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Comprehensive Health Promotion Interventions at the Workplace:
Experiences With Health Circles in Germany
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Health circles, the central element of a comprehensive health promotion approach that has been
developed in Germany in recent years, emphasize organizational and psychosocial factors while
actively involving employees in the process. Through an extensive review the authors identified
11 studies, presenting the results of 81 health circles. The scientific quality of the datais limited:
Only 3 studies used (nonrandomized) control groups, whereas the remaining studies are based on
retrospective before-and-after comparison. Nonetheless, the available data suggest that health
circles are an effective tool for the improvement of physical and psychosocial working conditions
and have a favorable effect on workers' health, well-being, and sickness absence. More rigorous

studies are needed to confirm these results.

For some time researchers and practitioners have
called for a more integrated or comprehensive ap-
proach to health promotion (Aust, 1999; Baker, Is-
reel, & Schurman, 1996; Donadson, Gooler, &
Weiss, 1998; Frohlich & Potvin, 1999; Heaney &
Goldenhar, 1996; Murphy, 1996; Polanyi, Frank,
Shannon, Sullivan, & Lavis, 2000; Syme, 1996). The
main elements of comprehensive approaches to
health promotion at the workplace are stronger em-
phasis on organizational and psychosocial factors
that affect workers health and the participation of
employees in the process of identifying the problems
as well as developing suggestions for improvement.
Organizationa interventions face, however, a num-
ber of logistica and methodological obstacles that
make it difficult for researchers to conduct and eval-
uate these kind of studies (Kristensen, 2000). Only a
few studies exist that have implemented a compre-
hensive approach to health promotion and that use at
least a minimum of scientific methods to evaluate the
feasibility and effects of these interventions. Despite
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their limited number, these studies can help to better
understand the conditions necessary for the success-
ful implementation of organizational interventions
whose goal is to improve workers health (Golden-
har, LaMontagne, Katz, Heaney, & Landsbergis,
2001; Kompier, Aust, van den Berg, & Siegrist,
2000; Kompier, Geurts, Grundemann, Vink, & Smul-
ders, 1998). This article summarizes and discusses
the experience of a comprehensive worksite health
promotion approach that has been implemented in
German companies in recent years and gives an ex-
ample of a more integrated approach to worksite
health promotion (Mather & Peterken, 1999).

Development of Comprehensive Worksite
Health Promotion in Germany

During the last 20 years an organizational-change
oriented approach of health promotion at the work-
place has developed in Germany. This approach is
largely based on the prevention strategy described in
the Ottawa Charter endorsed by the World Health
Organization in 1986. The central targets for health
promotion activities at the worksite are seen as work-
ing conditions and their complex influences on em-
ployees health. The primary goal is to organize and
change working conditions in such ways that harmful
aspects are decreased while health-supportive aspects
of the job are increased. Participation and empower-
ment are two crucial aspectsin this health promotion
approach. Involvement in the decision-making pro-
cess and learning experiences that allow one to de-
velop one's own capacities are viewed as essential
elementsfor successin health promotion programs as
well as being health-enhancing in themselves.

258



COMPREHENSIVE HEALTH PROMOTION INTERVENTIONS

In the mid 1980s some German companies started
to experiment with such comprehensive health pro-
motion programs. However, more companies became
interested when, in 1989, the German government
promulgated a new law requiring the statutory health
insurance system to expand their general prevention
activitiesand, especially in regard to workers' health,
to explore the causes of worker illness and injuries
and to develop prevention programs. (The German
statutory health insurance system consists of fiscally
independent, not-for-profit health insurance organi-
zations called health insurance funds or sickness
funds [“Krankenkassen™] that operate under the con-
straints of a federal statute. Almost 90% of the Ger-
man population is insured by these funds [Iglehart,
1991].)

Within a few years some of the major sickness
funds set up a new infrastructure and offered a wide
variety of prevention programs to their members.
Although the original law that alowed the sickness
funds to offer prevention programs to companies has
been changed several times, programs aimed at or-
ganizational changes at the workplace continue to be
offered. Meanwhile, further legal changes were in-
troduced that require employers as well as health and
safety agencies to pay more attention to the preven-
tion of work-related diseases and include attention to
work organization and psychosocia factors (Aust,
2001; Beermann, Kuhn, & Kompier, 1999).

The German Health Circles

The intervention strategy that best represents the
implementation of workplace-related organizational
changes conducted with the participation of employ-
ees are the health circles (“Gesundheitszirkel”).
Health circles are discussion groups, formed at the
workplace, to develop change options for the im-
provement of potentially harmful working conditions
(Westermayer & Bahr, 1994). The health circle con-
cept was developed in Germany during the 1980s. It
is the result of a critical analysis of the traditional
occupational health approach that pays too little at-
tention to psychosocia stress factors and often views
employees as passive victims of their working con-
ditions (Hauss & Rosenbrock, 1984; Kompier, De-
gier, Smulders, & Draaisma, 1994; Rosenbrock,
1982). Inspired by other employee problem-solving
groups, such as the quality circles (Kopp, 1994;
Schroer & Sochert, 2000), health circles are based on
the assumption that employees are experts on their
own job conditions and demands and that this exper-
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tise should be used to develop suggestions to improve
the situation (Brandenburg & Slesina, 1994).

Scientific Background

Although not explicitly stated, the approach puts
into practice some of the key findings of the research
that has been conducted on health-enhancing re-
sources at work, as well as on the adverse health
effects of psychosocia aspects of the workplace
(Heaney & van Ryn, 1990; Hurrell & Murphy, 1996;
Kristensen, 2000; Levi et a., 2000). In accordance
with theoretical models like the demand-control—
support model (Karasek & Theorell, 1990; Theorell
& Karasek, 1996) and the effort—reward-imbalance
model (Siegrist, 1996), health circles am to reduce
potentially harmful working conditions like the com-
bination of low control and high demands or the
imbalance between high efforts and low reward.
Health circles involve employees in the decision-
making process and therefore increase their control.
Severa other models emphasize the important role of
control and its impact on coping with stressful situ-
ations (Bandura, 1995; Kobasa, 1979; Rotter, 1966).
Suggestions developed in the hedlth circles aim to
adjust the demands to the resources of employees.
The goal is to improve the communication among
employees and between employees and their super-
visors. Health circles therefore have the potential to
increase understanding of other viewpoints, reward
by supervisors, and social support. As research has
shown, the existence of stable social networks, as
well as support of coworkers and supervisors at the
workplace that provide advice, acknowledgment, and
esteem, has positive health effects and can be pro-
tective in highly stressful situations (Berkman &
Orth-Gomér, 1996; Berkman & Syme, 1979; House,
1981; Siegrist, 1996).

Problem Analysis

A health circle usually beginswith a contract being
signed between labor and management to guarantee
their commitment to the project goals. In most
projects, a committee comprised of all persons re-
sponsible for safety and health at the workplace is
formed to oversee the process. To obtain a general
overview of the health situation at the particular
company, a health surveillance report is then pro-
duced using health insurance information on overall
absenteeism rates, length of absenteeism, and dis-
eases reported as causes of absence. The health sur-
veillance report can be used to identify and observe
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departments with particularly high sickness absence
and makes it possible to create preliminary hypoth-
esis about the relationship between certain working
conditions and specific health outcomes (Ferber, 1982;
Friczewski, Maschewsky, Naschold, Wotschak, &
Wotschak, 1982; Schroer & Sochert, 2000). How-
ever, the analysis of absence data does not alow one
to draw any conclusions about causdlities, and the
information is too genera to develop adequate im-
provement suggestions. To gain more insight, this
analysis is often followed by an employee survey. In
these questionnaire surveys employees are asked to
assess the physical and psychosocial demands of
their work, strains caused by ergonomic and organi-
zational conditions, as well as their individual health
and well-being (Sochert, 1998). Sometimes addi-
tional information is obtained from workplace obser-
vation or other available data. Together the gathered
information serves as a profound analysis of work
circumstances and employees health. This problem
analysis serves as the starting point for the discus-
sions in the health circle.

Health Circle Meetings

A hedlth circle meets 6 to 10 times over several
months. Generally all meetings are held during paid
working hours and last about 90 min each. A trained
professional, usually a psychologist, facilitates the
meetings. All of the participants are invited to sug-
gest solutions to the various problems and complaints
that have been identified through the employee sur-
vey and health report. The problem analysis struc-
tures the health circle meetings and ensures that only
such topics are discussed that were seen as relevant
by a larger amount of employees. During the entire
health circle process, the results of the discussionsin
the health circles are formally recorded and distrib-
uted among all employees in that department to keep
them informed. In the last health circle meeting, all of
the participants are asked to evaluate what has been
accomplished. Sometimes an additional evaluation
meeting is held about 6 months after the last circle
meeting, to review what has been done in the mean-
time. In most hedth circles, a fina survey is con-
ducted among the participants to assess their satis-
faction with the health circle. In some cases the
survey among the employees in the department
where the health circle took place is repeated to
assess changes. The entire process of implementing a
health circle, including health report and survey,
health circle meetings, and evaluation, takes about 15
months to complete.
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The Berlin and the Diisseldorf Models

Originally, two different approaches for health cir-
cles were developed: the Berlin model (Friczewski,
1994b) and the Dusseldorf model (Slesina, 1994).
While both models follow the basic concept de-
scribed above, they differ in certain aspects such as
the spectrum of working conditions considered, the
circle structure, and the procedural design (Branden-
burg & Slesina, 1994).

In health circles following the Berlin model, em-
ployees discuss stress situations at their workplace
and learn about stress coping methods under the
leadership of an external moderator. The goa is to
create a new working climate that supports healthy
stress management. Improvement suggestions devel-
oped in the health circles are passed on to a steering
committee consisting of representatives of the com-
pany management and the personnel department, the
company physician, a member of the union works
council, and a health and safety representative. The
committee discusses the suggestions and is responsi-
ble for implementing changes.

Contrary to the Berlin model, the participants of
health circles using the Dusseldorf model come from
different hierarchica levels including employees
and, for example, foremen, a safety officer, a union
works council member, the company physician, a
safety engineer, and a moderator. The aim of the
circle meetings is to deal with working conditions
viewed by employees to be highly demanding or
somehow problematic in character and to develop
proposals for change to improve the situation (Bran-
denburg & Slesina, 1994).

Both models have their advantages and disadvan-
tages. Through the involvement of several experts,
the Duisseldorf model is advantageous as more view-
points are represented and allow for a more complete
analysis of the situation. In addition, the implemen-
tation of improvement suggestions can be discussed
immediately. On the other hand, the mixed hierarchy
circles of the Dusseldorf model make it difficult for
employees to address problems they might have with
their supervisors. Herein lies the advantage of the
Berlin model because these health circles are com-
posed of employees only (Westermayer, 1998). How-
ever, the Berlin model has been criticized for its
limited focus on stress and stress management,
whereas the scope of the Dilsseldorf model is broader
(Sochert, 1998).

Since their development both models have under-
gone several modifications that reduced their former
differences. The Berlin model broadened its perspec-
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tive on adverse health effects and health-enhancing
resources at the workplace. To assure that improve-
ment suggestions developed in the health circles
could be implemented without much delay, addi-
tional meetings with decision makers and experts
were initiated (Ducki, Jenewein, & Knoblich, 1998).
The Dusseldorf model has become more flexible in
the composition of the health circle participants. If
problems or conflicts with supervisors need to be
discussed, separate meetings without the participa-
tion of superiors are held (Sochert, 1998).

More recent developments introduce additional
separate hedth circle meetings for managers and
supervisors (Brandenburg & Marschall, 1999).
Slesina (2001) reported on companies that offer sev-
era hedth circles at different hierarchy levels.
Through the exchange and coordination of these
meetings, it is possible to address some of the more
complex work circumstances that affect employees
health.

Dissemination of Health Circles
in German Companies

The health circle approach developed by research-
ers as a tool to implement comprehensive health
promotion programs was adopted primarily by sick-
nessfundsin the late 1980s. Some of the larger health
insurance organizations developed it into a practical
program that could be implemented in awide variety
of companies. During the 1990s numerous confer-
ences, seminars, and workshops were organized by
sickness funds, unions, health and safety agencies,
commercial consultant organizations, and others to
promote the idea of health circles as well as other
methods of comprehensive health promotion.

In 1996 a survey among 19 sickness funds showed
that they had organized more than 300 health circles
(Slesing, 1996). Most of the health circles were con-
ducted in companies of the steel, metal, and chemical
industries; about 20% of the circles were conducted
in the service sector. In a survey among 447 compa-
nies of different sizes in two German states, Groben
and Bos (1999) found that about a quarter of the
companies with 500 employees or more conducted
health circlesin the past. Among companies with less
than 500 employees, however, health circles were
only conducted in around 10% of the companies.
Another survey revealed that by 1998 the Federal
Association of Company Health Insurance Funds had
conducted 86 health circles (Sochert, 1998).
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Method

To assess the effects of health circles, we conducted a
literature review. Ten German and international databanks
(Psyndex, Somed, OCLC-PsycFIRST, Medline, PsycLIT,
ZPID-Datenbank Diplomarbeiten, OCL C-Social Scilndex,
OCLC-Dissertations, OPAC of the German Library Frank-
furt, and Psychologische Online Dokumente) were searched
for documents published between 1980 and 2001 using the
key words health circle or health promotion circle. In
addition to the databank search, journals, books, and con-
ference proceedings were searched by hand. Studies were
selected for the review only if they used the concept of
health circles to improve the health and well-being of em-
ployees. The methodologica standard for the evaluation in
each study was rated according to the research design rating
proposed by Wilson (1996). Five categories of studies are
defined, varying from evidence that is descriptive or anec-
dotal (*) to evidence obtained from a properly conducted
study with arandomized control group (*****). Although a
restriction to studies with research ratings of four or five
stars (properly conducted study with a randomized [*****]
or nonrandomized [****] control group) would have been
more desirable from a traditional methodological stand-
point, we decided to also include studies with a three-star
(***) research design rating (evidence without a control
group or randomization but with an evaluation). In accor-
dance with other reviews that used this approach (Kompier
& Cooper, 1999; Kompier et a., 2000; Kompier et a., 1998;
Murphy, 1996), we based this decision on the fact that it is
extremely difficult to implement the experimental study
design in workplace intervention studies (Kristensen, 2000)
and on the call to broaden the concept of acceptable study
designs in this area of research (Griffiths, 1999; Mergler,
1999).

Results
Sudies Included

Through both the databank and hand search, 82
documents were identified that addressed the issue of
health circles as atool to improve workers' health in
Germany. Because of the often weak methodological
standard of the studies or overviews, the majority of
the documents were found in publications with less
rigid requirements regarding scientific methods. Only
19 of the 82 documents were published in scientific
journals, 28 were book chapters, 15 documents were
published in journals of associations like sickness
funds, 6 were whole books on the subject, 9 docu-
ments were study reports published in conference
proceedings, and 5 were master’s theses.

Almost half of these documents, 38, were general
overview articles or books that described the health
circle idea and gave advice on how to use this ap-
proach, sometimes including praxis examples. The
other 44 documents, however, explicitly reported
about one or more health circles. Of these documents,
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21 were excluded, because they only gave a short
summary of the experiences with health circles usu-
ally described in general terms without any reference
to the methods used. The remaining 23 documents,
which fulfilled all inclusion criteria, reported the re-
sults of 11 independent studies. Only 15 of these 23
documents were needed to provide all relevant infor-
mation about the 11 studies reviewed in this ar-
ticle (Beermann et a., 1999; Ducki et al., 1998;
Friczewski, 1994a; Friczewski et al., 1990; Konradt,
Schmook, Wilm, & Hertel, 2000; Lick, 1999; Mller
& Minch, 1997; Minch, 1996; Pluto, Nolting, &
Zober, 1997; Riese, 1998; Rudow & Demuth, 1997,
Slesing, 2001; Sochert, 1998; Wellendorf, Wester-
mayer, & Riese, 2001; Westermayer & Wellendorf,
2001).

Description of Sudies

The 11 studies reported 81 hedlth circles in 30
different companies (see Table 1). More than half of
the health circles (43 of 81) were conducted in steel
industry companies, 12 in the chemical industry, and
5 in hospitals. The other 21 circles were distributed
among companies and organizations in different ar-
eas of the production sector, telecommunication, and
service industry.

Eight of the 11 studies reported about one, two, or
three health circles conducted mostly during the
1990s in the context of one and the same study in one
company or organization. Two studies (Slesina,
2001; Sochert, 1998) summarized a number of health
circles conducted between 1985 and 1997 in avariety
of companies. The majority of the health circles (73
of 81, or 90%) followed the Diisseldorf model (mixed
hierarchy meetings; Beermann et al., 1999; Miinch,
1996; Pluto et a., 1997; Rudow & Demuth, 1997,
Slesina, 2001; Sochert, 1998), whereas in 5 studies
(eight health circles) the composition of the health
circle meetings followed the Berlin model (employ-
eesonly; Ducki et al., 1998; Friczewski, 1994a; Kon-
radt et al., 2000; Luck, 1999; Wellendorf et a.,
2001). Most studies, however, used one or the other
model only as a general guide and made changes
according to the actual situation.

Used Evaluation Methods

Only 3 of the 11 studies (Konradt et al., 2000;
Pluto et a., 1997; Wellendorf et a., 2001) used
(nonrandomized) control groups to evaluate at least
some of the measured effects (research rating: **** ),
but even these studies conducted just basic evaluation
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procedures. The most common evaluation method
was a retrospective before-and-after comparison ei-
ther solely by health circle participants (Friczewski,
1994a; Konradt et al., 2000; Lick, 1999; Rudow &
Demuth, 1997) or by health circle participants plus
al or some of the employees in the departments
where the health circle had been carried out (Beer-
mann et al., 1999; Ducki et a., 1998; Minch, 1996;
Sochert, 1998; Wellendorf et a., 2001). For 24 of his
25 hedlth circles, Slesina (2001) used a retrospective
assessment  through health circle participants,
whereas in 1 circle a pretest—posttest questionnaire
survey with al employees in the intervention depart-
ment was conducted. Pluto et al. (1997) used a ret-
rospective questionnaire survey for the evaluation of
the health circle only among employees in the inter-
vention department. Just 3 studies (Friczewski et al.,
1990; Konradt et al., 2000; Slesina, 2001) used sta-
tistical analysis for at least some of their data,
whereas most of the other studies only reported the
frequencies of their retrospective surveys. However,
in 5 of the 7 studies without a control group, sickness
absence rates before and after the intervention were
compared (Beermann et al., 1999; Ducki et al., 1998;
Lick, 1999; Rudow & Demuth, 1997; Sochert,
1998). These absence data were usually taken from a
company health surveillance report conducted by a
health insurance. Despite the limited use of more
reliable methods, all 11 studies looked into a number
of subjective and objective effects to evaluate the
processes and outcomes of their interventions.

Satisfaction With Health Circles

Overall the participants reported high satisfaction
with the composition of the group, number of meet-
ings, as well as the whole process of identifying
problems at work and developing suggestions for
improvement. Rudow and Demuth (1997) found that
health circle participants were highly satisfied with
the cooperation within the health circle but not sat-
isfied with the information flow within the company
about achievements of the hedlth circle. In one study
(Pluto et ., 1997) more than 40% of employees in
the health circle departments did not approve of the
health circle approach.

Implementation of Improvement Suggestions

Most companies implemented a substantial part of
the improvement suggestions developed in the health
circles (see Table 2). In seven studies (64 health
circles) it was assessed that 45% to 86% of the
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Table 1
Methodological Aspects of Studies Included in the Review
No. and type of
health circles
Author(s) (HC9) Type of evaluation

Wellendorf et a. (2001), 1 HC Before-and-after survey with HC participants (n = 9) and HC department

Westermayer and Berlin model employees, retrospective survey in control shift (total of both shifts N

Wellendorf (2001), = 103)

Riese (1998) Control group: yes; statistical analysis: no
Pluto et al. (1997) 3 HCs Retrospective questionnaire survey about HC, before-and-after

Duisseldorf model

questionnaire about health complaints only in HC department (N = 97)

Control group: yes; statistical analysis: no

Retrospective questionnaire survey 2 months after last HC meeting with
HC participants (n = 11) and control group (n = 12)

Control group: yes; statistical analysis: yes (analysis of variance)

Konradt et al. (2000) 3 HCs
Berlin model
Sochert (1998) 41 HCs

Dusseldorf model

Retrospective questionnaire survey among HC participants (n = 386) and
among al employees in HC departments (N = 2,244, including HC

participants) 6 months after last HC meeting
Control group: no (but comparison of sickness absence data in one
company); statistical analysis: no

Slesina (2001) 25 HCs

Dusseldorf model

Retrospective group discussions only with HC participants in 19 HCs,
retrospective before-and-after comparison with HC participants of 5

HCs, before-and-after survey with all employees in one HC department

(N = 44)

Control group: no; stetistical analysis: yes (chi-square test, but only for
one HC department)

2 HCs
Dusseldorf model

Miller and Miinch
(1997), Muinch (1996)

Retrospective group discussions with HC participants (n = 14) as well as
with employees of the HC departments (total N = 33)

Control group: no; stetistical analysis: no

Retrospective group discussion with HC participants (N = 8) 6 months
after last HC meeting and group discussion with supervisors and

employees in the HC department
Control group: no (but comparison of sickness absence data); statistical

Retrospective survey only among HC participants
Control group: no (but comparison of sickness absence data); statistical

Before-and-after survey only among HC participants (N = 30),
assessment of medical parameters before and after the HC meetings
Control group: no; statistical analysis: yes (same-group, before-and-after

comparison significance test)

Ducki et al. (1998) 1HC
Berlin model
analysis: no
Liick (1999) 1HC
Berlin model
analysis: no
Friczewski (1994a); 2 HCs
Friczewski et a. Berlin model
(1990)
Beermann et a. (1999) 1 HC

Duisseldorf model

Retrospective questionnaire survey among HC participants (n = 9) and
with employees in the HC department (n = 135) 6 months after last
HC meeting

Control group: no; stetistical analysis: no

1HC
Dusseldorf model

Rudow and Demuth
(1997)

Retrospective questionnaire survey only among HC participants (N = 11)
Control group: no (but comparison of sickness absence data); statistical
analysis: no

improvement suggestions were implemented within 6
to 12 monthsfollowing the final health circle meeting
(Beermann et al., 1999; Brandenburg & Slesina,
1994; Lick, 1999; Pluto et a., 1997; Rudow &
Demuth, 1997; Sochert, 1998; Wellendorf et al.,
2001). Sochert’s (1998) study of 41 hedth circles
revealed that the highest rate of implementation was
with regard to suggestions to improve the psychoso-
cial situation (67% of all suggestions were imple-

mented after 6 months), followed by organizational
and environmental improvement suggestions (60%)
and suggestions to reduce physical strain (54%). In
the study by Rudow and Demuth (1997) in a public
transportation company, in which 24 of the 28 (86%)
developed suggestions were implemented, the
changes included substantial ergonomic (i.e., im-
proved drivers seat and cab), technica (i.e, im-
proved air condition and automatic bus-stop an-
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Table 2
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Impact of Health Circles (HCs) on Workplace Conditions and Health and Well-Being

Author(s)

1. Workplace conditions: Implementation of suggested workplace improvements and
impact of these changes

2. Health and well-being: Changes in health measures, health behaviors, work satisfaction,
coping, and sickness absence

Wellendorf et al. (2001),
Westermayer and
Wellendorf (2001),
Riese (1998)

Pluto et al. (1997)

Konradt et al. (2000)

Sochert (1998)

Slesina (2001)

Miller and Miinch
(1997), Miinch (1996)

Ducki et al. (1998)

Liick (1999)

Friczewski (1994a),
Friczewski et al.
(1990)

Beermann et al. (1999)

Rudow and Demuth
(1997)

1. 66% of suggestions implemented; improvement of working conditions (reported by HC
participants and employees in HC shift) and communication (reported by HC
participants only); control group reported no changes

2. Work satisfaction and self-efficacy increased in HC shift employees; no change in
sickness absence

1. 66% of suggestions implemented; 20% of employees in HC departments reported
improvements but 58% did not; 4% reported that HC lead to unfavorable results

2. Long-term sickness absence and sickness absence due to low back pain increased in
entire company

1. Not measured

2. HC participants reported statistically significant more positive change in coping with
stressors than control group

1. 60% of suggestions implemented; improvements in social support, work circumstances,
and decision authority reported by 40% to 55% of employees in HC departments

2. Subjective health increased in 40% of employees in HC departments; sickness absence
decreased from 10% to 5% in 1 company with 6 HCs

1. 45% of suggestions implemented in 16 HCs; “somewhat” improvement of working
conditions reported by “majority” of HC participants

2. Participants in 5 HCs reported improvements in physical strain, work climate, and

relationships to colleagues and supervisors; for al employees of one HC department a

nonsignificant decrease of neck, shoulder, back, and eye pain and a nonsignificant

increase of leg, feet, and joint pain were found

“Some” suggestions implemented; improvement of information flow, communication,

cooperation, team meetings, working atmosphere, and quality of patient care; health

promoation activities were initiated due to improved involvement of employees

2. Sickness absence decreased by 2% in HC department

1. “Maority” of suggestions implemented; improvement of communication and
information flow, work infrastructure, equipment, and influence of direct supervisors; a
supervisor training was initiated to improve communication and leadership skills

2. Sickness absence decreased in HC department and increased in rest of company

1. 59% of suggestions implemented; improvement of employee evaluation, ergonomics,
and education about lifting techniques; introduction of team structure and job rotation,
some higher wages, more employees hired during summer vacations

2. Turnover rate decreased by 40% in HC department; sickness absence decreased from
10.2% to 7.4%, absence due to musculoskeletal disorders decreased by 50% in HC
department

1. “A few” suggestions implemented; improved communication with supervisors and
colleagues

2. Statistically significant improvement of stress coping, cardiovascular risk factors,

psychological well-being, work satisfaction, and “some medical parameters’ in the

intervention group

64% of suggestions implemented; improvements of stressful workplace conditions

reported by about 60% of employees in HC departments; improvements in

communication patterns (reported by 100% of supervisors and 87% of employees),
work atmosphere (100% supervisors, 60% employees), relationships and behaviors

(80% supervisors, 56% employees)

2. Not measured

1. 86% implemented; improvements of communication, ergonomic, technical, and
organizational aspects

2. Sickness absence decreased from 13% to 10% in the entire company

[

=
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nouncements), and organizational (i.e., reduced ticket
sale through driver) improvements. Among the
changes in the study by Luck (1999) in another
transportation company were the introduction of
team structure and job rotation to improve commu-
nication, some higher wages, and the hiring of more
employees during summer vacation times. Ducki et
al. (1998) reported that the majority of improvement
suggestions had been implemented, whereas Miinch
(1996) reported that some of the suggestions had
been implemented within 6 months of the final health
circle meeting. In the study by Ducki et al. (1998),
conducted in a power plant, additional work equip-
ment was provided, shower rooms were improved,
and a supervisor training was initiated to im-
prove communication and leadership skills. Only
Friczewski (1994a) stated that although suggestions
were developed and discussed in the hedlth circle,
just afew were actually implemented by the steering
committee. This study is one of the early pilot studies
in which the Berlin model was tested. Because the
outcome was not satisfactory owing to insufficient
involvement of the steering committee, it was con-
cluded by Friczewski (1994a) that the Berlin model
needed to develop further to increase the active in-
volvement of the steering committee.

Improvement of Working Conditions

Except for one study that focused mainly on cop-
ing strategies (Konradt et al., 2000), al studies found
at least some improvements in working conditions.
Stress was reduced because of better work organiza-
tion, and physical strain was reduced by supplying
better work equipment, technical, or ergonomic im-
provements. Sochert (1998), in his analysis of 41
health circles, found that almost 60% of al circle
participants reported positive changes, and an addi-
tional 35% reported some improvements in their
work situation. A survey of al employees in the
respective departments where the circles had been
conducted (N = 2,244) reveaed that 55% of the
employees experienced “some”’ or “significant” im-
provements in their social support and reward at
work, 53% reported improvements in work equip-
ment, and 50% saw improvements in their decision
authority at the workplace. Further investigations in
one company in which six circles had been conducted
showed that almost half (48%) of the 156 improve-
ment suggestions had a positive cost—benefit ratio,
that is, the costs for implementation of these sugges-
tions were lower than the expected savings (Sochert,
1998). In most studies the communication within the

265

company and social support from supervisors and
colleagues were positively affected. Wellendorf et al.
(2001), however, found that only health circle partic-
ipants, but not the other employeesin the intervention
department, reported improvements in communica-
tion. In the study by Pluto et a. (1997), aimost 60%
of employees in the health circle department did not
see any improvements in working conditions. The
authors noted, however, that the survey was con-
ducted before many of the improvement suggestions
had been implemented.

Health Effects

Five studies (Friczewski, 1994a; Konradt et 4.,
2000; Slesina, 2001; Sochert, 1998; Wellendorf et dl.,
2001) evaluated the effect of the health circles on
health. All five studies used self-rated health as an
outcome. In addition, Friczewski et al. (1990) aso
included some objective measurements in his analy-
sis. Two of the five studies used control groups
(Friczewski, 1994a; Wellendorf et a., 2001), and
three studies used some statistical analysis for the
evaluation of this outcome (Friczewski et al., 1990;
Konradt et a., 2000; Slesing, 2001). Four of the five
studies reported positive changes in self-rated health.
Sochert (1998) found that 40% of employees in the
health circle departments reported “strong” or
“some” improvements in their health status. Wellen-
dorf et al. (2001) found substantial improvements in
work satisfaction and self-efficacy in employees be-
longing to the shift group in which the health circle
had taken place, but the authors did not report if there
were changes in health in the control group. Konradt
et a. (2000) showed that compared with the control
group, health circle participants had statistically sig-
nificant, more positive changes in three measured
stress indicators. Friczewski (1994a) found statisti-
cally significant improvements in psychological and
physical well-being and work satisfaction among the
health circle participants. Slesina (2001) reported im-
provements in some of the self-rated health out-
comes, but none of them were statistically significant.
Regarding objective health measurements, Fricze-
wski et a. (1990) compared some medical parame-
ters (e.g., triglycerides, cholesterol) of the hedlth cir-
cle participants before and after the intervention and
found statistically significant improvements.

Effects on Sckness Absenteeism

Seven of the 11 studies evaluated the effects of
health circles on sickness absenteeism. In all of these
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7 studies, the evaluation was based on company or
health insurance data on sickness absence. The re-
sults were presented as a simple before-and-after
comparison without any statistical tests. Except for
one study (Pluto et al., 1997), no control group was
used for this evaluation. This study found that sick-
ness absence rates had increased in al groups (Pluto
et a., 1997). No changes in sickness absence were
found by Wellendorf et al. (2001). In five studies,
however, sickness absenteeism decreased substan-
tially. Luck (1999) reported a decrease of sickness
absence from 10.2% in 1996 to 7.4% in 1998 in the
company in which the intervention had taken place.
A further analysis revealed that during this time span
sick days due to musculoskeletal disease had de-
creased from 2,000 to 1,000 days per 100 insured
full-time employees. Furthermore, the turnover rate
in the intervention company was decreased by 40%.
Munch (1996) reported a decrease in sickness ab-
sence rate of 2% in the intervention departments but
stated that the relationship of this change to the
intervention remains unclear. The absence rate in the
intervention company studied by Rudow and Demuth
(1997) decreased from 13% to 10% during the inter-
vention period. The authors stated that this reduction
was due to the substantial changes in the ergonomic,
technical, and organizational work environment,
which were implemented during the intervention.
Sochert (1998) found that in one company (with six
health circles) sickness absence rate was decreased
by half, from 10% to 5%. Because of this reduction,
an overall saving of about $1 million was achieved.
The company estimated that about one third of this
effect can be credited to the health circles conducted
during this time. Ducki et a. (1998) found a reduc-
tion in sickness absenteeism rates in the hedlth circle
department and an increase in all other departments.

Discussion

Despite the rising interest in health circles across
German companies, there are amost no scientific
studies that systematically evauate the results of
these programs. Only 3 out of the 11 studies identi-
fied in this review used at least a limited control
group design, and no study was found that used
randomization. It iswell known that the evaluation of
workplace intervention projects generally face a
number of profound methodological problems (Ba-
dura & Ritter, 1998). The constantly changing envi-
ronment (i.e., mergers, reorganizations) makes it al-
most impossible to conduct experimental studies
(Kompier et a., 1998; Polanyi et al., 2000). Random-
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ization is especialy difficult to conduct in interven-
tions that are based on the active participation, en-
thusiasm, and motivation of employees and
supervisors (Nielsen, Kristensen, & Smith-Hansen,
2002). Still, thereis a clear need for more studies that
use at least a nonrandomized control group design.
The results of the 11 studies therefore need to be
regarded with caution.

Just 3 of the 11 studies used statistical methods to
evaluate their data (Friczewski et al., 1990; Konradt
et al., 2000; Slesina, 2001). This is unfortunate, be-
cause more studies could have conducted signifi-
cance testing, for example, to evaluate the reported
differences in absence rates before and after the in-
tervention. Five of the 7 studies that evaluated sick-
ness absenteeism rates found a reduction, whereas 1
study (Wellendorf et al., 2001) did not find any
changes. Pluto et a. (1997) found an increase in
sickness absenteeism rates in the intervention depart-
ments as well as in the control departments, which
was mostly due to an increase in long-term absentee-
ism that raised the rates for the entire company.
However, absenteeism is affected by multiple factors,
and rates vary because of general economic changes
(i.e., business cycles, unemployment rates), creating
substantial problems for the interpretation of these
data. Nonetheless, the available data suggest that
some of the health circles lead to ergonomic, techni-
cal, and organizational improvements as well as to
reductions in psychosocia stress. These changes
make it likely that the health circles contributed at
least to a certain extent to employees health.

It remains unclear why so few studies used statis-
tical tests to analyze their data. One reason could be
that most of the studies were conducted as practi-
cal—rather than scientific—experiments. Compre-
hensive health promotion interventions at the work-
place, like hedlth circles, need the full support and
involvement of the management and are often initi-
ated by the companies themselves. Although the
studies reviewed in this article were guided by re-
searchers, the scientific analysis of these studies
might not have been considered most important.
Rather, the main goal might have been to accomplish
a successful implementation of a health circle and
achieve noticeable improvements with regard to
working conditions, workers health, and well-being
as well as work satisfaction. Therefore companies
and employees might be satisfied with objective or
subjective improvements (reported as simple fre-
quencies) that were shown in almost al studies. It is
very likely that from their perspective, especially
the high percentage of implemented workplace
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changes— often around 60% within 6 months after
the last hedlth circle meeting—is seen as a large
success of the project.

Furthermore, the high acceptance of the health
circle concept among employees might be valued as
a positive outcome. The positive response from
health circle participants can be somewhat expected,
because they are probably motivated to see positive
results of their own efforts. The approval by other
employees in the health circle department might be
more reliable. It is therefore important to note that in
the seven studies that also surveyed the nonpartici-
pating employeesin the health circle departments, the
response was in genera positive, athough usualy
less pronounced than among the health circle partic-
ipants. Especially the study by Sochert (1998), who
conducted not only a survey with the 386 participants
of 41 health circles but also with 2,244 employeesin
the respective departments (including the health cir-
cle participants), showed that changes were noticed
also by nonparticipants. The studies by Wellendorf et
a. (2001) and Pluto et al. (1997) showed that a
positive response from employeesin the health circle
department does not come automatically. The em-
ployees in the Wellendorf et a. study, who did not
participate in the health circle, did not report any
improvements in communication, whereas the health
circle participants did; and 60% of the employeesin
the health circle department in the study by Pluto et
a. did not see any improvements in working condi-
tions. In the later study, however, the survey might
have been conducted too soon, that is, before many of
the suggested changes had been implemented.

Most health circles followed the Diuisseldorf model
or a variation of this approach. Apparently the
broader focus on al workplace issues that might have
a negative effect on workers health and the hetero-
geneous composition of the health circle participants
that allow immediate discussions between employees
and supervisors proofed to be more practical than the
Berlin model. However, since their development,
both models underwent several modificationsin their
conception making them more similar. Today, re-
searchers and consultants tend to use both approaches
rather freely with frequent changes according to the
situation (Slesina, Beuels, & Sochert, 1998).

It has been pointed out that health circles could be
misused by companies to give employees a con-
trolled chance to express their anger about insuffi-
cient work circumstances (Industriegewerkschaft
Metall Vorstand, 1998). There is aso concern that
health circles only give afew employees a chance to
actively participate in the discussion process and
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therefore only the health circle participants experi-
ence improvements in the communication with their
supervisors. In addition, health circles might lead to
conflicts with existing representative bodies, espe-
cially unions, because their role could be questioned
(Industriegewerkschaft Metall Vorstand, 1998). The
studies reviewed in this article show that these po-
tential problems can be solved. Almost al studies
started out with an extensive problem analysis, which
also served the purpose to inform employees about
the planned intervention. Usually the nonparticipat-
ing employees in the health circle department were
frequently updated about the development in the
health circle and invited to give their feedback. In
most studies the cooperation with representatives
from management and union was maintained
throughout the entire health circle project.

As with any review, the results reported here might
be subject to publication bias. Many more health circle
projects might have been planned but never got off the
ground or failed completely because the conditions
were not right or large mistakes were made. The re-
viewed studies show that it takes great efforts to con-
duct a hedth circle project. Nevertheless, companies
and researchers are willing to invest time, money, and
energy in these projects, because they seem to be con-
vinced that substantial improvements can be made. In
most studies the hedlth circle was part of alarger health
promotion campaign that lasted severd years, and often
the companies decided to implement additiona hedth
circles after the first one was completed. However, the
scientific proof of these successesis still very wesak, and
more and better studies are needed.

Conclusion

Heslth circles are not entirely new in principle. Other
approaches to participatory hedth promotion that
mainly focus on changes in working conditions have
been used in Germany and in other countries (Aust,
2001; Bamberg, Ducki, & Metz, 1998; Elo & Lep-
paenen, 1999; Israel, Baker, Goldenhar, Heaney, &
Schurman, 1996; Kompier & Cooper, 1999; Kompier et
d., 2000; Kompier et d., 1998; Kristensen, 2000;
Nidsen et a., 2002; Orth-Gomér, Eriksson, Moser,
Theorell, & Frediund, 1994). However, while many
other approaches never |eft the status of model projects,
hedlth circles represent a successful transition from an
approach originaly developed in research projects to a
program that is routinely used to improve employees
health by a number of companies.

Health circles embody several aspects that have
been described in concepts of comprehensive or in-
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tegrated programs of health promotion. Health circles
are useful instruments in facilitating employees’ par-
ticipation in the process of workplace improvements.
They encourage employees to identify health-pro-
moting resources in their workplace to ensure their
maintenance and improvement. Through objective
and subjective assessments of the actual work situa-
tion before a health circle is started, and through the
discussionsin the group, each health circleis custom-
tailored to the specific needs and problems of a
particular workplace, including psychosocial strains.

Although the hedlth circle approach represents a con-
cept that seems to be acceptable to both employees and
employers as a promising technique for enhancing the
health of employees, a reliable scientific proof of its
success is still missing. The reviewed studies give in-
dications for improvements in working conditions, sub-
jective and objective hedth measurements, as well as
work satisfaction and work climate, but the methods
used are very weak and mostly based on retrospective
surveys. Still, there is reason to believe that this ap-
proach can lead to reliable positive outcomes. This
review might encourage companies and health promo-
tion practitioners in Germany, and elsewhere, to con-
duct more and better studies of hedlth circles.
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