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Evaluation Plan for the Los Angeles County Department of Public Health Worksite 

Wellness Health Promotion Program 

Program Goals and Population of Interest for this Evaluation 

The primary general goal of the Los Angeles County Department of Public Health Worksite Wellness 
Health Promotion Program (LAC-DPH-WHPP) is to improve the health and productivity of County 
employees by assisting them to change the pattern of their lifestyle. The change from a  sedentary to a 
more active and healthy lifestyle be can be achieved through wellness programs (Wellness, 2010) with 
strategies for policy change, environmental change and behavior change to decrease the risk of 
developing chronic diseases. Three SMART goals which are specific, measurable, attainable and realistic  
(Issel, 2009) to improve health by modifying behavior and consequently work productivity and lessen 
the risk of chronic diseases set by the program include: to implement an annual Health Risk Assessment 
(HRA) tied to an incentive provided by health insurance carriers with a 75% participation rate by January 
1, 2009, to organize lunch time walking clubs and provide pedometers to all employees participating by 
February 14, 2008, and to achieve 60% participation rate in physical activities by June 30, 2011 (CDC, 
2011) (Wellness, 2010).  

The population of interest in this evaluation is the Los Angeles County Department of Health of more 
than 3,000 employees, who like the rest of the population in the United States, have a high mortality 
risk associated with modifiable, lifestyle related behaviors (Gould & Johnson, 2010).  Over the last 
decade California has experienced the fastest increasing rate in adult obesity than of any state in the 
nation as its physical inactivity and overweight costing an estimated $21.7 billion a year in direct and 
indirect medical care (Chenoweth, 2005). Daily work routine consisting of travel by car, minimum 
walking, and sitting behind a desk combined with inactivity at home watching television and 
computerized entertainment after a long and tiring commute contribute to sedentary behavior. 
According to Anderson et al., (2009) working conditions and worker overweight and obesity have direct 
association for occupational and chronic diseases ranging from injury, asthma, stress, musculoskeletal 
disorders, immune response, neurotoxicity, cardiovascular disease, and cancer. The worksite is an 
excellent setting to reach those at higher risk for chronic diseases and adults in general with a 
combination of educational and environmental support to change knowledge and attitudes about the 
benefits of physical activity and a healthy diet (Enbergs, L. & Sattelmair (2007). 

  

Summary of Program Activities 

The LAC-DPH-WHPP is a “comprehensive” evidence-driven health promotion program defined by Linnan 
et al., (2008) as a program that incorporate all the five key elements outlined in Healthy People 2010 
(DHHS, 2010); health education, supportive social and physical work environment, integration of the 
program into the organization’s structure, linkage to related programs, and worksite screening and 
education. Therefore, the strategy of the LAC-DPH-WHPP is to provide worksite activities and web-based 
educational modules on a diverse array of health topics to focus employee health efforts on primary 
prevention aimed to decrease the risk factors associated with cardiovascular disease, diabetes, heart 
disease, obesity, cancer and other chronic diseases and conditions (Polacseck, et al., 2006).  

Every year the wellness program has an annual kick off as the official start of a new campaign on 
wellness which inspires enthusiasm and offers the opportunity to get all the stakeholders and 
supporters together in one place to get employees familiarized with the program. Wellness Fairs are 
hosted at least four times per year throughout the County. Health screenings at the Fairs, provided by 
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County and Union sponsored medical and dental carriers include blood pressure, glucose, Body Mass 
Index (BMI), cholesterol, oral screening, vision, and DermaScan for skin cancer (Employee Wellness 
Program, 2011).  

Medical carriers also provide “Lunch and Learn Seminars and Webinars” related to the prevention and 
management of chronic diseases and other health topics such as asthma, better nutrition, diabetes, high 
blood pressure, stress reduction, exercise, depression, food safety, heart health, and weight 
management. The seminars are 45 minutes long followed by a 10-15 minute section of questions 
(Wellness, 2010). Another activity which is part of the focus of this program evaluation is the physical 
activity Walk for Wellness. The statement “according to the American Heart Association, research shows 
that it is possible to gain about two hours of life for every hour of regular vigorous exercise”, is used to 
motivate and raise interest of the employees in this 12 week free on line tracking program of the 
physical activity and calorie intake (DPH Wellness Walking Program, 2011). The program allows 
comparing worksites to other County employees who are participating. The free online tool allows 
participants to log walking times and distance traveled, map out several walking routes, track daily 
meals and snacks, access recipes and other health information, and receive weekly summaries of 
individual progress (DPH Wellness Walking Program, 2011). 

 

Evaluation Question and Significance 

The outcome evaluation measures the effect of the program on the short term, intermediate, and long 
term as indicated by the logic model (Appendix A). The LAC-DPH-WHPP has been in effect since 2008, 
which can potentially provide the desired outcomes illustrated in the model. There are a few questions 
that can be evaluated in this case such as: What went right? What went wrong? What can we do 
different in the strategic period (2012- 2014) to achieve better outcomes?  The one question focused in 
this evaluation is: Has there been any change in the attitudes and actions of the employees toward 
physical activity? 

The causes of most chronic diseases tend to be multiple and elusive. The causes involve lifestyle which 
defy environment control measures, involve peoples pleasures and immediate rewards, their 
social/physical needs, and also habits, and to some addictions (Novick, Morris, and Mays, 2007). The 
LAC-DPH-WHPP actions are long-term and least easily predicted, controlled, and measured (Enbergs, & 
Sattelmair, 2007). It is a process in which the activities not only are culturally oriented to the worksites, 
but directed toward the employees to take action by strengthening the skills and capabilities to modify 
their attitudes toward sedentary life. The actions geared to produce changes are not only aimed at the 
individual, but also to factors outside the individual; social and environmental conditions affecting the 
behaviors. According to Polacseck, et al., (2006) changing in attitudes toward physical activity, shown by 
program participation and completion rates, must be rooted in an approach based on community 
organization and community building. This approach involves community members as equal partners 
that empower participants to take control of their lives and obtain a sense of program ownership. 

 

Outcome dependent variables 

The dependent variables for this evaluation include enhanced learning, awareness, knowledge, 
perceptions, attitudes, skills and behaviors (McKenzie et al., 2009) and conditions such as increased 
literacy and self-reliance (Polacseck, et al., 2006). 

The LAC-DPH-Walk for Wellness motivates employees to increase their physical activity and make 
healthier choices by using various communication tools. Volunteer site “champions” or site coordinators 
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organize walking groups not more than 10 employees per group led by group leaders who engage 
voluntarily with at least 2 hours and 30 minutes a week of moderate-intensity physical activity for a 
minimum of 8 weeks of the 12 week program or 1 hour and 15 minutes of vigorous –intensity (DPH 
Wellness Walking Program, 2011). As mentioned previously, participants are to track their progress 
during the 12 weeks, download DPH’s walking log from the Intranet site along with the walkability 
survey assessment tool to help prioritize needs for improvement of walking routes, and sign a waiver of 
liability. A weekly online newsletter provides encouragement tips for continued participation, 
educational health information about keeping active, the week’s challenge, Department of Health and 
Human Services (DHHS) exercise guidelines, help on how to set up SMART personal goals, and tips on 
stretching and maximizing the workouts (DPH Wellness Walking Program, 2011).  

Educational and communication tools provided on the weekly basis to the Walk for Wellness 
participants coupled with health topic Webinars enhance learning, increase literacy, awareness and 
knowledge. The social group interactions and relationships developed while participating in a physical 
activity as a team enhance self-reliance, attitudes, skills and behaviors toward making life changes from 
a sedentary lifestyle to an active one.  

 

Evaluation Design and Justification 

A randomized trial which is the gold standard for the outcome evaluation is the most rigorous design but 
is not the most feasible or appropriate for a community-based (worksite) physical activity program 
(DHHS, 2011). The LAC-DPH Walk for Wellness program has collected data since its inception in 2008; 
number of participants at the beginning of the 12 week program, number of those who completed the 
program, number of days walked, participating worksites, and post program stage of change. According 
to Polacseck et al., (2006) physical activity stage of change can be measures using a five-stage algorithm 
(precontempletation, contemplation, preparation, action, and maintenance) based on exercising 4 days 
per week for 30 minutes per day, which is comparable to the DPH Walk for Wellness program carried on 
at different DPH County worksites. A quasi-experiment design would be feasible for this evaluation. In 
this design, Walking for Wellness activity participating worksites and control worksites of non-
participants from within the L.A. County are used as comparison groups.  Alternately, other California 
Public Health worksites matched on comparable demographics can be used as control comparison 
group. It is very unlikely that with the availability of public health initiatives at the workplace employing 
communication, education, and marketing techniques that another County DPH worksite used as the 
control group does not receive any intervention (McKenzie, et al., 2009). Therefore, the non-
participating employees from the same LAC-DPW worksite used as control group would be a better 
choice.  

As with any other public health promotion evaluation you have to keep in mind that the evaluation 
design must be useful, feasible, accurate and fair; accomplished by providing information that meet the 
needs of those who intend to use the evaluation findings, conducting an evaluation that is practical, 
doable, realistic, correct, and especially conducting an evaluation with awareness of the participant’s 
rights and laws of protected health information (DHHS, 2011). 

 

 

 

Data Collection Methods 
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Outcome evaluation needs to clearly identify the markers being addressed and have the baseline data 
for comparison (CDC, 2011) to determine the outcome. The LAC-DPH Walk for Wellness program, health 
risk assessment, and the health education webinars data collection for the past three years would be 
able to show a tangible result on measurable variables indicating the participants’ decreased risk of 
developing chronic diseases by health indicators measuring changes in life behavior and healthy choices 
(Wellness, 2010). For the quasi-experimental design chosen, the following data collection methods 
would provide measures of those changes: 1) Pre/Posttest surveys (two samples; quasi-experimental) 
can measure changes in attitude, knowledge, current physical activity, diet, and mental health status 
(DHHS, 2011) from an initial assessment to the completion of the Walk for Wellness program. This data 
collection method assesses also how many people walk before and after the program, as well as the 
comparison group; 2) quizzes, on knowledge acquired from the health education classes and weekly 
newsletters; 3) physical activity and diet log sheets reflect modification of lifestyle and behaviors as well 
as self-efficacy, and 4) health indicators/risk factors provide data for comparison of worksites aggregate 
screening measures such as blood pressure, cholesterol, body weight, BMI, stress, anxiety, depression, 
etc. before and after the Walk for Wellness program and the comparison group (CDC, 2011) 
administered by human resources and health carriers.  

According to the DHHS (2011) a time-series design for physical activity outcome evaluation (which 
assesses the trail use before the walking program, then every other month for one year including a 
comparison group) can be used to rule out possible effect of time itself influencing behavior in the 
worksite.  

The sampling method of this non-probability would be a quota sample which includes subjects chosen in 
approximate proportion to the population traits that they are to represent (McKenzie, et al., 2009) 
which uses a list from the groups to be compared in advance of data collection and a sample is chosen 
from this list but is not in a randomized fashion where every wellness participant is identified and has an 
equal opportunity of being included.  

 A convenience sampling method can also be of use which includes any available subject meeting the 
minimum criteria and are an accessible contact group (McKenzie, et al., 2009). This type of sampling 
method saves time, money, and effort (CDC, 2011), but has the lowest credibility and I would not 
consider it for this type of evaluation. 

 

Strengths and Weaknesses of the Design Used 

The strengths of non-probability sampling are that: it allows flexibility, is less costly, and are less time 
consuming than probability sampling (McKenzie, et al., 2009). The questionnaires, surveys, and checklist 
used for data collection for this evaluation are anonymously completed, inexpensive to administer on line, 
easy to find already in existence, relatively easy to analyze, and can provide large amount of diversified 
data. On the other hand, surveys can be impersonal, might not get accurate feedback, and wording can 
bias the participants’ responses (CDC, 2011). The weaknesses on this design and sampling method are: 1) 
it possesses a greater risk of bias than probability sampling; 2) it is not able to generalize evaluation results 
and findings to other worksites target populations, and 3) the amount of subjectivity can interfere with 
measuring changes in indicators over time, and there is no way of assessing precision or reliability of data. 
Self-reported data on food habits and amount of physical activity performed may be susceptible to recall 
bias. Another factor is social desirability, which may be more pronounced in various ethnic, 
socioeconomically, and obese subgroups (Engbers, 2007). A confounding bias to consider when making 
comparisons according to Linnan et al., (2008) is the fact that responses on surveys are also declining and 
moderate rates on non-response have a negative effect on estimates. 
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When multiple strategies are used as in this health promotion program, Novick, Morris, and Mays (2007) 
warn that internal and external validity may be jeopardized when the observed results cannot be 
attributed to the program or intervention and neither results can be generalized to other settings and 
populations since it is difficult to establish specific effects of the intervention.  Reliability as it refers to 
the extent to which the same measurement is obtained on the same occasion by the same observer, on 
multiple occasions by the same observer, or by different observers on the same occasion (McKenzie et 
al., 2009) may also be affected. Approaches to reduce these threats to measurements would include 
examining the survey questions to make sure the questions are clear and unbiased, avoiding questions 
that may guide the participant’s answers in a specific direction or that may be composed of two parts, 
and that the language used is at the level of the knowledge and understanding of the participants. The 
type of question must be geared to generate answers that provide the data needed and that are closed 
questions giving less freedom of subjective answer (McKenzie et al., 2009). 

 

Importance of the Evaluation Results 

The evaluation results provide an opportunity to make recommendations for continuing, expanding, 
redesigning, or abandoning the wellness physical activity and nutrition program as well as considering 
competing priorities and alternatives (DHHS, 2011). In a systematic review on the effectiveness of 
worksite physical activity and nutrition interventions for controlling employee overweight issues and 
obesity performed by Anderson et al., (2009) it was found that these programs achieve modest 
improvements in employee weight status during the 6-12 month follow-up. Based on nine worksite 
wellness health promotion random control trials applicable to both male and female, an average weight 
loss of 2.8 pounds (95% CI = 4.6, -1.0) and a decrease in BMI of –0.5 (95% CI = -0.8, -0.2) were achieved 
in 12 weeks walking physical activity and nutrition programs (Anderson et al., 2009).   

The outcome measures of the LAC-DPH-WHPP included baseline data of biological cardiovascular risk 
indicator; BMI, blood pressure, body fat, cholesterol, and general health as well as changes in self -
reported of physical activity and dietary intake data (Wellness, 2010). Baseline data can be compared 
with data collected after completion of the program intervention to assess behavior modification and 
risk reduction of chronic illnesses based on the aforementioned indicators. Besides, motivating 
employees to modify a sedentary lifestyle by adopting routine regular physical activity such as daily 
walking, enhanced learning, skills, knowledge, and awareness is acquired by the program participants by 
various health topics educational seminars. Educational modules influence and enrich the participants’ 
attitudes and perceptions on all aspects of life physically, mentally, and spiritually. 

The next step of the evaluation process is to communicate and disseminate the findings to stakeholders 
and human resources by listing the strengths and weaknesses of the evaluation, recommendations, 
results in tables and graphs, and a summary of the stakeholder’s roles and involvement in the project 
and follow–up plans (DHHS. 2011). 
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Please refer to attachment 2 


