviours would increase the effect and
complement health education.

6. Self-assessment methods should be integrated into future employee
wellness programs.

7. YouTube and Instagram are constantly evolving; the new features
should be examined and applied as necessary.

8. Screen time tracker applications on computers and applications

providing notifications to stand up or give breaks should be investigated.

6.3.2. Recommendations for Employers

1. Employers should support their employees in promoting physical
activity by providing autonomy.

2. Employers should support their employees in promoting healthy eating
behaviour by offering better options at work.

3. Employers should support their employees in promoting stress

management behaviour by offering expert support.

4. Employers should be flexible about working from the office or working
from home.
5. Employers should invest in employee wellness programs.
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B. QUESTIONNAIRES

Saghkh Yasam Bicimi Davramslar: Olcegi-11

SAGLIKLI YASAM BiCIMi DAVRANISLARI OLCEGI II
Bu ankette su anki yasam tarziniz ve aliskanlklariniz ile ilgili sorular yer almaktadir. Liitfen sorular mimkiin

oldufju kadar dodru ve eksiksiz yanitlayiniz. Her aliskanlidinizin sikligim uygun secenedi daire igine alarak belirtiniz.Hig
birzaman 1, bazen 2, sik sik 3, dizenli olarak 4 olarak dederendiriimektedir.

x
=
=
=]
P | = =
52 | B/ Z |8
T a1 & a
1 Bana yalun olan kisilerle endiselerimi ve sorunlanmi tarbsinm
2 St ve kati yvad, kolesterolii disiik bir diyeti tercih ederim
3 Doktora ya da bir sadhk ggreviising, vicudumdaki clagandis belirti ve bulgulan
anlatinm
4 Diizenli bir egzersiz programi yapanm
5 Yeterince uyurum
6 Olumlu yénde degdistigimi ve gelistigimi hissederim
7 Insanlan basanlan icin takdir ederim
8 Sekeri ve tatiy kisitanim
] Televizyonda saghd gelistirici programlan izler ve bu konulara ilgili kitaplan
okurum

10 Haftada en az Ug kez 20 dakika vefveya daha uzun siireli egzersiz yapanm (hizh

yiriiylig, bisiklete binme, aerobik, dans gibi)

11 Her giin rahatlamak igin zaman ayinnm
12 Yasammin bir amaa olduguna inamnm
13 Insanlarla anlamli ve doyumilu iliskiler stirdirinim

14 Hergiin 6-11 &iin ekmek, tahil, piring ve makarna yerim

15 Safhk personeline Snerilerini anlamak igin soru soranm

16 Hafif ve orta dilzeyde egzersiz yapanm (Omedin haftada 5 kez ya da daha fazla)

yiiriiriim
17 Yasamimda dedistiremeyecedim seyler kabullenirim
18 Gelecede umutla bakanim

19 Yalan arkadaslanma zaman ayirinm

20 Her giin 2-4 6§in meyve yerim

21 Her zaman gittidim saghk personelinin dnerileri ile ilgili sorulanm oldugunda baska
bir saghk personeline danisinm

22 Bos zamanlanmda yiizme, dans etme, bisiklete binme gibi edlendirici fizik
aktiviteler yapanim
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23 Uyumadan once glizel seyler disinirim

24 Kendimle bangik ve kendimi yeterli hissederim

25 Baskalanina ilgi, sevgi ve yakinlik géstermek benim igin kolaydir

26 Her giin 3-5 64iin sebze yerim

27 Saghk sorunlanmi sadhk personeline danisinm

28 Haftada en az g kere kas gliclendirme egzersizleri yaparim

29 Stresimi kontrol etmek icin uygun yintemleri kullamnm

30 Hayatimdaki uzun vadeli amaglar icin calisinm

31 Sevdigim kisilerle kucaklasinm

32 Her giin 3-4 kez sit, yodurt veya peynir yerim

33 Vilcudumu fiziksel dedisiklikler, tehlikeli bulgular bakimindan ayda en az bir kez
kontrol ederim

34 Ginlik isler sirasinda egzersiz yapanm
{ drmedin, yemede yiriyerek giderim, asanstr yerine merdiven kullaninm, arabami
uzada parkederim)

35 Is ve eflence zamanimi dengelerim

36 Hergiin yapacak dedisik ve ilging seyler bulurum

37 Yakin dostlar edinmek icin caba harcanm

38 Her_gl'.'ln et, tavuk, balik, kuru bakliyat, yumurta, cerez tiirll qudalardan 3-4 porsiyon
yerim

39 Kendime nasil daha iyi bakabilecedim konusunda sadlik personeline danisinm

40 Egzersiz yaparken nabiz ve kalp atislanm kontrol ederim

41 Ginde 15-20 dakika gevseyebilmek, rahatlayabilmek icin uygulamalar yapanm

42 Yasamimda benim icin dnemli olan seylerin farkindayim

43 Benzer sorunu olan kisilerden destek alinm

44 Gida paketlerinin lUzerindeki besin, yag ve sodyum igeriklerini belirleyen etiketleri
okurum

45 Bireysel sadhk bakirmi ile ilgili editim programlanina katilinm

46 Kalp atimim hizlanana kadar egzersiz yapanm

47 Yorulmaktan kendimi korurum

48 Tlahi bir giiciin vark§ina inaninm

49 Konusarak ve uzlasarak catismalar coizerim

50 Kahvaltl yapanm

51 Gereksinim duydudumda baskalanndan damismanhik ve rehberlik alinm

52 Yeni deneyimlera ve durumlara agdim
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Kronik Hastaliklar ve Risk Faktorleri Anketi

Risk Faktorleri
A.Sigara

=

. Hayir kullanmmyorum (A6'ya geciniz)

2_Evet diizenli olarak (ginde en az 1 adet) kullamiyorum [A3'e geciniz)
Al Sigara kullaniyor

musunuz? 3. Evet, ara sira kullamiyorum [A3'e geciniz)

4 Kullamyordum, ... ay, oo yil Gnce biraktim (A2'ye geginiz)

=

. . Sigara....... det/gind
AZ2. Sigara ictiginiz yillarda kag lgara adet/gunde

adet iciyordunuz? . .
2. Gunde birden az (ara sira)

A3 Sigaraya ilk kez kag

........................ d
yasinda basladiniz? yasinca

1 Sigara..... adet/giinde
Ad. Glnde kag adet sigara
iciyorsunuz? 2. Giinde birden az (ara sira)
1. Denedim, tekrar deneyecegim.

2. Denedim, tekrar denemeyi disindyorum.
AS. Sigaray birakmay

ini; i
denediniz mi? 3. Denemedim, birakmay disiniiyorum.

4. Denemedim, birakmayr dasonmiyorum.

=

. Hayir kullanmmyorum

2. Evet diizenli clarak (ginde en az 1 adet) kullamyorum
A6. Puro, pipo, nargile

]
kullantyor musunuz ? 3. Evet, ara sira kullaniyorum

4. Dizenli olarak kullaniyordum, ..... ay énce biraktim.

1. Hayr icilmiyor

AT . Evinizin iginde sigara

icili - 2. Evet, her gin igiliyor
iciliyor mu?

3. Evet, ara sira igiliyor

[y

- Hayr igilmiyor

AB. Cahstifiniz isyerinde
(kapal alanlarda) sigara 2. Evet, her giin iciliyor
igiliyor mu?

3. Evet, ara sira igiliyor
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B.Alkol

1. Hig (Beslenme Bolimi'ne gidiniz)
2. Ayda bir veya daha az
B1. Ne sikhkla alkolli igecek kullanyorsunuz? 3. Ayda 2-4 kez
4. Haftada 2-3 kez
5. Haftada 4 veya daha fazla
B2. Alkol aldiginiz bir ginde genellikle kag standart 1.1veya2
icki igersiniz? 2. 3veyad
(1 standart icki = 1 kiclk bira = 1 kadeh 3.5veya 6
sarap =1 tek raki = 1 tek votka) 4. Tveya g
(Bir biyiik bira=1,5 standart icki) 5. 10 ve dzeri
1. Hig
] o 2. Ayda birden az
B3. N_E-Slkllkla bir oturusta 5 standart icki veya daha 3. Ayda bir
fazla igiyorsunuz?
4. Haftada bir
5. Her giin veya hemen hemen her gin
C.Aile Oykiisii
. Evet, annede

C1. Anne veya kiz kardeslerinizde 65
yastan dnce, gecirilmis bypass amelivat,
balon anjioplasti, kalp krizi, ani 8lim var
mi?

. Evet, kiz kardeslerden en az birinde

. Hayir

. Bilmiyorum/emin degilim

. 1we 2 siklar beraber

. Evet, babada

. Evet, erkek kardeslerden en az birinde

C2. Baba veya erkek kardeslerinizde 55
yastan dnce gecirilmis bypass ameliyati,

balon anjioplasti, kalp krizi, ani 8lim var - Hayir

mi? . Bilmiyorum/emin degilim
. 1we 2 siklar beraber
. Evet, anne
. Evet, baba

C3. Ailenizde diyabeti olan var mi? . Evet, kardes

Birden fazla secenek isaretlenebilir . Evet, cocugumda

. Hayir

. Bilmiyorum/emin degilim
. Evet, annede

. Evet, kiz kardeslerden en az birinde

C4. Anne veya kiz kardeslerinizde 65

yastan dnce gecirilmis inme (felg) var mu? Hayir

. Bilmiyorum/emin degilim

. 1we 2 siklar beraber

. Evet, babada

. Evet, erkek kardeslerden en az birinde

C5. Baba veya erkek kardeslerinizde 55

H
yastan dnce gecirilmis inme (felg) var mu? avir

. Bilmiyorum/emin degilim
. 1we 2 siklar beraber
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D. Kronik Saglik Sorunlan

Anjina Pektoris (Kalpten kaynaklanan gogiis agnsi)

D1. Sizde anjina pektoris
(Kalpten kaynaklanan gégas
agnsi) oldugu soylendi mi?

1. Evet
2. Hayir
3. Bilmiyorum

Cevabiniz evet ise; tedavi
verildi mi?

1. Evet

2. Hayir

Cevabiniz evet ise; agnnin

D2. Son 12 ayda gé€ls agnimiz | 1. Evet tira?
oldu mu? 2. Hayir 1. Batici bir agn
2_Sikistinc bir agn
D3. M i g
erdiven ;lktl-glmzdaya 1 Evet

da yokus tirmandigimzda

e = 2. Haywr
gogis agriniz olur mu?
D4. Kaldinmda acele
etmeden, normal bir sekilde | 1. Evet
yirodaganozde gégils agnmiz | 2. Hayir

olur mu?

Su ana kadar D1'e yanitiniz Hayir veya bilmiyorum ise ve gdgis agnsi yakinmasi olmad ise
(D2, D3 ve D4'e yanit hayir ise) konjestif kalp yetmezligi sorulanna (D11e) geginiz.
Su ana kadar anjina pektoris tamisi varsa (D1'e yanit evet ise) veya gogas agrisi yakinmasi oldu

ise (D2, D3 veya D4'den en az birine yanit evet ise) D5’e geciniz

D5. Yirdrken gogis agriniz
oldugunda ne yaparsimiz?

=

Dururum/fyavaslanim
2. Yurdmeye devam ederim

Durunca agn ne olur?
1. Azalir ve rahatlanm
2. Azalmaz, devam eder

Ne kadar sirer?
1. On dakika ya da
daha az

2. On dakikadan
fazla

DE. Gogns agnmiz nereflerde
oluyor?

1. Gogus kafesi (Gst veya orta)
2. Gogis kafesi (alt)

3. Gogus kafesi sol taraf

4_ 5ol kol

5. Diger (belirtiniz)

D7. Bu gbgiis agnisi nedeniyle
herhangi bir doktora gittiniz
mi?

1. Evet
2_Haywr

Doktor tanis;

1. Anjina

2. Kalp krizi

3. Diger kalp hastaliklan
4 Koroner kalp hastahg
5. Diger (belirtiniz)

DE&. Bu agn nedeniyle
hastane de yattiniz mi?
1. Evet

2. Hayir

Bu agn ne kadar zaman énce
basladi?

1. Bir ay dnce

2. Altr ay dnce

3. Bir yil 8nce

4_Ikiyil Bnce

5. Iki yildan fazla oldu

G&gas agrsina azaltmak igin dil
altiilag kullandiniz mi?

1. Evet

2. Hayir
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infaktiis

D9. Gogsundzin 6n kisminda
yarnm saat ya da daha fazla
stren ¢ok siddetli agnmiz oldu
mu’?

1. Evet
2. Hayir (F11'e geciniz)

Bu agn nedeniyle doktora
basvurdunuz mu?

1. Evet

2. Hayir (F11'e geciniz)

Doktor tamisy;
1. Kalp krizi
2. Diger

D10. Bu agn nedeniyle
hastanede yattimiz mi?

1. Evet
2. Hayir (F11'e geciniz)

Kag kez kalp krizi gecirdiniz?

Konjestif Yetmezligi (Nefes Darligi)

D11. Nefes darhi@imiz var mi?

1 Evet
2_ Hayir (Tamlar Bélami'ne
gecginiz)

Asagidaki sikayetlerden
hangileri var?

1. Nefes darligi nedeniyle
geceleri uykudan uyanma
2_1ki ya da daha fazla yastik
kullanma

3. Ayak bileklerinde ya da
bacakta sisme
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E.TANILAR

Ne zaman tani Bu hastalik igin
Bu hastalik sizde var | kondu? (Son 12 ay dizenliilag Hangi tedavi/ler
Tam - . o ge
m? icinde ise tam kullanryor verildi?
tarihini belirtiniz) musunuz?
T e e ioe
El. Diyabet (Seker sorulara devam ediniz) | .../ ....../....16 ) . P o ¥o . s
. ) ancak dizenli ilag haplar
hastaligi) 2. Hawyir (alttaki soruyla | 2. 12 aydan daha -
devam ediniz) uzun sire énce kullanmiyorum 3- Inslin
3. Hayir 4. Bitkisel ilaclar
1. Evet
1. Evet (sagdaki 1.%0n 12 icinde » rAporum var
_ . . 2. Evet, raporum yok
EZ2. Hipertansiyon sorulara devam ediniz) |......f.....f....16 ancak diizenti ila
[Yiksek kan basinci) 2. Hawyir (alttaki soruyla | 2. 12 aydan daha ¢
. N kullanmiyorum
devam ediniz) uzun sire énce
3. Hayir
1. Evet
1. Evet (sagdaki 1. Son 12 iginde > tot ;:pgxz "'a; 1. Lipid/kolestrol
E3. Lipid/veya kolesterol | sorulara devam ediniz) | .../ ...../...16 ) " P - ¥o disurici ilaglar
. e ) ancak dizenli ilag ]
yuksekligi 2. Hawir (alttaki soruyla | 2. 12 aydan daha 2. Diyet
. N kullanmiyorum T
devam ediniz) uzun sire énce 3. Bitkisel ilaglar
3. Hayir
1. Evet (sagdaki 1. Son 12 icinde 1. Evet, raporum var 1. ilag
. 2. Evet, raporum yok .
EA. Bobrek vetmedii sorulara devam ediniz) | .../ ....../....16 ancak diizenli ila 2. Diyaliz
) € 2. Hawir (alttaki soruyla | 2. 12 aydan daha ¢ 3

kullanmryorum

Transplantasyon
3. Hayir P o

devam ediniz) uzun sire énce

1. Evet, raporum wvar

1. Evet gdaki 1. Son 12 igind
vet (sagdaki on 12 iginde 2. Evet, raporum yok

sorulara devam ediniz) | ... ..../....16
ES. Kalp krizi ancak dizenli ila
P 2. Hawr (alttaki soruyla | 2. 12 aydan daha ¢
o N kullanmryorum
devam ediniz) uzun sire dnce
3. Hayir
- 1. Evet, raporum wvar
1. Evet (sagdaki 1. Son 12 iginde » TP
o 2. Evet, raporum yok
E6. Koroner by-pass sorulara devam ediniz) | ... ..../....16 N -
. ) ancak dizenli ilag
ameliyat 2. Hawr (alttaki soruyla | 2. 12 aydan daha
o N kullanmryorum
devam ediniz) uzun sire dnce
3. Hayir
1. Evet, raporum var
1. Evet (sagdaki 1. Son 12 iinde - rap

E7. Koroner balon
anjioplasti ya da stent

2. Evet, raporum yok

lara d dini SN Y N | -
sorulara devam ediniz) L ancak dizenli ilag

2. Hawir (alttaki soruyla | 2. 12 aydan daha

| kull
HygLamast devam ediniz) uzun sire énce uianmiyorum
3. Hayir
E8. Felg/beyin
.k,anama_s-l," Ne tir tedavi
inme (vicudunuzun vapildi?
bir tarafinda 24 saatten . 1. Evet, raporum var )
. - 1. Evet (sagdaki 1. 5on 12 iginde P 1. Damar agicl

uzun siiren ani gelisen o 2. Evet, raporum yok )

dcsiizliik. uvusma sorulara devam ediniz) | .../ /. .16 ancak diizeni ila 2_llag
ﬁmiu ma i:ln;uilu'h 2. Hayir (alttaki soruyla | 2. 12 aydan daha kullanmvorum ¢ 3. Cerrahi

- s . Eu. devam ediniz) uzun sire dnce Vo 4. Karotid stent
gorme bozuklugu, 3. Hayir yada
d izlik, go

ENBEsZIK, g0z endarterektonomi

hareketlerinde
bozukluk) oldu mu?
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E9. Gecici inme-felg (24
saatten kisa siren)
(wiicudunuzun bir
tarafinda 24 saatten
kisa sliren ani gelisen
gugsizlik, uyusma,
konusma bozuklugu,
garme bozuklugu,
dengesizlik, goz
hareketlerinde
bozukluk)

oldu mu?

1. Evet [sagdaki
sorulara devam ediniz)
2. Hawyr (alttaki soruyla
devam ediniz)

1. Son 12 icinde
USRNSSR v | -
2.12 aydan daha
uzun sire dnce

1. Evet, raporum var
2. Evet, raporum yok
ancak dizenli ilag
kullanmryorum

3. Hayir

Ne tiir tedavi
yapildi?

1. Damar agici
2_ilag

3. Cerrahi

4. Karotid stent
ya da
endarterektonomi

E10. Demans/alzheimer

1. Evet (sagdaki
sorulara devam ediniz)
2. Hawyir (alttaki soruyla
devam ediniz)

1. Son 12 iginde
USROS o |
2.12 aydan daha
uzun sire dnce

1. Evet, raporum wvar
2. Evet, raporum yok
ancak dizenli ilag
kullanmryorum

3. Hayir

E1ll. Epilepsi

1. Evet [sagdaki
sorulara devam ediniz)
2. Hawyir (alttaki soruyla
devam ediniz)

1. Son 12 iginde

SRS S o | -1
2.12 aydan daha
uzun sdre énce

1. Evet, raporum var
2. Evet, raporum yok
ancak dizenli ilag
kullanmiyorum

3. Hayir

E12. Parkinson hastalig

1. Evet [sagdaki
sorulara devam ediniz)
2. Hayir (alttaki soruyla
devam ediniz)

1. Son 12 icinde
SR S o I -1
2. 12 aydan daha
uzun sire dnce

1. Evet, raporum var
2. Evet, raporum yok
ancak dizenli ilag
kullanmiyorum

3. Hayir

E13. Kronik bronsgit,
amfizem (KOAH)

1. Evet (sagdaki
sorulara devam ediniz)
2. Hawyir (alttaki soruyla
devam ediniz)

1. Son 12 iginde

USROS o |
2.12 aydan daha
uzun sire dnce

1. Evet, raporum wvar
2. Evet, raporum yok
ancak dizenli ilag
kullanmryorum

3. Hayir

E14. Depresyon

1. Evet (sagdaki
sorulara devam ediniz)
2. Hawyir (alttaki soruyla
devam ediniz)

1. Son 12 iginde
USROS o |
2.12 aydan daha
uzun sdre énce

1. Evet, raporum wvar
2. Evet, raporum yok
ancak dizenli ilag
kullanmryorum

3. Hayir

E15. Migren ve sik bag
agrisi

1. Evet [sagdaki
sorulara devam ediniz)
2. Hayir (alttaki soruyla
devam ediniz)

1. Son 12 icinde
SR S o I -1
2. 12 aydan daha
uzun sire dnce

1. Evet, raporum var
2. Evet, raporum yok
ancak dizenli ilag
kullanmiyorum

3. Hayir

E16. Alerjik bir hastalk

1. Evet (sagdaki
sorulara devam ediniz)
2. Hawyir (alttaki soruyla
devam ediniz)

1. Son 12 iginde
USROS o |
2.12 aydan daha
uzun sire dnce

1. Evet, raporum wvar
2. Evet, raporum yok
ancak dizenli ilag
kullanmryorum

3. Hayir
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E17. Reflh Gzofajit

1. Evet (sagdaki
sorulara devam ediniz)
2. Hayir (alttaki soruyla
devam ediniz)

1. 5on 12 icinde
e f 1B
2. 12 aydan daha
uzun sire Gnce

E18. Tuberkiiloz

1. Evet (sagdaki
sorulara devam ediniz)
2. Hayr (alttaki soruyla
devam ediniz)

1. Som 12 icinde
SN NN J -
2.12 aydan daha
uzun sdre dnce

E19. Son 12 ayda
herhangi bir kaza
gecirdiniz mi?

1. Evet (sagdaki
sorulara devam ediniz)
2. Hayir (alttaki soruyla
devam ediniz)

Son birylda
gecirilen kaza
tir/fleri

1. Ev kazas

2. Trafik kazasi
3.is5 kazasi

E20. Size bir doktor
yasam biciminizle ilgili
degisiklikler Gnerdi mi?
(Birden cok secenek
isaretleyebilirsiniz)

1. Sigaray! birakin
2. Kilo verin

3. Karrmizn eti azaltin
4. Meyve sebzeyi
artbinn

5. Tuzu azaltin

6. Sna yag kullamn
7. Fiziksel aktivite yapin
[yiirinyis, jimnastik,
kosu)

8. Onermedi
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International Physical Activity Questionnaire (Short Form)
1. Gegen 7 giin i¢erisinde ka¢ giin afir kaldirma, kazma, aerobik, basketbol, futbol
veya hizh bisiklet ¢evirme gibi giddetli fiziksel aktivitelerden yaptimz? (Son 7 giinde
yaphgimz siddetli aktiviteleri diigiiniin. Siddetli fiziksel aktiviteler; zor fiziksel efor yapildigimi ve nefes
almanin normalden gok daha fazla oldugu aktiviteleri ifade eder. Sadece herhangi bir zamanda en az 10
dakika yaptifimz bu aktiviteleri diigiiniin.)
Haftada _ giin
Siddetli fiziksel aktivite yapmadim. [ ( 3.soruya gidin.)
2. Bu giinlerin birinde giddetli fiziksel aktivite yaparak genellikle ne kadar zaman
harcadinz?
Giinde  saat
Giinde __ dakika
Bilmiyorum/Emin degilim
3.Gegen 7 giin igerisinde ka¢ giin hafif yiik tagima, normal hizda bisiklet ¢evirme,
halk oyunlan, dans, bowling veya ¢iftler tenis oyunu gibi orta dereceli fiziksel

aktivitelerden yaptimz? (Yiiriime hari¢) (Gegen 7 giinde yaptifimz orta dereceli fiziksel
aktivitelen diigiiniin, Orta dereceli aktivite orta derece fiziksel giig gerektiren ve normalden biraz sik nefes
almaya neden olan aktivitelerdir. Yalmz bir seferde en az 10 dakika boyunca yaptigimz fiziksel aktiviteler:
diisiiniin.)

Haftada _ giin

Orta dereceli fiziksel aktivite yapmadim. | (5.soruya gidin.)

4. Bu giinlerin birinde orta dereceli fiziksel aktivite yaparak genellikle ne kadar

zaman harcadimz

Giinde saat

Giinde __ dakika

Bilmiyorum/Emin degilim

159



5. Gegen 7 giin, bir seferde en az 10 dakika yiiriidiifliniiz giin sayis1 kagtir? (Gegen 7
giinde yiriyerck gegirdifiniz zamam digiiniin. Bu igyerinde, evde, bir yerden bir yere ulagim amaciyla
veya sadece dinlenme, spor, egzersiz veya hobi amaciyla yaptifimz yiiriiyiis olabilir.)

Haftada _ giin

Yiiriimedim. [ (7.soruya gidin.)

6. Bu giinlerden birinde yiiriiyerek genellikle ne kadar zaman gecirdiniz?

Giinde saat

Giinde dakika

Bilmiyorum/Emin degilim

7. Gegen 7 giin igerisinde, giinde oturarak ne kadar zaman harcadiniz? (Gegen 7 giinde hafta
iginde oturarak gegirdiginiz zamanlarla ilgilidir. Iste, evde, galisirken va da dinlenirken gegirdiginiz
zamanlar dahildir. Bu masamzda, arkadagimz zivaret ederken, okurken, otururken veya yatarak
televizyon seyrettiginizde oturarak gecirdiginiz zamanlan kapsamaktadir.)

Giinde saat

Giinde ___ dakika

Bilmiyorum/Emin degilim
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WHO Health and Work Performance Questionnaire

1. Son 7 gin iginde yaklasik toplam kag saat ¢alistinz?
2. 7 ginlik tipik bir calisma haftasinda isvereniniz sizden kag saat ¢alismanizi bekler?

3. Simdi lutfen son 4 hafta boyunca yasadifiniz is tecribenizi goz dninde bulundurun. Birakilan
bosluklara, asagida belirtilmis calisma durumlanna kag glin harcamis oldugunuzu yazin.

Son 4 haftada (28 gin), kag gan...

.....fiziksel ya da zihinsel saghk problemleri sebebiyle tam bir is giinii kagirdimiz? (Litfen
baska bir kisinin saglik problemleri nedeniyle defil kendi saghk problemleriniz nedeniyle
kacirdigimiz giinleri sayimz.)

....hagka bir sebepten dolay tam bir is gind kagirdiniz (tatil dahil)?

....fiziksel ya da zihinsel saghk problemleri sebebiyle bir is giiniiniin bir kisrmim kagirdiniz
(Litfen baska bir kisinin saghik problemleri nedeniyle degil kendi saghk problemleriniz
nedeniyle kagirdifiniz ginleri sayiniz.)

....baska bir sebepten dolay bir is gliniiniin bir kismim kagirdiniz {tatil dahil)?

...i5e erken geldiniz, eve ge¢ gittiniz, ya da izin gininde galistimz?

4. Son 4 haftada (28 gin) yaklasik toplam kag saat calistiniz?

5. 0'dan 10'a kadar olan bir dlgekte, 0'in sizin isinizde bir kisinin g&sterebilecegi en kéta is performansi
ve 10'un ise en iyi is performansi oldugu disiniildrse, sizin isinize benzer iste ¢calisanlann gogunun
genel performansini nasil degerlendirirsiniz?

En K&t En iyi
0 1 2 3 4 5 i) 7 8 9 10

o oo o o o o o o 0o O O

6. 0'dan 10'a kadar olan aym dlgegi kullanarak, son 1 ya da 2 yilhik genel calisma performansinizi nasil
degerlendirirsiniz?

En Kot En lyi

0 1 2 3 4 5 B 7 8 9 10

o o o o o o o o O O O

7. 0'dan 10'a kadar olan aym dlgegi kullanarak, son 4 haftalik (28 gin) genel calisma performansinizi
nasil degerlendirirsiniz?

En Kétl En iyi
0 1 2 3 4 5 ] 7 8 9 10
o oo o o o o o o o O o0
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Exercise Stages of Change Questionnaire

FIZIKSEL AKTIVITE KATILIM DURUMU

Bu biliimdeki sorular genel olarak sizin orta diizeyde fiziksel aktiviteye katilim
durumunuzla ilgilidir.

Orta diizeyde fiziksel aktiviteler nefes aliminda ve kalp atiminda biraz artis
gozlenen aktivitelerdir. Ritimli yiirliyiis, dans, bahge isleri, digiik siddette yiizme
veya arazide bisiklet siirme gibi etkinlikler orta dizeyde aktivite olarak
degerlendirilir.

Orta diizeyde fiziksel aktivitenin diizenli savilabilmesi i¢in, aktivitenin haftada 5
veya daha fazla giinde 30 dakika veya daha fazla olmas: gerekir. Ornegin, 30 dakika
siireyle yiirilylls yapabilir veya 10 dakikahk 3 farklhh aktivite ile 30 dakikay:
doldurabilirsiniz.

bt
-
Liitfen her soru igin Evet veya Hayir segenegini isaretleyiniz. -
1. Su anda orta diizeyde fiziksel aktiviteye katilmaktayim. 0|0
2. Gelecek 6 ayda orta diizeyde fiziksel aktiviteye katilumum arttirmak
niyetindeyim. 0,0
3. Suanda diizenli olarak orta diizeyde fiziksel aktivite yapmaktayim. 010
4. Son 6 aydir dizenli olarak orta diizeyde fiziksel aktiviteye
katilmaktayim. 0,0
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International Physical Activity Questionnaire (Long Form)

Insanlarin giinliikk hayatlarmin bir parcasi olarak yaptiklar: fiziksel aktivite
tiplerini bulmayla ilgileniyoruz. Sorular son 7 giin icerisinde fiziksel olarak harcanan
zamanla ilgili olarak sorulacaktir. Liitfen yaptigmiz aktiviteler: diisiiniin: iste. evde. bir
yerden bir yere giderken, bos zamanlarmizda yaptifiniz spor, egzersiz veya eglence
aktiviteleri.

Son 7 ginde yaptigimz siddetli ve orta dereceli aktiviteleri diisiiniin.
Siddetli fiziksel aktiviteler zor fiziksel efor yapildigini ve nefes almanin normalden
cok daha zor oldugu aktiviteleri ifade eder. Orta dereceli aktivitelerde orta dereceli
fiziksel efor yer alir ve nefes almada normalden biraz daha zor oldugu aktiviteleri
ifade eder

BOLUM 1: ISLE ILGILI FIZIKSEL AKTIVITE

Ik boliim isinizle ilgilidir. Is tan ticretli isleri, tarm, goniillii isler. akademik
isler ve evinizin disinda yaptigmiz ticretsiz diger isleri kapsamaktadir. Ancak evinizin
¢evresinde yapmakta oldugunuz ev isleri, bahge isleri, genel bakim wve ailenizle
ilgilenme gibi ticretsiz isler bu kapsamda ver almamaktadw. Onlara iliskin sorular 3.
Béliimde bulunmaktadur.

1. Su an bir isiniz var mu ya da evinizin disinda iieret karsilif olmayan (goniillit)
herhangi bir is yapiyor musunuz?
_ evet
__hayr — (Bohim 2: Ulasim’a gidin.)
Asagidaki sorular gecen 7 giinde iieretli ya da iicretsiz isinizin pargasi olarak
yaptiginiz tiim fiziksel aktivitelerle ilgilidir. Ise gidis gelisiniz ise bu kapsamda yer
almamaktadur.

2. Gegen 7 gin icerisinde isinizin bir parcas: olarak agw kaldirma, kazma, agw
insaatveya merdiven ¢ikma gibi siddetli fiziksel aktiviteler yaptigmiz giin sayisi
kactur?

Isle ilgili siddetli fiziksel aktivite yapmadim. —> ( 4.soruya gidin.)

3. Bu giinlerden birinde isinizin pargas: olarak siddetli fiziksel aktivite yaparak
genellikle ne kadar zaman gegirdiniz?
Giinde  saat
Giinde  dakika

4. Yalniz bir seferde en az 10 dakika boyunca yaptigmiz fiziksel aktiviteleri diisiiniin.
Gecen 7 giin icerisinde hafif yiikk tasuma gibi orta derecede fiziksel aktiviteleri
yaptiginiz giin sayis: kactu? Liitfen viiriimeyi hari¢ tutunuz.

:jg.le ilgili orta derecede fiziksel aktivite yapmadim. — (6.soruya gidin.)
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5.

Bu giinlerden birinde isinizin parcasi olarak orta derecede fiziksel aktivite yaparak
genellikle ne kadar zaman gecirdiniz?

Giinde  saat

Giinde  dakika

Gegen 7 giin igerisinde isinizin parcasi olarak bir seferde en az 10 dakika
vilriidiigiiniiz giin sayis: kactu?

___ Haftada----- giin

_ Isle ilgili yiirimedim. —» (B&kim 2:Ulasim’a gidin.)

Bu giinlerden birinde isinizin parcasi olarak genellikle ne kadar viiriidiiniiz?
Giinde  saat
Giinde  dakika

BOLUM 2:ULASIM

Bu bélimdeki sorular is, magaza, sinema gibi yerler dahil olmak iizere bir

yerden bir yere nasil yoleuluk ettiginizle ilgilidir.

8.

10

11.

Gegen 7 giin icerisinde tren, otobiis, araba gibi motorlu bir tasitta yoleuluk yaptiginiz
giin sayis1 kactu?

____Haftada----giin
___ Motorhu tasitta yoleuluk yapmadim. — (10.soruya gidin.)

. Bu giinlerden birinde tren, otobiis, araba veya diger cesit bir motorlu tasitta yoleuluk

yaparak genellikle ne kadar zaman gecirdiniz?

Giinde  saat

Giinde  dakika

Simdi ise gidip gelirken, giindelik islerinizi yaparken veya bir yerden bir yere gidip
gelirken sadece bisiklete bindiginiz ve yiirtidiigiiniiz zamanlar: diisiiniin.

. Gecen 7 giin icerisinde, bir yerden bir yere gitmek icin bir seferde en az 10 dakika
bisiklete bindiginiz giin sayis: kagtu?
___Haftada ----- giin
___ Bir yerden bir yere bisikletle gitmedim. — (12.soruya gidin.)

Bu giinlerden birinde bir yerden bir yere bisikletle giderken genellikle ne kadar
zaman gecirdiniz?

Giinde  saat

Giinde  dakika

Gegen 7 giin icerisinde, bir yerden bir yere gitmek icin bir seferde en az 10 dakika
yiirtidiigliniiz giin sayist kactr?

___Haftada----giin

___ Bir yerden bir yere giderken yiiriimedim.

— (Boliim 3: Ev isleri, Evin Balkim ve Ailenin Bakimi’na gidin.)
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13.

Bu giinlerden birinde bir yerden bir yere yiiriiyerek giderken genellikle ne kadar
zaman geg¢irdiniz?
Giinde  saat

Giinde  dakika

BOLUM 3: EV ISLERI, EVIN BAKIMI VE AILENIN BAKIMI
Bu boliim gecen 7 giin icerisinde ev isi, bahge isleri, genel bakim, onarmm isleri

ve ailenin bakin gibi evin igerisinde ve g¢evresinde yapmus olabileceginiz fiziksel
aktivitelerle ilgilidir.

14.

15.

16.

17.

18.

19.

Yalniz bir seferde en az 10 dakika boyunca yaptigimz fiziksel aktiviteleri diisiiniin.
Gecen 7 giin icerisinde, agir kaldirma, odun kesme, kar kiireme veya bahgede
cukur kazma gibi siddetli fiziksel aktivite yaptigmiz giin sayist kactu?

___ Haftada----giin

___ Bahgede siddetli aktivite yapmadun. — (16.soruya gidin)

Bu giinlerden birinde bahgede siddetli fiziksel aktivite yaparak genellikle ne kadar
zaman geeirdiniz?

Giinde  saat

Giinde  dakika

Yalniz bir seferde en az 10 dakika boyunca yaptiginiz fiziksel aktiviteleri tekrar
diisiiniin. gecen 7 giin icerisinde, hafif yitk tasima, siipiirme, pencereleri silme veya
bahceyi twrmiklamak gibi bahcede orta derecede fiziksel aktivite yaptiginiz giin
sayist kagtur?

___ Haftada---—-giin

___ Bahgede orta dereceli fiziksel aktivite yapmadim. — (18.soruya gidin.)

Bu giinlerden birinde bahcede orta dereceli fiziksel aktivite yaparak genellikle ne
kadar zaman gecirdiniz?

Giinde  saat

Giinde  dakika

Yalniz bir seferde en az 10 dakika boyunca yaptifiniz fiziksel aktiviteleri bir kez
daha diisiiniin. Gegen 7 giin icerisinde, hafif yiik tasima, pencereleri silme, verleri
siirtme veya siipiirme gibi evin icinde orta dereceli fiziksel aktiviteleri yaptigmiz
giin sayist kagtu?

____Haftada ...... giin

__Evde orta dereceli fiziksel aktivite yapmadim. — (Bélim 4: Dinlenme, Spor
ve Bos Zaman Fiziksel Aktiviteleri’ne gidin)

Bu giinlerden birinde evde orta dereceli fiziksel aktivite yaparak genellikle ne
kadar zaman gecirdiniz?
Giinde  saat

Giinde  dakika
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BOLUM 4: DINLENME, SPOR VE BOS ZAMAN FIZIKSEL

AKTIVITELERI

Bu bliimdeki sorular sadece gegen 7 giin icerisinde yaptigmiz dinlenme,spor ve
bos zaman fiziksel aktiviteleri ile ilgilidir.Liitfen daha 6nce bahsettiginiz aktiviteleri
hari¢ tutunuz.

20. Daha énce bahsetmis oldugunuz yiiriiviisler: dahil etmeden, gecen 7 giin icerisinde,
bos zamaninizda bir seferde en az 10 dakika yiiriidiigiiniiz giin sayis1 kactir?
___ Hafiada----giin
__ Bos zamamimda yiiriimedim. — (22.soruya gidin.)

21. Bu giinlerden birinde bos zamanmizda yiiriiyerek genellikle ne kadar zaman

gecirdiniz?
Giinde  saat
Giinde  dakika

22. Yalmz bir seferde en az 10 dakika boyunca yaptigimiz fiziksel aktiviteleri diisiiniin.
Gecen 7 giin icerisinde, bos zamanlarimizda basketbol, futbol, aerobik, kosu, hizls
bisiklet cevirme veya hizh yiizme gibi siddetli fiziksel aktiviteleri yaptigmiz giin
sayist kactir?

___ Hafiada----giin
__ Bos zamanimda siddetli aktivite yapmadmm. — (24.soruya gidin.)

23. Bu giinlerden birinde bos zamammizda siddetli fiziksel aktivite yaparak genellikle ne
kadar zaman gecirdiniz?
Giinde  saat
Giinde  dakika

24. Yalmz bir seferde en az 10 dakika boyunca yaptiginiz fiziksel aktiviteleri diisiiniin.
Gegcen 7 giin icerisinde, bos zamanlarmizda dans, halk oyunlari masa tenisi,
bowling, diizenli tempoda bisiklet cevirme ve diizenli tempoda yiizme gibi orta
dereceli fiziksel aktiviteleri yaptigmiz giin sayist kaetu?
___ Haftada----giin
_ Bos zamanmimda orta dereceli fiziksel aktivite yapmadim. — (Bolim 5:
Oturarak Gegen Zaman’a gidin)

25. Bu giinlerden birinde bos zamanmizda orta dereceli fiziksel aktivite yaparak
genellikle ne kadar zaman gecirdiniz?
Giinde  saat
Giinde  dakika
BOLUM 5: OTURARAK GECEN ZAMAN
Bu béliim iste, evde, ders caliswken ve bos zamanlarinizda oturarak gecirdiginiz
zamanla ilgilidir. Bu masada oturarak., bir arkadasi ziyaret ederken. okurken wveya
televizyon seyrederek otururken veya yatarken ki oturularak gecirilen zamanlar: kapsar.
Ancak daha dnee bahsetmis oldugunuz bir motorlu tasit icerisinde oturulan zamanlar

buna dahil degildir.
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26. Gegen 7 giin igerisinde, hafta icinde oturarak ne kadar zaman harcadmiz?
Giinde  saat
Giinde  dakika

27. Gegen 7 giin icerisinde, hafta sonunda oturarak ne kadar zaman harcadmiz?
Giinde  saat
Giinde  dakika

SORULARIMIZ SONA ERMISTIR. KATILIMINIZ ICIN TESEKKURLER.
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Diet Quality Index (DQI-I)
IV ) 24 SAATLIK BESIN TUKETIM KAYDI FORMU

Ogiinler

Yemek veya Besin Adi ve
Icindekiler

Net Miktar
(Ev Olgiisii, Agirhk)

Sabah

Kusluk

Ogle

ikindi

Aksam

Gece
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DIYET KALITE INDEKSI-ULUSLARARASI (DQI-I) PUANLAMA SISTEMI

Besin Bileseni Toplam Puan Puan (0 - 100) Puan Kategorileri (Giinliik Tiiketim)
Cesitlilik 0 - 20 puan

Besin Grubu Cesitlilifi 0-15 Her besin grubunun tiiketilmesi = 15
(et/tavuk/balik/yumurta; 1 besin grubunun eksik tiketilmesi = 12
siit tirtinleri/baklagil; 2 besin grubunun eksik tiketilmesi =9
tahil; sebze; meyve) 3 besin grubunun eksik tiketilmesi = 6

= 4 besin grubundan eksik tiketilmesi = 3
Hicbir besin grubundan tiiketilmemesi = 0

Protein Kaynaklari Igin Cesitlilik 0-5 > 3 farkl kaynak = 5
(et; tavuk; balik; siit Griinler:; 2 farkl kaynak = 3
baklagiller; yumurta) 1 kaynak = 1
Hig tiiketilmemesi = 0
Yeterlilik 0 - 40 puan
Sebze grubu 0-5 >3 -5 porsiyon=>5
1.5 - 2.99 porsiyon = 2.5
< 1.5 porsiyon =0
Meyve grubu 0-5 =2 - 4 porsiyon = 5
1 - 199 porsiyon= 2.5
< 1 porsiyon =0
Tahil grubu 0-5 =6 - 11 porstyon= 5
3 -599 porsiyon = 2.5
< 3 porsiyon=0
Posa 0-5 >20-30gr=>5
10-1999 pr=25
<10gr=0
Protein 0-5 = %10 enerjinin = 5
%5 - 9.99 enerjinin =2.5
< %35 enerjimn = 0
Denur 0-5 = 100% EDA =5
9999 -50% RDA =25
<50%RDA=0
Kalstyum 0-5 =100 % RDA =5
9999 -50%RDA =25
<50%RDA=0
C vitamini 0-5 = 100% BFDA =5

9999 -50%RDA=25
<50%RDA=0
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Denge 0 - 30 puan

Toplam yag 0-6 < %20 enerjinin = 6
%20 - 30 enerjinin = 3
> %30 enerjinin =0

Doymus yag 0-6 < %7 enerjinin = 6
%7 - 10 enerjinin = 3
> %10 enerjinin = 0

Kolesterol 0-6 <300mg=6
300 - 400 mg = 3
>400mg=0

Sodyum 0-6 <2400 mg=26
2400 - 3400 mg =3
>3400mg=0

Bos kalorili besinler 0-6 < %3 enerjinin = 6
%3 - 10 enerjinin = 3
> %10 enerjinin = 0

Genel Denge 0 - 10 puan
Makro besin Ggelerinin oram 0-6 55-65:10-15:15-25=6
(karbonhidrat : protein : yag) 52-68:9-16:13-27=4
50-70:8-17:12-30=2
Bunlarin disinda =0
Yag asitlerinin orani 0-4 C/D=1-15veT/D=1-15=4
(CDYA : TDYA : DYA) C/D=08-17veT/D=08-17=2

Bunlarin disinda =0
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Stresle Basa Cikma Olcegi

Asafida giinlik hayatta karsilastifimiz sorunlaria nasil miicadele ettijinize
yonelik sorular yer almaktadir. Size uygun diasen ifadeleri X ile isaretleyiniz.

BIR SORUNLA KARSILASTIGIM ZAMAN,

Hicbir zaman
(0)

Ara sira (1)

Bazen

(2)

(3)

Sik sik

Genellikle (4)

Arkadaslanm ve vyakinlanmdan duygusal destek
almaya calisinm

Aslil problemim Gzerinde yodunlasir, gerekirse baska
seyleri bir kenara birakinm

%]

Attigim her adimi ve yapacadim her hareketi cok iyi
disindrim

Basa gelenin cekilecegine inaninm

Basima gelenden bir seyler 6grenmeye calisinm

Basima gelenlere inanmak istemem

||| &=

Baska seylerden ziyade o problem dzerinde daha
¢ok odaklasinm

=]

Baskalanindan ne yapabilecedim  konusunda
tavsiyeler alinm

Baskalanindan sefkat ve anlayis beklerim

10

Benden yash birine danisinm

11

Benzer seyleri yasayan insanlann tecribelerinden
yararianinm

12

Dini aktivitelere katihnm

13

Dini inanclanmdan gd¢ alarak kendimi glvende
hissederim

14

Durum ile iigili daha ¢ok bilgi edinmek igin
baskalarna danisinm

15

Duruma oldudu gibi alismaya caliginm

16

Enerjimi yaptidim isler iizerinde yogunlastirinm

17

Eskisinden daha fazla ibadet / dua ederim

18

Gerginligimi azaltmak icin sigara icerim

19

Her ne yapacaksam zamaninda yaparim

20

Her seyimle ilahi bir glice sigininm

21

Huzuru dinimde bulmay! denerim

22

Kendime bunun gercek olmadigini sdylerim

23

Kendimi daha iyi hissedebilmek icin uyusturucu
alinm

24

Kendimi daha iyi hissetmek igin ilag alinm.

25

Ne yapacadim konusunda bir plan hazidanm

26

Olanlara daha iyimser bir gézle bakmaya calisirim

27

Olayin daha olumlu gézikmesini saglamak icin farkl
bir bakis acisi ile yaklasinm

28

Problem hakkinda daha az distnmek icin icki icerim
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29

Problem hakkinda hissettiklerimi baskalan ile
tartigirim

30 | Problemi butiin geceklidiyle oldugu gibi hissederim
31 | llani bir gicten yardim isterim
32 |Problemi cdzmemi engelleyen diger seylerden

kendimi alikoymaya calisirim

33

Problemim hakkinda somut bir seyler yapabilecek
birileri ile konusurum

Problemimden kurtulmak icin degisik islerie iigilenirim

39

Problemimden kurtulmak igin Gzerine direkt olarak
giderim

36

Problemimi daha az disunmek icin sinemaya giderim
veya TV seyrederim

37

Problemimi en iyi nasil ¢dzebilecedimi distnaram

38

Problemim ile ilgili duygulanmi baskalariyla
paylasinm

39

Problemimle yasamay G@renirim

40

Problemimi unutmak icin ders calisir veya baska
farkl seylerle ilgilenirim

41

Rahatlamak igin aglanm

42

Muzik dinleyerek bircok seyi unuturum

43

Sanki hicbir sey olmamis gibi davraninm
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Avrupa Saglik Okuryazarligi Olcegi (Asoy-Tr)

Agiklama: Asafida sadlik, hastahk, ilaclar gibl konularda bir dizi ifade verilmistir. LUtfen her ifadede
belirtilen konunun slzin lgin zoruk derecesini isaretleyiniz.

| E

- -]

31,532

GCok kolaydan cok rora dogru derecelendirecek olursaniz agaqudakilen yapmak sinin icin ne & ;.': E 3 :E
derece kolay/zordur? o e L I

1. |5iz dgikendiren hastaliklann belirtleri i= ilgli bigi bulmak

L. |5izi dgilendiren hastaliklanm tedavileri le ilgili bigi bulmak

3. Ml bir bbbi dururmds re yapilres: gerektiging bumask

4. |Hastalancfine zamen profesyone] yardirm nereden alscadnm bulmak

5. |Doktorunuzun size re dedigini anlamak

6. |llscrizn prospelkbisiing anlamak

7o Al bir bbbi durumds re yapilres: gerektiing anlamsk

B |Doktorunumun ya da eczaanan regeteli birilac nasil laullanmanz gersktigi ile ilgili talimatanre anlamak

9. |Doktordsn aldidainz biginin size e kadsr uygun alduduru degedendirmek

10, |Farklitedswi secereklarinin svarts) ve dezsvantsjann dederlendirmek

11. |Farkh bir dokbordan ikirei bir ganlis almeya ihtiyag duyup duymadigineza karar vermek
12 | Bir heastahikla ikgili meedyadaki bilginin givenilirfigine karar vermek

13. |Hastabirazls ilgli karar verrken dokborun werdigi bilgivi kullanmak

T4 (lsg tedavisinde talimatan takip =tmek

15. |#cil bir dururrda ambulans gagrmak

16. |Doktorunuzun ya da sczacanzn talmathanm @kip etrmek

17. | Sigara igrre, yetersiz fizikss] aktivite we agin kol tiketimi gibi sadikaz deerarglada resd baga gikilscad hakkinda bilgi bulreak
18, | Streswve depresyon gibi nuh s=aghis sorunlanyla nasl baga gikilacadn hakknda bilgivi bulmak

18, [Dimaniz gereken agilarve sajhk tararralarmyla ilgli bikgi bulmsk

20, | Fazla kilolu alak, iikss=k tansiyon ve ylkssk kolesterol gibi dunamlan Snileme veya baga pkma il ilgili bilgi bulmek

1. | Sigara igrreek, petersiz fizikss] aktivits ve sgn skl tiketimi gbi dsvraniglar hakkindski ss3hk uysnlarm snlamak

Azrya reeden ihithymoiniz aldujunu anlamsk

Saghk wramemna neden iktiyaanz cldugunu anlamak

Sigara igrek, yetersiz fiziksel aktivite ve agn kol tiketimi gibi konularda igli saghk ugnlannm ne kadar givenilir olduguna
kearar wermek

iGerel saghk kontralil igin doktors ne zaman gidilmes gerektidire karar vemnsk

Hangi zplara ihtiyaciniz oldudure karsr vernsk

27. |Hangi saghk taramalanm yaptimane gerekiigine karar vermek

28, | Saghk riskleri hakkinda medyadaki bilgilerin givenilirligine karar vermek

29, |Grip aps olvanz gerektigine kamrvermek

30, |Allenizve akadaglannmn tavsipsledre dayanarsk kendinizi hastalidardan nasl koruyacafiniza karar vermek
3. | Medyadaki bilgilers dayarerak kendinizi hestahklardan resd koruyacagnes kanmr vermek
3L |Egzersiz s=aflikh yiyscekler ve beslenme gibi saglkh aktiviteler hakanda bilgi bulmek:

33, |Ruh safhgmuz igin i olsn sktviteeri bulmask

34, |Vapadignz gewrenin naml daha sadhk dostu bir yer haline gelebilecegi hakkinda bilgi bulmak
35, |Saghd etkilepebilecek politika d=gigikliklerini bulmek

36. |lpyerinde sagliirea geligimme ile ilgili gifsirnleri bulmak

Ail= Ogelerinin ya ds srkadsglann ssglik kerwsurdaki taesiyelerini anlamsk

i ambalajlanndaki bigiyi anksmak

Nazil dabe saghikh oluracadile ilgili medyadaki bilgi anlamak

Akl sadldina nasl konogscsdinela ilgli bilgid anbsmak

Yegpantmimn sxjhdrim ve iyilik halinizi nasl sthiledigire kamar vermek
Konut kogullanmn saghkh kalranies nasl yardir oldugure karar vermek

Ginddik drwranigannizdan hangisinin sajhgnela ilgili oldudura karar vemek

Sajhdrm geligtirrmekicin kararlar alrsk

ktediginiz zarman bir spor kulibdne ya da spor sdonuna kablmak
Sarfjh@rum ve iyilik haliniz etkileyen yeeam kogullannim kontrol etmek

HEEEBEEEEEEE

Sowyal gevrenizde saghk ve iyilik haliniz geligirecek sktivitelere kablmak
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C. INTERVIEW PROTOCOL FOR QUALITATIVE DATA

Bu gortismede sizin Move For programina katilma gerekcelerinizi ve deneyimlerinizi
0grenmek istiyorum. Vereceginiz bilgiler programin iyilestirilmesi icin kullanilacaktir.
Gorldsme sirasinda

izin verirseniz ses kaydi almak istiyorum. Ses kaydi ¢dziimlendikten sonra benim
tarafimdan imha edilecektir. Veridiginiz bilgiler Arastirma Amaci disinda hig sekilde
kullanilmayacaktir. Coziimlenmis ses kaydinda kimliginizle ilgili herhangi bir bilgi
olmayacatir.

Oncelikle programa katilarak verdiginiz destek icin tesekkiir ediyorum. Simdi size
sirasiyla programa katilma nedenleriniz ve program sirasindaki deneyimleriniz
hakkinda sorular yoneltecegim.

Programa katilma nedeniniz
1. Programa katilmaya nasil karar verdiniz?
2. Sizi katilmaya motive eden unsurlar nelerdi? Neden
3. Program amaclari hakkinda baslangictaki diislinceleriniz nelerdi?

Program sirasindaki deneyimleriniz
4. Programi dizenli takip edebildiniz mi? Ne kadarini takip edebildiniz?
Edemediyseniz neden?
5. Program sirasinda sizi en ok motive eden unsurlar nelerdi?
Sizi en ¢ok zorlayan unsurlar nelerdi? Bunlari nasil ¢ozdlintiz?
7. Videolar sizin i¢in yararl oldu mu? Ne kadarini izlediniz? En ¢ok ilginizi ceken
videolar hangileri oldu? Neden?
8. Sosyal medya paylasimlarini takip edebildiniz mi? Size katkisi oldu mu? Nasil?
9. Programa katilmaktan memnun kaldiniz mi? Neden?
10. Program size nasll fayda sagladi?

o

Saghkli Yasam Davranislari ile ilgili Sorular

o Fiziksel aktivite konusunda program Oncesine gore yasaminizda
degisiklikler oldu mu?

Yanit evet ise; ne gibi degisiklikler oldu, fiziksel aktivitelerinizi takip
etmek icin bir bileklik ya da uygulama kullaniyor muydunuz/kullanmaya
basladiniz mi?

Yanit hayir ise; sizce islemeyen noktalar neler?
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Oneriler

e Beslenme konusunda program Oncesine gore yasaminizda degisiklikler

oldu mu?

Yanit evet ise; ne gibi degisiklikler oldu, yediklerinizi takip etmek icin bir
uygulama kullaniyor muydunuz/kullanmaya basladiniz mi?
Yanit hayir ise; sizce islemeyen noktalar neler?

Stres yonetimi konusunda program oOncesine gbére yasaminizda
degisiklikler oldu mu?

Yanit evet ise; ne gibi degisiklikler oldu, stres yonetimi igin neler
yaptiniz? Herhangi bir uygulama kullaniyor musunuz?
Yanit hayir ise; sizce islemeyen noktalar neler?

Ofis ve calisma saghgl konusunda program 6ncesine gbre yasaminizda
degisiklikler oldu mu?

Yanit evet ise; ne gibi degisiklikler oldu, neler yaptiniz? Cevrenizde ne
gibi degisiklikler yaptiniz?
Yanit hayir ise; sizce islemeyen noktalar neler?

11. Programin gelistirilmesi icin neler 6nerirsiniz? Neden?
12. Eklemek veya sormak istediginiz her hangi bir sey var mi?

Benim sorularim burada bitti. Programa ve goriismeye gonilli olarak katilarak
verdiginiz destek igin tesekklr ederim.
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D. ASSUMPTIONS

Table D.1. Normality and homogeneity of variance assumption for pre-test scores

Normality Hom.of
Var
KS SW Skew Kurt Levene

RQ3. Physical Act. 37
Experimental .00 .000 1.65 1.74
Control .00 .000 2.33 5.79
RQ4.Stress Man. 18
Experimental 20* .69 33 -.22
Control 20* 43 31 .01
RQ5. Nutrition .26
Experimental 20* .29 24 -.85
Control .003 .01 -.76 .70
RQ6. Health Lit. 11
Experimental .05 10 -.52 -.62
Control 20* .62 -.03 42
RQ7. W. Produc.
Absenteeism .64
Experimental .00 .000 -1.59 2.97
Control .00 .002 -.14 A48
Presenteeism 53
Experimental .000 .00 -1.59 3.28
Control .002 .00 -1.81 5.56
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Table D.2. Normality &homogeneity of variance assumption for post-test scores

Normality Hom.of
Var
KS SW Skew Kurt Levene
RQ3. Physical Activity .06
Experimental .001 .00 2.14 4.63
Control .000 .00 2.02 3.4
RQ4.Stress Man. .06
Experimental .109* .08 .669 -.40
Control .164* .62 370 -.19
RQ5. Nutrition .36
Experimental .200* .34 -156 22
Control .003 .01 -1.18 1.62
RQ6. Health Literacy 15
Experimental .200* 44 13 -.140
Control .200* .55 -21 324
RQ7. W. Productivity
Absenteeism 53
Experimental .000 .003 -.56 .55
Control .000 .001 -.09 1.8
Presenteeism .03
Experimental .000 .000 -1.02 1.9
Control .002 .001 -1.45 4.6
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Table E. The studies reviewed

E. REVIEWED STUDIES

" Measurements SEM Levels Evalu
< | 2 i i
Article o 3 Stufiy Work . Pers(.)nah Instruments atlo_n Findings & Conclusions
s |z Design Health . . " Physical . zation Perio
® N Biomarkers Cognitive Performan Individual Social Env. Policy
Indicators A Env. d
Variables ce
Participation in the program
Change in pati 1€ prog|
was associated with an
Health-Related . total X
. R goal setting increase of 1.5 Mental
Quality of Life . number of
(achieve 10,000 component summary (MCS)
Amongst blood pressure steps for R X
. . . steps per day) units. Greater improvements
Participantsin |, height each team 4 X .
S| s ; monthly N SF-12 Health in MCS were observed in
1 | a4-Month R | ® weight . . is counted mont . .
w | Y R . motivational emails Survey those reporting an increased
Pedometer- waist and hip (team hs ;
access to an X level of PA during the
Based measurements N . includes 7 .
informative health L program and a lower baseline
Workplace y . participants N
and fitness website MCS score. No change in
Health ) . X
Change in Physical was
Program
observed
Matching an intervention to
A the motivational readiness of
Computerized employees can make a health
Lifestyle promotion program effective.
Application to Physical . A stage-matched intervention
- risk awareness X
Promote activity outeome that focuses on physical
Multiple intention Y . A simple method activity and healthy nutrition
. . e expectancies ) )
Health S | & | Randomiz | body weight Nutrition " to assess exercise can support employees
2 X = I . N . N goal setting o L X .
Behaviors at o | © ed Trial height intention celf-efficac behaviourin the motivation, planning, social
the Action X v community support, and lifestyle.
N action plans 5 . .
Workplace: Planning coping plans Occupational settings provide
Testiltst’s Social Support L the potential to implement

Behavioral and
Psychological
Effects

parsimonious computer-
based health promotion
programs and to facilitate
multiple behaviour change
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Table E. cont’d

Attitudes The Web-based program was
AField Test of R more effective than print
toward diet e -
a Web-Based . materials in producing
Motivation for . [
Workplace . improvements in diet and
dietand i
Health . nutrition but was not more
. exercise o )
Promotion Dietary and effective in reducing stress or
Program to Ay . . increasing physical activity.
. exercise Godin Leisure- . . .
Improve Randomiz . _— ) . The higher ratings given to
. ~ behavioural Providing Time Exercise 3
Dietary S ed . h X . > . X the Web-based program
3 A =1 Weight intention information Questionnaire mont
Practices, N Controlled R X X suggest that workers
. Dietary and Guidance Godin sweat score | hs N .
Reduce Stress, Trial . . preferred it to the print
exercise self- Brief COPE X
and Increase ) materials. Both groups
. efficacy
Physical Dietary and showed numerous pretest-
Activity: ‘y posttest improvements in all
) exercise stage )
Randomized health topics, although such
of change . R
Controlled . gains might be partly
. Weight stage .
Trial attributable to a Hawthorne
of change
effect
q Current
A physical
- work
fitness o
roaram ability
Al . Work
during paid S
working hours elilliyito
. B general Well-structured physical
—impact on - .
5 Workabilit . fitness programs at the
health and Randomiz . . Special 5 q
N y related Physical fitness 36 worksite can help contribute
work SRS ed groups SF 36 Health L , N
4 . o | S General Health to mental program mont | to individuals’ experiences of
abilityamong |® | V' [ Controlled N formed Survey X R .
N demands Coaching hs improvements in their
women Trial (obese) N .
L Future capacity and increased health
working in the .
. work and well-being.
social .
. expectatio
service sector:
Athree-year ns
14 Physical
follow-up
effort at
study
work
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APilot Health Insurance
Intervention to Portability and
Promote Accountability Act A pedometer-monitored
moreover E-mail message sl ciity |3 | tataworkekeneath
! S| group Height Total Blood Cholesterol (tips) v . v PR .
5 | Wellness and I<H ] pre-post N . Readiness mont | initiative can improve the
NI Weight Blood Glucose Educational . . R
to Improve the study Blood Pressure Program Questionnaire hs health and wellness of its
Healtri 8 Godin Leisure- employees and
of College Time Exercise simultaneously reduce
Faculty and Questionnaire healthcare costs.
Staff Pedometer
A Randomized Among sedentary adults who
Pro: tiv had access to indoor exercise
'spec € Health Literacy Gym aua.c essto .0 exercls
Trial of a facilities, addressing
N Self-assessed Member . -
Worksite cluster- . Gym X . environmental and cognitive
. S| & N Height general health . .| ship 7-Day Physical N N o
6 | Intervention = | B [ randomize N Education Membershi . L barriers simultaneously (i.e.,
w | © . Weight status Time Activity Recall N . .
Program to d trial 3 . p . time and education) did not
Confidence in (Paid L
Increase X encourage more activity than
N exercise Hours) . N .
Physical managing either barrier
Activity alone.
Act Healthy:
promoting
G
health N randomize Self-efficac ser:stifns The Self-Rated
7 | behaviours 28 . icacy Abilities for Health
@ d trial Modelling Buddy )
and System Practices
self-efficacy in V!
the workplace
Impact of a Job
:fr:gtion satisfactio | Healthand
Program on N | o quasi- n wellbeing report Health Risk 12 Multicomponent workplace
8 Emglo o 8‘ = experime | Weight Absenteeis | Wellness score Appraisal mont | health promotion programs
HeaplthyRisks ntal m Advice WHO-HPQ hs can produce sizeable changes
and Work Presenteei | Newsletter in health risks and
Frerligiiy sm productivity
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Promoting
walking among
office The findings indicate the only
employees - modest impact on some
evaluation of a . indicators of walking. Future
. cluster- - International 12 R R .
randomized SR R Self-monitoring PA . . L studies should invest in
9 = | & [ randomize h Meeting Physical Activity mont N
controlled [ I . Monthly e-mail . X Reaching the employees,
X . d trial Questionnaire hs N, o
intervention minimizing attrition rate and
with using objective walking
pedometers assessment.
moreover, e-
mail e
Participants who lost weight,
along with the improvements
Effectiveness in physical activity and
of a Worksite X nutrition practices, suggests
Telephone- quasi- 8 that a telephone-based
1 8 | & | experime | Weight Barriers Setting goals Social "
Based R | © X . . X . mont | weight management program
0 N = | o ntal Height Eating habits Action planning support . a
Weight design hs of modest intensity can have
Management 8! a positive impact on the
Program health of
Obese or overweight worksite
participants.
The FRIDOM program has the
potential to provide evidence-
Delivering a based knowledge of the pain-
Behavior- reducing effect of a multi-
Cha.nge Confidence in _ component WHP among a
Weight one-grou Blood Pressure hysical Informing-lesson 4 female group of employees
1 | Management (3 [ & BrOUP | \yajst p y . Motivation with a high prevalence of
=3 N pre-post . activity X mont .
1 | Programto @ | & circumference ) . Increasing musculoskeletal disorders,
test study K Confidence in - hs X
Teachers and Weight nutrition motivation and in a long term

State
Employees in
North Carolina

perspective, evaluate the
impact on sickness
presenteeism and
absenteeism as well as

The risk of lifestyle diseases.
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Findings indicate that subtle
environmental changes alone
may not impact employees’
weight and health; however,
Environmental point-of- such institutional-level
Changes to Total cholesterol decision approaches may be essential
Control a Weight HDL prompts to support healthy lifestyle
1 Obesity: 0 | o randomize Hei ght Cholesterol Walking Block Brief Food habits that are initiated by
ARandomized (2 | S d s LDL Information paths Frequency more intensive efforts.
2 (= Body fat . " " . . .
Controlled controlled Triglycerides Vending Questionnaire Academic researchers
N N Blood pressure -
Trial in trial Glucose Changes should continue to partner
Manufacturing Insulin level Educational with employers and
Companies materials practitioners to develop,
implement, and evaluate
innovative health promotion
strategies, including
environmental interventions.
! A multi-faceted worksite
Worksite . . 5 . .
- WeightHeightW Health Fruit and intervention promoted
Opportunities . .
aist Vegetable favourable changes in
for Wellness R PedometersWeekly | Group . X N .
circumferenceBo N - ScreenerKristal Fat cardiovascular disease risk
(wow): ~ cohort- . . snack cartMonthly meetingsTe Participa " X 12
1 N X dy HDLLDLTriglyceridesGluc N . and Fiber Behavior factors, but many of the
Effects on 3 | v | randomize ", lunchtime am tion ) N mont . .
3 " e |- R compositionRest | ose R . Questionnairelnter improvements were achieved
cardiovascular d trial X seminarsMonthly competitio rewards . N hs . )
K ing heart national Physical with worksite health
disease newsletters ns L .
R rateBlood Activity assessments andpersonalized
riskfactors . . .
Pressure Questionnaire health reports in the absence
after one year . .
of an intervention
Worksite The weight loss results
Translation of achieved in the pilot test,
the Diabetes although
Prevention 6 Statistically significant, they
1 | Program: S = Self-study mont | Were relatively small. The
4 | Formative &[N Goal setting hs intervention as tested was
Research and largely self-directed and
Pilot Study supplemented by peer
Results From coaches and the on-site
FUEL Your Life nurse.
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Personal Simple technologies, weight
Health scales, and pedometer
Technologies attracted the most users. The
in Employee sustained users were slightly
Health . older 47 years versus 44 years
. Height K
Promotion: . N . . and had poorer aerobic
o Randomiz | Weight Mindfulness skills ) .
Usage Activity, |,, X o 2 fitness at baseline than non-
1 S| w ed Waist Total cholesterol Self-monitoring R
Usefulness, = X . i . mont | sustained users. They
5 w | N [ Controlled | circumference Triglycerides Relaxation . .
and Health- . . hs succeeded better in weight
Trial Body fat Planning Future X R
Related Blood pressure management: their weight
Outcomesin a P decreased -1.2 kg versus +0.6
1-Year kg; body fat percentage -
Randomized 0.9%-units versus +0.3%; and
Controlled waist circumference -1.4 cm
Trial versus +0.7 cm.
This 12-month intervention-
control study suggests that a
n well-implemented multi-
. Physical
Do overweight activity durin component workplace health
workers profit leisure time E Questionnaire for promotion program may
by workplace Changes in the Assessment of support substantial change in
Health eating Trainin Health Behaviour health behaviour (e.g.
promotion, | e . g Coaching Free fruits . 8 Questionnaire for 12 nutrition and
1 S | & | Controlled | Weight behaviour L Group sessions . s .
more than =S N N X 5 Providing " and N X NA the Assessment of [ mont | Physical activity). Itis
6 . o | w Trial Height Attitude . > meetings in paid . L .
their normal- information vegetables . Eating-and hs indicated that overweight
. Stages of time N .
weight peers? readiness in Weight-Related employees may especially
Evaluation of a ) Attitudes and profit from such worksite
, eating . 5
worksite Perceived Behaviors health promotion. An
intervention investigation of the long-term
health status i i
effects of this multi-
component intervention is
strongly recommended.
Promoting Job The intervention being
mental health . . . .
N satisfactio trialled is expected to
in small- X .
N . n improve both primary and
medium Randomiz .
1 | enterprises: | ed Absenteeis 12 secondary outcomes. If
p 5 SEES Mental health m Skill development NA mont | proven efficacious, the
7 | Anevaluation |@ | © | Controlled . . :
R Presenteei hs intervention could be
of the Trial . R
P . sm disseminated to reach a much
Businessin .
Mind" Job larger proportion of the
tension business community.
program
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Changes in
Men’s Physical
Activity and
Healthy Eating POWERPLAY shows significant
Knowledge " . Friendly promise as a workplace
and Behavior 2 qU§5| Weight Weelsly o b competitio International health promotion approach
experime - Tracking posters . L 6
1 [asaResultof (8 [ Height n Physical Activity and may have an even greater
= |9 ntal pre- Team logbooks Gender . . mont | .
8 | Program o | o Blood pressure Self-monitorin Pedometer Questionnaire- hs impact when program
Exposure: P . Heart rate ) e competitio IPAQ exposure is augmented with
™ design Consultation N X
Findings n environmental and policy
From the changes
Workplace
POWERPLAY
Program
The present reanalysis of the
Reanalysis of a trial suggests‘that the FBP»
. related exercise behaviour
tailored web- ) N
. among physically untrained
based exercise ) s
program for office workers with non-
office workers Randomiz Stages of Video 9 lspecnﬁc sub-acute LBP

1 . N|le |ed N . improved after the
with sub-acute |R | § readiness to demonstrations mont | . N .

9 . w | © [ Controlled . intervention period.
low back pain: R change Reminders hs X .

R Trial Moderate to high correlation
Assessing the
was found between
stage of .
behaviour
change
in behaviour respect to the Oswestry
disability index and self-
reported health status.
Initial efficacy Compared to the HRI only
group, the Ml and TTM
o roups had significantly more
tailoring and . Providing feedback g ,p. ,g ,V
. Randomiz participants in the Action
HRI’s with » || & . Face-to-face 6 q

2 3 S| S [ed Weight Stage of R TTM- stage for exercise and
multiple S | & N coaching N mont .

0 R & | © | Controlled | Height change L tailored Effective stress management
behaviours for ; Motivational hs e X
employee Trial N and significantly fewer risk

19 e behaviours at six months. MI
health
. and TTM group outcomes
promotion R
were not different
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Compared to the control
group, the treatment group
showed significant
improvement. The
multivariate test was

Depression significant, with a large effect
Anxiety size. The treatment group
Get Moving: A Attitufies and Information differed signvif'icantly from the
N perceived control participants on 11
Web Site That . and . .
Randomiz knowledge . Exercise Status outcomes, with large effect
Increases o X Personalized text support 1 . .
2 Physical SN ed Behavioural and video (peer-to- Preferred | Scale mont sizes for PA status, min/d,
1 y . = | » | controlled Self- P PA type SF-36 Mental knowledge, attitudes,
Activity of X ) X messages peer) h ) R .
Trial EfficacyBehavi 5 Health Behavioural intention.
Sedentary Web site . .
Emplovees ourall messagin Medium effect sizes were
ploy! Intention 8ing measured for perceived
Barriers to PA barriers, depressive
Motivation symptoms, motivation, and
self-efficacy. Multiple visits
significantly improved PA,
motivation, self-efficacy, and
intention compared with one-
time visits.
The impact of
two
participation in the HRA was
workplace- N A q
associated with a higher
(et ek likelihood of perceived
risk appraisal Weight WorkAbility Index . [
q q X N lifestyle behaviour change
interventions . Height WHO-Five Well- N .
Randomiz . . which was further increased
on employee ) Body fat . . Education being Index 12 X
2 . S| [ed . Urinalysis Respect to Work K in the augmented HRA group,
lifestyle = | X Grip strength I~ Action plan GHQ-12 mont L o
2 & [ © [ Controlled Cholesterol work demands | ability . thereby providing preliminary
parameters, X blood pressure Coaching Mental Health hs X
Trial . X evidence that HRA and
mental health, peak expiratory Continuum-Short . .
expanded HRA, in particular,
and flow rate Form (MHCSF)
L may help UK employees make
workability: - R
positive, healthy lifestyle
resultsofa changes
randomized e
controlled trial
Smoking
Cessation
Intervention . - .
Using Stepwise one-group 3 a stepwise exercise-incentive-
2 . S | = . I . Experience based smoking cessation
Exercise s | Q pre-post Urine nicotine Job stress Education R mont . .
3 . [ sharing program was highly effective
Incentives for test study hs s
when applied in a workplace.
Male
Workers in the
Workplace
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As a workplace health
promotion program, the MBI
The Potential seems to have the potential in
for improving mental illness risks
Mindfulness- Chinese Health for employees with poor
Based Psychological Questionnaire mental health. However,
Intervention in Randomiz distress (CHQ-12) 2 there was insufficient
2 | Workplace S IS ed Prolonged Job strain Mindfulness Perceived Stress . evidence to support its effect
4 | Mental Health |G | & | Controlled fatigue education Scale (PSS-10) hs on mitigating job strain.
Promotion: Trial Perceived The Checklist Further research on
Results of a Stress Scale Individual Strength maintaining the
Randomized questionnaire positive effects on mental
Controlled health for the long term and
Trial on developing innovative MBI
to suit job strain are
recommended
Provide
I
The 6-week ;:pnsu ‘ttah Godin Leisure-
POWERPLAY pedometer- lonwi Time Exercise
employe . X current study protocol
workplace . . based Questionnaire— . N
N Tips for being . rson provides critical insights
physical non- : walking . GLTEQ . .
- . active strategie . regarding the importance of
activity and randomize . Stage of . challenge International 6 A - .
2 " N . Height Information on sfor . L considering specific masculine
nutrition 2 | @ [dquasi- N change X 6-week . Physical Activity mont .
5 |. . o | @ . Weight N eating and PA . adapting . X values when developing
intervention experime Self-efficacy o combined o Questionnaire hs ; K
Self-monitoring policies recruitment strategies and
for men: Study ntal Tracking posters PAand to better The designing workplace
protocol and 8P healthy PerceivedWorkpla X 8 g P
R R support X interventions for men.
baseline eating PAand ce Environment
har: risti hallen: le—
characteristics challenge healthy Scale
eating
Impact of a After 24 weeks, the exercise
? . group had 12% greater (p=
Supervised
N .021) back muscular
Worksite cluster- .
) . Isometric Back endurance and 21 % greater
Exercise ~ randomize o q 6 _
2 B|eo and Core Exercise sessions (p=.0006) core muscular
Program on B | |d . mont
6 ¢ Muscular with the coach endurance than the control
Back and Core controlled hs .
. Endurance. group. The exercise
Muscular trial : . " .
. intervention did not disrupt
Endurancein F q q
- operations or job
firefighters
performance.
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Findings indicated an increase
in self-efficacy, planning, and
Self-Efficacy physicalActivity following the
and Planning intervention. Planning was
as Predictors Maste consistently linked to
X Self- >y Godin Leisure 6 v - .
2 | ofPhysical S| B8 N . experiencesVerbal ) subsequent physical activity,
N =S - efficacyAction R . Time- mont )
7 | Activityinthe |0 | @ N persuasionAction . . whereas self-efficacy was not
planning X Questionnaire hs . .
Context of planning associated. Also, reciprocal
WorkplaceHea interrelations among self-
Ith Promotion efficacy and planning were
found across both
measurement lags.
Nutrient
intake in the
GEICO .
multicenter Remétenata 4
2 trial: the S 5 ed Educational classes -
8 : & | @ | controlled Diet prescription
effects ofa X hs
§ Trial
multicompone
nt worksite
intervention
Eating habits Itis Baecke Physical
A Minimal Physical tailored Activity Blood pressure and body
Contact Diet One- activity habits to the Questionnaire mass index (BMI) did not
2 and Physical n |, | 8roup Height Self-efficacy a short 15-min informati 5-A-Day Food 8- significantly change between
Activity 2 | @ | Pretest— Weight for exercise counselling Frequency mont | baseline and post-
9 . o [P " on from N . . )
Intervention Posttest Blood Pressure Self-efficacy monthly newsletter the Questionnaire h intervention measures
for White- Design for healthy screenin Self-efficacy for increased servings of green
Collar Workers eating e exercise question salad, fruits, and vegetables
Stress level Pedometer
Cost-
effectiveness
of a long-term
Internet-
liver
dec:)rk:'teed LT3 Self-perceived omputer-tailored LI EEDEL
W ! Cluster Weight PErcei < 'pu ! Physical Activity There was no consistent
health e X . Health advice . . 5 .
3 . S | v [ Randomiz | Obesity . X age Questionnaire 2 effect of the intervention on
promotion =3 N Total Cholesterol Self-efficacy Online self- Lo .
0 ~ | P [ed Blood Pressure . 5 gender nine-item years | primary and secondary
program on . Intention to monitors "
H Controlled | Maximum validated Dutch outcomes.
physical Oxyeen Untake Change Monthly newsletter FFQ
activity and xv8 P
nutrition: a
cluster
randomized
controlled trial
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An internet- Peak oxygen
. v8 The intervention group (n=50)
delivered uptake . S .
exercise Peak ergometer improved significantly in
N . N . . PAT/kg, VO2peak, and waist
intervention performance . Education sessions .
. Lactate Anaerobic L circumference. The control
for workplace Randomiz | Heartrate Structured and Bio-impedance- N
Threshold X 3 group (n=27) improved
3 | health S |= [ed ergometry unstructured monitor A X
L = X HDL . . . mont | significantly and waist
1 | promotion in o | © | Controlled | Waist . . internet-delivered Standard bicycle .
. X X Triglycerides . hs circumference but not
overweight, Trial circumference A exercise program ergometers S
X Fasting Blood Glucose L VO2peak. No significant
sedentary Height and Advising N .
N between-group differences in
employees: A Weight
) these outcome measures
randomized Body fat
. - were noted.
trial composition
Blood Pressure
Efficacy of a
workplace-
] i Self-efficacy There was a significant
loss program .
X . Pros and Cons treatment effect for change in
for overweight Waist . .
. " for Physical . " weight at 14-
male shift 5 circumference L Information session | Group- S
Randomiz X Activity P Week follow-up Significant
workers: The |, Weight and A Handbook based Godin Leisure- E
3 S |~ [ed X Behavioural 5 N . ) ) treatment effects were found
Workplace = | B Height . Study website financial Time Exercise mont L
3 = | © | Controlled Intention o ) X ) . N for waist circumference, BMI,
POWER B Blood Pressure . Individualized incentive Questionnaire hs N
. Trial N Dietary N systolic blood pressure,
(Preventing and Resting B dietary sheets pedometer N .
) Attitudes resting heart rate and physical
Obesity Heart Rate L .
) . Stages of activity. Medium-to-large
Wi g Change effect sizes were found
like a Rabbit) 8
randomized
controlled trial
aweb-
Initiation of based
health electroni
behaviour chealth Employees at higher risk of
change among One- Height and Total Cholesterol question CVD and high BMI levels
3 employees o |~ | group Weight HDL naire, 2 more frequently reported
a participating in E % Pretest— Waist LDL Self-efficacy Health action plan biometric ears initiation of health-behaviour
a web-based Posttest circumference Triglycerides measure v change in general, increase in
health risk Design Blood pressure Fasting Blood Glucose ments, physical activity and
assessment laborator improved diet.
with tailored y
feedback evaluatio
n,
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Functionality .
and Quality of \SI\CI:Ir;g-Baker pain
Life Multidimensional Subjects in the control group
Mobile-Web Function, Well- X were 1.7 times more likely to
App to Self- Being, and Pain Inventory report current back pain than
1 Randomiz f“ Self-monitoring Interference Scale p( . N - .
Manage Low Quality of . 2 subjects in the intervention
3 N S |uw [ed . X Text and video Self- Dartmouth CO-OP . .
Back Pain: = | © Back Pain Life - R mont | group; subjects in the
5 X & | N | Controlled messages tailoring | Work Limitations N
Randomized X Worker X . N hs alternative care group were
Trial L Weekly e-mails Questionnaire . "
Controlled Productivity (WLQ) 1.6 times more likely to
Trial Presenteeism " report present back pain at 4-
N The Patient
Self-Efficacy - month follow-up.
X Activation
Behavioural
o Measure
Intentions
Knowledge
Results showed preliminary
improvements in physical
Questionnaire for activity and eating F)ehaV|our
among average weight and
) the Assessment ) ) h
Do overweight of Health overweight/obesity weight
workers profit Satisfaction Behaviour groups. The reduction was
by workplace with training larger in the overweight
. Stage to change N
Health and trainer, L . . R group. Workers considered
. . Individual coaching Questionnaire for .
promotion, . Attitudes N 12 overweight or obese showed
3 S | & | Controlled | Heightand Educational Group the Assessment of A
more than =S N ; Stages of . . I . mont | significantly greater body
6 X o | @ | Study Weight N information training Eating and " .
their normal- readiness to X . hs weight loss and changes in
R Advice Weight-Related A X
weight peers? change ) eating behaviour than
N " Attitudes and R .
Evaluation of a Perceived Behaviours workers with average weight
worksite health status status. Workers with
. . Copenhagen X .
intervention ) obesity/overweight scored
Psychosocial .
N R their general health status
Questionnaire Lo .
significantly lower than their
colleagues with normal
weight status.
X U [FHITE Participants lost an average of
Effectiveness outcome )
" . 2.27 Ibs with a BMI decrease
of a Worksite- measure, body The Block Dietary
) Two-arm A of 0.36 kg/m2 and 1.30 Ibs
Based Weight weight Fat Screener .
Loss Cluster Secondan Block Fruit- 12 with a BMI decrease of 0.20
3 X 8 | 5 | Randomiz | Heightand ¥ . kg/m2 in INCENT and LMW,
Randomized s | @ ; outcomes of Vegetable-Fiber mont . 5
9 o | o [ed Weight . respectively. The differences
Controlled interest Screener hs X
. Controlled . between INCENT and LMW in
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F. TURKCE OZET / TURKISH SUMMARY

GIRIS

Giderek temposu artmakta olan is diinyasinda g¢alisanlar biiyiik zorluklarla
kars1 karsiya kalmakta ve artan iliretkenlik talepleri, sagliksiz bir is giicliniin ortaya
cikmasima neden olmaktadir. Ayrica teknolojideki ilerlemeler ve yeni is yiiklerinin
ortaya c¢ikmasi ¢aliganlarin gorevlerini artirmis ve her zamankinden daha yiiksek
derecede uzmanlik ve is verimliligi gereksinimini getirmistir (Appelbaum,
2000). Kurumlar ve isverenler artik c¢alisan verimliliginin 6neminin farkina
varmislardir.

Covid-19 pandemisi tehlikeli boyutlara ulasirken devletler halki korumak igin
cesitli onlemler almistir. Bununla basa ¢ikmak igin en etkili stratejiler sokaga ¢ikma
yasag1 ve sosyal izolasyon oldugu igin birgok ¢alisan uzun bir siire isyerleri yerine
evlerinden g¢alismaya devam etmistir. Esnek ¢alisma modellerinden biri olan uzaktan
calisma yontemi, ¢alisan saghigmmin ve halk saghiginin korunmasi agisindan 6nem
kazanmistir (Tuna & Tiirkmendag, 2020). Bu nedenle pandemi doneminde 6zellikle
teknokent ¢alisanlar1 i¢in one c¢ikan konulardan biri, kiginin islerini isyerinden
bagimsiz olarak yiiriitiip yiirlitemeyecegi olmustur. Bu uygulama birgok esneklik
saglarken, ¢alisanlar arasinda mesai zamani algisinin kaybolmasi, is ylkiiniin kisa
stirede artmasi, psikolojik tiilkenmislik ve is stresinin artmasi gibi bazi kisisel ve
mesleki kaygilara da yol agmustir. Diger konular arasinda, g¢alisanlar arasindaki
catismalar ve hareketsiz ve sagliksiz bir yasam tarzi nedeniyle olusan/ortaya ¢ikan
fiziksel sorunlar yer almaktadir (Mutaf ve ark., 2021).

Hizla geligen is ortam1 ve beraberinde getirdigi islerin 6zellikleri, ¢calisanlari
sagliksiz yasam davraniglara iten ana faktorlerdir ve bu durum is verimliliginin
diismesine neden olur. Is verimliligi kaybu, iki kavramm sonucu olarak incelenebilir:
ise devamsizlik ve iste var olmama. Ise devamsizlik, calisanin hastalik, ailevi acil

durum, bebek bakicis1 olmamasi veya diger benzer durumlar gibi ¢esitli nedenlerle iste
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fiziksel olarak var olmamasi ifade eder. Iste varolmama durumunda ise calisan iste
bulunur, ancak sorumlu oldugu isleri yeterli bir performansta gerceklestiremez. Ise
devamsizlik ve iste var olmamay1 etkileyen bazi faktorler belirlenmistir. Bu faktorler;
is ozellikleri ve ¢aligma ortami (stres, ergonomi, ofis mimarisi, vb.), kigisel faktorler
(obezite, sigara, yetersiz beslenme, vb.) ve saglik tehditleridir (kronik durumlar ve ruh
sagligl) (Hafner ve ark., 2015).

Saghig1 gelistirici davraniglar arasinda sosyal destek, stres yonetimi, egzersiz
davranisi, mental gelisim ve yasami takdir etme davraniglari bulunmaktadir. Sagligi
gelistirici faaliyetlerin ¢esitli tiirleri arasinda saglikla ilgili ve saghiga yonelik eylemler,
0z bakim davraniglari, saglik hizmeti kullanim aligkanliklari, beslenme davranislari,
madde kullanim davraniglar1 ve cinsel iliski davraniglart yer alir (Glanz ve ark,
2008). Kasl ve Cobb (1966) saglig1 gelistirici faaliyetleri amaglarina gore ii¢ gruba
ayirmistir: bisiklet siirerken kask takmak gibi Onleyici saglik davraniglari, dogru
tedaviye aramak gibi hastalik davranislar1 ve tedavi icin terapi almak gibi hasta roli
faaliyetleri.

Chen (2003) sagligin farkli yonlerini, beslenme, egzersiz, saglik sorumlulugu,
yasami degerlendirme, stres yonetimi ve sosyal destek olmak iizere alt1 farkli sagligi
gelistirici alt baslik altinda incelemistir. Beslenme davranisi altinda iyi beslenme,
besleyici 6giinleri segme, bol su igme gibi etkinlikler bulunur. Egzersiz davranislari,
insanlarmm  fiziksel  aktiviteye  katilimindan ve  egzersiz  rutinlerinden
olusmaktadir. Saglik sorunlar i¢cin doktora veya saglik profesyoneline gitmek ve
kisisel temizligi korumak saglik sorumlulugu faaliyetlerine 6rnek olurken, iyimser
olmak ve iyi bir alg: igin faaliyetlerde bulunmak yasami takdir etme davranislarini
olusturmaktadir. Stres yOnetimi, kiginin duygusal durumunun farkinda olmasini,
hayatindaki stres kaynaklarini degerlendirmesini, dnceliklerini belirlemesini ve stres
yaratan sorumluluklar1 yonetmesini igermektedir. Son olarak, sosyal destek, duygulari
askalariyla paylasmayi ve baskalariyla iliski kurmay1 icermektedir (Chen ve ark.,
2003).

Ise devamsizlik ve iste var olmama ve dolayisiyla verimlilik diizeyindeki
kayiplara iliskin sonuclar, meslek gruplarima ve bunlara 6zgu 6zelliklerine gore
degismektedir. Bu nedenle konuyu bu acidan incelemek yerinde olacaktir. Is
verimliligi kaybinin ekonomik yansimalarinin beyaz yaka meslekler arasinda en

yliksek oldugu agiktir. Bunun temel nedeni beyaz yaka c¢alisanlarinin diger meslek
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gruplari ¢alisanlarina gore daha yiliksek maaglar almasidir. Beyaz yaka ¢alisan, ofis ya
da idari bir ortamda profesyonel yonetim islerini ya da idari isleri yiiriitiir (Van Horn
& Schaffner, 2003).

Beyaz yakalilar iizerinde yapilan arastirmalarda yasam kaliteleri ile iligkili bir
dizi sorun tespit edilmistir (Doi ve ark., 2003; Lynch ve ark., 1997). Bu sorunlar, bilgi
teknolojisi endiistrisinde ¢alisan beyaz yakalilar arasinda is kaybina neden olan ve en
yaygin olarak bildirilen semptomlar olarak tanimlanan yorgunluk, boyun agrisi, omuz
agrisi, bas agrisi, mide sorunlari, bel agris1 ve uyku sorunlarini igerir (Hemingway ve
ark., 1997). Diisiik diizeydeki saglikli yasam davraniglari, daha diisiik zindelik ve daha
yiiksek saglik riski sorunlarma da katkida bulunur. Ayrica diisiik diizeydeki saglikli
yasam davraniglari, aylik ortalama 6,7 giinliik is verimliligi kaybina ve 6l¢iilemeyen
dizeyde ekonomik kayba neden oldugu gdzlemlenen psikolojik sorunlara yol
acmaktadir (Kessler ve digerleri, 2001).

Saglikli yasam davranislarinda en Onemli faktdr saglik okuryazarligidir
(Stormacq ve ark., 2019; Uysal ve ark., 2020). Saglik okuryazarligi, kisinin daha
saglikli yasamlar i¢in stratejiler kullanma yetenegini gelistiren ¢ok cesitli becerileri
icerir. Bu beceriler okuma, yazma, dinleme, konusma, aritmetik, elestirel analiz,
iletisim ve etkilesim becerileridir (Nutbeam, 2008). Son on yilda yapilan arastirmalar,
saglik okuryazarligi becerilerinin saglik durumunu yas, maas, is durumu, egitim
diizeyi ve ik veya etnik kdkenden daha giiclii bir sekilde 6ngordiiglinii géstermistir
(Kickbusch, 2008; Speros, 2005; Wilson, 2003). Bu nedenle saglikli yasam
davranislarini gelistirme programlarinin tasarimi saglik okuryazarligi esas alinarak
yapilmalidir. Saglik okuryazarligina dayali saghigi gelistirme girisimlerinin daha
saglikl1 yetiskinler olusturdugu ortaya konmustur (Manganello, 2008).

Saglik okuryazarligimin gelistirilmesi i¢in mevcut birgok model arasinda Urie
Bronfenbrenner (1994) tarafindan insa edilen sosyal-ekolojik model oldukca
etkilidir. Bronfenbrenner insanlarin fiziksel ve sosyal ¢evrelerle baglantil1 dis etkilerin
ic ice gecmesinden etkilendiginin altin1 ¢izer. Bu nedenle saglik okuryazarligini
gelistirmeyi amaclayan herhangi bir model bu g¢evresel etkileri dikkate
almalidir. Saghgr gelistirme girisimlerinin ¢ogu tarafindan benimsenen sosyal-
ekolojik model, saglik miidahalelerinin olumlu eylem ve iyilestirmeyi tesvik etmek
icin ¢esitli katmanlara hitap etmesi gerektigi fikrini desteklemistir (Marshall &
Altpeter, 2005; McCormack ve ark., 2017). Saglik ve refah1 gelistirmek icin tasarlanan
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mudahalelerin igsel (bireysel), kisiler aras1 (sosyal ¢evre), orgiitsel (fiziksel gevre) ve
makro-politika katmanlarini dikkate almasi ve tartismasi gerekir. Sosyal-ekolojik
perspektif tarafindan Onerilen c¢ok seviyeli miidahaleler etkilidir ¢iinkii modelin
etkilesimli dogasi, her bir katmanin karsilikli olarak gelistirilmesine olanak tanir ve
sadece bir etki katmanini hedefleyen miidahalelerden daha onemli ve daha
surdurulebilir sonuglara yol acar.

Saglik okuryazarligina odaklanan ¢ok katmanli miidahaleleri uygulamanin bir
yolu c¢alisan zindeligi programlaridir. Kurumlarin ve isverenlerin zindelik
programlarina giderek daha fazla oncelik vermesiyle birlikte zindelik programlarin
planlanmasit  konusu daha da kritik hale gelmistir (Ryan ve ark,
2008). Kisisellestirilmis, ulasilmas1 kolay ve esnek zamanli bir yaklasimin, ¢alisan
zindeligi ve saghigi konusunda gelecekteki arastirmalara yardimcir olacagi
onerilmektedir (Ammendolia ve ark., 2016).

O'™ara (2013) tarafindan ytiriitiilen bir meta-analizde zindeligin ve saghgin
gelistirilmesine yonelik girisimlerde ve kampanyalarda tercih edilen saglik iletisimi
yontemlerinin, popiilasyonlarin kendilerine 6zgu kaltirlerini, dillerini ve saglik
okuryazarlig1 gibi 6zelliklerini goz ardi ettikleri icin etkilerinin belirli bir dizeyde
kaldigin1 ortaya koymustur. O'Mara (2013) saglikli yasamin tesvik edilmesi ve
gelistirilmesi i¢in baz1 temel saglik okuryazarligi kavramlarininin uygulanmasini
onermektedir. Bunlar hedef kitleyi anlamak, saglik mesajlarinin amacin1 anlamak ve
farkli kitleleri hedefleyen yeni medya mesajlar1 tasarlamaktir.

Calisan zindeligi programlart i3 memnuniyetini artirir, ilgili saghk
harcamalarini azaltir ve is verimliligini artirir (Baicker ve ark., 2010; Parks &
Steelman, 2008). Calisanlar igin zindeligi gelistirme girisimlerinde kullanilan
teknikler, sosyal normlar1 etkileyebilmekte, saglig gelistirici faaliyetler icin tesvikleri
artirabilmekte, sagligi gelistirici politikalar olusturabilmekte, beslenme ve fiziksel
aktivite davranislari gelistirebilmekte, ayrica saglik okuryazarligini ve motivasyonu
artirabilmektedir (Malik ve digerleri, 2014). Etkili bir c¢alisan zindeligi programi
gelistirmek 15 verimliligi kaybina neden olan problemlerin arastirilmasini ve
programin belirlenen hususlara gore tasarlanmasini gerektirmektedir.

Berry, Mirabito ve Baun (2010) calisan zindeligi ve sagligi programlarini,
calisanlarin ve ailelerinin saglik risklerini azaltan ve yasam Xkalitelerini artiran

davranislart benimsemelerine ve siirdiirmelerine yardimci olmak igin tasarlanmig
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igsveren destekli girisimler olarak tanimlamaktadir. Bu programlar calisanlarin
zihinsel, fiziksel ve duygusal sagligini desteklemek i¢in kullanilan tiim yontemleri
icerir ve bdylece liretken bir is giicii saglar (Anderzén & Arnetz, 2005). Diinya capinda
calisan zindeligi ve saglig1 programlarini benimseyen kuruluslarin sayisi arttikga, bu
tiir programlarin is verimliligi (isveren perspektifi) ve zindelik ve saglik konularindaki
gelisimler (¢aligan perspektifi) lizerindeki etkisinin kesin olarak 6l¢iilmesi Onem arz
etmistir (Blake & Lloyd, 2008). Bu tezin konusu olan ¢alismanin 6nemi, sonuglarin
hem igveren bakis acisina (¢alisan ig verimliligi) hem de ¢alisan bakis agisina (saglik
okuryazarlig1 ve saglikli yasam davranislari) gore arastirilmasidir.

Etkili bir ¢alisan zindeligi programi, biitiinciil bir yaklagimla cesitli saglikli
yasam davranislarini hedeflemelidir (Silcox, 2016). Program calisanlarin fiziksel,
duygusal, sosyal, ruhsal, finansal ve entelektiiel zindelik durumlarini ele
almalidir. Cesitli caligmalar biitiinsel bir yaklagimin etkinligini gostermistir. Mevcut
caligmanin giiclii yonlerinden biri, fiziksel aktivite, beslenme ve stres yonetimi
davranislarina odaklanmasi ve calisan sagligimi saglik okuryazarligi ile birlikte
artirmay1 hedeflemesidir.

Calisan zindeligi programlarimin Oniindeki engelleri ve kolaylastiricilar
anlamak, arastirmacinin saha uygulamalarinda neyin ise yarayip neyin yaramadigini
belirlemesine olanak tanimaktadir. Calisan zindelik programlarinin 6niindeki en zorlu
engellerden biri degisken temposu ve zaman yonetimi ile ilgili sorunlara dair evrensel
bir kaygi olan calisanlarin zaman kisitlaridir. Mevcut ¢alisma, yeni medya araciligiyla
calisanlarin saglik okuryazarligina miidahale ederek saglikli yasam davraniglarini ve
is verimliliklerini ele almaktadir. Yeni medya, icerigindeki YouTube videolar1 ve
Instagram infografikleri gibi asenkron medyay1 kullanir, calisana bunlara erisme
zamanini belirleme konusunda esneklik saglar.

Mevcut calismanin kapsami, sosyal-ekolojik baglama odaklanarak yeni
medyay1 biitiinlestiren, ihtiyaca dayali bir ¢alisan zindeligi programi tasarlamak ve
degerlendirmektir. Ug ana arastirma konusu vardir: (i) teknokent calisanlarmnin
saglikli yasam davraniglar1 ve is verimliligi ihtiya¢larmin incelenmesi, (ii) ihtiyaca
dayali ¢alisan zindeligi programinin saglik okuryazarligi ve is verimliligi lizerindeki
etkisinin Ol¢lilmesi, (iii) teknokent calisanlarinin ihtiya¢ temelli calisan saglik
programindaki deneyimlerinin incelenmesi. Calisma asagidaki arastirma sorularina

cevap vermektedir:
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(1) teknokent ¢alisanlarinin saglikli yasam davraniglarini ve ig verimliligi ihtiyaglarini
incelemek (Birinci ¢alisma)

Arastirma Sorusu 1: Teknokent calisanlarinin saglikli yasam davranislart ile is
verimlilikleri arasinda bir iliski var midir?

Arastirma Sorusu 2: Teknokent c¢alisanlarinin saglikli yasam davranislarina iliskin
istatistiksel olarak gozlemlenen alt kiimeler var midir? Evet ise kiimeler egzersiz
degisim basamaklar1 agisindan kesfedilen basamaklardan istatistiksel olarak farkli

mudir?

(ii) ihtiyaca dayali ¢alisan zindelik programinin saglik okuryazarligi ve teknokent
calisanlarmin is verimliligi {izerindeki etkisinin dl¢iilmesi (ikinci ¢alisma)

Arastirma Sorusu 3: Calisan zindeligi programi teknokent calisanlarinin fiziksel
aktivite davraniglarini etkilemis midir? Evet ise fiziksel aktivite davraniglarinda ne tiir
degisiklikler olmustur?

Arastirma Sorusu 4: Calisan zindeligi programi teknokent ¢alisanlarinin stres yonetimi
davraniglarii etkilemis midir? Evet ise stres yoOnetimi davraniglarinda ne tlr
degisiklikler olmustur?

Aragtirma Sorusu 5: Calisan zindeligi programi teknokent c¢alisanlarinin beslenme
davranislarmi etkilemis midir? Evet ise beslenme davranislarinda ne tiir degisiklikler
olmustur?

Arastirma Sorusu 6: Calisan zindeligi programi teknokent c¢alisanlarinin saglik
okuryazarligini etkilemis midir?

Arastirma Sorusu 7: Calisan zindeligi programi teknokent c¢alisanlarinin is
verimliligini etkilemis midir?

Aragtirma Sorusu 8: Calisan zindeligi programi teknokent calisanlarinin is ve ofis

saglig1 davraniglarini nasil etkilemistir?

(ii1) ihtiya¢ temelli calisan zindeligi programina katilan teknokent calisanlarinin
deneyimlerinin incelenmesi (Ikinci ¢alisma)
Aragtirma  Sorusu 9: Katilmcilar programla ilgili  deneyimlerini nasil

anlatmaktadirlar?
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Arastirma Sorusu 10: Isveren agisindan bu calisan zindeligi programimin katilimcilarin

is verimliligine ekonomik katkisi nedir?

YONTEM

Bu caligma bir ihtiyag analizi (Calisma 1) ve miidahale ¢aligsmasi (Calisma 2)
iceren iki farkli ¢alismadan olusmaktadir. Her iki ¢alismada cesitli yontemler
uygulanmustir. Ihtiyac analizi (Calisma 1) i¢in, arastirma popiilasyonunun 6zelliklerini
kesfetmek amaciyla tanimlayicit bir arastirma tasarimi kullanilmistir. Tanimlayici
arastirma, popiilasyon orneginin istatistiksel analizi i¢in 6lgiilebilir bilgiler toplamaya
calisir (Thomlison, 2001). Ayrica tanimlayici aragtirma tasariminda, ortak ozelliklere
sahip veri 6rneklerinin alt kiimelerini tanimlamak i¢in kiimeleme gibi kesifsel veri
analizi teknikleri kullanilabilmektedir. Bu yontem kullanicilarin 6zellikle miidahale
veya egitim programlar: tasarlamak i¢in yararl olan, biiyiik veri kiimelerinin temel alt

kimelerine odaklanmasina olanak tanimaktadir.

Calismanin miidahale bolimii (Calisma 2) i¢in gOmilu deneysel model
kullanildi (Creswell ve ark., 2009). Bu modelin 6zelligi nitel verilerin destekleyici
oldugu nitel deneysel metodolojide kullanilmasidir. Bu c¢alismada, miidahalenin
etkilerini arastirmak i¢in tek agsamali bir yaklagim kullanilmistir. Tek asamali toplanan

nitel veriler ¢aligmanin nicel sonuglarini yorumlamak i¢in kullanilmistir.

Miidahale caligmasi mayis ve temmuz aylar1 arasinda 7 haftalik bir siiregte
gergeklestirilmistir.  Deney grubundaki katilimcilarin saglik okur yazarliklarmi
artirmak amaciyla katilimcilar YouTube videolarina, bilgiler ve Ol¢lim araglari
bulunan bir web sitesine, Instagram gonderilerine sahip bir sayfaya ve kendisiyle bire
bir ¢aligma imkan1 bulunan bir uzmanin destegine (istege bagli) maruz birakilmistir.
Midahale araglar1 ve katilimcilar arasindaki etkilesim hakkinda daha fazla bilgi

saglamak i¢in saha notlar1 alinmustir.

Miidahale ¢alismasiin basarisini ve etkinligini en {ist diizeye ¢ikarmak i¢in
tekrarlanabilir ve gilivenilir bir eylem plan1 gerekmektedir. Miidahale ¢aligmalarinin
nasil ¢alistigin1 anlamak ve dogru yaklasimi belirlemek i¢cin Abraham ve Michie

(2008) farkli saglik davranisi teorilerini inceleyerek kendi siniflandirmalarinda birkag
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davranig degistirme teknigi gelistirmislerdir. Mevcut miidahale ¢aligmasi, Abraham ve
Michie (2008) tarafindan tanimlanan davranis degistirme teknikleri araciligiyla
sosyal-ekolojik baglamdaki saglik okuryazarligini gelistirmeyi amaglamustir.
Miidahalede kullanilan davranig degistirme teknikleri sunlardir; performans hakkinda
geri bildirim saglanmasi, hedef belirleme, talimatlar verilmesi, sosyal destek veya
sosyal degisimin planlanmasi, davranisin kisi tarafindan aninda izlenmesi, davranisin
modellenmesi veya gosterilmesi, davranigsal hedeflerin hizlica gdzden gegirilmesi. Bu
mudahalede kullanilan bu yedi davranis degisikligi teknigi, saghigin ve zindeligin
tesviki ve gelistirilmesi i¢in tasarlanan miidahalelerdeki en etkili tekniklerdir (Howlett

ve ark., 2015; Michie ve ark., 2018; Samdal ve ark., 2017).

YouTube videolar1 miidahale ¢aligmasinda merkezi bir role sahipken, diger
yeni medya aracglar1 tamamlayici araglar olarak islev gormiistiir. YouTube kanali,
haftalik olarak yayinlanan yedi videodan olusmustur. Videolardaki tim icerikler

Calisma 1'in sonuglarina gore belirlenmistir. Videolarin konular1 ve siireleri su

sekildedir:

1. Hafta: Zindelik ve Saglik (Siire: 13 dakika 22 saniye)

2. Hafta: Fiziksel Aktivite (Sure: 11 dakika 47 saniye)

3. Hafta: Fiziksel Uygunluk (Sire: 10 dakika 37 saniye)

4. Hafta: Beslenmenin Temelleri (Sire: 16 dakika 23 saniye)

5. Hafta: Neyi ve Ne Kadar Yemeliyim (Sire: 6 dakika 10 saniye)
6. Hafta: Stres Yonetimi (Sure: 10 dakika 12 saniye)

7. Hafta: Ofis ve Is Saglig1 (Siire: 7 dakika 02 saniye)

www.movefor.net adresine sahip web sitesi YouTube videolarindaki iceriklere
destek olarak olusturulmustur. Web sitesi, ilgili haftanin icerikleri hakkinda bilgiler ve
videonun  yamisira  katilimcilarin  haftanin ~ konusuna  dair  kendilerini

degerlendirmelerini saglayan cesitli 6z degerlendirme araglari icermektedir.
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“Move For tr” admna sahip Instagram sayfasinda ise haftada ortalama alti
Instagram gonderisi yaymlanmigtir. Web sayfasina benzer sekilde Instagram sayfasi
da YouTube videolari i¢in destekleyici bir unsur olarak rol almistir. Alt1 génderinin
her biri farkli bir amaca hizmet etmistir; bilgilendirme, karsilastirmal bilgilendirme,
motive etme, yanlis bilgileri diizeltme ve hatirlatma (haftanin videosu i¢in). Instagram
sayfasi, YouTube videolarmi desteklemenin yani sira sosyal bir ortam Yyaratarak
katilimcilarin tek soruluk anketlerle oy kullanmalarina ve Instagram’in soru cevap

ozelligi ile deneyimlerini paylagmalarina olanak saglamstir.

Birebir destegi saglayan uzman Gida Miihendisligi alaninda lisans ve Beden
Egitimi ve Spor alaninda yiiksek lisans derecelerine sahip ve Beden Egitimi ve Spor
alaninda doktora adayi olan arastirmacidir. Ayrica ylizme Ogretmenligi ve
antrenorligii konusunda on yillik deneyime sahiptir. Uzman destegi mekanizmasi
katilimcilar i¢in istege bagl olarak planlanmistir. Uzman gerekirse sorular i¢in bir e-
posta adresi ve telefon numarasi paylasmistir. Uzman destegi i¢cin danigsmak isteyen
katilimcilar, e-posta (en c¢ok tercih edilen secenek), WhatsApp veya telefon
araciligiyla rezervasyon talebinde bulunmus, goriismeler Google Meet veya Zoom

Uzerinden gevrimici olarak yapilmistir.
BULGULAR

Aragtirma Sorusu 1: Teknokent calisanlarinin saghkli yasam davraniglan ile is

verimlilikleri arasinda bir iliski var midir?

Birinci arastirma sorusu Tiirkiye'nin alt1 farkli sehrinde (Ankara, Istanbul,
Bursa, Izmir, Eskisehir ve Bolu) yerlesik 405 teknokent ¢alisaninin (174 kadin ve 231
erkek) olusturdugu veri setinin betimleyici ve ¢ikarimsal istatistikleri analiz edilerek
cevaplandirilmistir. Fiziksel aktivite, beslenme, stres yonetimi, kisilerarasi iligkiler,
saglik sorumlulugu ve zihinsel gelisim davraniglarindan is performansini tahmin
etmek i¢in ¢coklu dogrusal regresyon teknigi uygulanmistir. Sonuglar, fiziksel aktivite,
beslenme ve stres yonetimi davraniglarinin istatistiksel olarak is performansini
etkiledigini ortaya koymustur. Kisileraras: iligkiler, saglik sorumlulugu ve zihinsel

gelisimin ise is performansini istatistiksel olarak etkilemedigi tespit edilmistir.
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2) Teknokent calisanlarinin saglikli yasam davranislaria iligkin istatistiksel olarak
gozlemlenen alt kiimeler var midir? Evet ise kiimeler egzersiz degisim basamaklar1
acisindan kesfedilen basamaklardan istatistiksel olarak farkli midir?

Orneklemdeki alt kiimeleri belirlemek igin iki asamali kiimeleme analizi
uygulanmistir. Birinci adimda stirekli degiskenler olarak fiziksel aktivite, beslenme ve
stres yonetimi, kategorik degisken olarak da cinsiyet eklenmistir. ilk adimda, sonuglar
adil kiime kalitesine sahip dért kiime oldugunu gostermistir. Ikinci adimda cinsiyet
degiskeni analizden ¢ikarilarak analiz tekrar yapilmustir. Tki asamali kiimeleme
analizinin ikinci asamasinin sonuglari dort kiimeyi gostermistir ancak bu adimdaki
sonuglarda kiimeleme analizinin kalitesinin arttig1 tespit edilmistir. Kiime yapisini
dogrulamak i¢in tek yoOnlii varyans analizi (ANOVA) uygulanmistir. Tek yonli
varyans analizi (ANOVA) sonuglar1 gruplar arasinda istatistiksel olarak anlamli bir

fark oldugunu gostermistir.

Tablo 1. Iki asamali kiimeleme analizinde elde edilen kiimelerin tanmimlayici

istatistikleri
Kime 1 Kuime 2 Kime 3 Kume 4
(n=98) (n=102) (n=106) (n=69)
Fiziksel Aktivite 12.74 14.55 18.62 26.42
Stres Yonetimi 16.80 17.26 23.35 18.38
Beslenme 15.32 20.78 2129 2151

Kiimeler ve egzersiz degisim basamaklarina gore incelenen gruplar arasinda
istatistiksel bir fark olup olmadigini netlestirmek icin yapilan egzersiz degisim

basamaklarina gore grup bazinda tanimlayici istatistikler asagida verilmistir.

Tablo 2. Egzersiz degisim basamaklarina gore olusan gruplarin tammlayict

istatistikleri
Basamak 1 Basamak 2 Basamak 3 Basamak 4 Basamak
(n=102) (n=135) (n=34) (n=35) 5 (n=72)
Fiziksel Aktivite ~ 13.73 16.17 18.62 21,94 22.36
Stres Yonetimi 18.78 18.59 19.32 19.49 20.38
Beslenme 17.62 19.68 20.28 20.38 21.12
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Tanimlayici istatistik sonuglari, iki asamali kiimeleme analizi ile elde edilen
kiimeler ve egzersiz degisim basamaklar1 arasinda bir benzerlik oldugunu hem
kiimelerde hem de gruplarda degiskenlerin puanlarinin arttigin1  gdstermistir.
Kimeleme analizinde en 0nemli belirleyici degisken fiziksel aktivite oldugundan,
fiziksel aktivite Uzerinde daha ileri istatistiksel testler uygulanmistir. Kiimeler icin tek
yonlii varyans analizi (ANOVA) fiziksel aktivite skorlarinin kiimeler arasinda
istatistiksel olarak farklilik gosterdigini zaten belirlenmis oldugu icin egzersiz degisim
basamaklar1 i¢in fiziksel aktivite davranis1 iizerine tek yoOnlii varyans analizi
(ANOVA) yapilmistir. Tek yonlii varyans analizi (ANOVA) ile belirlenen gruplar
arasinda istatistiksel olarak anlamli bir fark ortaya ¢ikmistir. Bonferroni testi, fiziksel
aktivite puanlar1 agisindan Basamak 2 ve Basamak 3 arasinda istatistiksel olarak
anlamli bir fark olmadigin1 ortaya koymustur. Bu analizin sonucu, kiimeler ve egzersiz
degisim basamaklarinin istatistiksel olarak farkli dort grup olusturdugunu gostermistir.
Kiimelerin ve egzersiz degisim basamaklarinin istatistiksel olarak farklilagip
farklilasmadigini anlamak i¢in Kiime 1 ve Basamak 1, Kiime 2 ve Basamak 2-3, Kiime
3 ve Basamak 4, Kiime 4 ve Basamak 5 ile bagimli1 6rneklem t-testi yapilmistir. Analiz
sonuglart Kiime 3 ve Basamak 4'Gn ve Kime 4 ve Basamak 5'in birbirinden
istatistiksel olarak farkli oldugunu gostermistir. Ancak Kiime 1 ve Basamak 1 ile
Kiime 2 ve Basamak 2-3 arasinda istatistiksel olarak dnemli bir fark olmadig: tespit
edilmistir. Sonu¢ olarak asagidaki tablodaki verilen sekilde eslesen Kime 1 ve

Basamak 1, Kiime 2 ve Basamak 2-3 eslesen kiimeler ve basamaklardir.

Tablo 3. Eslesen kiimeler ve egzersiz degisim basamaklart

Kime 1 Kime 2 Kime 3* Kume 4*
Fiziksel Aktivite 12.74 14.55 18.62 26.42
(Kimeleme analizine
gore)
Basamak 1 Basamak 2- Basamak 4*  Basamak 5*
3
Fiziksel Aktivite 13.87 15.00 21.94 22.29

(Egzersiz degisim

basamaklarina gore)
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Arastirma Sorusu 3: Calisan zindeligi programi teknokent calisanlarinin fiziksel
aktivite davranislarini etkilemis midir? Evet ise fiziksel aktivite davranislarinda ne tiir

degisiklikler olmustur?

Ortalama fiziksel aktivite skorlar1 goz oOniinde bulunduruldugunda, deney
grubunun fiziksel aktivite skorlarmin On testten son teste istatistiksel olarak anlamli
bir sekilde arttigi gézlemlenmistir. Bununla beraber kontrol grubunun fiziksel aktivite
skorlarinda artis gozlemlenmistir ancak bu artis istatistiksel olarak anlamli degildir.
Sonuglar midahale calismasinin deney grubu (zerinde fiziksel aktivite davranisi

acisindan istatistiksel olarak anlamli bir etkisi oldugunu gostermistir.

Fiziksel aktivite davramigindaki degisiklikleri anlamak igin katilimcilarla
goriismeler yapilmistir. Gorlisiilen on kisinin tamami bireysel ve fiziksel cevre
katmanlarinda, sekizi ise sosyal ¢evre katmanindaki fiziksel aktivite davranisi ile ilgili

degisiklikleri belirtmistir.

Sosyal-ekolojik modelin bireysel katmanindaki degisiklikler temel olarak
fiziksel aktivite olarak rapor edilmistir. Fiziksel aktivitedeki degisikliklerin basinda
bos zaman fiziksel aktivitesi, isle ilgili fiziksel aktivite ve ulasim aktivitesi
bulunmaktadir. Katilimcilara bos zamandaki fiziksel aktivitenin detaylar
soruldugunda temel degisimin egzersizlerin siiresi ve yogunlugunda artis olarak
gozlemlendigi belirtilmistir. Bes katilimc1 haftada ti¢ giin en az 30 dakika yliriimeye
basladiklarin1 belirtmis ve altis1 isyerinde fiziksel aktivitelerini artirdiklarini
sOylemistir. Altis1 da is yerindeki fiziksel aktiviteyi artirmak i¢in telefon konusmalar
sirasinda yiiriimeyi aligkanlik haline getirdiklerini beyan etmislerdir. Bunlardan ikisi
oturma siiresini azaltmak icin mobil uygulamalardan gelen ve ayaga kalkmalarini ve
hareket etmelerini hatirlatan bildirimleri takip etmeye basladiklarini belirtmis ve bir
katilimct da artik haftada en az iki giin araba kullanmak yerine ise yurlyerek gittigini

belirtmistir.

Sosyal cevre katmaninda, katilimcilar fiziksel aktiviteyi bir refakatci esliginde
yapma, icerik videolarmi aile tyeleriyle birlikte izleme ve fiziksel aktivite odakli
sosyal medya uygulama kullanmaya baslama seklindeki degisiklikleri bildirmiglerdir.

Bu durum aile bireyleri veya is arkadaslariyla birlikte yiiriiylis yapmak, kardesle
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birlikte yuzmeye gitmek, bir yakiniyla fiziksel aktiviteye baslamak olarak
aciklanmigtir. Katilimeilar tarafindan fiziksel aktivite takibi ig¢in sosyal medya

uygulamasi olarak “Strava” uygulamasi kullanilmaya baslamistir.

Fiziksel gevre katmaninda, katilimcilarin egzersizlerini yaptiklar1 ortamdaki
degisiklikler veya kullanmaya bagladiklar1 ekipmanlar gibi degisiklikler
bulunmaktadir. Katilimcilardaki degisiklikler bir spor kullibiine tye olmak, i¢ ve dis
mekan spor ekipmanlari satin almak ve aktiviteleri takip etmek ve oturma siresi ile
ilgili bildirimleri almak icin mobil uygulama veya akilli saat kullanmaya baslamak

olarak tespit edilmistir.

Arastirma Sorusu 4: Calisan zindeligi programi teknokent ¢alisanlarinin stres yonetimi
davraniglarini etkilemis midir? Evet ise stres yonetimi davranislarinda ne tiir
degisiklikler olmustur?

Yapilan analiz sonucunda zaman farklarindan bagimsiz olarak gruplara,
Zzamana ve gruplara gore stres yonetimi agisindan deney grubu ve kontrol grubu
arasinda anlamli bir farklilik bulunmamistir. Sonug olarak miidahale ¢aligmasinin
deney grubundaki katilimcilarin stres yonetimi davranisina istatistiksel olarak anlamli
bir katkida bulunmadig1 ortaya ¢ikmugtir.

Aragtirma Sorusu 5: Calisan zindeligi programi teknokent calisanlarmmin beslenme
davraniglarini etkilemis midir? Evet ise katilimcilarin beslenme davraniginda ne tiir
degisiklikler olmustur?

Analiz sonuglar1 ortalama puanlarda deney grubunda On testten son teste
beslenme puanlarinda istatistiksel olarak anlamli bir artis oldugunu ve kontrol
grubunda On testten son teste beslenme puanlarinda ise azalma oldugunu gostermistir.
Sonuglar miidahale ¢alismasmin deney grubundaki beslenme davranigini istatistiksel

olarak etkiledigini gostermistir.

Sosyal-ekolojik modelin bireysel katmanindaki degisiklikler, artan farkindalik,
uyum saglama becerisi, yeterlilik ve ¢esitlilik acisindan ortaya cikmistir. Artan
farkindalik katilimeilar tarafindan makro besinler ve mikro besinler hakkinda
okuryazarligin gelismesi ve besin ¢esitliligi adina farkli 6rnek gidalarin tiikketimi ile
ilgili olarak tanimlanmistir. Ek olarak, katilimcilar makro besinlerini diizenleyerek

giinliik kalori alimlarimi takip etmeye basladiklarini bildirmislerdir. Baz1 katilimcilar
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giinliik ihtiyagtan daha az protein alimi nedeniyle yetersiz beslendiklerini fark

ettiklerini ve buna gore beslenmelerinde ayarlamalar yaptiklarini belirtmislerdir.

Sosyal cevre katmaninda, katilimcilar kafein alimmi azalttiklarini ve aile
tiyelerini aksamlar1 kafein alimimi azaltmaya ikna ettiklerini bildirmislerdir. Bir
katilimci, arkadaslariyla beslenmelerini takip etmek icin bir mobil uygulama
kullanmaya basladiklarini, kendisinin ve c¢evresindeki kisilerin birbirlerinin besin
alimimi goriintiileyebildigini ve saglikli beslenme aliskanliklari1 konusunda birbirlerine
sosyal destek sagladiklarini belirtmistir. Bir diger katilimci ise aile bireyleri ile birlikte
beslenme konulu igerik videolarini izlediklerini, video ve Instagram paylasimlarindaki

bilgi ve Onerilere gore aile yemek planlarini birlikte yonettiklerini agiklamustir.

Fiziksel gevre katmaninda, Katilimcilarin ¢ogu beslenmelerini farkli mobil
uygulamalar izerinden takip etmeye basladiklarini, en sik kullandiklar1 uygulamalarin

ise MyFitnessPal ve Yazio oldugunu sdylemislerdir.

Arastirma Sorusu 6: Calisan zindeligi programi teknokent calisanlarinin saglhk
okuryazarligini etkilemis midir?

Grup ic¢in zaman etkilesimi etkisine gore ikili karsilagtirmalar saglik
okuryazarligi ile ilgili olarak 6n testten son teste kadar deney grubunda 6nemli zaman
farkliliklar1 gdstermistir. Deney grubunda 6n testten son teste saglik okuryazarligi
puanlarinda istatistiksel olarak anlamli bir artis gordlirken, kontrol grubunda 6n
testten son teste beslenme puanlarinda diisiis gozlemlenmistir. Sonuclar miidahale
calismasinin deney grubu iizerinde saglik okuryazarligi agisindan 6nemli bir etkiye

sahip oldugunu gostermistir.

Arastirma Sorusu 7: Calisan zindeligi programinin teknokent calisanlarmin is
verimliligini etkilemis midir?

Ortalama skorlara bakildiginda deney grubunda ©on testten son teste ise
devamsizlik skorlarinda azalma oldugu, kontrol grubunda ise 6n testten son teste ise
devamsizlik skorlarinda artis oldugu gozlemlenmektedir. Ancak sonuglar midahale
calismasinin deney grubunda ise devamsizlik agisindan istatistiksel olarak anlamli bir

etkisi olmadigini gostermistir.
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Iste varolmama agisindan, grup icin zaman etkilesimi etkisine gore ikili
karsilagtirmalarda deney grubunda On testten son teste istatistiksel olarak anlamli
zaman farkliliklar1 tespit edilmistir. Sonuclar miidahalenin iste varolmama agisindan
deney grubunu istatistiksel olarak anlamli sekilde etkiledigini ve iste varolmama

sorununda diisiis gbzlemlendigini ortaya koymustur.

Arastirma Sorusu 8: Calisan zindeligi programi teknokent calisanlarinin is ve ofis
saglhig1 davraniglarini nasil etkilemistir?

Bu arastirma sorusunun sonuglar1 nitel analiz ile analiz edilmistir. Analizin
sonuglart ise sosyal-ekolojik perspektif agisindan incelenerek sunulmustur. Goriisiilen
kisilerden iicii ofis ve is sagliglr davranislarinda herhangi bir degisiklik olmadigini
bildirmistir. Bunun nedeni olarak ise 0zellikle is ve ofis ortamlarinin herhangi bir
degisiklige uygun olmadigmi agiklamislardir. Ayrica iglerinden biri, bir uzmanin ofis
ve caligma ortaminin bir fotografini inceleyerek geri bildirimde bulunabilecegini
Onermistir.

Gorisiilen kisilerden yedisi igyerlerinde is ve ofis sagligi davranislarinda bazi
degisiklikler oldugunu bildirmistir. Bireysel katmandaki degisiklikler i¢cinde oturma
ve yiiriime sirasinda durusa dikkat etmek yer almistir. Ayrica diger iki katilimet,
Instagram gonderilerinde Onerildigi gibi is aralarinda goz egzersizleri yapma
aligkanlig1 kazandiklarini sdylemislerdir.

Sosyal cevre katmaninda goriisme yapilan dort kisi, ilgili video ve gonderileri
meslektaslariyla paylastiklarini ve ¢alisma sirasinda dogru oturma durusu hakkinda
birbirlerini uyarmaya basladiklarini agiklamistir.

Fiziksel cevre katmaninda, goriisilen kisi ofis koltuklarinda ve
bilgisayarlarinda ayarlamalar yaptigini belirtmistir. Goriisiilen bir kisi, videolarda ve
paylasimlardaki ergonomi ile ilgili 6nerileri dikkate aldigini ve yeni bir ofis sandalyesi
aldigimi belirtmistir. Bilgisayarlartyla ilgili bildirilen degisiklikler arasinda bilgisayar
ekrani i¢in mavi bir filtre saglayan bir uygulamay1 kullanmak ve bilgisayar ekraninin

acisini ve yiiksekligini goz hizasinda olacak sekilde ayarlamak yer almaktadir.

Arastrma  Sorusu 9: Katilimcilar programla ilgili deneyimlerini nasil

anlatmaktadirlar?
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Deney grubu katilimeilarindan miidahale ile ilgili deneyimlerini agiklamalari
istendiginde katilimcilar genel olarak programa dahil olmaktan memnun olduklarini
belirtmiglerdir. Ortak memnuniyet noktalari ise artan farkindaliklari, mudahale
caligmasinin iceriklerine kolay erisebilmeleri ve web sitesinde 6z degerlendirme

yapabilmelerini saglayan 6l¢cme araclarinin bulunmasi olarak belirlenmistir.

Arastirma Sorusu 10: Isveren agisindan bu ¢alisan zindeligi programinin katilimeilarm
is verimliligine ekonomik katkis1 nedir?

Cooliver 2021 Yazilim Gelistirici Raporuna gore 2020 yilinda Tirkiye’de bir
yazilmemin aylik ortalama geliri 12.157 Tiirk Lirasidir (TL). Is performansinda
%14,7°1ik bir artisin aylik etkisi 1.787 TL'ye esittir. 50 ¢alisan1 olan bir sirket i¢in bu
is performansi artig1 incelendiginde yillik 1.072.200 TL ekonomik etkisi oldugu tespit

edilmistir.

TARTISMA

Arastirma Sorusu 1: Sonuglar fiziksel aktivite, beslenme ve stres yonetiminin is
performansinin istatistiksel olarak etkiledigini ortaya koymustur. Literatiir ¢alismanin
bulgularint desteklemektedir. Yapilmis olan korelasyonel arastirmalart fiziksel
aktivitenin (Pronk ve Kottke, 2009), beslenmenin (Grimani ve ark., 2019) ve stres
yonetimi davraniglarinin (Halkos ve Bousinakis, 2010) is verimliligini olumlu yonde
etkiledigini gdstermektedir. Isverenin bu tiir programlari finanse etmesi ve ¢alisanlarin
katilmaya istekliligi isyeri zindeligi programlarmin etkili bir sekilde
uygulanmasindaki temel faktorlerdir. Bu nedenle zindeligin ve saghgin tesviki ve
gelistirilmesinin olumlu etkileri konusunda igverenleri ikna eden arastirmalar1 ortaya

koymak ve ¢alisanlar i¢in kabul edilebilir kilmak i¢in stratejiler belirlemek gereklidir.

Bir bagka tartisma noktasi da zindeligin boyutlarma dayandirilabilir. Fiziksel
aktivite, beslenme ve stres yOnetimi davraniglari, fiziksel ve zihinsel sagligi
gelistirmeyi dogrudan etkiler (Edlin ve Golanty, 2015). Ayrica fiziksel aktivite,
beslenme ve stres yonetimi davranislari birincil yasam bi¢imi davranislari; kisiler arasi
iligkiler, saglik sorumlulugu ve zihinsel gelisim davranislari ise ikincil yasam bigimi
davranmiglar1 olarak kabul edilebilir. Bu yaklagimda ikincil sagligi gelistirici

davraniglarin, birincil saghgi gelistirici davraniglar1 tamamladig1 varsayilabilir. Bu
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nedenle birincil yasam tarzi davramiglarmin saglik iizerinde ikincil yasam tarzi

davranislarina gore daha 6nemli bir etkisi vardir.

Arastirma Sorusu 2: Analiz sonuglar1 Kiime 3 ile Basamak 4'lin ve Kiime 4 ile
Basamak 5'in istatistiksel olarak birbirinden farkli oldugunu gostermistir. Ancak
Kime 1 ile Basamak 1 ve Kume 2 ile Basamak 2-3 arasinda 6nemli bir istatistiksel
farklilik olmadig1 tespit edilmistir. Sonug olarak asagidaki tablodaki verilen sekilde

eslesen kiimeler ve basamaklar ortaya ¢ikmustir.

Gegmisteki caligmalar egzersiz degisim basamaklar ile fiziksel aktivite,
beslenme ve stres yonetimi davraniglar1 arasinda pozitif bir iliski oldugunu
gostermistir (Ingledew & ark., 1998; McKee & ark., 2007). Bu pozitif iliski egzersiz
degisim bagsmaklarinda {ist basamaga gectikce beslenme ve stres yonetimi
davranislarinda da olumlu artis gozlenebilecegini gostermektedir. Ayni gézlem bu
tezin konusu olan c¢alismada kiimeler ve degisim asamalar1 baglaminda

tekrarlanmustir.

S0z konusu kiumelerin ve basamaklarin ortiismesi Calisma 2°nin temelini
olusturan en kritik bulgudur. Bu eslesme Orneklemin O6zelliklerinin literatiirdeki
bulgularla ortiistiiglinii ortaya koymaktadir. Popilasyondan &érneklem secilirken,
fiziksel aktivite, beslenme ve stres yonetimi davranislar ile ilgili kapsamli taramalar
yapmak yerine popiilasyondan O&rneklerin belirlenmesi i¢in egzersiz degisim

basamaklar: uygulanabilir.

Aragtirma Sorusu 3: Calisan zindeligi programi teknokent calisanlarinin fiziksel
aktivitelerini etkiler mi? Evet ise, fiziksel aktivite davranislarinda ne tiir degisiklikler

oldu?

Sonuglar miidahale ¢alismasinin deney grubu Uzerinde istatistiksel olarak
anlamli bir etkisi oldugunu gostermistir. Cavill ve Bauman (2004) fiziksel aktivite
gelistirme girisimlerini degerlendirirken onciil faktorlerin ve davranis degisikliginin

dikkate alinmasi gerektigini onermektedir.

Fiziksel aktivite ile ilgili bu midahale ¢alismasinin tiim bilesenleri davranis

degisikligi ve saglikla ilgili etkiler yaratti. Bu olumlu sonuglar program gelistirmede
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kullanilan tasarimin bir yansimasi olabilmektedir. Calisma katilimcilart fiziksel
aktiviteye katilimlarini1 artirmak, zorlu fiziksel aktivite hedeflerine ulagsmak igin
kendilerini glclendirmek ve fiziksel aktiviteyi glnlik rutinlerine dahil etmek igin
ihtiya¢ duyduklart bilgi ve becerilerle donatmak i¢in olusturulmustur. Tim bu
degiskenler giinliikk yasamlarinda alisilmis bir fiziksel aktivite Oriintiisiiniin

olusumuyla baglantilidir.

Mevcut miidahale galismasinda katilanlarin ¢ogunlugu bunu géniillii olarak
yapmistir. Programa goniilli olan calisanlarin saglik aliskanliklarimi degistirme
konusunda diger ¢alisanlara oranla daha yuksek motivasyonlu olduklar: gergegi de géz

onunde bulundurulmalidir.

Arastirma Sorusu 4: Sonuglar stres yonetimi davranis1 agisindan deney grubu ve
kontrol grubu arasinda anlamli bir farklilik géstermemistir. Ge¢gmisteki caligmalar,
saglik okuryazarligini gelistirmenin stres yonetme yetenegini gelistirdigini gosterse de
beklenmedik bir sekilde mevcut ¢alismanin sonuglarinda stres yOnetimine iliskin
olumlu bir gelisme gozlemlenmemistir. Ayrica fiziksel aktivite ve beslenme gibi
saglikli yasam davraniglarindaki olumlu gelismelerin stres yonetimi davranisini
(olumlu yonde) etkileyecegi tahmin edilmis olmasina ragmen, stres yonetimi davranisi
arastirma donemi boyunca istatistiksel olarak anlamli bir sekilde gelismemistir. Bunun
nedeni pandemi kisitlamalari sonrasi ofis ortamina doniisiin hizlanmasi olabilir. Ofis
ortaminda ¢aligmanin ev ortaminda ¢alismaktan daha stresli oldugu kanitlanmistir.
Katilimcilar, stres yonetimi becerilerinin ofis igyerine gecis nedeniyle artan stres
seviyelerine ayak uyduramadigini varsayabilecekleri i¢in degisikligi algilayamamis

olmalar1 da muhtemel bir sebeptir.

Arastirma Sorusu 5: Sonuglar miidahale ¢alismasinin deney grubundaki beslenme
davranigini istatistiksel olarak anlamli bir sekilde etkiledigini gostermistir. Deneysel
tasarim ve teorik temelli/odakli bir ¢alisma cercevesinin kullanilmasi bu ¢alismanin
iki 6nemli giicli noktasidir. Hedeflenen saglik okuryazarligi kiimesinden yola
cikilarak olusturulan igerige beslenmenin boyutlar1 da dahil edilmistir. Bu 6zellikle
onemlidir ¢linkt yeni medya temelli/odakli beslenme davranigi miidahaleleri igin

teorik metodolojilerin kullanimi su anda sinirhidir.
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Yeni medya temelli saglik okuryazarligi, kisinin giinliik aktivitelere aktif
olarak katilmasini ve beslenmede saglikli tiikketim kaliplarini tesvik etmesini saglayan
daha gelismis okuryazarlik becerileri gerektirir. Yeni medya temelli saglik
okuryazarliginin artirilmasi teknopark calisanlarinin dengeli ve saglikli beslenme

davraniglarin1 benimsemelerine yardimet olabilecegi anlamina gelmektedir.

Aragtirma Sorusu 6: Sonuglar miidahalenin deney grubu tlizerinde saglik okuryazarligi
acisindan istatistiksel olarak anlamli bir etkiye sahip oldugunu gostermistir. Saglik
okuryazarlig1 iizerine yapilan arastirmalar kisiler saglik bilgilerini ne kadar sik
sorgular ve yorumlarsa o kadar ¢ok 6zgulivene sahip oldugunu gostermistir. Daha genel
bir sonug olarak ise saglikli yasam davranigini benimsemenin dnemli bir gostergesi
olan 6z yeterligin, yasam deneyimiyle dogrudan ilgili oldugu, saglik okuryazarligi
beceri setleriyle de ilgili olabilecegi belirtilmistir (Bandura & Walters, 1977). Daha
once rapor edilen verilerden de anlasilacagi gibi bir¢ok kisinin medya kaynaklarindan
saglik bilgilerine ulagsmasi i¢in sosyal destegin kritik 6neme sahip oldugu aciktir.
Saglik okuryazarligi hem hastaliklar1 6nlemenin hem de etkili saglig1 gelistirmenin 1yi

bilinen ve temel bir bilesenidir.

Arastirma Sorusu 7: Ortalama skorlara bakildiginda, deney grubunda 6n testten son
teste ise devamsizlik skorlarinda azalma oldugunu, kontrol grubunda ise 6n testten son
teste ise devamsizlik skorlarinda artis oldugunu goriilmiistir. Ancak sonuclar
midahalenin deney ve kontrol gruplarini devamsizlik agisindan 6nemli Olgiide
etkilemedigini goOstermistir. Mevcut calismada, ise devamsizlik oranlarinin
istatistiksel olarak anlamli bir sekilde azaltilamamasinin temel nedeni Tiirk isyeri
kiltiriinde ise devamsizhigin yaygin olmamasidir. 2019 yili Iktisadi Isbirligi ve
Kalkinma Tegkilati (OECD) verilerine gore Tiirkiye'de bir c¢alisan yilda ortalama
sadece 2,9 giin ise gelmemektedir. Ote yandan en yiiksek is performansina sahip
ulkelerden Litvanya'da bu rakam yilda ortalama 26,2 giin olarak hesaplanmistir. Boyle
bir kiiltiirel anlay1s, ¢alisanlarin tam performans gostermeseler bile yasadiklari saglik
sorunundan bagimsiz Kkendilerini igyerinde bulunmak zorunda hissettigini
go6stermektedir. Dolayisiyla Tiirk isyeri ortamima 0zgl bu aligkanlik arastirmadaki

devamsizlik puanlarinda herhangi bir degisiklige yol agmamuis olabilir.
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Iste varolmama agisindan miidahale ¢alismasimin deney grubunu istatistiksel
olarak anlamli bir sekilde etkiledigi gozlemlenmistir. Calismanin sonuglar1 ve
Onerileri, isyerinde saghigin tesviki ve gelistirilmesi programlariin iste var olmay1
azaltmadaki etkinliginin sistematik bir analiziyle uyumlu goriinmektedir (Cancelliere
& ark., 2011). Bu analize gore basarili ¢alisan zindeligi programlari, saglik
okuryazarligi, ¢ok katmanli bir yaklasim, kisisellestirme ve destekleyici bir yeni
medya ortami saglanmasindan geg¢mektedir. Fiziksel aktivitenin ruh halini de
iyilestirdigi ve bu durumun is performansina olumlu olarak yansidigi da gosterilmistir
(Hogan ve digerleri, 2013). Ayrica teknopark caligma ortami, is performansinin
iyilestirilmesi i¢in kisiler arasi iliskilerin gelistirilmesini ve ortakliklarin tesvik
edilmesini zorunlu kilmaktadir. Fiziksel aktivitedeki artisin is performansi seviyesini

dogrudan etkiledigi goriilmiistiir.

“Glikoz seviyeleri” halk arasinda “kan sekeri” olarak bilinmektedir. Yanlis
beslenmenin neden oldugu sersemlik ve diisiik kan sekeri hissi, duygu ve davranislari
etkiler. Aslinda beyin siirecleri enerji i¢in glikoz gerektirir ve karmasik beyin aktivitesi
acisindan ¢ok maliyetli bir igslem olan kendi kendini kontrol etme eyleminin yiiksek
oranda kandaki glikoz seviyelerine bagli olmasit miimkiindiir. Baska bir deyisle, diisiik
kan sekeri, irade kaybina ve ayni zamanda saglikli beslenme ile diizenlenebilecek olan

gorevde kalma ve kaliteli gorevleri tamamlamada yetersizlige neden olur.

Yemek yemenin uyku iizerinde giiclii bir etkisi vardir, bu nedenle beslenme
davranisinin sirkadiyen ritimler iizerinde dramatik bir etkisi olabilir (Quick ve
digerleri, 2015). Viicudun dogal bir i¢ saati vardir ve calisanlar yiyecekleri i¢
saatleriyle eslestirirse, giin boyunca verimlilikleri en iist diizeye ¢ikabilir. Uzmanlar
aksamlar1 az miktarda yiyecek tiikketmeyi, ¢ok fazla zihinsel stres altindayken yaglh
yemeklerden kaginmayi1 ve sabahlar1 ilk i olarak en biyiik 6glinli yemeyi
savunmaktadirlar (Arundell ve digerleri, 2018; Pawaskar ve digerleri, 2017). Saglikli
beslenme aligkanliklar1 beynin ve viicudun verimli ¢alismaya hazir olma durumunu

dizenler.

Aragtirma Sorusu 8: Bu arastirma sorusunun sonuglar1 nitel analiz yontemleriyle analiz
edilmistir ve sonuglar sosyal-ckolojik perspektif a¢isindan sunulmustur. Goriisiilen

kisilerden iicli ofis ve is saglig1 davranislarinda herhangi bir degisiklik olmadigini
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bildirmigtir. 10 goriismeciden 7'si ofis ortaminda yaptiklar1 diizenlemelerin faydali
oldugunu belirtse de 3 kisi aragtirmanin bu boliimiinde verilen 6nerileri uygulamaya
gecirmeyi zor bulduklari igin degisiklik yapmadiklarini belirtmislerdir. Sosyal-
ekolojik model dogrultusunda yakindan bakildiginda yapilan degisikliklerin oldukga
pratik ve erisilebilir oldugu goriilmektedir, 6rnegin calisma arkadaslarina postur
hakkinda geri bildirim saglamak veya bilgisayar ekraninin konumunu ve yiiksekligini
degistirmek gibi. Katilimcilardan bir kisi disinda hepsinin bu tiir degisiklikleri
yapmaya istekli olduklari ancak masraflarin kendileri tarafindan degil sirket tarafindan
karsilanmasini istedikleri sonucuna varilabilir. Isyerinde yapilan degisikliklerin is
performansi iizerindeki faydalari ortaya kondugunda, bu tarz ¢aligmalarin igverenler

tarafindan desteklenmesi gerektigi anlasilmistir.

Aragtirma Sorusu 9: Olumlu ve olumsuz duygulara ve bireylerin bir durumu yonetme
kapasitelerine iliskin degerlendirmelerine 6z yeterlik denir (Bandura, 2006). Bilissel
stirecler araciligiyla 6z yeterlilik inanglarmin davranigsal yetkinlik ve duygusal

yetenek lizerinde 6nemli bir etkisi vardir.

Mevcut calismanin giiglii yonlerinden biri olan yeni medya kullaniminin,
sagligi gelistirme amachi midahale c¢alismalarinda etkili oldugu goriilmistiir.
YouTube videolar1 saglik okuryazarliginin artirilmasinda arabulucu bir rol listlenmis
ve Instagram ipuglari ise verilmis olan bilgiyi destekleyerek calismay1 desteklemistir.
Bulgularin teknopark ¢alisanlarinin kisisel deneyimlerine dayandiklar1 ve bu nedenle
yeterince genellenemeyecekleri icin ¢alisma sonuglarmin diger meslek gruplari igin

genellenebilecegi yoniinde bir 6neride bulunulmamaktadir.

Yakin donemde yapilan arastirmalarda saglikla ilgili web sitelerinin
olusturulmasimi gelistirmek i¢in 6z degerlendirme araglarinin hayati 6nem tasidigi
vurgulanmistir  (Schneider ve digerleri, 2012). Ayrica katilimcilarin = 6z
degerlendirmelerinin sonuglar1 hakkinda aninda geri bildirim alabilmesi 6nemlidir. Bu
gbzlem ayni zamanda kendini izleme bilesenlerinin performans geri bildirimi ile
desteklendiginde en etkili oldugunu saptayan sistematik bir ¢alismanin bulgulariyla da

uyumludur (Michie ve digerleri, 2009).
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Arastirma Sorusu 10: Miidahale sonuglari, yazilim gelistiricisi veya uzman diizeyinde
bir ¢alisan i¢in is performansinda aylik 1.787 TL’na esit olan %14,7'lik bir artis
oldugunu gdstermistir. Bu rakam yillik bazda bakildiginda 21.444 TL’lik bir katk1
sunmustur. Arastirmalar davranis degisikligine, ¢alisan hedefli iletisimlere ve yliksek
riskli kisiler i¢in kigisellestirilmis danismanliga odaklanan programlarin, muhtemelen
olumlu bir yatirim getirisi sagladigint gostermektedir (Chapman, 2012; Pelletier,
2005). Baska bir arastirma calismasi, isyeri sagligimmi gelistirme programlarinin
devamsizlik tizerindeki etkisini aragtirmis ve Kkullanilan g¢alisma yaklagimindan
bagimsiz olarak, analiz edilen 14 ¢alismanin timiinde calisan devamsizliginda
diistisler gortildiigiinii ve yatirilan her ABD Dolar igin 2,50 ila 10,10 ABD Dolari

arasinda degisen yatirim orani lirettigini ortaya koymustur (Aldana, 2001).

Is performansmi etkileyen saglikli yasam davranislarmin basinda fiziksel
aktivite, beslenme ve stres yoOnetimi davraniglarinin oldugunu gostermistir. Bu
davraniglar teknopark calisanlar1 6rneginde incelendiginde ise tespit edilen dort
egzersiz degisim basamagi ile birlikte dort farkli alt kiimeyi olusturan gruplar
gozlemlenmistir. Egzersiz degisim basamaklar1 ile bu dort alt kiimenin kismen
eslestigi tespit edilmistir. Ayrica miidahale ¢caligmasinin fiziksel aktivite, beslenme, is
ve ofis saglhigi davraniglari, saglik okuryazarligi ve iste var olmama tzerinde olumlu
bir etkisi oldugu goriilmiistiir. Goriigmelerde katilimcilarin miidahaleden genel olarak
memnun oldugu ve muidahale ¢alismasimin ekonomik katkisinin ¢alisan basina aylik
1.787 TL oldugu belirlenmistir.

SONUC

Bulgular is performansiin fiziksel aktivite, beslenme ve stres yonetimi ile
pozitif bir iligkisi oldugunu gostermistir. Fiziksel aktivite, beslenme ve stres yonetimi
davranislari, teknopark calisanlarmmin is verimliligini artirmak i¢in degistirilmesi
gereken baslica davranislar olarak ortaya ¢cikmustir. Bu sonug saglik nedenli is kaybini
azaltmak icin olusturulacak mudahale programi (Calisma 2) tasarimu igin yol gosterici
olmustur. Fiziksel aktivite, beslenme ve stres yonetimi davraniglarindaki eksiklikler,
Tiirkiye baglaminda teknopark calisanlarinda saglik nedenli is kaybini kismen
aciklayabilmektedir.
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Orneklemdeki alt kiimeleri belirlemeye yénelik yapilan analizler, ¢ ana
yapisal sonucu gdstermistir. i1k olarak, iki asamal1 kiimeleme analizi, fiziksel aktivite,
beslenme ve stres yonetimi davranislari ile ilgili dort kiimeyi isaret etmistir. Ikinci
olarak, egzersiz degisimi basamagini olusturan bes asamanin, teknokent galigsanlari
icin dért asamali bir model olarak uygulanabilecegi ortaya ¢ikmustir. Uglinci olarak,
alt kiimeler ve basamaklar kismi bir eslesme gostermistir. Kiime 1 ile Basamak 1 ve
Kime 2 ile Basamak 2-3. Bu modelleme Calisma 2’yi olusturan miidahale tasarimimna

151k tutmustur.

Calisma 2’nin bir sonucu ise miidahalenin deney grubundaki katilimcilarin
fiziksel aktivite davranislari iizerinde 6nemli bir etkiye sahip olmus olmasidir. Ayrica
katilimcilarin bos zaman, is ve ulasim esnasindaki fiziksel aktivite davraniglarinda
degisiklikler gozlemlenmistir. Bulgular saglik okuryazarligina dayali miidahalenin
sosyal-ekolojik baglamimin katilimcilarin davraniglart {izerinde olumlu bir etkisi
oldugunu gostermistir. Nitel bulgular katilimeilarin 6grendikleri saglik okuryazarligi
becerilerini giinlik yasamlarima ii¢ alanda uyguladiklarin1 goéstermistir. Sonuglar
midahalenin fiziksel aktivite davranigina yonelik amaglarina ulasildigini ortaya
koymustur. Saglik egitimi hedefi i¢in yeni medya kullaniminin giiglii bir ara¢ oldugu
kanitlanmigtir. YouTube videolarinda sunulan bilgilerin ve Instagram igeriklerinde
paylasilan ipuglarinin, katilimcilara gilinliikk yasamlarinda degisiklik yapmalari icin

pratik yollar sagladig1 goriilmiistiir.

Calisgma 2'nin sonuglari, miidahale calismasinin stres yonetimi davranisi
Uzerinde istatiksel olarak anlamli bir etkisi olmadigin1 géstermistir. Stres yonetimini
Olgmek icin 6z degerlendirme yonteminin kullanilmasi, stres yonetimi davranigini
anlamak igin bir Onyargiya neden olmus olabilir. Ote yandan, stres yonetimi
davranigimi degistirmek i¢in yeni medya temelli bir saglik okuryazarligi tasarimi
yerine farkli bir yaklasim uygulanabilir. Ornegin profesyonel bir psikolog destegi
sunmak katilimcilarin stres yonetimi davraniglarini gelistirmenin daha etkili bir yolu

olabilir.

Sonuglarin bir bagka gostergesi, miidahale ¢alismasmin deney grubundaki
katilimcilarin beslenme davranislari tizerinde istatistiksel olarak anlamli bir etkisinin

olmus olmasidir. Saglik okuryazarligindaki artis beklendigi gibi beslenme davranist
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tizerinde etkili olmustur. Ayrica kisisellestirilmis yeni medya kullanimi, giinliik
aktivitelere uyarlanabilen ve beslenmede saglikli tikketim kaliplarini tesvik eden
okuryazarlik becerilerinin gelistirilmesinde olumlu bir etki gostermistir. Sonuglar yeni
medya temelli saglik okuryazarligi becerileri kullanmanin katilimcilara dengeli ve
saglikli beslenme davranislarini benimsemeleri i¢in gerekli araclari sagladigini ortaya

koymustur.

Midahale g¢alismasi deney grubundaki katilimcilarin saglik okuryazarligi
iizerinde Onemli bir etki gostermistir. Saglhik okuryazarligi saglik konularinin
bilgisinden daha fazlasini kapsamaktadir. Giin gectik¢e saglik okuryazarliginin
tanimlar1 daha genis ve daha kapsamli hale gelmektedir. Odak gruplu saglik egitimi
mudahale c¢aligmalarint gelistirmek ve saglik egitimini daha etkili kilmak igin
gelistirilmis saglik okuryazarligi tanimlar1 ve kavramsal modelleri, daha karmasik,
kapsamli, sosyal yonelimli, kiiltiire duyarli ve katilime1r bir egitim tasarmmini

gerektirmektedir.

Is performans: agisindan miidahale ¢alismasinin iste var olmama Uzerinde
istatistiksel olarak anlamli bir etkisi olmus, ancak ise devamsizlik tizerinde bir etkisi
olmamustir. Tiirk igyeri kiiltiiriinde ise devamsizlik yaygin olmadigi i¢in gelecekteki
caligmalarda ise devamsizlik konusu Uzerine ¢aba harcamak yerine iste varolmama

sorununa odaklanmak mantikli gériinmektedir.

Arastirmanin bir diger odak noktasi ise teknopark calisanlarinin ofis ve is
davraniglart olmustur. Nitel sonuglar, goriisiilen on kisiden Uc¢unun herhangi bir
degisiklik bildirmedigini, ancak yedi kisinin ofis ve ¢alisma davraniglarinda
degisiklikler oldugunu gostermistir. Saghk okuryazarligindaki artis, katilimcilarin
davramiglarin1 bireysel, sosyal cevre ve fiziksel ¢evre diizeyleri agisindan da
etkilemistir. Bu c¢ok seviyeli sonuglar, saglik okuryazarliginin sosyal-ekolojik

baglaminin teknopark calisanlari i¢in ise yaradigini géstermistir.

Katilimcilar miidahale ¢alismasmma katilmaktan genel olarak memnun
olduklarini ve mutlu olduklarin1 bildirmislerdir. Ortak memnuniyet noktalarinin, artan
farkindalik, kolay erisilebilir igerikler ve 6z degerlendirme imkanlarinin olmasi oldugu

tespit edilmistir. Glinliik aktivitelerinin bir pargasi olarak saglik okuryazarligi
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iceriklerini YouTube ve Instagram iizerinden kolaylikla takip edebilmislerdir. Ayrica

web sitesindeki 6lgme araglarini kullanarak kendilerini degerlendirebilmislerdir.

Miidahale sonuglari, yazilim gelistiricisi veya uzman diizeyinde bir ¢alisan i¢in
is performansinda %14,7'lik bir artis oldugunu gostermistir. Bu rakam Tirkiye'de
teknopark calisan1 basina yillik 21.444 TL'ye denk gelmektedir. Bu durum is
verimliligini artirmak i¢in saglik okuryazarligi odakli miidahalelerin yatirim orani
dahilinde ekonomik sonuglar sagladigini ve bu tarz programlara yatirim yapilmasi

gerektigini gostermistir.

Sonu¢ olarak bulgular sosyal-ekolojik baglamda tasarlanmis saglik
okuryazarligi odakli bir midahalenin fiziksel aktivite, beslenme, is ve ofis
davraniglari, saglik okuryazarligi ve is yerinde bulunmayi tesvik etmede etkili
oldugunu gostermistir. Saglik okuryazarligi odakli tasarimlarda, hedef kitle odakli
yeni medya dikkatli bir sekilde arastirilmali ve tasarimlar kisilerin ihtiyaglarina gore

sekillendirilmelidir.

217



G. CURRICULUM VITAE

Personal Information

Name-Surname : Hakan KURU

E-mail : hakankuru@aol.com

Birth

Education

Degree : Ph.D.

Field : Physical Education and Sports
Institution : Middle East Technical University
Degree . Graduate/M.S.

Field : Physical Education and Sports
Institution : Middle East Technical University
Degree : Undergraduate/B.S.

Field : Food Engineering

Institution : Middle East Technical University
Publications

Book Chapter

Kuru, H. (2018). Behavior Change Techniques Used in Mobile Applications
Targeting Physical Activity: A Systematic Review. Current and Emerging mHealth
Technologies: Adoption, Implementation, and Use, 23-35.

Refereed Journals

Kuru, H., & Balkan, C. (2019). Saglik ve is performas1 6lgegi’nin Tiirk¢e’ye
uyarlanmasi: guvenilirlik ve gecerlilik analizi. Journal of Ekonomi, 5-9.

218


mailto:hakankuru@aol.com
Rectangle


Kuru, H., & ince, M. L. (2017). Health promotion needs and ICT supported health
coaching expectations of white-collars by exercise stages, sex and daily time
slots. Pamukkale Journal of Sport Sciences, 8(2), 41-57.

Conference Presentations

Sakmar-Balkan, E., & Kuru, H. (2019). The health-promoting behaviors for married
couples. In Book of Proceedings of the International Psychological Applications
Conference and Trends.

Sakmar-Balkan, E., & Kuru, H. (2019). The Attachment Avoidance in Marital
Relationship in Turkey. In Xvi European Congress Of Psychology (pp. 1322-1322).

Kuru, H., Sakmar, E., Aydm Son, Y., ince, M.L.,(2016) The Relationship Between
Physical Activity Level, Quality of Life and Work Performance in Technopolis
Employees, 15™ International Sports Science Congress, Antalya.

Kuru, H., & Ince, M. L. Identifying the Health Promotion Needs of White Collars to
Support by Information and Communication Technologies, in European College of
Sports Science (ECSS), 2015, Malmo.

Kuru, H., & Kuru, A. (2014, June). Exploring possibilities of designing virtual
personal health coach in relation to gender differences. In International Conference
of Design, User Experience, and Usability (pp. 63-71). Springer, Cham.

Kuru, H., Sakmar, E., Aydm Son, Y., Ince, M.L., Teknokent Calisanlarinin Sagliklt
Yasam Davranislar1 ve Demografik Ozelliklerinin Is Performans ile iliskisinin

Incelenmesi, 19 International Sport Sciences Congress, 2021, Antalya

219



H. TEZ iZiN FORMU / THESIS PERMISSION FORM

ENSTITU / INSTITUTE

Fen Bilimleri Enstitlisii / Graduate School of Natural and Applied Sciences
Sosyal Bilimler Enstitisii / Graduate School of Social Sciences
Uygulamali Matematik Enstitiisii / Graduate School of Applied Mathematics

Enformatik Enstitiisii / Graduate School of Informatics

U E O

Deniz Bilimleri Enstitiisii / Graduate School of Marine Sciences

YAZARIN / AUTHOR

Soyadi / Surname : HAKAN
Adi / Name : KURU
Béliimii / Department : BEDEN EGITiMi VE SPOR/PHYSICAL EDUCATION AND SPORTS

TEZIN ADI / TITLE OF THE THESIS (ingilizce / English) : Calisan Ihtiyaclar1 Temelli Zindelik

Programinin Tasarlanmasi Ve Degerlendirilmesi / Designing and Evaluating A

Need-Based Employee Wellness Program
. R 0
TEZIN TURU / DEGREE: Yiiksek Lisans /Master [ |  Doktora /PhD

!

1. Tezin tamami diinya ¢apinda erisime agilacaktir. / Release the entire
work immediately for access worldwide.

L

2. Tezikiyil siireyle erisime kapali olacaktir. / Secure the entire work for
patent and/or proprietary purposes for a period of two years. *

3. Tez alti ay siireyle erisime kapali olacaktir. / Secure the entire work for
period of six months. *

!

* Enstitli Yonetim Kurulu kararinin basili kopyasi tezle birlikte kiitiiphaneye teslim edilecektir.
A copy of the decision of the Institute Administrative Committee will be delivered to the library
together with the printed thesis.

Yazarin imzasi / Signature  .......ccceeeeeeveennne. Tarih / Date c.oovevevveeeeveeee.

220



	PLAGIARISM
	ABSTRACT
	ÖZ
	DED
	ACKNOWLEDGMENTS
	LIST OF ABBREVIATIONS
	INTRODUCTION
	1.2. Significance of the Study
	1.3. Research Questions
	1.4. Definition of Terms and Concepts

	LITERATURE REVIEW
	2.1. Concepts of Health of Terms and Concepts
	2.1.1. Health
	2.1.1. Wellness
	2.1.2. Difference Between the Concepts of Health and Wellness

	2.2. Lifestyle Behaviours
	2.2.1. Physical Activity Behaviour
	2.2.2. Nutrition Behaviour
	2.2.3. Stress Management Behaviour
	2.2.4. Health Responsibility Behaviour
	2.2.5. Life Appreciation Behaviour
	2.2.6. Social Support Behaviour
	2.2.7. Work and Office Behaviour

	2.3     Health Promotion
	2.3.1. Historical Evolution of Health Promotion
	2.3.2. Approaches to Health Promotion
	2.3.3. Workplace Health and Wellness Programs
	2.3.4. Workplace Health and Wellness Programs in the Literature
	2.3.5. Methods for Employee Health and Wellness Programs


	METHODOLOGY
	RESULTS
	A. APPROVAL OF THE METU HUMAN SUBJECTS ETHICS COMMITTEE
	B. QUESTIONNAIRES
	WHO Health and Work Performance Questionnaire
	Exercise Stages of Change Questionnaire
	International Physical Activity Questionnaire (Long Form)
	Diet Quality Index (DQI-I)
	D. ASSUMPTIONS
	F. TÜRKÇE ÖZET / TURKISH SUMMARY
	Kuru, H. (2018). Behavior Change Techniques Used in Mobile Applications Targeting Physical Activity: A Systematic Review. Current and Emerging mHealth Technologies: Adoption, Implementation, and Use, 23-35.
	Kuru, H., & Balkan, C. (2019). Sağlık ve iş performası ölçeği’nin Türkçe’ye uyarlanması: güvenilirlik ve geçerlilik analizi. Journal of Ekonomi, 5-9.
	Kuru, H., & İnce, M. L. (2017). Health promotion needs and ICT supported health coaching expectations of white-collars by exercise stages, sex and daily time slots. Pamukkale Journal of Sport Sciences, 8(2), 41-57.
	Kuru, H., Sakmar, E., Aydın Son, Y., İnce, M.L.,(2016) The Relationship Between Physical Activity Level, Quality of Life and Work Performance in Technopolis Employees, 15th International Sports Science Congress, Antalya.
	Kuru, H., & İnce, M. L. Identifying the Health Promotion Needs of White Collars to Support by Information and Communication Technologies, in European College of Sports Science (ECSS), 2015, Malmö.
	H. TEZ İZİN FORMU / THESIS PERMISSION FORM
	Fen Bilimleri Enstitüsü / Graduate School of Natural and Applied Sciences

