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A partnership between Pitt County Memorial Hospital and the Brody School of Medicine at East 

Carolina University is at the forefront of bariatric surgery research. In more than 2,500 documented 

cases, our surgeons have seen patients overcome dependence on insulin and oral therapy in a matter 

of days. Some patients have required no further medication for as long as two decades.

The confirmation of these findings by surgeons throughout the world has led to a major grant from 

the Johnson & Johnson Corporation.The grant will help researchers find an explanation for this 

medical advance and to see if medication can achieve the same result. Dr.Walter Pories, an ECU 

professor of surgery and bariatric surgery pioneer, and his colleagues will lead a two-year clinical 

study of adults with diabetes that evaluates insulin sensitivity and glucose metabolism before and 

after gastric-bypass surgery. For more information on the study, call 252-744-3290.

Working together, Pitt County Memorial Hospital and Brody School of Medicine surgeons have 

been performing and studying gastric bypass surgery since 1978.To watch a live web cast of bariatric 

surgery at Pitt County Memorial Hospital or learn more about bariatric surgeons at the Brody 

School of Medicine and Southern Surgical Associates, visit www.bariatric.uhseast.com.

Surgery and science combine to unlock 
the secrets of diabetes

www.uhseast.com www.ecu.edu/med

Blue Cross /Blue Shield of North Carolina recognizes the surgeons practicing bariatric 
surgery at Pitt County Memorial Hospital as a Center of Excellence
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Tarheel Footprints in Healthcare
Recognizing unusual and often unsung contributions of individual citizens who have made 

healthcare for North Carolinians more accessible and of higher quality

Sharon Nicholson Harrell, DDS, MPH
Director, Dental Care Centers, FirstHealth of the Carolinas, Pinehurst, NC

North Carolina is facing one of the most severe shortages of dentists and primary dental care of
any state. Nationally, there are 5.7 dentists per 10,000 population. As of 2004, North Carolina had
4.2 dentists per 10,000.The ratio of dentists-to-population is quite different in metropolitan and
rural areas of the state,where there were 4.8 dentists per 10,000 population in urban areas and
only 3.1 dentists per 10,000 population in rural areas.

North Carolina’s ratio of dentists-to-population is 27% lower than the national average. In fact,
North Carolina ranks 47th among the states in terms of the dentist-to-population ratio.
Moreover,the maldistribution in this state that has resulted in four eastern North Carolina counties
not having a single dentist, three other counties having only a single dentist, and as many as
40 counties in North Carolina where there is no dentist willing to serve a Medicaid patient.This
means that small, rural counties in our state are in a considerably more underserved situation
than are our urban areas. Even in our metropolitan counties, obtaining services can be difficult

if one is covered only by the Medicaid program or otherwise dependent on subsidized (or free) care through local public
health departments, migrant or community health centers, or other “safety net” providers.

The good news is that there are dentists in this state, and a few major healthcare organizations, who have stepped up
to the plate and taken on the huge task of finding a better way of organizing and providing needed primary dental care
services for those most in need. One of those organizations is FirstHealth of the Carolinas, a not-for-profit integrated
healthcare system headquartered in Pinehurst in Moore County, but serving a primary service area that includes five
North Carolina counties.One of those dentists is Dr.Sharon Nicholson Harrell,who came to FirstHealth in 1998 to launch
a dental care program serving those least able to obtain dental care in the counties served by FirstHealth.Through her
efforts, three clinics have been opened under the sponsorship of FirstHealth (a full-time clinic in Southern Pines and
part-time clinics in Troy and Raeford).These dental centers employ four dentists, 13 full-time staff, and several fill-in den-
tists and auxiliaries. These dental centers have served more than 13,000 children since they opened the first clinic in
Southern Pines in 1998. Approximately 70% of children seen in the first year had either never seen a dentist or had not
seen a dentist within the last year.

Dr. Harrell came to her position in Moore County after having served for seven years as Dental Director of the
Cumberland County Health Department in Fayetteville,and before that for three years as a public health dentist in York,
Pennsylvania. After graduation from the University of North Carolina (UNC) School of Dentistry, she was a fellow in general
dentistry at the University of Maryland and then received a master’s of public health degree at the UNC School of Public
Health. When she was hired by FirstHealth, she was charged with the tasks of planning, designing, and opening three
regional centers to provide comprehensive dental care to low-income children up to age 18, administering the centers,
serving as an area dental public health consultant, and functioning as the liaison with private dentists in the local area
and the state. In each of these arenas, Dr. Harrell has become widely recognized as highly effective, and her opinions
and experience in the organization and provision of dental care to the most in-need populations of our state have been
sought by many, both in North Carolina and nationally. FirstHealth’s new dental care program for low-income children
was funded by the Kate B. Reynolds Charitable Trust and The Duke Endowment.

Charles Frock, CEO of FirstHealth, had this to say about Dr. Harrell:“She has distinguished herself professionally in many
ways.She has been nationally recognized for the way she mentors young dental health professionals.She is recognized
throughout North Carolina for her public health approach to dental care for the underserved, and she is known by her
patients and her colleagues as a completely caring, compassionate, and accessible caregiver."

Although meeting the primary dental health needs of underserved children through such special-purpose “safety net”
programs as the one begun by FirstHealth of the Carolinas is not likely to meet the majority of unmet need for these
services statewide, the 1,000 patient visits these clinics now offer each month, including 8,000 preventive dental
sealants they provide yearly, and the 100 new patients they enroll each month are significant and grateful beneficiaries
of a model program now being studied and replicated elsewhere. In Dr. Harrell’s own words,“It’s not only about filling
cavities. It’s about filling a big need in our community.”

For her untiring efforts and considerable accomplishments in meeting the dental healthcare needs of so many children
in our state, the Editors of the North Carolina Medical Journal are pleased to recognize Dr. Sharon Nicholson Harrell and
FirstHealth of the Carolinas for these contributions to the health of the Tar Heel State.

Sharon Nicholson Harrell, DDS, MPH
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The North Carolina Institute of Medicine
In 1983 the North Carolina General Assembly chartered the North Carolina Institute of Medicine as an independent,

non-profit organization to serve as a non-political source of analysis and advice on issues of relevance to the health of
North Carolina’s population.The Institute is a convenor of persons and organizations with health-relevant expertise, a
provider of carefully conducted studies of complex and often controversial health and healthcare issues,and a source
of advice regarding available options for problem solution.The principal mode of addressing such issues is through the
convening of task forces consisting of some of the state’s leading professionals, policy makers and interest group
representatives to undertake detailed analyses of the various dimensions of such issues and to identify a range of
possible options for addressing them.

The Duke Endowment
The Duke Endowment, headquartered in Charlotte, NC, is one of the nation’s largest private foundations.

Established in 1924 by industrialist James B. Duke, its mission is to serve the people of North Carolina and South
Carolina by supporting programs of higher education, health care, children’s welfare and spiritual life. The
Endowment's health care grants provide assistance to not-for-profit hospitals and other related health care
organizations in the Carolinas. Major focus areas include improving access to health care for all individuals,
improving the quality and safety of the delivery of health care,and expanding preventative and early intervention
programs. Since its inception, the Endowment has awarded $2.2 billion to organizations in North Carolina and
South Carolina, including more than $750 million in the area of health care.
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Scientific Editor, North Carolina Medical Journal

North Carolina is blessed with some of the finest medical research institutions in the world. The work of the
medical scientists that labor in our research facilities becomes complete (in many ways) and public when it is 
published in peer-reviewed journals.

While medical researchers in North Carolina have many journals to which they can submit their manuscripts,
we want them to consider keeping their work here at home.To be more specific, we invite the authors of our state
to submit their papers to the North Carolina Medical Journal.

The Journal seeks papers that convey the results of original research.We are especially interested in publishing
research papers that have relevance to the health of the people of our state.

An editor reviews all papers received and those of sufficient quality are peer-reviewed. As with any journal of
merit, only papers of high quality will be published. Papers printed in the Journal are indexed in the National
Library of Medicine’s MEDLINE public database.

We generally accept two types of manuscripts for review: (1) original clinical or health services research contri-
butions and (2) systematic reviews (both regardless of specific topic).

The North Carolina Medical Journal is published six times a year. It is distributed free of charge to the members of
the North Carolina Medical Society, the North Carolina Hospital Association, the North Carolina College of Internal
Medicine, the North Carolina Academy of Physician Assistants, the North Carolina Board of Pharmacy, the North
Carolina Association of Pharmacists, the North Carolina Division of Public Health, the North Carolina Association of
Health Plans, and the Medical Review of North Carolina.The Journal is available by subscription to others.

For guidance on manuscript preparation, authors should consult the “Author Guidelines,” which can be found
at www.ncmedicaljournal.com.

Call for Papers

Unsolicited manuscripts containing original material are accepted for consideration if neither the article nor
any part of its essential substance, tables, or figures has been or will be published or submitted elsewhere before
appearing in the Journal.

All unsolicited manuscripts submitted for peer-review must contain a brief structured abstract including the
following (when relevant): Objective; Study Design; Data Source(s)/Study Setting; Data Collection Methods;
Intervention; Principal Findings; Limitations; Conclusions; Relevance. Papers submitted without a structured
abstract may be considered incomplete and returned to the author.

Submit a cover letter and the article (via e-mail attachment) containing the double-spaced text, preferably in
Microsoft Word.The letter should indicate that the article is not under consideration for publication elsewhere and
has not previously been published in any form.

For more information visit our web site: http://www.ncmedicaljournal.com/guideline.shtml

North Carolina Medical Journal 
5501 Fortunes Ridge Drive, Suite E 
Durham, NC 27713 
919/401-6599 ext. 21 
919/401-6899 fax 
ncmedj@nciom.org

Instructions for Authors
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Abstract

Background: The amount of waiting time a patient experiences in a primary care or specialty care outpatient setting may have an
effect on patient satisfaction and may depend on other visit characteristics. We sought to investigate and quantify the association between
waiting time and satisfaction outcomes in clinics belonging to the Wake Forest University Baptist Medical Center and assess how this
relationship varies by time spent with the provider. 

Methods: Cross-sectional survey data was collected at point of care from 18 primary and specialty care clinics at the Center. Overall
satisfaction with provider care, the office ratings, and willingness to return were each rated on a 0-to-10-point scale. Multivariate and
logistic regressions were performed to examine the relationship between waiting time and outcomes. Covariates included visit time spent
with physician, patient care processes, visit convenience, and demographics. 

Results: 2,444 cases were analyzed. Waiting time significantly predicted provider ratings. When time spent with the physician was
five minutes or less, provider ratings decreased by 0.3 rating points for each 10-minute increase in waiting time. When time spent with
the physician was greater than five minutes, provider ratings decreased by 0.1 rating points for each 10-minute increase in waiting time.
The association between waiting time and office satisfaction showed a similar pattern; increased waits also decreased willingness to return
(odds decrease by 2% per minute). 

Limitations: Results may be affected by unreliability of the measures used and from possible selection bias. There is also concern over
missing confounders.

Conclusions: Our findings confirm that reduced waiting time may lead to increased patient satisfaction and greater willingness to
return in primary and specialty care outpatient settings. Furthermore, increased waiting time combined with reduced time spent with
the physician coincide with noticeable drops in patient satisfaction. 

Key words: Patient satisfaction, waiting times, CAHPS

The Relationship between Patient’s Perceived Waiting
Time and Office-Based Practice Satisfaction

Fabian Camacho, MS; Roger Anderson, PhD; Anne Safrit, BS; Alison Snow Jones, PhD; and 
Peter Hoffmann, MD, MPhil

ARTICLE

Fabian Camacho, MS, is a Research Associate with the Department of Public Health Sciences, Wake Forest University School of
Medicine. Mr. Camacho can be reached at fcamacho@wfubmc.edu or Medical Center Boulevard, Winston-Salem, NC 27157-1063.
Telephone: 336-716-5268.

Roger Anderson, PhD, is a Professor with the Department of Public Health Sciences at the Wake Forest University School of Medicine.

Anne Safrit, BS, is a Collaborator with the Department of Public Health Sciences at the Wake Forest University School of Medicine.

Alison Snow Jones, PhD, is an Assistant Professor with the Department of Public Health Sciences at the Wake Forest University School
of Medicine.

Peter Hoffmann, MD, MPhil, is Medical Director of the Wake Forest University Physicians Group.

Introduction

source of dissatisfaction with healthcare, often noted by
patients, is the amount of time they wait during an office

or clinic visit. Several studies have documented the relationship
between waiting for service and overall satisfaction, with longer
waiting times being associated with decreased patient satisfaction.
This relationship is not only localized to individual organizations
or types of care, but is well documented in general situations
involving waiting customers.1,2

The strength of the association between waiting time and
overall patient satisfaction in healthcare settings varies across
the literature. Much of this research has been conducted in
emergency departments, where waiting time may be considerable
and the level of patient discomfort may be high.3-7 Results in
this area may not apply to traditional primary and specialty care
settings, since qualitative differences between situational
emergency care and outpatient settings are substantial. Most
studies conducted in primary care outpatient settings find a
detectable relationship between waiting times and satisfaction,8-13

A
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though results seem to be less uniform than in emergency care.
The literature on perceived quality of primary care indicates

that key attributes of healthcare valued by patients are patient-
centered, including time spent with the physician, willingness
of the physician to listen to the patient, and other measures of
patient empathy.14-16 It is uncertain how waiting times combine
with these attributes to affect patient satisfaction, even though
understanding such combinations may translate to improvements
in patient care. For instance, examining how perceived wait times
and time spent with the physician combine to influence satisfaction
may help preserve satisfaction levels when time and professional
staff resources are tightly constrained, as is typically the case. 

In this study, we sought to investigate the association
between perceived waiting time and satisfaction in outpatient
settings of a large North Carolina hospital after accounting for
other factors. At the same time, we included an interaction
effect of waiting time and time spent with the provider into our
models in order to highlight how certain combinations may be
associated with particularly low satisfaction levels. Perceived
waiting time was conceptualized as a measure of a patient’s time
investment in accessing a specific set of healthcare services,
which we call “willingness to wait.” Patients who perceived
themselves as having to wait long periods of time to see a
healthcare provider on the day of their visit were hypothesized
to have a larger investment in the visit. 

Methods 

Sample
This study was observational and cross-sectional

across primary and specialty care clinic settings. Data
were collected using a validated survey methodology,17

in which a handheld computer was used throughout
a clinic business day to collect information from a
patient immediately after the patient’s clinic visit.
Convenience samples were collected from two primary
and 16 specialty care clinics in the Wake Forest
University Baptist Medical Center from May 2004
to September 2004, for an aggregated total of 2,535
patients distributed throughout 18 clinics. Only
patients who were 16 years or older in age were
selected into the sample.

Measurements 
We assessed three distinct dimensions of patient

satisfaction: an overall rating of the provider seen by
the patient using the Consumer Assessment of Health
Plans Study (CAHPS) global item18 ranging from 0
(worst provider) to 10 (best provider); a global rating
for office staff ranging from 0 (worst) to 10 (best);
and ‘willingness to return for medical care’ rating
dichotomized into willing to return versus not willing
to return. These items were taken from a more
comprehensive set of items that assessed satisfaction
with quality of care provided by the physician, which
were included in our standard survey. The three global

measures were selected as dependent variables for this based on
parsimony and ease of interpretation, consistent with scientific
literature on this topic.19

Perceived waiting times at the office were captured by
patient self-report after the physician-patient encounter, using
an item consisting of six categories: 1-5 minutes waiting time
in office, 6-15 minutes, 16-30 minutes, 31-45 minutes, and 46
minutes to 1 hour, and more than 1 hour. The shorter time
intervals at the start were chosen in order to capture waiting
time with more precision, since previous pilot data suggested
approximately 70% of the patients waited less than 15 minutes.
Waiting times in the exam room were captured in a similar
manner. 

Dansky1 showed, out of several definitions of waiting time,
that total time spent waiting in the office and exam room was
the strongest predictor of satisfaction. For this analysis, we
summed both waiting time variables to create a total waiting
time composite. We interpolated the categories of waiting time
by their midpoints (assuming an average wait of 1 hour and 15
minutes for the relatively few patients who waited more than 
1 hour) and summed the midpoints to produce a continuous
measure of time. 

Potential predictors of patient satisfaction considered in this
study are listed in Table 1. These include visit time spent with the
healthcare provider, whether visit was to a primary or specialty
care clinic, whether the patient was new to the office, self-reported

Table 1.
Population Characteristicsa (N = 2,444)

Descriptive Statistics
Mean waiting time in minutesb 20.97 (14.71)
Visit time with provider

0-4 minutes 14.3%
5-10 minutes 85.7%

Visit was convenient 86.0%
White ethnicity 82.6%
Patient saw preferred provider 34.7%
Age in yearsb 45.9 (16.97)
Highest possible provider empathy score 41.3%
Patient stress reported 45.6%
First visit 22.1%
Visit was for routine check-up 50.5%
Patient had multiple appointments 18.3%
Male gender 34.7%
General practice clinic 7.5%

Office staff ratingb 8.76 (2.26)
CAHPS provider ratingb 9.37 (1.23)
Willing to return 83%

a Restricted to patients who had a total waiting time of 75 minutes or less.

b Means are shown with standard deviations in parenthesis.



convenience of visit, reason for visit, whether the patient had
multiple appointments during the day, patient stress, gender, age
groups, and ethnicity (white versus other minorities combined).
Patient perceived stress was measured from a single item asking
“Overall, how stressful was your visit today?” Responses were
categorized into no patient stress reported versus at least some
patient stress reported. 

We also used a scale developed and validated for use on a
computer platform in order to assess provider empathy.17 This
scale is based on the premise that quality of care can be concep-
tualized as the patient’s perception of provider empathy, concern,
friendliness, and compassion.8 Consistent with previous work,
the Cronbach Alpha of this scale in the study sample was 0.93.
For analysis purposes, the scale was dichotomized into perfect
scores and scores less than perfect.

Statistical Analysis
Multivariate regression and logistic regression models pre-

dicting the three satisfaction ratings were estimated using the
Generalized Estimating Equations (GEE) method implemented
in the SAS System v9 procedure, proc genmod.20 In order to
adjust for clustering, an exchangeable working correlation
matrix was specified where the observations were clustered
according to clinic. The default robust standard errors in proc
genmod were used. 

Since 20% of the observations had missing values, we treated

missing data by conducting multiple imputations as described
in Rubin (1991).21 The MCMC method in the SAS system’s
multiple imputation22 was used to derive imputed values for all
the variables listed in Table 1. These same variables were included
in the imputation model, as well as the interaction between
waiting time and visit time. Three data sets with imputed values
were used to conduct the analysis. Wherever possible all estimates
and statistics were calculated using combined estimates of three
multiply imputed data sets.23

Results

Only patients who waited for 75 minutes or less (N = 2,444)
were selected for the analysis, as the waiting time variable for
patients waiting more than 75 minutes was considered too
unreliable, and only 3.6% patients were lost as a result.

From Table 1, mean total waiting time was estimated to be
21 minutes (Standard Deviation = 15), mean age was 46 years
(SD = 17), 83% were white and 35% male. Mean office rating
was 8.76 (SD = 2.27), mean CAHPS provider rating was 9.37
(SD = 1.23), and 83% of patients were willing to return for
care.

Regression results are shown in Table 2. Model predictors
explained approximately 23% of the variation for both the
CAHPS provider rating and willingness to return, but only 7%
of the variation for office rating. No multi-collinearity problems
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Table 2.
Regression Resultsa

CAHPS Provider rating Office Staff Rating Willingness to Return
(0 - Worst, 10 - Best) (0 - Worst, 10 - Best)
Regression Coefficients Regression Coefficients Odds Ratios

Intercept 8.76 (0.14)*** 8.54 (0.23)***
Waiting time in minutes -0.03 (0.01)*** -0.03 (0.01)** 0.98 (0.98, 0.97)
More than 5 minutes spent with 

provider 0.13 (0.13) -0.23 (0.25) 1.59 (2.39, 1.06)
Visit was convenient 0.41 (0.10)*** 0.58 (0.13)*** 2.12 (2.60, 1.73)
White ethnicity -0.04 (0.06) -0.20 (0.14) 0.92 (1.13, 0.75)
Patient saw preferred physician 0.04 (0.05) -0.01 (0.10) 1.03 (1.23, 0.86)
Highest possible provider empathy 

score 0.63 (0.04)*** 0.64 (0.08)*** 3.81 (4.89, 2.97)
Age in years 0.01 (0.00)*** 0.01 (0.00) 1.02 (1.02, 1.02)
Patient stress reported -0.42 (0.05)*** -0.50 (0.12)*** 0.46 (0.60, 0.36)
First visit -0.23 (0.06)** 0.01 (0.10) 0.53 (0.66, 0.42)
Visit was for routine check-up 0.11 (0.04)** 0.06 (0.07) 1.27 (1.52, 1.06)
Patient had multiple appointments 0.01 (0.06) 0.00 (0.11) 1.07 (1.47, 0.78)
Male gender -0.13 (0.05)* 0.09 (0.10) 1.00 (1.42, 0.71)
Generalist care clinic -0.07 (0.04) 0.18 (0.15) 1.50 (2.05, 1.11)
Interaction of total time verses visit 0.02 (0.01)** 0.02 (0.01)***
R-square estimate 0.24 0.07 0.23b

a Standard Errors are shown in parenthesis. 95% Confidence Intervals are shown next to odds ratios. Sample was restricted to patients 
who waited less than 75 minutes (97% of original sample). Coefficients and values are derived from multiple imputations with three 
replications. * implies p-value of significance test is < 0.05, ** is < 0.01, and *** is < 0.001.

b Adjusted R-square as described in Nagelkerke (1991).
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were detected in any of the three regressions, with the lowest
tolerance detected at 0.85. 

We found that physician satisfaction was lower than expected
for patients who waited more than 20 minutes and who had
short visit times of 0-5 minutes, as illustrated in Figure 1. The
interaction term consisting of waiting time and visit time with
physician tested for significance when added to the model
(p-value < 0.01). 

Satisfaction with the provider decreased by approximately 
-0.10 rating points per 10 minute increase in waiting when visit
times were five minutes or more and -0.30 rating points when
visit times were less than five minutes; office satisfaction
declined by the same rates; and the odds of willingness to
return decreased by 2% per minute. 

In addition, satisfaction with the provider was associated
with: convenience, quality of care rating, patient age, having a
stressful visit, nature of visit, and gender. The findings were
consistent by showing that a longer wait, a shorter visit time, a
more stressful visit, and lower quality rating were independently
associated with lower global satisfaction scores. 

Discussion

This study suggests that increased waiting time is an important
source of patient dissatisfaction. For situations in which the
time spent with the doctor exceeds five minutes, the regression
equations suggest the difference in provider satisfaction may
become clinically important after a 50-to-60-minute total wait, at
which time the decrease in provider satisfaction exceeds the 1/2 the
standard deviation of the CAHPS provider rating distribution. In
addition, the findings suggest longer waits and shorter visits
with the physician are, in synergy, associated with increased
erosion of overall patient satisfaction (see Figure 1). 

We conjecture that a patient’s time investment or ‘willingness
to wait’ for healthcare may itself be an indicator of patient
satisfaction, analogous to measures of revealed preference for
health outcomes, such as the standard-gamble or time trade-off

methods.24 It certainly conforms to methods employed by
economists that use consumers’ reactions to changes in price
and income to learn about their valuation of purchased goods
and services.25 Economic theory predicts that patients will be
willing to incur time and money costs that approximately equal
their valuation of the benefit that they expect to receive from
this expenditure of time and money.26,27 In this framework,
waiting time is an important component of time price, and
willingness to wait should rise with patients’ perceptions of
increased quality of care. Patients’ willingness to wait or their
“willingness to pay” for care in time units will also depend on
their wage rates and on the severity and chronic nature of their
illness. Waiting time can also be conceptualized as eroding the
value derived from a treatment.28 In this sense, it can be viewed
as the amount an individual would be willing to pay for a
reduction in waiting time. 

Willingness to wait for medical care could serve as a readily
observable indicator for ranking clinics or patient visits by
patients’ satisfaction levels. However, this does not suggest that
perspectives on the timeliness of care are unimportant. It is

important to offer brief waiting
times so that patients do not feel
discomfort or perceive barriers to
care, and to communicate respect
for the patient. Our results, however,
suggest that the threshold for what
is satisfying is partially determined
by the visit experience and suggest
that patients weigh their inconven-
ience or resource investment against
their gain to determine their will-
ingness to return.29-31 Future work
is needed to examine the concept of
“willingness to wait” more directly
and to explore its value as a measure
of patient satisfaction or quality of
care.

There are several limitations to
this study. The documented relia-
bility of the CAHPS provider rating

is fairly low, ranging as low as 0.19 for one subgroup.32 However,
despite this apparent instability, there is a consistent pattern of
predictors, which in many cases correspond to the predictors
observed for the other two markers of satisfaction, particularly
willingness to return. This agrees with other findings in literature
that have noticed an association between willingness to return
and other measures of patient dissatisfaction.9,33

Our survey did not collect additional confounders, which
may play a role in changing study results, such as general health
status,30 arriving early,8 wage rates, travel time to clinic, or
additional technical aspects of care, such as provider thoroughness.
Of the omitted predictors, general health and wage rate may be
strong predictors of the relationship between waiting time and
satisfaction. If the reason for visit proxies health status, one
might expect people in poor health to be willing to wait longer for
care since they would most likely be seeing specialists. It is not

Figure 1.
Mean Provider Ratings by Waiting Time and Visit Time
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clear that they would rate providers lower on quality. Results
here suggest that patients who visit for a routine check-up rate
their providers higher. 

Despite these limitations, our findings confirm that timeliness
is an important component of quality of care in this setting,
and that clinically significant drops in satisfaction may be
observed after a one hour wait. Although measures of patient
empathy and, thusly, of interrelated factors, such as personal
attention, communication, and interpersonal style may play a

more important role in determining satisfaction, these results
suggest that timeliness should not be ignored if patient satisfaction
rates are to be maintained, especially if the provider cannot devote
much time to his or her patients. NCMedJ
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INTRODUCTION

Policy Forum:
Worksite Health Promotion 

and Wellness

Ever since the United States Department of Health and Human Services initiated the decennial
publication of the Healthy People goals for the nation, which began under the Administration of
President Carter, ways have been sought to advance the cause of national health improvement
through initiatives that would couple a concern for health and health improvement with some of the
everyday functional activities of the American people. For the health of children, the schools have
been an important venue for a variety of health promotion program initiatives. For working-age
adults, the workplace has figured as an important target of opportunity for addressing the fundamental
health issues of our population, from disease screening to immunizations to chronic disease self-
management to lifestyle modification and health risk factor reduction. With huge proportions of
employees spending at least 40 hours per week in one or more occupational settings and consuming
a third of their meals during their time at-work, program initiatives that focus on stimulating healthy
lifestyle changes can not only improve the prospects of long-term health outcomes, but significantly
impact the healthcare cost obligations of the employing organization as well. 

In this issue of the North Carolina Medical Journal, we have chosen to focus our attention on the
potential these types of initiatives may have for businesses and industries, the reasons why some
companies have seen benefit in making such investments, why it may not be so easy to establish (or
quantify) the “return on investment” (or ROI) that can provide the rationale for these investments, and
the kinds of incentives necessary to assure adequate levels of employee participation in such programs
when they are offered at the workplace. 

We have invited a distinguished group of North Carolinians and national figures in the health
promotion field to address these issues, and we are fortunate that so many accepted our invitation.
Following an extensive Issue Brief on critical issues in this field by Dr. Joyce M. Young, the person
responsible for health promotion and wellness activities in the United States for IBM Corporation,
each author offers a particular set of observations on the way this movement in American business
has developed. We are also pleased that Dr. Alexandra Farrow, a friend and colleague of many years
who studies these issues in the United Kingdom and Western Europe offers her own view of how
these same issues have been faced on the other side of the Atlantic. 

North Carolina has a number of large, national (or international) corporations with the capacities
to provide impressive and effective health promotion programs for their employees at the workplace.
But, our state is characterized by having one of the largest proportions of small companies, many of
which could never afford to offer such services to their employees. Many cannot even afford to offer
healthcare insurance. Hence, a consideration of the value and potential of workplace-based health
promotion efforts is a matter of seemingly less importance to North Carolina health policy deliberations
than would be the case in other states. This is why our readers need to give serious attention to the
commentaries in this issue of the Journal. In these pages, one can discover not only the argument in
support of workplace-based health promotion programs, but options for small businesses to consider
if they wish to leverage local community resources and programs in support of the health promotion
interests and needs of their employees. The health of all North Carolinians is at stake. 
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A Personal Editorial Note:
With this issue, the 30th under our editorship, we conclude our stewardship of the North

Carolina Medical Journal in its new format, a venture we began in January 2002. We want to express
our deep appreciation to the hundreds of authors, reviewers, Editorial Board members, and our
colleagues at the North Carolina Institute of Medicine and The Duke Endowment who have given
us this opportunity to engage the leading policy makers, healthcare professionals, and the lay public
in lively information exchange and debate on important matters for the health of North Carolinians
and our nation as a whole. We welcome Dr. Thomas C. Ricketts III as the Journal’s new Editor-in-Chief
and wish him and his colleagues the very best as they continue this important work. Having a person
of his national reputation and ability accept this responsibility is itself a testimonial to the quality of
what this Journal has set out to achieve. 

Gordon H. DeFriese, PhD Kristie W. Thompson, MA
Editor-in-Chief Managing Editor
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ver the period since the 1980s, American business and
industry spokespersons have often expressed their

frustration and dismay over the rapid escalation of the annual
costs of medical care for their employees, dependents, and
retirees. As these companies have been forced to re-examine
their contributions to healthcare insurance, they have been
prone to focus on the impact these expenditures have on their
bottom-line and their competitive position domestically and
internationally.

In this period, there is rising concern about the ability of
businesses to manage healthcare investments, especially since,
in comparison with other nations who spend less per capita on
healthcare, life expectancy, days of disability, and overall health
status put the United States at
an unfavorable disadvantage.
Business and industry leaders
have been forced to look care-
fully at ways to stem the tide
of annual increases in health-
care costs for their employees,
dependents, and retirees. In
addition to shifting some of
the burden and responsibility
for healthcare costs to
employees through higher 
co-insurance, deductibles and
other out-of-pocket expenses,
American business and indus-
try leaders are beginning to
give attention to employee
health-related lifestyle choices and behaviors. Choices and
behaviors related to diet, exercise, tobacco and alcohol use, and
stress management affect an individual’s health risks and, in
turn, their healthcare costs. 

In an attempt to reduce their employees’ health risks (and use
of healthcare services), many American companies, particularly
larger ones, have chosen to invest in health promotion and

wellness programs. These programs may be in addition to
conventional health and safety efforts, and some are based at
the worksite, while others are offered through arrangements
with local commercial health and fitness centers or non-profit
organizations, such as local YMCAs. Companies making such
investments have used a number of rationales, some having to
do with their desire to respond to employee interest in health
and fitness; others related to concerns for overall corporate
productivity, job performance, and workplace environment, in
addition to their concerns about the cost of healthcare and its
impact on the corporate bottom line.

These programs sponsored (or arranged) by employers vary a
great deal depending on the physical location of the employer’s

facilities, the characteristics of
the employed workforce, and
the availability of staff to lead
such efforts. 

In consideration of the
issues related to worksite health
promotion and wellness pro-
gram investments, their cost
and their impact on employee
and community health, the
editors of the North Carolina
Medical Journal have decided
to devote this installment of
the Journal’s Policy Forum to
this topic. While there is con-
siderable evidence of positive
benefit accumulating from

national examples of worksite health promotion initiatives, the
extent of implementation and value of these programs here in
North Carolina is not so well documented. 

North Carolina has its own mix of large and small companies,
but a sizeable proportion (42%) of the state’s employed popula-
tion works for companies with fewer than 100 employees; 30%
work for companies with fewer than 25 employees, and 20%

Promoting Health at the Workplace:
Challenges of Prevention, Productivity, and Program Implementation

Joyce M. Young, MD, MPH

ISSUE BRIEF 

Joyce M. Young, MD, MPH, is the Well-being Director for IBM. Dr. Young can be reached at JMYoung@us.ibm.com or IBM, XE7B/205,
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work for companies with fewer than 10 employees. North
Carolina, compared to all other states, has the 14th highest pro-
portion of employees working for firms with fewer than 25
employees.1 For these smaller companies, where nearly half of
all North Carolinians work, the capability of offering any kind
of workplace-based health promotion options are limited. Yet,
there are other options for small companies choosing to support
their employees’ personal choices to promote their own health
and the health of their families. 

In his commentary in this issue of the North Carolina
Medical Journal, David Chenoweth of East Carolina University
describes the interest and adoption of these health promotion
programs in North Carolina businesses over recent decades.2 As
he points out, the content of these programs has been expanded
from simple health risk appraisals and clinical health screenings
to include a variety of worksite modifications, which include
outdoor walking and jogging trails, lunch ‘n learn tutorials on
health promotion topics, health-focused newsletters, healthful
vending machine options, and Web-based instructional programs.

In this Issue Brief, current patterns of investment in worksite
health promotion and wellness programs in the United States
are described, along with discussion of the rationale used by
businesses for these investments and the return on investment
that may be expected. The Issue Brief will also give attention to
some of the issues surrounding the development of these programs
and their potential for influencing the health of the workforce
in those industries where these programs have developed. 

The Workplace as a Focus of Health
Promotion Programs

Historically, the workplace has been recognized as an excellent
location for employee-directed health improvement interventions.
Since 63% of the adult population is employed,3 workplaces
provide an excellent opportunity to expose a large number of
adults to health promotion programs.4 Just as schools are seen as
an opportune venue for improving the health of our children,
worksites offer many advantages as a health promotion venue.
One advantage is the social nature of the work environment.
Employees interact with each other frequently, have socially
important relationships, and provide social support for each
other, which suggests that co-workers have the potential to
influence each other’s health behavior. Existing communication
channels between employers and employees also facilitate
health messaging,a which through repetition has the potential
to impact health behavior. Positive health messaging can even
extend beyond the workplace to affect employee dependents. 

Beyond the logistical advantages, the importance of the
workplace as a health promotion venue has grown each year as
double-digit increases in healthcare costs have required employers
to devote much greater effort to the challenge of allocating and
managing health-related resources. Providing health insurance

is one of the largest components of employee benefit costs,
averaging 10.5% of payroll.5 Many employers regard health
insurance as a benefit, focusing on these costs and ways to contain
further increases. As a consequence, opportunities to maximize the
value of these investments by ensuring the availability of services
that include improving health as a key component have become
a higher priority for American business and industry leaders.
Including health improvement and risk reduction as a focus in
the corporate healthcare strategy provides a means for employers
(and employees) to optimize their healthcare spending.

In general, employees view access to and the provision of
wellness programs and activities positively. They view it as an
indication of their employer’s commitment to their well-being
and, thus, view the employer more favorably. The United States
Department of Health and Human Services has announced the
goal of having as many as 75% of all worksites, regardless of size,
offering comprehensive health promotion program opportunities to
their employees as part of the Healthy People 2010 initiative.4

As Jennifer Childress and Garry Lindsay point out in this issue
of the North Carolina Medical Journal,6 recent surveys of business
and industry employers find that only 6.9% offer the program
elements that experts would consider the five key elements of
such “comprehensive” programs: viz., (1) health education, (2)
links to related employee services, (3) supportive physical and
social environments for health improvement, (4) integration of
health promotion into the organization’s culture, and (5)
employee screenings with adequate treatment and follow-up.
In other words, the national goals for worksite-based/sponsored
health promotion are ambitious, despite significant progress in
this direction among some of the nation’s leading business
organizations.

In this issue of the North Carolina Medical Journal, Michael
O’Donnell, President of the American Journal of Health
Promotion, provides a commentary7 explaining the rationale for
federal governmental incentives to encourage American businesses
and industry to invest in workplace health promotion programs
and describes proposed legislation introduced in the United
States Congress by Senator Tom Harkin of Iowa. 

Shifting the focus to regard healthcare (when it includes
health promotion and wellness components) as an investment
rather than merely a cost, necessitates identifying outcomes and
specifying measurement goals for that investment. Reasonable
expected outcomes in health improvement would include:
increasing the use of health screenings and immunizations and
reducing the health risks associated with tobacco use, physical
inactivity, and stress. Adopting benefit strategies with targeted
health outcomes are increasingly seen as yielding higher returns
than strategies designed only to contain and control healthcare
costs. The Towers Perrin 2007 Health Care Cost Survey docu-
mented that employers who made aggressive efforts to manage
health program performance—including implementing health
improvement features—succeeded in slowing the upward spiral

a Health messaging includes newsletters, web sites, posters, and other communication vehicles devoted to educating and providing 
information on health related topics.



419NC Med J November/December 2006, Volume 67, Number 6

in their own program costs when compared to similar companies
that did not make efforts to manage program performance.8

Surveyed companies with lower cost trends offered a variety of
health management programs, including those directed toward
health improvement and disease management. 

American Business-Sponsored Health
Promotion Programs Offerings and Issues 

As early as the 1970s, national interest in the potential of
workplace-focused health promotion programs had emerged as
a new emphasis in public health. Fielding and colleagues9

authored the first industry survey reporting on the extent to
which large companies had invested in these types of programs.
This initial survey was followed by others,10 and together these
sequential surveys revealed a clear trend in the direction of
more widespread investment in workplace health promotion
programming. Whereas most companies responding to these
surveys in the 1970s considered worksite programs that had a
specific focus on worker safety as “health promotion;” by the
1990s, company respondents to these surveys included a much
wider variety of options for employee consideration, and most
options were directly related to the enhancement of health status,
not merely addressing on-the-job issues of safety. 

In this issue of the North Carolina Medical Journal, Laura
Linnan and Ben Birken,11 as well as Jennifer Childress and
Garry Lindsay6 offer extensive discussion of not only the trend
toward a wider spectrum of employer offerings in the area of
health promotion and wellness, but also give a picture of the
range of companies, both large and medium-size, now opting
for investment in this area. 

The goal of workplace health improvement programs is to
help employees maintain good health and prevent disease by
adopting healthy lifestyles, lowering health threats, and increasing
the use of proven clinical preventive medical services. The methods
employ change strategies designed to help individuals incorporate
beneficial health habits into their regular life routines. These
include health education with self-care and consumerism, health
risk assessments, and behavior change programs. Delivering these
methods through a coordinated delivery infrastructure multiplies
the impact of individual initiatives. Comprehensive integrated
programs are needed to achieve greater impact. These are comprised
of: workplace policies and provisions that advocate and support a
healthy work culture; benefit design coverage for screening, clinical
prevention, health provider counseling and medications that assist
tobacco cessation and weight loss for higher classes of obesity;
access to tools for medical information search and use, including
medical treatment decision making and consumerism (commonly
called “health decision support”); Health Risk Appraisals (see text
box page 420); and effective behavior change methods and 
program evaluation that assesses the effects on employee health
status, health cost, and productivity. 

Even comprehensive wellness programs need to be integrated
within an overall strategy for employee healthcare that addresses
the other important aspects for optimal personal and business
health management, and successful implementation poses a

number of challenges. Many employees know from their own
personal experience and failure that improving health behavior is
not easy, especially when the time and energy needed to devote
is already taken up by work, family, and other commitments.
Employees may not fully understand how additional medical
expense and reduced work output personally impacts them.
These and other factors make it challenging for employers and
program managers to achieve sufficient participation in wellness
offerings. A pervasive problem is that many organizations’
programs are not robust enough to achieve the desired outcomes.
Often educational and awareness programs are good at raising
awareness, but are ineffective in changing behavior or reducing
risk. Workplace behavior change interventions are frequently
offered as stand-alone initiatives that only reach a limited pro-
portion of the work community and are too short in duration to
affect lasting change. In addition, the lack of data access and
integration prevents the feedback and monitoring needed for
improvement and performance measurement. 

While implementation is hard to do well (given it is not a sim-
ple prospect) doing nothing worsens risks, costs, and productivity
losses. Employers choose from a mix of approaches using human
resource personnel and employee wellness committees, health plan
offerings, hiring outside vendors, or a combination of approaches.
Education and awareness campaigns (employee- or plan-spon-
sored) are the most common and frequent interventions.
Integrated, comprehensive programs are the most infrequent.
Improving health is a process that requires time, and insufficient
program duration hampers impact as much as ineffective interven-
tions. Lacking vendor standards or certification, employers have to
develop their own vendor selection criteria and methods to select
which suppliers are the best fit for their work environments. 

Rationale for Company Investment in Health
Promotion Programs

It is frequently noted that 50% of chronic disease in the
United States population results from preventable causes related
to lifestyle choices, and half of all deaths can be attributed to a
limited number of preventable behaviors.12 Health risks drive
present and future costs for employers and employees. Many
companies do not recognize that the presence of common
health risks among employees may account for 15-35% of their
annual medical claims cost.13 This is magnified by the fact that
a large portion (approximately 80%) of health claims costs are
generated by a small portion of the insured employee workforce
(5% to 20%). The smaller segment draws the attention, but the
larger segment (employees in “moderate-to-good” health) offers
the better option for health promotion-driven cost savings. In
this issue of the North Carolina Medical Journal, Dee Edington14

of the University of Michigan argues for the support of workplace
health promotion programs that can help this larger group
maintain a lower level of health risks. Learning that greater
healthcare savings could be made through incremental reductions
in health risks among the larger group of an organization’s more
healthy employees can be a surprising finding for many companies.
It is Edington’s thesis, based on the data he and his colleagues



have collected from many companies, that preventing this larger
population of “healthy” employees at low-risk from moving to
a higher level of health risk holds the key to long-run savings
for any company sponsoring health promotion initiatives. 

The same common risk factors that affect healthcare expen-
ditures also negatively impact attendance, work output, disability,
and job safety. Burton et al15 found that 10 of 12 health risk
factors were significantly associated with self-reported work
limitations. Musich et al16 found increased presenteeism
(employees present for work, but unable to contribute at their
usual level) associated with high stress, life dissatisfaction, back
pain, and absenteeism were associated with overweight, poor
perception of health, and chronic disease. In studying 2,200
employees in the northeast, Boles et al17 found that participants
with higher numbers of personal health risk factors reported
greater productivity losses.

Recent research has demonstrated that employees are capable
of reducing their health risk in the setting of employer-sponsored
health improvement programs. Goetzel et al18 reported that
participants in Johnson & Johnson’s Pathways to Change program
achieved significant risk reduction in eight of 13 risk categories
over an average of 23/4 years. Pelletier,19 who has been reporting
on this topic for decades, found that results from randomized

clinical trials and quasi-experimental designs suggest that providing
individualized risk reduction for high-risk employees within
the context of comprehensive programming is the critical element
of worksite interventions. Herman et al20 demonstrated that
combining a cash incentive with a physical activity intervention
resulted in increased participation and significant levels of health
risk reduction. Finally, Pelletier et al21 reported that individuals
who reduced one health risk factor improved their presenteeism
by 9% and reduced absenteeism by 2%. 

Expected Returns on Investment (ROI) in
Worksite Health Promotion Programs

A cynical examination of employer investment trends in
health promotion programming would expect that there could
be no other motivation for such investments than corporate
“bottom-line” returns. But, just how important (or critical) are
these ROI considerations to these investments? 

Research evidence substantiates the presence of risks among
employees and the negative impact on health costs and produc-
tivity and the ability of health promotion interventions to
reduce both employee risks and associated costs. However, a
major reason why businesses have been slow to fully embrace
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Health Risk Assessment or Health Hazard Appraisal
What does it mean to complete an “HRA?”
Workplace health promotion or wellness programs in most settings conventionally ask participants to complete a
brief questionnaire that summarizes key individual characteristics and health information through which a statistical
estimate of one’s overall health risk status can be determined at the outset of program participation.These question-
naires (or surveys) are often referred to as “health risk assessments.” Years ago, and still in some forms, they were
referred to as “health hazard appraisals,” but in either case they are most commonly referred to by the initials: HRA.

These instruments take a number of index informational items and from them calculate an assessment of one’s life
expectancy, based on “risk factors” and the profile they represent. Comparisons are often made to populations of
persons of a similar age, with similar patterns of health risk status and behaviors, for whom mortality (and often
morbidity) outcomes are known. The results then are summarized in terms of one’s “achievable” age IF certain risk
factors are modified through systematic behavioral and biomedical change (e.g., weight loss, increased physical
activity, better nutrition, alcohol and tobacco use, etc.).

HRA instruments, and the methods by which results are calculated and communicated to those who complete
them, vary a great deal. Some go through elaborate calculations based on population-specific epidemiological
profiles of mortality risk associated with particular patterns of behavior and biomedical characteristics. Others
offer simple summaries of key current risk factors (often displayed in colorful diagrams) followed by specific advice
as to which of these are most amenable to modification through intentional efforts toward a more healthy lifestyle
and personal health behaviors.

Most would agree that completion of an HRA alone will not likely result in a significant change in one’s overall health
risk profile.What most experts recommend is that all HRAs should be followed by specific risk-factor counseling and
opportunities to participate in health promotion interventions (like nutrition counseling, organized physical activity,
or smoking cessation programs) relevant to the significant modifiable risk factors identified through the completion
of an HRA.

HRA results, when aggregated in a confidential manner across multiple members of a workplace population, and
where HRA results are periodically available from the same respondents, can provide useful and powerful means
of tracking the impact of workplace health promotion and wellness programs over time. For this reason, most
experts in the field recommend that HRAs be the fundamental starting point in any workplace health promotion
effort and that these measures serve as the primary measuring gauge of program impact and effectiveness.
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risk reduction programs is the difficulty of quantifying their
impact on the overall healthcare cost picture. 

Determining the economic impact of wellness has been vexing
for many years, primarily due to lack of data and systems to
capture and measure information about the relationship between
interventions and their impact on cost. It is more common for
objective data on productivity to be unavailable than available.
Since worksites are not laboratories, randomized trials assessing
impact are rare. Likewise, health plans have not translated data
into actionable information. Many organizations lack access to
claims data and analytic methods for evaluation. In addition,
businesses customize their wellness programs, drawing from a
wide spectrum of approaches, which limits comparisons and
benchmarking. An easy-to-implement, universally applicable
approach for calculating potential and actual ROI is not readily
available. Employers consistently express concerns about not
being able to factor ROI into program evaluations and investment
decisions. 

However, changing trends and efforts to integrate data from
multiple sources to conduct valid systematic analysis are surfacing
through numerous publications and the work of organizations like
the Integrated Benefits Institute (www.ibi.org) and the Institute for
Health and Productivity Management (www.ihpm.org).
Reductions in healthcare cost among wellness participants as
compared to non-participants and ROI values are reported more
frequently. A comprehensive review of current ROI literature
determined that results for programs in operation an average of
2.5 years experienced an average annual cost reduction range of
2% to 4% of total healthcare claims for comprehensive health
promotion disease prevention. The corresponding ROIs or
cost-benefit ratios ranged from 1:1.5 to 1: 3.0.22 Ozminkowski,
Goetzel et al23 used company data and information from pub-
lished studies to estimate the amount of risk reduction needed to
break even on that company’s health promotion programs.
They found that a 1.08% to 1.42% per year reduction in
lifestyle-related health risk was needed to break even on the
costs of the intervention program. 

Drs. Goetzel and Ozminkowski have also written, in this
issue of the North Carolina Medical Journal,24 a commentary on
why employers should (or should not) consider investing in
worksite health promotion or wellness programs. In their analysis,
Goetzel and Ozminkowski summarize the extant evidence that
these programs can have a positive ROI, but acknowledge the
difficulty some employers may have in realizing these returns
and the factors that may affect these results.

Cost avoidance or reducing the upward trend and velocity of
healthcare cost increases is one of the key interests of employers
who invest in workplace wellness interventions. In this instance,
if the increase in healthcare expenses is less than expected (i.e.,
reflects a reduced trend) because wellness-driven health
improvement and/or risk reduction leads to reductions in health
services utilization, then these investments are considered
worthwhile. Identifying and quantifying the avoided cost
requires a specific analysis that also accounts for the impact of
other influences, such as plan design changes or risk pool ratings.
Cost avoidance can be determined by comparing the health cost

experience of wellness program participants to those of non-par-
ticipants at the individual level. Achieving a measurable financial
impact on the entire employee population can require a robust
(i.e., 80% or greater) rate of employee participation in proven
interventions shown to be effective—an achievement few
organizations are able to realize. 

Health promotion’s impact on worker productivity is probably
larger than it’s impact on healthcare cost, amounting to, in some
studies, values that are three times higher. Measuring changes in
productivity, especially as office workers comprise larger segments
of the employment landscape, relies on mechanisms to quantify
lost work time or absence and work output, both requiring
specific methods for capturing time and assessing productivity.
Recording attendance is increasingly less meaningful for
knowledge workers. Options to measure productivity include
quantitative indicators, such as days worked or units produced;
simulation in hypothetical situations (e.g., a typing test); and
self-report through surveys or health risk assessment questions.
The most frequently used and easiest to administer though, not
the most accurate, is self-report. Both attendance and work
output can be assessed through self-report. Methods can be as
simple as incorporating two to five questions in the HRA or as
comprehensive as the 25-item Work Limitations Questionnaire
or the Health and Labor Questionnaire that measure as many
as four dimensions. A convincing example of health promotion’s
effect on attendance can be seen in the $600,000 annual savings
achieved during a five-year period from reductions in absenteeism
in a manufacturing environment.25 Larry Chapman’s meta-
evaluation of 56 high quality health promotion economic
return studies26 found an average 26% reduction in the use of
sick leave among 44.6% of the studies. Reductions in the use
of sick leave ranged from 11% to 68% in this analysis.

In this issue of the North Carolina Medical Journal,27 Larry
Chapman of WebMD Health Services, argues that as we raise the
expectations of health outcomes of worksite wellness programs
(e.g., significant amounts of body weight lost, increasing levels
of physical activity, smoking cessation rates, etc.), we should
expect to have to raise the incentives and rewards for program
participants, including possible monetary rewards. Rewards have
the potential to reduce corporate ROIs and require alignment
with the Health Insurance Portability and Accountability Act
(HIPAA) to avoid ethical and legal complications that could
stem from employees’ inabilities to engage in these activities at
the level of reward eligibility.

The negative impact of employee absence is magnified by the
changing nature of work. Work that relies on skills, company-
specific knowledge, critical thinking, and innovation cannot easily
be performed by substitutes. Given the interdependencies among
the work teams present in many companies, the productivity of
whole teams of employees may be diminished by the absence of
an individual. Therefore the savings from health promotion’s
ability to reduce absenteeism (as trends indicate) has the potential
to be greater than healthcare cost savings. 

In this issue of the Journal, Alexandra Farrow of Brunel
University in the United Kingdom28 reviews the history of
investment in workplace health and safety programs in that



country as well as in Western Europe. Her commentary shows
how efforts to stimulate and encourage workplace investment
in health promotion in Britain and Europe have been integrated
with overall national public health strategies for population
health improvement. In this country, where private businesses and
local public health agencies have worked in tandem, considerable
benefit can be brought to employees who need and seek health
promotion opportunities in the larger surrounding community
when they are not available through their place of work. 

Health Promotion Options for Small
Employers

Given the fact that so many of North Carolina’s employees
work for firms having fewer than 100 employees, and at least a
third of all of the state’s workers are employed by firms with
fewer than 25 employees, the prospects for extensive (and 
certainly not “comprehensive”) worksite health promotion pro-
grams seem remote. Many firms with few employees do not
offer healthcare insurance to their employees, so the risk to
these small firms from employee illness and disability are direct
risks to the productivity of the firm and not to the overall
bottom-line cost of paying for the healthcare services their
employees may need at the time of illness or injury. But, these
productivity costs, plus the cost of recruitment and training of
new employees, may still present sufficient economic incentive
for investment. Moreover, many of these smaller firms have
deep and lasting personal commitments to their employees,
with whom both the company’s productivity and the quality of
relationships with business clients have been built over a long
period of time. The desire to offer opportunities for employees
to realize a more positive health status outlook and to maintain
long-term capacity for work and life satisfaction is sufficient
motivation for many small business owners to entertain the
possibility of offering health promotion opportunities to
employees.

In this issue of the North Carolina Medical Journal, Ben
Birken and Laura Linnan29 provide an extensive discussion of
the prospects for small businesses offering health promotion
programming for their employees. While the number of small
businesses currently offering such opportunities is still small,
there are ways in which these businesses may be encouraged to
offer such opportunities to their employees. Both federal and
state governments have considered tax incentives for small
businesses offering wellness programs, but at present these have
not been enacted except in a few states. 

One of the most promising avenues for small businesses to
consider, if they are interested in encouraging employee partici-
pation in health promotion initiatives, is to explore linkages
with local YMCAs, hospitals, or other community organizations
(such as schools) to make available local recreational resources
and programs in which these small business employees may
participate. Employers should take full advantage of local advo-
cacy group initiatives that provide training at lower cost on
ways to effect health along with creating employer networking
opportunities. One such organization is NC Prevention

Partners (www.NCPreventionPartners.org), which supplies a wealth
of easy-to-use and accessible tools and support to businesses
interested in initiating health promotion and wellness programs. 

An incentive arrangement might include some time from
normal work routines to engage in physical activities or health-
related counseling (e.g., weight loss consultation) through these
community-based programs. Moreover, screening programs can
be arranged in cooperation with local public health agencies or
hospitals and conducted on-site at the workplace. As Birken and
Linnan point out, many of these initiatives work best if employees
serve as the steering committee leading these efforts and have
the responsibility for promoting employee participation in these
programs once these arrangements have been worked out.29

It should be pointed out that many health promotion initia-
tives in the workplace can be offered at little or no cost. There
is little employer cost to implementing policies for smoke-free
workplaces, healthy choices in vending machines and cafeterias,
and communications (e.g., signage) encouraging physical activity
during the day, like stair use and walking opportunities.
Government Web sites often contain templates for policies that
can easily be implemented in businesses of any size. Benefit
plans, including high deductible plans, should include low-cost
health risk assessments (HRAs), preventive screening and counsel-
ing, and immunizations. Many states have set aside Tobacco
Settlement funds for smoking cessation and prevention programs,
and employees can be encouraged to take advantage of these where
they are available. North Carolina’s robust Quit Now NC program
(www.quitnownc.org) that promotes and sponsors tobacco 
cessation interventions is highly accessible throughout the state. 

Cautions and Prospective Pitfalls in
Workplace Health Promotion Programs

Despite the promise and potential of health promotion initia-
tives based at the worksite, there are some words of caution. First,
there are important confidentiality and privacy considerations
that should be a part of any workplace-based health promotion
initiative. Employees who voluntarily agree to the completion of
a standardized health risk assessment (HRA) should have the
confidence that his/her responses to such questions will be held
in strict confidence and not shared with employers or supervisors
unless explicitly agreed to by the responding employee.
Questions about health practices and personal risk behaviors
should not become a part of the employee’s personal employment
record. Data derived from the administration of an HRA within
a company should be summarized in a general way for manage-
ment only, and results should not be transmitted in a way that
make it possible to identify individual employees with specific
health risks. This can be particularly important in small companies
with few employees where statistical summaries of data can make
confidentiality problematic. 

Second, participation in health promotion programs at the
workplace should be entirely voluntary, and participation should
not be tied in any way to wages or other incentives that effectively
discriminate against those who choose not to participate. That
said, it is still worthwhile to offer incentives, even monetary
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incentives, to employees to encourage their participation in
programs to both maintain and enhance their overall health
status. 

One of the ways in which health promotion programs have
taken the matter of employee participation into account is
through the use of employee-interest surveys at the outset of
program planning. As an example, the Running the Numbers
section of this issue of the North Carolina Medical Journal 30

includes an account of the way in which the North Carolina
Department of Health and Human Services conducted such a
survey before beginning departmental participation in the State
Employees Health Plan HealthSmart program. Strong support
was forthcoming from the chief executive of the Department,
Secretary Carmen Hooker Odom. The employee-interest sur-
vey (with responses received from more than a third of all
employees either on-line and in writing) revealed great interest
in ways to increase daily physical activity and the establishment
of tobacco-free workplaces. These responses made it possible to
target program content to address employee priorities rather
than to offer program elements based on the presumed employ-
ee interests and needs. Another commentary in this issue of the
Journal, by George Stokes, Executive Administrator of the State
Health Plan, and his colleagues31 describes the way in which
the six components of the HealthSmart program (viz., health
tracking, including an HRA; centrally designed health promotion
interventions; targeted disease management; health coaching
services available 24/7; high-risk case management; and worksite
wellness) were developed in partnership with state and local
health departments, how pilot demonstrations of the program
were first implemented, and how employees themselves were
involved in planning the initiative itself. 

Fourth, health promotion and wellness initiatives undertaken
by business organizations of any size will obviously face the
inevitable question of staffing such efforts. Although volunteer
leaders of these efforts can often be identified from within
employee groups, having persons with expertise in relevant fields
(e.g., nutrition, exercise and physical activity, stress management,
etc.) and having personnel involved in offering such services who

are not employee colleagues or members of corporate manage-
ment can make initiatives more acceptable to a wider spectrum
of employees. Just as there are concerns over the privacy and
confidentiality of information provided via HRAs, so it is that
many employees prefer to receive instruction and other types of
health-specific services from persons whose professional roles
seem distinct from those of other corporate staff. Moreover, the
kind of program elements that are most likely to benefit partic-
ipating employees and attract the interest of persons who should
participate are those that have been carefully designed using the
best available knowledge in the technical subfields of health
promotion. In some cases, such skills can be acquired from outside
the organization and arranged on a contractual or short-term
basis. However, some companies may choose to hire their own
health promotion staff and not share their time with other
organizations. Bonnie Rogers, a nurse and specialist in the field
of worksite health promotion, offers a detailed discussion of
considerations for the staffing of worksite health promotion
programs in this issue of the North Carolina Medical Journal.32

Summary

In the current complex employment landscape providing
employer-sponsored benefits involves much more than offering
financial protection when employee illness drives a need for costly
medical treatment. The transitions in work from product/service
production to knowledge generation, along with the transitions in
the predominant health and disease conditions from acute illness
to preventable chronic disease, require employers to recognize the
need to manage their health investment more strategically. This
includes the more recent requirement to maximize their investment
by ensuring that provisions for maintaining and improving
employee health status are incorporated into their health benefits
approach. Meanwhile employee health improvement, a highly
active but emerging field, is in the process of incorporating
experience, research, and more effective methods that result in
favorable and demonstrable employee health (and corporate
cost-benefit) outcomes. NCMedJ
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he medical journals and medical-related popular press are
filling pages with the news about the increasing levels of

obesity, diabetes, and other health-related behaviors, risks, and
diseases. This development is not new, but has been on the increase
for several years. In the early 1970s, some companies began pro-
viding health promotion and wellness programs, primarily to their
executives and later extended the programs to other employees.
The purpose of the programs was to improve the health of the
employee, with the company also benefiting from that
improved health through lower levels of healthcare costs and
increased likelihood of the employee remaining at work. The
programs were simplistic and focused on getting to the high-risk
individuals, which were typically defined as employees who
have the risks for cardiovascular disease. Second generation
programs were more inclusive of other risks and behaviors,
such as the use of safety belts, but still were primarily focused
on metabolic diseases and high-risk individuals.

After 25 years of measuring and evaluating these programs,
it has become clear that the current programs are meeting with
success only at the margins. Few companies or locations can
demonstrate less obesity, more physical activity, and less disease
than the benchmarks of 20 years ago. In addition, the overall
adoption of these programs was unexpectedly slow until the
rapid rise healthcare costs came into focus. 

In response to the marginal success of health promotion and
wellness programs, it is clear that a different approach is neces-
sary in order for organizations to effectively address the higher
levels of obesity and diabetes, for example, and the growing
burden of healthcare costs and decreasing productivity. The
solution is to expand the economic outcome metrics; to include
programming for worksite environmental factors; to include
programs for all employees, regardless of risk levels; to expand
the programs to families; to seek professional partners in these
efforts; and to install measurement metrics that will provide
internal feedback for program revisions. With these Next
Generation Programs, the benefits derived from health promotion
and wellness programs span the total employee population,

their respective families, the sponsoring organization, and extend
well into the community and eventually to the state. 

The economic and personal value of a healthy and productive
worksite and workforce is indisputable by most measures of success.
Individual employees and their families define health outcomes of
employee-targeted health promotion and wellness programs by
their level of vitality, quality of life, and freedom from the pain and
suffering associated with disease. Employers rely on measures of
the energy level, productivity, and creativity of the employees and
the moderated medical and pharmacy costs that can be associated
with these programs. Communities and states measure health out-
comes by the number and sustainability of healthy and productive
companies within the community or state.

Although the value of these outcomes is widely shared,
obtaining a healthy and productive worksite and workforce has
eluded most companies and their employees. The reasons for
this are obvious, given the “natural flow” of individual health
risks, the “natural flow” of individual medical care costs, and the
escalating high-stress worksite cultures that have developed in
most modern companies. The natural flow of health risks within
a population is toward high-risk, in the absence of programs
targeted at maintaining the population at low-risk. The natural
flow of medical costs follows the natural flow of risks. Increasing
marketplace competition results in a more stressful worksite,
unless attention is being paid to the workplace environment.

Companies such as the SAS Institute and IBM, located in
the Research Triangle, have been leaders in beginning to design
total solution and total population programs for their employees
and employees’ families. Dow Chemical and Pitney Bowes are
also companies beginning to expand the breath and depth of
health promotion and wellness programs into a more comprehen-
sive health management solution for the full population. Most
cities and states in this country now have healthcare coalitions,
wellness councils, and local examples of companies who began
with the early programs, but are now looking for more effective
solutions.

Who Are the Intended Beneficiaries (Targets) of Employee
Health Promotion and Wellness Programs?

Dee W. Edington, PhD
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At the urging of General Motors, we began to model the best
of the 22 major companies in our corporate consortium and to
learn from other companies to design the Next Generation of
Health Management Programs on a total population level, since
it was clear that focusing only on the small percent of high-risk
individuals has not been successful in changing the clinical and
economic outcome measures. In addition, other companies
such as Matria, a population health enhancement company, is
rolling out its Next Generation Program as are some of the
national health plans including Anthem, Aetna, and CIGNA.
These Next Generation programs are expected to be available in
the spring of 2007. 

Next Generation Health Management Programs

It is now clear that something was missing from the early (1975-
2005) worksite health promotion program strategies and that
something is really two things: (1) paying attention to everyone in
the population and (2) paying attention to the worksite culture
and environment itself. If employees are the beneficiaries, then all
employees need to be given access to programs addressing health
promotion objectives and to the incentives that drive participation,
and eventually full engagement, in the process. In our thinking
about the Next Generation of Health Management Programs,
there are seven components that are critical if the employees (and
other beneficiaries) are to fully benefit from these initiatives.

1 Corporate leadership must set the vision for health manage-
ment throughout the company.

2 All environmental policies and procedures must be aligned
with the goal of a healthy and productive worksite and
enlistment of critical partners in the effort.

3 Health Risk Appraisals should be available to all employees
(and spouses/significant others).

4 All individuals should be risk-status stratified and offered
access to health promotion interventions and resources
appropriate to their needs (risk categories) and interests.

5 Population-based health promotion programs should be
available to all employees.

6 Appropriate incentives for program participation should be
available to all employees.

7 Measurement, evaluation, and decision support should be
conducted to drive program decisions.

The first hallmark of a successful program is the clear and
observable vision of the organization’s senior leadership. In addi-
tion to announcing the vision, leadership must share the vision
with everyone in the organization. The next step is to ensure that
the organization’s policies and procedures are aligned with the
goal of a healthy and productive worksite. This includes such
things as smoking policies, stairwell access, vending machines,
cafeterias, job design, flexible working hours, and benefit design.
Critical partners in this effort require the enlistment of the health
plan, benefit consultants, primary care physicians, health
enhancement companies, and pharmaceutical companies. 

Health Risk Appraisals (HRAs) are a core technology for
health and wellness programs and need to be completed by

everyone in the organization. The critical choice of an HRA
depends upon the program’s overall objective. Some HRAs are
focused on health education, others focus on longevity, but our
bias is on a more comprehensive approach, which includes
vitality or quality of life, medical and pharmacy utilization,
disability absences, and presenteeism. The customized individual
profiles obtained from HRA completion focus on vitality and
risk and behavioral factors leading to quality of life and possible
disease. The organizational reports summarize (in aggregate
form) the individual health risk profiles and then the data are
combined (or modeled) with outcome data to create a scorecard
of the health-status of the population.

Once a person completes an HRA, they then need to contact
a coach, advisor, or advocate to discuss their risk/health status
profile and to create goals to maintain or improve their current
health status. This is a very critical step and one that could
continue indefinitely. The fifth step is to provide wellness programs
to the total population. “Know-your-numbers,” “no weight gain,”
and a “1,000-step pedometer” are examples of programs or
interventions that can serve this function well. 
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Crown Equipment Corporation
Crown Equipment Corporation, located in New Bremen,
Ohio,manufacturers battery powered material handling
equipment. Crown is the first company to adopt the
components of the Next Generation Health Management
Program to move toward a Champion Company.

After successfully rolling out its HRA and wellness
screening initiatives with over 90% participation in
2004 to all Crown locations,Crown decided to adopt the
full set of health management components while plan-
ning for 2007. The president and senior management
set the vision to become a Champion Company. The
Medical Director, Benefits Manager, and the Program
Manager were given the task of implementation to
5,500 employees throughout the company’s several
locations.

Benefit design is the driver of the program.Participation
begins with an impressive benefit credit for employees
and spouses to engage in the program, including the
HRA, wellness screenings, and health coaching. The 
company engages outside vendors to assist with its
programs for 2007. The health advising initiative is 
particularly innovative and designed to maintain 90%
or higher participation to reach total engagement of
the employees and spouses in understanding personal
health accountability.Participation with the health advisor
is driven by a significant cash award for employees and
spouses.Resources are made available to any employee
or spouse who wants to further engage in any program
designed to help them maintain or improve their health
risks and lifestyle behaviors.

The company also has an innovative healthier vending
program, including offering a healthy drink and healthy
snack during break.

For more information, contact Karen O’Flaherty at 
419-629-6330 or healthwise@crown.com.
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Incentives and measurement are the sixth and seventh steps
in the Next Generation Program. We now know that the success
of a program requires 80% to 95% participation and engagement
of the total population, regardless of risk level. Anything less
than that falls short of meeting the objectives of a healthy and
productive worksite and a healthy and productive workforce. 

One of our major learnings over the 30 years we have been
studying the health management of populations is that paying
attention to healthy (or low-risk) employees is the secret to 
creating and maintaining a healthy and productive workforce:
that is, keep the low-risk people low-risk. The second secret is to
first create winners in the population. For example, initiatives
like “know your numbers” and “no weight gain” programs give
employees the opportunity for realizing early accomplishment
and serve to motivate further attention to personal health risk
issues as interventional opportunities are made available. Most
programs go immediately for reductions in blood pressure,
cholesterol, and body weight; and most individuals end up
right back where they started within one or two years. 

Benefits to Employees

Most people immediately think of the employee as the first
and foremost beneficiary of these programs, and most programs
over the past three decades were focused on the high-risk
employees (perceived beneficiaries) in particular, while the low-risk
employees were ignored. While a few of the high-risk employees
and their families were helped as a result of this strategy, the
overwhelming evidence is that high-risk employees (and
employed workforce health in general) are no better off by
nearly any measure of success than we were 30 years ago.

Three strategies have emerged within the Next Generation
Programs. The first strategy is to continue to work with the
high-risk individuals, but on a whole person and self-leader
approach, rather than a lifestyle risk or disease management
approach. The reason for this is that previous risk reduction
strategies focused on single risk factor reduction and tended to
ignore other risks that might have influenced the person (e.g.,
weight loss while ignoring smoking or job satisfaction). In
addition, the teaching opportunity is such that each individual
could be taught to value their own risk-status and serve as their
own leader in maintaining positive risk and behaviors and
modifying the rest. The second strategy is to work with all the
employees regardless of risk level with the same type of inter-
vention strategy. This strategy is somewhat counter-intuitive,
and the goal is to convince the participant to value remaining
at a relatively low-risk level. The third strategy flows from the
environmental component where the organization creates a
working environment and benefits that are aligned with a
healthy and productive worksite and healthy and productive
individuals.

Benefits to Employers

Employers most often sponsor these programs hoping to
improve overall productivity and decrease medical and pharmacy

spending. However, there is an even greater benefit to employers:
survival and prosperity. It is clear that as the world moves
toward a global economy and world-wide competition, any
company committed to maintaining a competitive position
will need to develop and maintain a healthy and productive
worksite and workforce. 

Also, given the emerging demographics of the American
workforce, the value of older workers will increase exponentially.
Companies will find that facilitating good health status offsets
the medical costs of older workers and the increased company
knowledge and relationship possessed by the older workers can
be retained by the company. In this era of the “knowledge
worker,” older workers are likely to be the reservoirs of much of
the important knowledge needed in the future.

The Next Generation Programs were designed in part to
engage the maximum number of employees. Previous strategies
have suffered from low participation rates (somewhere around
30%) and the obvious avoidance of the programs by the high-risk
individuals who felt targeted and stigmatized by the focus on
the high-risk interventions. The Next Generation approach
attempts to engage all employees—making everyone feel
included—and participation rates are now approaching 90% or
higher in companies adopting this philosophy and approach.

Employers recognize that they cannot accomplish their goals
without help from partners. Health plans, benefit consultants, 
primary care physicians, health enhancement companies, and
pharmaceutical companies all have a major role to play in order
for all the benefits to be derived from comprehensive health
management programs. Even the most conservative estimates of
these programs’ economic benefits in relation to medical and
pharmacy costs put the benefit at the break-even point, while
the most common return is estimated at 3.0. When absentee
days, disability days, and worker’s compensation costs are added
to the calculations, the estimated returns are even greater.

Benefits to Communities and States

Communities and states should encourage employers to
sponsor these programs with the intention of improving the
overall working environment, an overall decrease in the cost of
disease care, and an improvement in productivity, which drives
increased revenue for the overall economy and, thus, increased
tax revenue. Healthy residents lead to lower medical utilization
and higher productivity. When worksites and their workforces
are characterized in this way, fewer companies will look for
relocation options, and more companies will look to relocate to
the state and community where these conditions exist. 

Summary

There is nearly no downside to clinically and economically
effective health management programs since each stakeholder is
a beneficiary: the family, the employee, the employer, the com-
munity, and the state. These programs drive both the cost and
the revenue sides of the economic equation. NCMedJ
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question we are often asked is: How can I convince my
senior management that investing in the health and

well-being of workers will save money and produce a positive
return on investment (ROI)? If leadership of the organization
has already made up its mind that health promotion programs
are a waste of time and money, then it is next to impossible to
convince them otherwise. If, on
the other hand, leaders have not
yet made up their minds, and
importantly, if they have not
been exposed to the body of evi-
dence suggesting that worksite
programs have the potential to
improve workers’ health and
lower company expenses, then
there is hope. 

Below, we offer the main
arguments in favor of increased
employer investment in health
promotion. We emphasize the
economic rationale for such investment, rather than arguing
that it is the “right thing to do” and a socially responsible way
of treating one’s workers. We contend that health promotion
programs not only improve worker health and well-being, but
also produce bottom line effects. 

Reasons to Invest In Worksite Health
Promotion Programs

Some support for our view can be found in the book,
Corporate Responsibility and Financial Performance: The Paradox
of Social Cost,1 written by two accounting professors, Pava and

Krausz. They analyzed the financial performance of 53 companies
identified as “socially responsible,” and compared them to a
control sample of firms matched by industry and size. Among
the activities considered reflective of social responsibility were
health promotion programs, which the authors described as
“viable and legitimate” institutional mechanisms to alleviate 

an important social problem—
poor health habits among work-
ers. The authors concluded that,
across almost every one of the
financial outcome measures
examined, “socially responsible
firms … perform no worse and,
perhaps, … better than non-
socially responsible firms.” 

But, should employers pay
additional money for health 
promotion programs? We believe
the answer is “yes.” The rationale
for such investment can be sum-

marized as a series of hypotheses, stated as follows. (1) Many of
the diseases and disorders from which employees suffer are 
preventable. (2) Modifiable health risk factors are precursors to a
large number of these diseases and disorders. (3) Many modifiable
health risks are associated with increased healthcare costs and
reduced worker productivity, within a relatively short-time
window. (4) Modifiable health risks can be improved through
workplace-sponsored health promotion and disease prevention
programs. (5) Improvements in the health risk profile of a
population can lead to reductions in healthcare costs and
absenteeism and improve worker productivity. (6) Well-designed
and well-implemented worksite health promotion and disease
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prevention programs can save companies money. 
Below, we note some of the salient studies addressing the

previous hypotheses.

Many Diseases and Disorders Are
Preventable,Yet Costly

A large body of medical and epidemiological evidence shows
the links between common, modifiable, behavioral risk factors
and chronic disease.2 Preventable illnesses make up approxi-
mately 70% of the total burden of disease and their associated
costs.3 Half of all deaths in the United States are caused by
behavioral risk factors and behavior patterns that are modifi-
able.4,5 In particular, the United States has been witnessing
alarming increases in obesity, diabetes, and related disorders for
many years.6 These diseases strain the resources of the healthcare
system, as individuals who experience them generate significantly
higher healthcare costs.7 Employers pay over one third of the
total national annual medical bill for these and other conditions.8

Modifiable Health Risks Increase Employer
Costs 

Analyses by Anderson et al9 show that 10 modifiable health
risk factors account for approximately 25% of all healthcare
expenditures for employers. Moreover, employees with seven
risk factors (tobacco use, hypertension, hypercholesterolemia,
overweight/obesity, high blood glucose, high stress, and lack of
physical activity) cost employers 228% more than those lacking
those risk factors.10 Workers with these risk factors are more
likely to be high-cost employees in terms of absenteeism, 
disability, and reduced productivity.11 Synthesizing the health
promotion literature spanning 15 years, Aldana concluded that
there is consistent evidence that a relationship exists between
obesity, stress, and multiple risk factors, and subsequent healthcare
expenditures and worker absenteeism.12

Workplaces Offer an Ideal Setting for Health
Promotion 

Most people agree that the workplace presents an ideal setting
for introducing and maintaining health promotion programs.
Individuals generally spend over half of their waking hours at
work. The workplace contains a concentrated group of people,
usually situated in a small number of geographic sites, who share
a common purpose and common culture. Communication and
information exchange with workers are relatively straightforward.
Individual goals and organizational goals, including those related
to increasing profitability, generally are aligned with one another.
Social support is available when behavior change efforts are
attempted. Organizational norms can help guide certain behav-
iors and discourage others. Financial or other incentives can be
introduced to encourage participation in programs. Measurement
of program impact is often practical using available administrative
data collection and analysis systems.

Worksite Health Promotion Can Positively
Influence Employees’ Health Risks

Given the previous information, is there evidence that
worksite programs can change habits of worker populations? It
appears the answer is “yes.” Heaney and Goetzel examined 47
peer-reviewed studies, over a 20-year period, focused on the
impact of multi-component worksite health promotion programs
on employee health and productivity outcomes.13 The authors
concluded that there was “indicative to acceptable” evidence
supporting the effectiveness of multi-component worksite
health promotion programs in achieving long-term behavior
change and risk reduction among workers. The most effective
programs offered individualized risk-reduction counseling,
coaching; and self-management training to the highest risk
employees within the context of a healthy company culture and
supportive work environment.13 The reviewers concluded that
a more comprehensive approach to worksite health promotion
across multiple risk factors was preferred to one that is single-risk
factor-focused where only a small selected group of employees
benefit. 

Worksite Health Promotion Can Achieve a
Positive Return on Investment 

So, if worksite programs can change health habits, can they
also save money and even pay for themselves? Several literature
reviews that weigh the evidence from experimental and quasi-
experimental research studies suggest that programs grounded in
behavior change theory and that utilize tailored communications
and individualized counseling for high-risk individuals achieve
cost savings and produce a positive return on investment.14-16

The ROI research is grounded in evaluations of employer-
sponsored health promotion programs. Studies often cited with
the strongest research designs and large numbers of subjects
included those performed at Johnson & Johnson,17,18

Citibank,19 Dupont,20 the Bank of America,21,22 Tenneco,23

Duke University,24 the California Public Retirees System,25

Procter and Gamble,26 and Chevron Corporation.27 Even
accounting for certain inconsistencies in design and results, most
of these worksite programs produced positive cost outcomes. 

In the most recent review summarizing results from 42
qualifying financial impact studies conducted over the past two
decades, Chapman concluded that worksite programs achieve a
25-30% reduction in medical and absenteeism costs in an average
period of about 3.6 years.28 In a widely cited example of a rigorous
ROI analysis, Citibank reported a savings of $8.9 million in
medical expenditures from their health promotion program as
compared to their $1.9 million investment on the program,
thus achieving an ROI of 4.56 to 1.0.19

Conclusion 

In this commentary, we put forth the main arguments in
favor of employer investment in health promotion programs for
their workers. There are also legitimate and powerful reasons



why some employers have been reticent to spend money on
health promotion. Generally, these have to do with philosophical
reasons that reflect a desire to avoid the potential for perceived
intrusions into the private lives of employees, despite the fact
that an economic business case in support of these appears
incontrovertible. 

As for small businesses that cannot afford to conduct and/or
evaluate their own programs, we recommend that they press
federal agencies to support collective health promotion purchaser
consortia. These consortia would define common health and
business objectives, achieve consensus on health promotion

program designs, issue a request for proposal to vendors and
health plans that can offer desirable programs, and put in place
specific guarantees regarding the performance of these programs.
Importantly, purchaser consortia should include a requirement
for vendors to support rigorous, independent evaluations of the
health and economic outcomes from their programs, with
reasonable definitions of success and a timetable for reporting
results. Making the result of such evaluations public will
enhance the credibility of the vendor’s programs and contribute to
the ability of the human resources manager to make a successful
business case. NCMedJ
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ealth promotion and wellness efforts for working popu-
lations are receiving significant attention. American

employers, faced with unacceptable rates of increase in employee
health plan costs are moving to introduce more expansive and
better designed wellness programs for their employees.1 During
the past decade, dozens of well-designed studies have documented
the health improvements and economic return outcomes from a
wide variety of worksite settings.2

Also emerging as a sine quo non for the field is the equation…
participation/engagement = risk reduction = economic return.3

Generating high levels of participation and engagement is
essential to the success of all prevention pro-
grams. In the early days of the field, it was
thought that by vigorously promoting program
activities, offering them during work time, and
building cultural awareness and acceptability
was all one needed to do to produce high levels
of program participation. However, program
managers have learned differently. Once the
“newness” and curiosity of a wellness/health 
promotion program has worn off, employee par-
ticipation will almost always drop significantly. This has led to
the almost universal use of incentives for program participation.

Beginning with simple program participation incentives,
employers are usually moving through three basic incentive
phases. The first phase is usually marked by token incentives,
typically limited to inexpensive trinkets (under $10 in cost),
such as water bottles, t-shirts, sun visors, or pens. Employees
receive these trinkets for participating in programs. For example,
they may receive a t-shirt for completing a health risk assessment,
attending at an educational workshop, using of an E-Health
Web site, or participating in a biometric screening event. The
second phase usually capitalizes on moderately priced gift
merchandise, such as emergency road kits, flashlights, gift
coupons, lamps, and other merchandise in the $20 to $50 cost
range. When employees participate in the second phase, they

typically accumulate points, which are then redeemed for mer-
chandise. The third phase usually involves significantly larger
dollar values and in more easily redeemable forms, such as cash,
debit cards, or reductions in health plan payroll deductions.
The magnitude of incentives in this third phase is often in the
$300 to $1,200 per-employee per-year range, and it usually
involves meeting several wellness “criteria,” including program
participation and wellness achievements, such as maintaining a
healthy body weight, healthy cholesterol fractions, and controlled
blood pressure. The relative effectiveness, or overall participation
levels, of these three phases is directly related to the dollar value

of the rewards. The higher the average dollar reward the greater
the participation levels. In phases two and three, employers
often use lottery or raffle approaches for reward distribution, but
this type of approach, where uncertainty is added to reward
attainment, rarely equals the participation levels associated with
known and surer receipt of rewards.

As we raise the bar of expectations for wellness achievements
to include more demanding and difficult achievements, such as
losing significant amounts of body weight, increasing physical
activity levels, overcoming tobacco use habits, and others, it is
clear that the magnitude of the reward has to be raised as well.
This also tends to create a concern that, as the reward size gets
larger; it is going to be more difficult to maintain a positive
level of economic return or return on investment (ROI). Many
employers are therefore beginning to realize that they can add
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the projected incentive cost and the wellness program costs to
their health plan premium and through premium contributions
can have employees share this cost. Employees who don’t cooperate
then end up paying a larger proportion of the combined premium
cost than those who participate or engage in wellness programs
and activities. This approach is considered to be a “play or pay”
based program strategy and can make all wellness-related costs
a zero sum budget expenditure for employers. Some employers
have actually generated revenue with this approach.

This third phase of wellness incentives is generally built
around a set of voluntary wellness criteria, such as those listed
below. Due to the great flexibility inherent in the design of
wellness criteria, it is likely that these types of criteria will be
tested and refined over time and will help to create a dynamic
tension around engaging in wellness behaviors. 

For example, in a phase three approach to wellness incentives,
if the individual meets any eight out of the following 10 wellness
criteria, they may qualify for a $600 reduction in their health
plan premium contribution for the year.4

■ Non-tobacco user or participation in a smoking cessation
program.

■ Body Mass Index (BMI) less than 30 or participation in a
weight management program or wellness coaching.

■ Overall Wellness Score from an HRA of 85 or greater.

■ Physical activity more than four times per week.
■ Completion of 30-minute Webinar on wellness and consumer

health.
■ Current on preventive screening (form completed by their

doctor).
■ Agree to wear a seat belt 100% of the time they are in a

motor vehicle.
■ They have a Primary Care Practitioner (PCP).
■ Use of medical self-care in the past three months.
■ No more than three sick leave days in last 12 months.

Under the new final regulations for the non-discrimination
provisions of the Health Insurance Portability and Accountability
Act (HIPAA), this approach is allowable as long as the financial
reward does not exceed 20% of the total health plan cost and the
approach meets the other four reasonable provisions called for in
the final regulations.5

In conclusion, incentives are absolutely essential to partici-
pation and engagement in wellness and prevention activities for
virtually all populations and are likely to become a standard
feature of health plans that are serious about managing the
health of their members. Additionally, many employers are
now demanding increasingly effective approaches to long-term
health cost stabilization through health management and
health improvement. NCMedJ
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he United States Small Business Administration (SBA)
defines a “small” business as an independent business

employing 500 or fewer employees. The SBA estimates that
there are approximately 25.8 million “small” businesses in the
United States, and they employ roughly 50% of the working
population.1 Small businesses tend to offer less health insurance
for employees.2 While 98% of businesses with 200 or more
employees offered health benefits, only 59% of firms with less
than 200 workers offered health benefits to employees.3 A lack
of health insurance severely limits access to health and medical
care for employees and places them in a precarious financial
position if an injury or illness befalls the employee or a member
of his/her family. National worksite survey results indicate that
health insurance or managed care providers are the leading
source of health risk appraisals, health screenings, lifestyle
behavior change programs, and disease management programs
offered by employers of all sizes.4 As a result, when a small
business does not offer health insurance, employees have less
access to health promotion programming of all types. However,

even among small businesses that offer employee health insurance,
the evidence is clear that at nearly every level of employee size,
smaller worksites are less likely to offer all types of health promotion
programs, offer fewer environmental programs or supports, and
report fewer health-oriented policies.4 Moreover, these patterns

have persisted over the past 30 years!4-7 Given growing evidence
that worksite-based health promotion programs lead to
improvements in employee health, morale, productivity, while
helping employers address the rising cost of healthcare. It is a
matter of public health concern that small businesses and the
50% of United States workers employed by them do not enjoy
these important benefits. This paper will offer some plausible
explanations for why small businesses offer fewer health promotion
and safety programs, why this problem has persisted over time,
suggest a multi-level intervention strategy for increasing the
number of small businesses who offer health and safety programs
for their employees, and offer a few final research-related next
steps. 

Why Do Small Businesses Offer Fewer Health
Promotion and Safety Programs?

First, we acknowledge that understanding why some small
businesses offer health promotion and safety programs (and

others do not) is an important question that is
worthy of additional research. There may be
different reasons for different types of businesses
(e.g., service, retail, manufacturing), different
“size” businesses (e.g., under 15 employees vs.
over 250 employees), businesses in different
regions of the country, and/or businesses with
different longevity (e.g., start-up, over five years,
etc.). While more information would be desir-
able, here we offer several plausible reasons

why small businesses are less likely to offer employee health and
safety programs. One likely reason is the additional cost of
offering these programs. Small business owners take a serious
personal and financial risk to open a new business. More small
businesses fail than succeed. Start-up costs for any business are
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substantial. Owners must learn how to hire and retain employees
and to run a successful business. When business survival is the
focus, any other costs, including those linked to employee
health, may be seen as prohibitive. In addition to direct costs,
a small business may be less likely to offer health and safety
programming because indirect costs (e.g., time and resources)
for anything other than the business enterprise are typically in
short supply. Competing demands to meet production or service
goals, to operate efficiently, and/or to grow the business, are
constantly being juggled with human capital needs and
resources in the small business environment. Thus, employee
health promotion may be low on the list of priorities for small
business owners. 

A third possible reason why small businesses offer fewer
health promotion programs is a lack of personnel dedicated to
employee health and safety. National survey results indicate
that worksites with a dedicated staff person for health and safety
are 10 times more likely to offer a comprehensive worksite wellness
program than are worksites without dedicated staff.4 Small
businesses have fewer staff members, and these staff tend to
have multiple responsibilities. Thus, few small businesses
employ individuals who are able to dedicate any time/effort to
worksite health and safety. Interestingly, as small businesses
grow in employee size, some of the barriers to offering health
and safety programs may diminish. Wilson8 conducted a
nationally representative survey of small businesses and learned
that employers with 50-99 employees were different than even
smaller employers (i.e., those with less than 50 employees) on
nearly all categories. While access to safety programming was
about the same in these two categories of employers, the slightly
larger worksites were more likely to offer employee health
insurance, had more formalized health-related policies and
practices, and offered more health promotion programming
than companies with less than 50 employees. They also found that
the slightly larger employers were more likely to have dedicated
staff for health promotion, occupational health and safety, and
employee assistance programs.8 Having a dedicated staff person
is a necessary, but not sufficient, condition for success. It is
important to have dedicated and knowledgeable and/or
experienced staff to successfully plan, implement, and evaluate
worksite health promotion programs. 

One final reason why small businesses are less likely to offer
worksite health promotion and safety programs is linked to the
small business culture and leadership tendencies of their owners.

Here, some fundamental research has been undertaken. Eakin9

conducted an important study on the social culture of work in
small businesses and the role of manager beliefs and attitudes in
framing the meaning and experience of work in those environ-
ments. She interviewed 53 small business owners and found
that the prevailing way of “managing” health and safety issues
was to “leave it up to the workers.” Owners discounted health
hazards overall and emphasized the perspective that if they tried
to address employee health behaviors, they were viewed as
paternalistic and/or meddling. Linnan and colleagues10 corrob-
orated these findings with survey results from more than 1,000
managers in 23 small-to-medium size manufacturing worksites
where they found that, while managers strongly believed that
safety issues are the responsibility of employers to address, they
rated far lower the matter of employer responsibility for support-
ing employee lifestyle health and/or behavioral issues.10 It follows
that, because most United States small businesses have less than
15 employees, issues of privacy and confidentiality, which are
essential to ensuring employee program participation in health
promotion programs, can be compromised. As a result, some
small business owners may choose not to offer any programs at
all, so as to avoid the perception that they are prying into the
private lives of their employees.

Despite the many reasons why small business owners are less
likely to offer health and safety programs, small businesses have
assets and strengths that will serve to help facilitate the adoption
of these programs. Specifically, small businesses have fewer
organizational layers than larger companies to consider in the
decision-making process, so that if an owner wants to adopt a new
program or create a new policy, it is typically not a cumbersome
decision and approval process. In larger companies, these decisions
involve multiple people and additional time. In addition, with
fewer employees, it is easier to solicit opinions or assess health
needs from the entire workforce at a small business. In larger
companies with remote locations, these efforts are complicated,
and some employees may be left out. Third, the influence of the
leader may be more direct and, thus, stronger in small businesses.
As a result, if the leader is supportive of health promotion
efforts, employees may be more highly motivated to get
involved in worksite-sponsored health promotion, given the
stronger and more direct interpersonal relationship between
managers and employees in small businesses. Small business
owners also know that the health of every employee is important;
and employees may be family members (or viewed as “part of
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the family”), which provides additional motivation to treat
employee health as a priority issue.

Recognizing both the challenges and potential strengths of
working with small businesses to address health promotion is
an important first step toward addressing this public health
imperative. One of the Healthy People 2010 national objectives
states that “75% of employers (of all sizes) should offer a
comprehensive worksite health promotion program,” which is
defined as including: (1) Health education programs (e.g., skill
development and lifestyle behavior change along with information
dissemination and awareness building); (2) Supportive
social/physical environments; (e.g., an organization’s expectations
regarding healthy behaviors and implementation of policies
that promote health and reduce risk of disease); (3) Integration
(e.g., of the worksite program into the organization’s structure);
(4) Linkage (e.g., to related programs like employee assistance
programs (EAPs) and programs to help employees balance
work and family); and (5) Worksite screening programs (e.g.,
linked to medical care to ensure follow-up and appropriate
treatment). While the majority of employers offer one or more
of the five key elements of a comprehensive program,4 it is clear
that small businesses offer far fewer of all programs and are
unlikely to reach the 2010 national health objective. In the
remainder of this commentary, we share some strategies for
how to successfully increase the likelihood that small businesses
offer worksite health and safety programs for their employees.

Strategies for Success—Increasing Adoption
and Implementation of Health and Safety
Programs among Small Business Owners

There are multiple reasons why small businesses may not be
offering these programs, so a successful strategy for increasing
adoption and implementation of health promotion programs
among small businesses should involve multiple levels of
intervention, consistent with ecological approaches.11 Here we
present a brief review of some promising strategies at three
levels of the social ecologic framework (policy, community,
organization) and conclude with a call for additional research.

Policy-Level Changes
Public policy at the federal, state, and local levels could be

enacted to support small business owners who want to implement
employee health promotion efforts. For example, legislation
extending tax credits to small businesses that offer selected
health promotion programs was sponsored by Senator Tom
Harkin (D-IA) in the Healthy Lifestyle and Prevention America
Act (S. 1074). This type of legislation was proposed at the state
level in Rhode Island as well.12 In addition to tax credit strategies,
public policy changes that would offer some type of universal
healthcare coverage at reduced rates to small businesses would
be helpful. As noted previously, because managed care or other
health plans are the primary source of employer-sponsored
health promotion programs, offering health plan coverage that
includes a basic health promotion package would be desirable.
These public policy changes—whether at the national or state

level—have the potential for making an immediate and significant
impact on small business adoption and implementation of health
promotion programs for employees. 

Community-Level Changes 
If not a part of a franchise or a larger corporate affiliation,

small businesses can be isolated organizational structures without
much power or leverage in a given community. Recommended
community-level changes to help stimulate small businesses to
adopt and implement health promotion programs is all about
identifying and creating leverage points for change through
partnerships. Promising community-level interventions
include encouraging partnerships to address health promotion
initiatives with regional Small Business Administration offices,
local Chambers of Commerce, local Business Councils, and
national or local Business Groups on Health. These organizations
typically exist to support businesses, and if health promotion
“packages” or training sessions or workshops could be developed
with a small business focus, it might stimulate owners to adopt
more health promotion programming. In addition, these part-
nerships create leverage opportunities where members could be
called upon to advocate for policy changes at the national, state,
or local levels. In Rhode Island, the state health department
helped to organize a statewide worksite wellness council that
included business leaders of all sizes, health department officials,
insurers/health plans, consultants, and researchers.12 In North
Carolina, most local communities have a Healthy Carolinians
Task Force that could embrace and sponsor worksite wellness
initiatives. University-based partnerships can bring student
skills and help; opportunities for student projects or practicum
experiences; and expertise in planning, marketing, or evaluating
programs. These community-level partnerships and activities
could be a powerful force for change.

Organizational-Level Interventions
Here, we refer to interventions that might be initiated within

the small business itself to support the adoption and imple-
mentation of employee health promotion programs. Barbeau et
al13 reported that there were no significant differences between
small manufacturing sites that did/did not agree to participate
in a cancer prevention research trial. Happily, there is growing
research evidence that small businesses are interested in and can
successfully adopt these programs and that employees who
participate can improve their health. For example, Sorenson
and colleagues14 found that small businesses randomized to
receive a social-contextual intervention, which included
employee participation through wellness committees, and a
multi-level intervention addressing employee and manager
health and work conditions, were significantly more likely than
control worksites to improve multivitamin use and physical
activity among employee participants. 

The types of strategies that an interested small business can
use to develop a successful health promotion program include
many of the same approaches that other businesses (of all sizes)
should consider. Specifically, first it is important to mobilize all
available internal and external information and resources that



might be related to health promotion (e.g., marketing, facilities,
nurses, benefits, etc.). Small businesses should create a small
team, task force, or wellness committee including employees
who are interested in helping focus attention on employee
health. This small group can provide the staffing and leadership
needed to get a project underway. Second, if there is a labor
union or employer-sponsored healthcare plan already present,
resources/expertise available through these sources might offer
possible staffing, resources, intervention materials, or expert
help. Third, it would be useful to conduct an assessment to
determine the top five healthcare claims costs, the top five
health needs/interests of managers and employees, the behavioral
risk profile of the workforce (e.g., via a Health Risk Appraisal),
and the important expectations that managers and employees
have for this program. Make sure the most current literature
from worksite-based research studies is carefully and critically
reviewed. Fourth, develop a working plan that takes into
account the assessment results and current evidence about what
works, as well as realistic objectives for success. It is essential to
obtain approval and encouragement for implementation from
top management and the wellness committee
or task force established at the worksite. A 
systematic and tailored communications plan
and a festive kick-off event can help to get the
program underway. Fifth, it is important to
include as program components a menu of
evidence-based health promotion program
offerings that take into account different
learning preferences, convenience, cost, time
to participate, and any privacy/confidentiality
concerns that might exist among employees. 

The program, once implemented, should
take steps to stay visible among both employ-
ees and managers. The program should include multi-level
interventions that address work conditions, as well as the phys-
ical and social environment. Ongoing visibility can be aided by
E-mail messaging, events, contests, print, video, online sources,
classes, support groups, and other relevant methods. In order to
identify evidence-based programs for possible program inclu-
sion, one can review the most recent published worksite-based
literature, the Community Guide to Preventive Services pub-
lished by the Centers for Disease Control and Prevention
(www.thecommunityguide.org/worksite/), CancerControl
Planet (http://cancercontrolplanet.cancer.gov/), the Centers for
Disease Control and Prevention-sponsored Healthier Worksite
Initiative (www.cdc.gov/nccdphp/dnpa/hwi/index.htm), and
other compendia of information about effective programs and
policy interventions. Specific resources (handbooks) that
include examples of small business success stories can be found at
the Wellness Councils of America (WELCOA) (www.welcoa.org)
or Partnership for Prevention (2001) (www.prevent.org/) Web
sites. Finally, successful worksite health promotion initiatives
include specific plans to evaluate the health outcomes at the
worksite and employee levels, as well as the process of deliver-
ing these programs, so that employees and managers can talk
about their experiences and the results of these endeavors. It is

important to find ways to periodically share the results with
employees, the wellness committee members, and with managers.
Similarly, it is important to work toward securing a budget
(however small to begin with) and some portion of dedicated
staff support for employee health promotion activities. Over
time, individual training for health promotion program staff will
build internal expertise. Successful programs will pursue all part-
nership opportunities in the larger community, and within their
own company environment, so as to leverage small resources and
expertise into successful outcomes.

Research to Benefit Practice 

Ongoing research is needed to determine how to create
structural, political, and economic incentives, as well as strategies
for how best to motivate small business owners to adopt these
programs, and then to help owners be successful once they
embark on these efforts. Research is needed to decipher what the
underlying and persistent barriers are to offering these programs
and to determine how best to overcome identified barriers in the

highly diverse and complex small business community. Divine15

recently found that small business owners deciding to offer
employee health promotion programs were less motivated by
financial arguments (e.g., the programs will address a business need
or rising healthcare cost), but were more persuaded by evidence
that the wellness programs actually work to improve employee
health. Qualitative research is critically important to uncovering
the root causes of why this problem has persisted for more than
three decades. How to best “tailor” a menu of health promotion
offerings to the small business environment continues to be a
worthy research question. Because partnerships are central to
overcoming some of the barriers to offering these programs in
small businesses, future research on which partnerships are
most effective, how to best characterize these partnerships, and
how these partnerships can grow and be sustained over time
seem to be critically important scientific pursuits. The role
played by managed care organizations and other healthcare
provider organizations needs further investigation. Research on
the policy level that uncovers examples of legislation or incentives
that work to increase small business adoption is clearly needed
as well. 

For the past 30 years, while worksite health promotion
programs have proliferated, and many employees and companies
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have benefited from these programs, small businesses and their
employees have lagged behind and, in fact, have made very few
strides toward offering health promotion programs for their
employees. Because nearly 50% of American workers are
employed in small businesses, we need to address this problem as
a public health imperative. We have offered some of the plausible
reasons why small businesses have not offered health promotion
programs, noted some of the challenges and opportunities, have
identified some potential strategies for success, as well as research

needs. As we move further into the 21st century, we must take up
this challenge so that all workers can benefit equally from successful
worksite health promotion efforts, regardless of whether they
are employed in a corner convenience store with five employees
or a Fortune 500 corporation. This public health challenge is
one that we can begin to address with strong partnership models,
a multi-level intervention strategy, and the political will to
focus attention on this issue now. NCMedJ
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ffective worksite health promotion programs address
challenges that occur during planning, development,

implementation, and evaluation efforts.1 In this commentary,
we focus on implementation challenges faced by employers—
issues that must be addressed after an organization has made a
commitment to offering a worksite health promotion program.
Of course, initial support from top management must be
secured. But evidence suggests that management support alone
does not guarantee program success.2,3

A nationally representative sample of employers responded
to the 2004 National Worksite Health Promotion Survey and
reported that the most common barriers or challenges to health
promotion program success were: lack of interest among
employees (63.5%); lack of staff resources (50.1%); lack of
funding (48.2%); lack of participation among high-risk
employees (48.0%); and lack of management support
(37.0%).4 No significant differences in barriers were reported
based on industry type or worksite size except that worksites
with 750+ employees were significantly more likely to report
lack of participation by high risk employees as a barrier.4 We
review each of these potential implementation challenges and
argue that engaging employees and managers in identifying
and addressing them early in
the planning process allows
an organization to develop
the necessary strategies to
overcome them. 

First, some employers
clearly believe that employees
are not interested in worksite
health promotion programs.
This tends to occur when
employee participation in

programs is low. It is important to both understand and clarify
some of the potential underlying “causes” of low levels of
employee interest and participation.5 For example, insufficient
or ineffective communication about health promotion 
programs could result in low levels of participation simply
because employees were not aware of programs being offered.
Another potential “cause” of low perceived employee interest is
that employees might not participate at all (or in lower 
numbers) if they have to pay to join a program, or if the 
program is offered at inconvenient times or locations, or when
child care and other issues may limit participation. Employees
exposed to stressful and/or otherwise hazardous work conditions
might not participate because they are skeptical of worksite
health promotion programs and/or angry if these programs are
being prioritized ahead of addressing work conditions.6

Additionally, if employees believe that employers are intruding
on their privacy or trying to “control” their health, they may
not participate.7 Thus, low employee participation may be
caused by several of these factors and may lead to a perception
among employers that employees are not “interested” in health
promotion programs. 
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Improving Employee Participation

Strategic program planning efforts can help organizations
overcome problems with low participation and low perceived
employee interest. First, we encourage employers to mobilize
an employee wellness committee—a group of employees that
represent key work teams and departments in an organization—
who can be involved in planning, promoting, and developing
health promotion programs at work.8 If unions are present, be
sure to work with local representatives to understand their priorities
and incorporate those into the planning process. Second, develop
a comprehensive marketing plan that gets the word out about
program offerings through channels that reach all employees.
Third, consider offering incentives to increase employee participa-
tion. For example, 25.9% of respondents to the 2004 National
Worksite Health Promotion Survey reported using incentives
for this purpose.4 Such incentives, if properly designed and
communicated clearly to employees, have been shown to
enhance participation in worksite health promotion programs.9

Fourth, be sure to offer high-quality health promotion programs
and use a variety of educational methods (self-help, group classes,
Internet options, etc.) that appeal to different employee interests
and learning styles. These programs should be free, or low-cost,
and convenient for employees to participate, including offering
options for shift workers and employees who travel or work
offsite to participate. If programs are to be held during regular
daytime hours, management should be lobbied to either allow
employees to participate during work time or to institute a
policy of shared employee/work time or flex time. Fifth, finding
program “champions” (members of the wellness committee,
managers, or members of the general employee population)
who both participate and enthusiastically support programs will
help increase employee participation as well. Finally, addressing
work conditions that are oppressive, stressful, or hazardous to
employees will influence participation among employees.10

Evidence suggests that employees who have a voice in addressing
the pace or conditions of work will be more engaged in worksite
wellness efforts while maintaining productivity.11,12 If imple-
mented early in the planning process, all of these strategies can
help overcome potential problems with employee interest
and/or low participation.

Addressing participation among “high-risk” employees is an
implementation challenge recognized by new as well as experi-
enced program staff. Evidence suggests that moving high-risk
employees to a lower-risk category will have a positive impact on
employers’ healthcare costs.13,14 However, Edington and colleagues
have demonstrated that maintaining the health of low-risk
employees over time is also important for ensuring long-term
control of healthcare costs.15 While evidence suggests that high-risk
employees might face different barriers to participating in health
promotion programs than low-risk employees,16 more research
is needed to uncover best practices (e.g., tailored approaches,
engaging peer educators, or offering online options that maintain
privacy) for increasing program participation among all
employees, including those at all levels of risk. For example,
Grosch et al17 surveyed a representative sample of workers from

the National Health Interview Survey data and found that,
when access to programs was equal for all workers, traditionally
“high-risk” employees (e.g., blue-collar workers and blacks)
were more likely to report they participated in worksite health
promotion programs than were other workers. Emmons et al18

conducted a qualitative study to ascertain barriers to participation
among working women with different health risk factor levels.
Research results like these have direct application for improving
strategies for success on increasing participation over time. 

Overcoming a Lack of Staff Resources

Lack of staff resources was another commonly reported barrier
to offering health promotion programs as reported in the 2004
National Worksite Health Promotion Survey.4 Among large
employers, staff resources might be hard to identify or they
might be “discovered” through a well-planned needs assessment.
Among smaller employers, resources of all types, including staff
resources, may be problematic for any programs that are not
directly linked to the business operation. Importantly, evidence
suggests having a staff person who has dedicated responsibilities
for health promotion has been shown to be the single biggest
independent predictor of having a comprehensive worksite
health promotion program.4 Existing staff may be both willing
and interested in helping to organize health promotion efforts
at work. Through continuing education workshops or externally-
sponsored training programs, an employer can address this
potential implementation challenge. For example, employee
wellness committees can assist a designated staff person with
program planning and implementation efforts. In fact, the
North Carolina State Division of Public Health has worked
with the State Health Plan to develop and deliver a training
workshop for state employees and teachers who want to start an
employee wellness program. (More information is available at
http://statehealthplan.state.nc.us/worksite-wellness.html.)

Finding Funds

Lack of funding is the third most commonly cited barrier to
offering worksite health promotion programs. This problem
often goes hand-in-hand with a lack of staff resources. While all
employers face this challenge to some extent, many potential
funding and/or sources of support exist and can be tapped for
assistance. Specifically, health plans are the leading source of
health risk appraisals, health screenings, lifestyle behavior
change programs, and disease management programs offered by
employers responding to the National Worksite Health Promotion
Survey.4 Local hospitals, voluntary health organizations, health
departments, business groups on health, chambers of commerce,
and other groups may provide direct assistance to employers
who offer worksite wellness programs. The Centers for Disease
Control and Prevention sponsored Healthier Worksite Initiative
Web site (www.cdc.gov/nccdphp/dnpa/hwi/index.htm) lists
resources as well as funding opportunities for worksite health
promotion. However, we encourage employers to consider
funding worksite health promotion programs as an investment



in “human capital” that will lead to bottom line advantages for
the organization. Positive changes in employee health behaviors,
healthcare claims costs, productivity, turnover, and absenteeism
are possible, so program staff should be sure to include related
measures in a comprehensive evaluation plan when considering
the total return-on-investment perspective.

Cultivate Management Support at All Levels

One final implementation challenge univer-
sally acknowledged by employers is a lack of
management support. Moreover, evidence
suggests that different levels of management
(e.g., line supervisors, middle managers, and
top managers) report different barriers to
program implementation that warrant serious
consideration.3 For example, in one study of
over 1,000 managers from 23 manufacturing
worksites, senior managers (vs. line supervi-
sors) were significantly less likely to believe space or cost were
barriers and were less likely than middle managers or line
supervisors to believe production conflicts were a barrier to
offering health promotion programs.3 Management support
should be cultivated early in the planning process, and
throughout implementation. 

Several strategies for ensuring management support are
worth consideration. First, management representation should
be included on the employee wellness committee as a visible
sign that management is committed to its success and to keep
management informed of the progress of the program. Second,

key managers should be interviewed to ascertain their expecta-
tions for worksite health promotion programs. Third, ongoing
communications with managers should take place to ensure
visibility and to share success stories. Communications should
include data that address managerial needs and expectations
whenever possible. Finally, national (see Table 1), industry-
specific or local data should be used whenever possible as
benchmarks for success. Regular reports to management on
progress toward achieving those goals are desirable. 

Conclusion

An employer who decides to offer a worksite health promo-
tion program faces a number of important implementation
challenges, and the underlying causes of these challenges are
varied and complex. An effective planning effort can, however,
address employer concerns while engaging employees in the
process of planning, developing, implementing, and evaluating
worksite health promotion programs that are most likely to be
successfully adopted, achieve desired employee health outcomes,
and sustained over time. NCMedJ
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Table 1.
Healthy People 2010 Worksite Setting Objectives19

Objective Target 
Increase the proportion of worksites that offer a comprehensive 
employee health promotion program to their employees. 75%
Increase the proportion of employees who participate in 
employer-sponsored health promotion activities. 75%
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ealth promotion and wellness programs are designed to
facilitate behavioral change and maintenance, emphasizing

optimal health. General agreement exists that interaction
among individual, social, and environmental factors influence
behavioral choices that may result in detriments to health
and/or increased health risk. Alteration or modification of these
risk-based lifestyle choices and non-supportive environments
are needed so that optimal health outcomes can be
achieved. This can best be accomplished through a
series of combined strategies that often involve pro-
grams, such as risk assessment and management,
smoking cessation, weight management, fitness,
stress management, and selected screening or targeted
disease management programs, such as high blood
pressure and cancer control.

Qualified and capable staff are essential to develop,
implement, and evaluate worksite health promotion
programs. McCauley and McCunney point out that
selecting staff may be as easy as turning over program-
ming to existing staff that have skills in health pro-
motion program development, or it could be as diffi-
cult as hiring new staff or selecting qualified vendors,
or both. However, it is important not to assume
prospective staff capability based on credentials and
referrals. Assessing prospective staff capability to
lead such initiatives should include considerations
of substantive knowledge and worksite-based health
promotion experience, as well as effective interperson-
al, writing, presentation, and management skills.1 If an itinerant
health promotion leader is necessary due to the configuration of
business structure and location, then the ability to adapt programs
to local worksite circumstances would be essential. 

Adult Learning: Constructing Knowledge

In any worksite health promotion program, staff will need
to be intimately familiar with principles of adult learning. The

classic work of Malcolm Knowles,2 former professor at North
Carolina State University, differentiates between adult and
child patterns of learning and emphasizes the importance of
teaching adults based on a framework of andragogy (teaching
of adults), rather than pedagogy (teaching children). Knowles
discusses that children have often been taught in traditional lecture-
learner formats, although educators are finding more success

and student interest when the actual principles of what is being
taught are applied through hands-on experiences, field trips,
and group work. Knowles points out that adults, because of
their greater independence and more extensive backgrounds,
bring more to the learning experience, and health promotion
staff should serve as facilitators and enhancers of the teaching-
learning process. Knowles’ principles of adult education focus on
four areas: independent learning, usefulness of past experience,
readiness to learn, and problem-oriented learning. 

Worksite Health Promotion:
Skills and Functions of Professional Staff

Bonnie Rogers, DrPH, COHN-S, LNCC, FAAN
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“...health promotion staff or
specialists need to have not

only skills and knowledge in
targeted areas, but also the

ability to communicate with
diverse populations, including
being able to deal with issues

of language, culture and 
literacy barriers.”
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Independent learning emphasizes the importance of respecting
the independence of workers and including them as active, self-
directed participants, rather than passive recipients. This can be
done by finding out what they already know about a topic,
what they need to know to do the job better and safer, or what
more they would like to learn.

Previous experience utilizes the wealth of life’s experiences on
which to base new learning. For example, an employee may have
a relative who has had a heart attack and may be able to share
related information about the rehabilitation process. This also
presents an opportunity to assess employee baseline knowledge
and to focus on areas of special concern.

Readiness to learn involves recognizing when an employee or
employees are ready to engage in new learning events or when a
teachable moment presents itself.3 For example, a woman who
becomes pregnant may be more interested in learning about
workplace hazards or the effects of related lifestyle hazards, such
as smoking, and an employee recently diagnosed with high
blood pressure may be more interested in learning about dietary
control strategies. Preventive information on topics such as
AIDS or diabetes may not have a direct impact unless the
employee knows someone affected. 

Problem-oriented learning relates to helping employees
address a problem area related to changing behavior of personal
concern. For example, employees who have had difficulty in
quitting smoking will probably consider it a health problem
and, thus, be more amenable to a smoking cessation clinic or
an educational program. In addition, Loos4 asserts that adult
learners: 

■ do not regard instruction as a means of reinforcing learning,
■ utilize instruction to construct knowledge, and
■ learn best what they “discover” for themselves.

Therefore, instructing adults must be an active process
wherein the learner constructs knowledge rather than only
acquires it, and it involves a process of supporting this con-
struction rather than one of only communicating knowledge.

Communicating, Assessing, Planning,
Conducting, and Evaluating

For many years, executives, management, and white- and
pink-collar workers were the primary targets for health promotion
programs.1 Today the literature is replete with information
about programs designed for special populations. For example,
back care and musculoskeletal disorder care and preventive
programs have been offered for petroleum workers,5 healthcare
workers,6 municipal workers,7 school personnel,8 and police
officers.9 Hypertension, diabetes management, and stress
reduction programs are being increasingly offered to employees
from ethnically diverse populations.10 What this means is that
health promotion staff or specialists need to have not only skills
and knowledge in targeted areas, but also the ability to commu-
nicate with diverse populations, including being able to deal
with issues of language, culture, and literacy barriers.3

Health promotion programs may do one or more of the
following: address an awareness level, focus on lifestyle or
behavioral change programs, or encompass environments that
encourage healthy lifestyles. Because the concepts of health
promotion and wellness are multidimensional in nature, programs
can and should encompass social, occupational, spiritual, physical,
intellectual, or emotional dimensions. 

Health promotion specialists should use a systematic
approach to develop, plan, and implement successful health
promotion programs.11 The corporate culture needs to be
assessed to determine if health promotion is valued within the
organization and what the commitment of management is to
health promotion. Assessing employee involvement is also critical
for success. What programs would they like to have offered and
when? In addition, examining existing healthcare data is critical
to justify the need for programs. This information can be used to
convince management to establish specific programs like prenatal
education, breast self-examination and mammography, and
nutrition/exercise programs. Health promotion planners should
establish a wellness committee with employee representation
that can assist with program planning and contribute to program
success. Goals and objectives can be established along with a
budget and an evaluation plan. After the program is completed, it
must be evaluated. An evaluation of the program serves many
important functions, including assessment of the achievement of
objectives, identification of the strengths and weaknesses of the
program, and analysis of its outcomes. 

Specific functions of the health promotion specialist
include, but are not limited to, the following activities: 

■ Assesses and targets health promotion program needs for
the workforce.

■ Develops and monitors the goals and strategies for the
health promotion program. 

■ Develops and implements primary, secondary, and tertiary
prevention programs. 

■ Provides programs and special events, such as health fairs
and health education seminars, which increase awareness of
health issues and choices, and help modify health risk
behaviors.

■ Collaborates with management to provide a healthy work
environment.

■ Selects and monitors vendor contracts. 
■ Conducts ongoing evaluation of the specific activities, as

well as the overall health promotion program, and integrates
cost-containment and cost-effectiveness aspects.

■ Plans and directs the evaluation process.

Depending on the type of industry, health promotion planners
will need to consider shiftwork, telecommuting, and remote
locations. The latter two areas will require skills in distance
education. In addition, the health promotion staff will need to
be familiar with motivational readiness and concepts related to
change.12,13 For example, Prochaskas’s model describes the five
stages of change—precontemplation, contemplation, preparation,
action, and maintenance. This model attempts to explain five



stages through which individuals engage in behavioral change.
The health promotion specialist can use this model to identify
the stage of change where the employee is and utilize appropriate
strategies to help workers move through these change stages,
which will include dealing with relapse prevention.3

In conclusion, health promotion staff must have knowledge

and skills that have breadth and depth. Knowing the worker
population and industry needs and being able to communicate
with diverse populations using principles of adult learning are
essential to have successful and effective outcomes in achieving
optimal health. NCMedJ
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he North Carolina State Health Plan (SHP), a self-funded
plan established by the North Carolina General Assembly,

provides healthcare coverage for more than 615,000 active public
sector employees, retirees, and dependents. Employee members of
the SHP work in 225 organizations in approximately 3,000
worksites throughout the state. Seventy percent of the health plan’s
medical and pharmacy costs are attributed to preventable chronic
diseases related to poor nutrition/obesity, physical inactivity,
tobacco use, and stress. In 2003, more than 164,000 SHP
members were treated for one or more chronic diseases, an
increase of 37% from 2000.a In response to these findings, the
SHP launched NC HealthSmart, a healthy living initiative for all
eligible members in 2005.1 The initiative includes six components:
health tracking, including a health risk assessment; centrally
designed health promotion interventions; targeted disease
management; health coaching services available 24/7; high-risk
case management; and worksite
wellness programs.b,2

NC HealthSmart delivers integrat-
ed services directly to the member via
the Web, mail, telephone, worksite,
and the healthcare community. These
wrap-around services are designed to
empower the members to play an
active role in the management of their
health. 

Wellness programs in the work-
place have great potential to impact
employees’ long-term lifestyle choices

because the average employee spends 50 hours-a-week at work
and eats one third of his/her meals at work.3 Long-term results
of wellness programs include improved health outcomes,
reduced absenteeism, improved employee morale and retention,
and reduced healthcare costs.4,5,6

Successful worksite wellness programs are characterized by:6

■ Individualized behavior change information (self-care infor-
mation, health risk assessments, behavioral counseling);

■ Social supports (wellness challenges, classes, support groups);
■ Senior-level management buy-in (financial incentives,

department-wide policy changes, communication, long-term
commitment); and

■ Environmental supports (workplace fitness centers, on-site
health services, smoke-free worksites, healthy meal and
snack options).

Creating a Culture of Wellness in Workplaces 
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because the average employee spends
50 hours-a-week at work and eats

one third of his/her meals at work.”



Based on this evidence, the SHP, in partnership with the
Division of Public Health (DPH) in the North Carolina
Department of Health and Human Services (NC DHHS ), has
developed the NC HealthSmart Worksite Wellness Toolkit for
use by worksite wellness committees in all North Carolina state
government entities. Employers can use the Toolkit to build
customized wellness programs. Currently, more than 160 com-
mittees from 93 eligible state organizationsc have been trained
to use the Toolkit. The State Health Plan is also funding a
worksite wellness team at the DPH to offer new resources and
technical assistance to support committee sustainability at these
worksites. New services will include a Web site, seminars, a
newsletter, and a consultation program. In 2007, the Toolkit
and training initiative will be modified for public schools
(approximately 175,000 SHP members). This work will integrate
with the North Carolina Healthy Schools initiative and occur
in partnership with the North Carolina Department of Public
Instruction, Local Educational Agencies, and the Division of
Public Health.

Pilot Worksite Wellness Program

In 2004, the SHP commissioned and jointly funded a wellness
initiative with a single state agency, NC DHHS, as a prototype for
leadership development, policy change, and building wellness
infrastructure for all North Carolina state government employers.
NC DHHS was chosen as the pilot because of leadership support
for worksite wellness and its large size (18,700 employees in 22
agencies and 16 hospital and residential school facilities across
North Carolina) The initiative aims to:

■ Reduce the major chronic disease risk factors among NC
DHHS employees, thereby reducing chronic diseases and
containing rising healthcare costs. 

■ Demonstrate the effectiveness of a wellness program model
that includes a full-time, department-level director. 

■ Establish wellness committees to create and sustain work
environments that promote and support employee health
and wellness. 

■ Change policies and work environments to help employees
become more active, make healthier food choices, avoid
tobacco, and manage stress.

Implementation of the Pilot

NC DHHS launched the Wellness Initiative in September
2005. In the first 12 months, the groundwork for a sustainable,
department-wide wellness program has been created. It
involves leadership at all levels of the organization and formally
incorporates feedback from employees and agency wellness
committees. NC DHHS developed a three-year strategic
implementation and evaluation plan with measurable objectives

to guide the initiative. Baseline and follow-up surveys were
conducted to assess agency policy and environmental support
for wellness, employee interest and participation levels, and
management support. An online reporting system was created
for committees to submit brief monthly reports of their wellness
activities and program outcomes. 

Prior to the launch of the Wellness Initiative, each division,
office, and facility designated a Wellness Representative. The NC
DHHS Wellness Director helped the 38 representatives establish
wellness committees and develop tailored agency wellness plans.
The Wellness Representatives also serve as members of a new
Department-level Wellness Council to advise the Secretary on
worksite wellness policy issues. All representatives received training
on the Worksite Wellness Toolkit in the fall of 2005. The Wellness
Director provides continued technical assistance, which includes
on-site visits to help wellness committees implement programs
geared to the needs and interests of their employees. Raffle
incentives and exercise equipment grants were offered to com-
mittees to promote wellness activities and to increase employee
participation. Wellness committees are also encouraged to integrate
other NC HealthSmart services, such as health coaching and the
health risk assessment, into their program strategies. 

NC DHHS determined that approving department-wide
policies that support employee wellness and creating a supportive
work environment were the most efficient and cost-effective
ways to engage employees in health risk reduction activities.
NC DHHS Secretary Carmen Hooker Odom addressed the
first policy issue by raising awareness of an existing Department
Wellness Policy that allowed employees, with manager
approval, to use flex-time schedules to participate in wellness
activities. The Secretary continues to consider policy and envi-
ronmental changes as needs are identified. 

“I firmly believe that we, the leading public health organi-
zation in the state, must fully support our own employees’
efforts to live a healthy life,” says Secretary Hooker Odom.
“I am committed to working with managers and employees
to create a ‘culture of wellness’ within the Department. 
I encourage other state agency leaders to embrace worksite
wellness and to take advantage of what we have learned.”

Policy Recommendations

The NC DHHS Wellness Council made policy recom-
mendations for the Department using employee and agency
survey results, evidence-based wellness interventions, and
council members’ perceptions of department-level barriers.
The recommendations are to:

■ Increase employee access to on-site exercise opportunities.
■ Provide incentives and increase management support for

employee participation in wellness activities.
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c State agencies, universities, and community colleges are eligible for trainings in 2006-2007. A modified curriculum will be rolled out to
public schools in the next two years.
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■ Ensure that all employees have access to designated break
areas away from their workstations.

■ Require training for supervisors on conflict resolution and
stress reduction. 

■ Improve access to healthier meals and snacks in the workplace.
■ Support policies that make workplaces tobacco free and

provide on-site cessation programs.
■ Establish procedures for addressing employees’ concerns

about air quality and ergonomic work areas. 

Secretary Hooker Odom responded to the recommendations
by providing key support for the implementation of department-
wide formal and informal policy changes. Opportunities to increase
physical activity helped drive several changes. State hospitals and
resident school facilities with existing fitness areas were asked to
allow employees use of the areas. For example, the Dorothea
Dix Hospital Campus in Raleigh will reopen a gym facility
(infrequently used by hospital patients) to employees, giving
them access seven days-a-week. Improved exercise, shower, and
locker facilities and scheduled wellness activities are planned for
the site. Agencies were also encouraged to designate space for fitness
areas. Fourteen sites received a commercial grade treadmill or
exercise bike from a grant program offered by NC DHHS. To
increase healthy foods at work, the State Services for the Blind
vending contracts were modified to require vendors to include
15%, or at least five, healthier vending choices. Work is also
underway to provide designated break areas and to offer incentives
to support employee participation in health promotion programs.

Year One Outcomes and Participation

During the first 12 months of the Wellness Initiative, NC
DHHS wellness committees reported implementing a total of
243 wellness activities and reported 49 changes to policies and
environments that increased support for employees to become
more physically active, eat healthier foods, avoid tobacco, or
manage stress. Worksites with healthier vending options 
doubled (10 to 20), and the number of worksites providing
information on healthy food choices increased from 10 to 41.
More worksites have written policies supporting physical 
activity during the workday, and the number of indoor fitness
areas increased from 14 to 22 worksites. More sites disseminated
tobacco health risk information (from five to 33) and offered
cessation programs (from three to 14). Stress management 
programs and materials offered in 14 worksites a year ago are now
available in 36 worksites. Even without formal incentives, NC
DHHS has achieved the highest rate of health risk assessment
completion of any state department. 

Preliminary data from a November 2006 employee survey

(4,788 respondents) found that 62% of employees had partic-
ipated in at least one workplace wellness activity in the past
year. Employees reported exercising more often (51%), citing
work-based walking programs (50%) as the most popular activity.
They indicated that they were eating more fruits and vegetables
(49%), and were closer to a healthy weight (27%). With regard to
tobacco use, 106 employees stopped tobacco use completely, and
149 reduced their amount of tobacco use. Employees indicated
that they had received health information from their worksite
wellness committees (45%), attended health fairs (35%), and
received a flu shot at work (46%). The main reason employees
reported that they did not participate in wellness activities was
a lack of time (36%). 

Wellness committees receive survey results to guide their
wellness program plans for the coming year. Use of the survey
information appears to have played a critical role in achieving
high levels of participation. For example, both the baseline survey
in 2005 and the second employee survey in 2006 indicate that
an indoor place to exercise at work was the primary wellness
priority for the greatest number of employees. The Wellness
Initiative responded to employee needs by addressing policies
that prevent or limit access to existing fitness areas and providing
fitness equipment to agencies. 

Further evaluation of the NC DHHS Wellness Initiative
will include analysis of aggregate employee health risk assess-
ment data. It is anticipated that this information will further
confirm changes in a majority of employees’ health behaviors.
Finally, a comparison of health claims data before and after
implementation of the Wellness Initiative will assess the impact
of this model of worksite wellness on improving employee
health and containing healthcare costs.

The NC DHHS Wellness Initiative will not be completed
for at least another year, yet mid-study data suggest that it is
already positively impacting individual and environmental
behaviors. Modifying lifestyle habits is difficult, and it is critical
to use every point of entry to support individuals in taking a
more active role in their health. A comprehensive worksite wellness
program can increase employee satisfaction and productivity
and improve employee health by reinforcing health messages
from providers, care management services, and health education
campaigns. The State Health Plan will build on the impressive
NC DHHS preliminary results by using this experience and
other resources to benefit all state government, university, 
community college, and public school employers and their
employee populations. NCMedJ

Acknowledgement: The State Health Plan extends a special
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orksite health promotion programming has received
growing interest over the past 20 years. In 1985, the

Office of Disease Prevention and Health Promotion (of the
United States Department of Health and Human Services)
launched its first survey of national worksite health promotion
practices. Subsequent to that, there have been three follow-up
surveys, the most recent findings published in 1999. The 1999
survey reported that 90% of worksites were offering at least one
type of health promotion activity to their employees. The
results from the 2004 National Worksite Health Promotion
Survey,1 currently in the publication process, compares
health promotion programming among worksites
between 1999 and 2004, and more fully assesses the
degree to which worksites are meeting the Healthy People
2010 goal of having 75% of all worksites, regardless of
size, offering comprehensive programming to employees.
The 2004 National Worksite Health Promotion Survey,
sponsored by Partnership for Prevention, Watson Wyatt
Worldwide, and the Office of Disease Prevention and
Health Promotion surveyed a nationally representative
sample of over 1,500 worksites and found that employers
offered a wide range of health promotion activities to
their workers. However, only 6.9% of the responding worksites
offered all five key elements that define a “comprehensive”
worksite health promotion program: (1) health education, (2)
links to related employee services, (3) supportive physical and
social environments for health improvement, (4) integration of
health promotion into the organization’s culture, and (5)
employee screenings with adequate treatment and follow up.
Controlling for worksite size, indutstry type, staffing, and
experience, worksites from agricultural or financial sectors and
those with a dedicated staff person were significantly more likely
to offer a comprehensive program.2

Along the continuum of worksite health promotion program

elements, the level of sophistication usually correlates with the
amount of resources invested. Despite the fact that the growth,
and in some cases the very sustainability of business, is linked
to employee health, many employers do not view worksite health
promotion as being a core component of their business strategy.
Yet, the issue surrounding the cost of health is at the forefront
of business leaders’ minds. Over the past four consecutive years,
CEOs responding to the Business Roundtable’s CEO Economic
Outlook Survey have cited healthcare costs as their greatest cost
pressure.3

Leveraging the workplace to improve health is good for
employees and good for business. It’s not just the direct costs of
healthcare that companies have to take into consideration. The
indirect costs of poor health (e.g., absenteeism, disability, pre-
senteeism) can be two to three times higher than direct medical
costs (see Figure 1).4,5,6,7 Productivity losses related to personal
and family health problems cost United States employers
$1,685 per employee per year, or $225.8 billion annually.8

A study conducted at The Dow Chemical Company helped
illustrate the total economic impact of employee health, including
indirect costs. The analysis illustrated a staggering $750 million
economic impact from employee health status by determining
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that the indirect cost associated with
“presenteeism” far exceeded the costs of
absenteeism and medical treatment
combined. Spurred into action by these
findings, Dow established a comprehen-
sive health strategy with the goals of
improving health, reducing health risks,
managing costs, and improving health-
related productivity (presenteeism).9

The Dow Chemical Company’s
“comprehensive health strategy” includes
worksite health promotion integrated
with other health-related initiatives. In
recent years, many large companies have
taken a similar approach by aligning
previously separate functions, such as
benefit design, occupational and envi-
ronmental health, occupational and non-
occupational disability management,
Employee Assistance Programs (EAPs),
work-family programs, together with
worksite health promotion initiatives and incentives, to
address overall employee health and productivity. Large
employers are targeting the needs of employees and
designing services that will drive the actions of both
employees and the health plan/provider. Collectively these
combined efforts are often referred to as employee health
management, Pioneer Hi-Bred International, Inc. provides
another example of an integrated preventive health and
wellness program as part of a business strategy supporting
the health and well-being of employees, their families, and
retirees through maximum engagement and capability.
The program aim is to attract and retain a world-class
workforce, assure quality, efficient, sustainable, and afford-
able healthcare, with a safety goal of zero occupational
injuries and illnesses. Health plans and programs are
designed to encourage prevention, disease management,
and the efficient use of the healthcare system and planning
for future healthcare needs. Pioneer’s program is integrated
with the EAP, and life management with search, referral,
and counseling services including childcare, eldercare,
financial and legal assistance.10

Employee health management includes: linking
employee health efforts with the company mission, data
management, benefit design, supportive environment,
programming, and evaluation integrated within a cost-
effective business strategy. For more information on these
components, and how they apply to organizations, please
refer to the Health Management Initiative Assessment in
Leading by Example: Improving the Bottom Line Through a
High Performance, Less Costly Worksforce—CEOs on the
Business Case for Worksite Health Promotion.11 There is strong
evidence supporting the cost-effectiveness of investing in
employee health management including worksite health
promotion. Healthy employees are more productive and
consume fewer corporate resources in the form of benefit
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Table 1.
Worksite Wellness Program Awards

2006 C. Everett Koop National Health Awards Winners
■ USAA – Take Care of Your Health Program
■ Honorable mention: Roche, Inc., and Washoe County 

School District
(http://healthproject.stanford.edu/koop/2006winnerindex.htm)

2006 Innovation in Prevention Award Winners 

Large employer (greater than 500 employees)
■ Perdue Farms – Perdue Health Improvement Program – 

Large Employer 
■ Washoe County School District – Washoe County School 

Distric Wellness Program 
Small employer (500 or less employees)
■ Hudson River Healthcare – Step Up for Wellness 
(http://www.hhs.gov/news/press/2006pres/20061026.html)

2006 Wellness Councils of America (WELCOA) Well
Workplace Winners (Platinum)

■ The Beacon Mutual Insurance Company
■ Syngenta
■ Motorola, Inc.
■ Nebraska Methodist College
■ The Principal Financial Group
■ International Business Machines
■ Lincoln Plating
■ The Nebraska Medical Center
■ Merril Lynch
■ Monongalia Health System
(http://www.welcoa.org)

Figure 1.
Relative Contribution of Direct and Indirect Costs Within a Large
Financial Services Corporation

Source: Edington DW, Burton WN. Health and productivity. McCunney, RJ: A Practical
Approach to Occupational and Environmental Medicine. Philadelphia: Lippincott
Williams & Wilkings. 3rd ed. 2003:140-152.



451NC Med J November/December 2006, Volume 67, Number 6

payments for medical care, short- and long-term disability, and
workers’ compensation. 

■ A review of 73 published studies of worksite health promotion
programs shows an average $3.50-to-$1 savings-to-cost
ratios in reduced absenteeism and healthcare cost.12

■ A meta-review of 56 published studies of worksite health
promotion programs shows:13

■ Average 27% reduction in sick leave absenteeism, 
■ Average 26% reduction in healthcare costs, 
■ Average 32% reduction in workers’ compensation and 

disability management claims costs, and
■ Average $5.81-to-$1 savings-to-cost ratio. 

Potential savings from average risk reduction is $153 per per-
son per year, compared to a savings of $350 from risk avoidance
(e.g., prevention).14,15

Forward-thinking organizations understand the link
between the health of their organizations and their employees,
and many have been recognized nationally for their efforts by
receiving the C. Everett Koop National Health Awards (see
Table 1) the Wellness Councils of America Well Workplace
Awards (see Table 1), and/or the Innovation in Prevention
Award from the Secretary of Health and Human Services (see
Table 1). Two elements that are critical to program success, senior
leadership support and establishing a supportive environment,16

are among the criteria upon which candidates are evaluated. In
2004, Partnership for Prevention launched the Leading by
Example CEO-to-CEO initiative to encourage communication
at the senior-most levels regarding investment in employee

health management strategies. The first publication released in
2005 featured 19 CEOs, including three state governors.
Partnership has recently partnered with the US Chamber of
Commerce on a new edition of the publication, which will feature
15 Chamber member companies. In addition to completing a
Health Management Initiative Assessment, a tool to assess, in
comprehensive terms, areas in which the programs are excelling
and areas for improvement, the Leading by Example CEOs (see
Table 2) have committed to:

■ Assuring that senior management is committed to health
promotion as an important investment in their human capital.

■ Aligning health and productivity strategies with their business’
goals.

■ Educating all levels of management regarding the link between
employee health and productivity, and total economic value.

The aim of the Leading by Example initiative is to increase
senior executive awareness and involvement in employee health
management strategies by transforming the paradigm in which
employers view employee health as an investment to be maxi-
mized, rather than as a cost to be minimized.

So where does this leave us? Rising healthcare costs are driving
changes in how traditional worksite health promotion programs
are structured and positioned within large organizations. In
past years, worksite health promotion primarily included activity-
based programs focused on individuals to improve unhealthy
lifestyle choices—lack of exercise, smoking, being overweight,
and so forth. More recently, research has documented that
high-risk employees are also high-cost employees with higher

Table 2.
Current Leading by Example Participating CEOs and Organizations

Leading by Example: CEOs on the Business Case for Leading by Example: Leading Practices for Employee 
Worksite Health Promotion* Health Management**
George DeVries, American Specialty Health Harold Jackson, Buffalo Supply, Inc.
H. Edward Hanway, CIGNA Corporation James W. Owens, Caterpillar
Delos M. Cosgrove, Cleveland Clinic Health System Neal Patterson, Cerner Corporation
Rick Wagoner, General Motors Jack Donahue, DonahueFavret Contractors, Inc.
Duncan Highsmith, Highsmith Inc. Robert W. Lane, Deere & Company
William C. Weldon, Johnson & Johnson John C. Erickson, Erickson Retirement Communities
Dean Oestreich, Pioneer Hi-Bred International, Inc. Marc LeBaron, Lincoln Plating
Michael Critelli, Pitney Bowes Daniel Ustian, Navistar International Corporation
Gov. Ruth Ann Minner, State of Delaware Jeffrey B. Kindler, Pfizer Inc.
Andrew N. Liveris, The Dow Chemical Company Jeff Sterba, PNM Resources, Inc.
Dick Davidson, Union Pacific Corporation Surya N. Mohapatra, Quest Diagnostics Incorporated
Mary Sue Coleman, University of Michigan Andrew N. Liveris, The Dow Chemical Company
Thomas J. Donohue, US Chamber of Commerce Lee Scott, Wal-Mart Stores, Inc.
John P. McConnell, Worthington Industries, Inc. Danny Wegman, Wegmans Food Markets 
Anne M. Mulcahy, Xerox Corporation

* Parnership for Prevention   ** Partnership for Prevention and the US Chamber of Commerce
For more information on the Leading by Example initiative, visit www.prevent.org/LBE.
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medical and pharmacy expenses. Research has also demonstrated
that low-risk maintenance (keeping healthy employees low risk)
is a necessary strategy for productivity and cost containment.
Rather than reducing health benefits or shifting costs to
employees, forward thinking organizations are now focusing on
improving the health of their overall workforce populations
through integrated health management strategies, including
worksite health promotion with the support of committed

leadership. The amount of evidence suporting the business case
for investing in employee health management, along with the
identification and recognition of leading practice programs to
serve as models, demonstrates growth and investment in the field
of worksite health promotion and employee health management.
We need to continue to analyze and promote innovative and
effective programs in order to further increase the investment
in workplace health promotion. NCMedJ

REFERENCES

1 Linnan L, Bowling M, Lindsay GM, Childress JM, Blakey C,
Pronk S, Wieker S, Royall PT. Results of the 2004 National
Worksite Health Promotion Survey. Am J Public Health. 
(In press, 2006).

2 Linnan L, Bowling M, Lindsay, GM, Childress JM, Blakey C,
Pronk S Wieker, S, Royall PT. (October 26-27, 2006). Results
from the 2004 National Worksite Health Promotion Survey.
(Poster Presentation). 2006 National Prevention Summit,
Washington, DC.

3 Business Roundtable. Business Roundtable Releases Fourth
Quarter 2006 CEO Economic Outlook Survey: New CEO
Survey Predicts Slow, Steady Growth for First Half of 2007;
More Than Half of CEOs Say Health Care is Greatest Cost
Pressure on Their Companies. Available at http://www.business
roundtable.org//newsroom/document.aspx?qs=5916BF807822
B0F1ADC478122FB51711FCF50C8. Accessed December 20,
2006. 

4 Edington DW, Burton WN. Health and productivity. In:
McCunney, RJ: A Practical Approach to Occupational and
Environmental Medicine. Philadelphia: Lippincott Williams &
Wilkins. 3rd ed. 2003:140-152.

5 Burton WN, Pransky G, Conti DJ, Chen CY, Edington DW.
The association of medical conditions and presenteeism.
JOEM. 2004;46(6) suppl:S38-S45:

6 Pelletier B, Boles M, Lynch W. Change in health risks and
work productivity over time. JOEM. 2004;46(7):746-754:

7 Goetzel RZ, Long SR, Ozminkowski RJ, Hawkins K, Wang S,
Lynch W. Health, absence, disability, and presenteeism cost
estimates of certain physical and mental health conditions
affecting U.S. Employers. JOEM. 2004;46(4):398-412. 

8 Stewart WF, Ricci JA, Chee E, Morganstein D. Lost productive
work time costs from health conditions in the United States:
results from the American productivity audit. JOEM.
2003;45(12):1234-1124. 

9 Collins JJ, Baase CM, Sharda CE. The Assessment of Chronic
Health Conditions on Work Performance, Absence, and Total
Economic Impact for Employers. JOEM. 2005;47(6):547-557.

10 Norris J. A Business Strategy for Controlling Health Care Costs
with a Healthy Workforce. PowerPoint presentation at Greater
Des Moines Partnership and Iowans for Wellness & Prevention,
Des Moines, IA, December 6, 2006.

11 Leading by Example: Improving The Bottom Line Through a
High Performance, Less Costly Workforce. CEOs on the
Business Case for Worksite Health Promotion. Washington,
DC, Partnership for Prevention. 2005. Also available at:
http://prevent.org/images/stories/Files/docs/LBE_Book.pdf 

12 Aldana SG. Financial impact of health promotion programs: a
comprehensive review of the literature. Am J Health Promot.
2001;15(5)296-320. 

13 Chapman LS. Meta-evaluation of worksite health promotion
economic return studies: 2005 update. The Art of Health
Promotion. 2005;19(6):1-11. 

14 Edington DW. Emerging research: a view from one research
center. Am J Health Promot. 2001:15(5)341-349. 

15 University of Michigan Health Management Research Center.
The worksite wellness benefit analysis and report. 1979-
2004;7-15. 

16 O’Donnell M. Health Promotion in the Workplace. 3rd ed.
Albany, NY: Delmar; 2001, page 50.



453NC Med J November/December 2006, Volume 67, Number 6

lthough a couple of worksite health promotion (WHP)
initiatives in the United States can be traced as far back

as the late 1890s, many of America’s most notable programs
were conceived in the 1960s, 1970s, and 1980s. North Carolina’s
earliest WHP programs were conceived shortly thereafter, with
most taking shape in larger cities. The rationale for such programs
initially focused on promoting employees’ health and boosting
their morale and productivity; yet, as employers’ medical care
costs spurred to double-digit levels in the 1980s and 1990s, a
growing percentage of WHP adopters added cost containment
to their list of desired outcomes. The original WHP programs
consisted primarily of a health risk appraisal questionnaire,
clinical health screenings, and educational seminars, with a few
sporting on-site fitness and/or recreation centers. Nowadays,
it’s common to see worksites
sporting outdoor walking
trails, weekly lunch ‘n learns,
health newsletters, healthy
food vending options,
smoke-free workstations,
financial incentives, e-mail-
delivered daily health tips,
and internet-based personal
health programs.

It stands to reason that since most adults work for a living and
that employers pick up the lion’s share of the state’s healthcare
tab, worksites arguably provide a natural venue to promote the
overall health and welfare of employees. Nonetheless, many
worksites have been slow to act on this opportunity while others
have enthusiastically adopted WHP. Why such a dichotomy?
First and foremost, I believe the philosophy of senior management
greatly influences the presence or absence of WHP. Although
I’ve seen a handful of WHP programs evolve from a bottom-up
[employee-driven] perspective, the vast majority of successful
WHP efforts are driven from the top, originating from senior
management’s belief that employees are an organization’s greatest
asset. Moreover, I’ve discovered that successful WHP programs
are usually (1) operated by competent professionals, (2) tied, to

some extent, to employees’ health risk profiles as well as their
interests, (3) enhanced with “carrots” (e.g., financial incentives),
(4) positioned as a key business strategy, and (5) subjected to
regular evaluations.

Fortunately, numerous employers throughout North
Carolina have taken advantage of our state’s temperate climate
by developing outdoor recreational facilities and walking trails
for employees to use. Continued growth in our state’s evolving
high-tech industries, which are typically comprised of more
educated and health-conscious employees, also spurs more
WHP initiatives for companies to achieve greater health and
productivity outcomes. Flexible work hours have also made it
easier for employers to offer on-site WHP programs since
employees can use this “down time” to pursue on-site wellness

opportunities. Also, as more
employers are becoming
aware of the strong correla-
tion between health status,
on-the-job productivity,
and healthcare utilization
patterns, we’re seeing tradi-
tional WHP efforts expand
into more far-reaching and
progressive health and pro-

ductivity management (HPM) initiatives. I’m also impressed with
the growing number and quality of organizations (commercial,
educational, healthcare, and governmental) throughout our
state that are assisting employers of all sizes in their quest to
establish successful WHP initiatives.

Rising Healthcare Costs to Employer Are a
Primary Driver

Obviously, rising costs to provide employee healthcare benefits
is one of the most pervasive forces behind the growth of WHP,
as risk managers grow more frustrated with managed care and
other short-term bandages to this long-term problem. Yet,
numerous worksites have found out that WHP, like any other
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cost-containment strategy, must be positioned within an integrated
health management initiative to really pay off. Thus, I expect
more worksites to engage return-on-investment (ROI) metrics—
ranging from break-even analysis to benefit-cost analysis—in
their quest to measure the financial impact of these initiatives.

Barriers to Worksite Health Promotion
Programs

On the flip side, numerous factors impede the growth of
WHP programs in North Carolina. The high cost of doing
business in today’s costly economy keeps many companies on
the sidelines. Business’ unrealistic demand for a quick return
doesn’t bode well for WHP. Sadly, some decision-makers
haven’t realized that WHP is a human capital investment that
yields proportionately greater results over time. Add to this list of
barriers, the typical worksite culture that does little, if anything,
to respect or support a person’s right to practice health promotion. 

Certainly, downsizing prevents many business owners from
adopting any long-term human resource strategy (such as
WHP), especially when they have high turn-over rates and view
their workforce as “temporary.” Another barrier to WHP is that
most worksites spend virtually all of their healthcare budgets on
purchasing traditional “defensive-minded” healthcare coverage for
their employees; thus, leaving nothing to invest in more pro-
gressive health plan options (e.g., “good health rebate” and
healthcare expense accounts) that motivate healthy lifestyles in
addition to breeding more consumer-driven decisions among
employees and covered dependents. No wonder an enlightened
business owner recently stated, “health insurance doesn’t really do
anything for our company’s productivity—healthy employees do.” 

What does the future hold for WHP in North Carolina?
Will the growth of WHP in the next 30 years reflect that of the
past three decades? In these challenging economic times, how

can North Carolina really be competitive in today’s global
economy without healthy and productive workers? From
Murphy to Manteo, much of that challenge can be met head-on
if today’s business leaders steer their worksites with WHP and
other human capital investments that will indelibly foster a
healthier and more prosperous 21st Century. NCMedJ

Worksite Health
Promotion Return on
Investment
Many North Carolina employers have realized a positive
return on investment (ROI) from their WHP efforts. ROI
dividends have been reported by companies from the
mountains to the coast. For example,WHP efforts have
cut risk factors in 40% of diabetic-prone employees
and shaved workers’ compensation costs at
Replacement, Inc.; enabled GlaxoSmithKline to earn
honors as one of Working Mothers Magazine’s list of
“100 Best Companies to Work For” for 14 consecutive
years; earned Capitol Broadcasting Company the
state’s first Be Active Workplace designation; yielded
healthcare cost reductions at Blue Ridge Paper and
Asheboro Elastics; reduced emergency room visits and
held healthcare costs flat for the past two years at
Syngenta Crop Protection; boosted productivity and
work-life quality outcomes at SAS Institute; and
enhanced employee recruitment and retention at
Cisco Systems. Even smaller firms like Charlotte-based
Robert Mason Company and Rivers & Associates in
Greenville attribute much of their healthcare cost
containment and productivity gains to WHP programs.
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Health and Financial Impact of Lifestyle

epeated analyses conclude that at least 40% of premature
deaths in the United States are caused by lifestyle factors

including tobacco use, sedentary lifestyle, poor nutrition, and
overweight.1 Furthermore, these lifestyle factors are responsible
for at least 25% of medical costs2 and possibly as much as 50%.
This is occurring at a time when medical care costs are crippling
United States employers, with an estimated $7,910 per
employee in 2006.3 These costs make it difficult for many
employers to remain profitable. Being competitive in a global
marketplace is more difficult for United States companies
because per capita medical costs in the United States are double
those of all but five other nations and because employee medical
costs are highly subsidized by the governments in most other
nations.4

Evolution of Workplace Health Promotion
Programs

Employers started developing workplace health promotion
programs in detectable numbers in the 1970s. Most of these
programs were clustered in “high-tech” growth areas like the
Silicon Valley in California and the greater New York City area
and many of them were built around fitness centers. The primary
motivation among employers was to attract and retain the most
talented workers. Employers realized that spending several
hundred dollars per employee per year to building a beautiful
fitness center was a more effective recruiting tool than adding
four or five dollars to an employee’s weekly paycheck. Although
it took several decades to produce a robust literature to confirm
it, employers soon began to realize that employees with good
health habits had lower medical costs and were more productive.5

A systematic review of the literature on the financial impact of
workplace health promotion confirmed this.6 In fact, Aldana
found that 88% of 32 studies showed that programs reduced
medical costs, and 100% of 18 studies showed programs

reduced absenteeism. He also found a mean return on investment
(ROI) of $3.93 for medical cost savings and $5.07 for absenteeism
savings.

In the 1980s, public health professionals realized that work-
places might be excellent environments in which to address
chronic health conditions, especially heart disease, which had
links to smoking, nutrition, sedentary lifestyle, overweight, and
stress. Workplaces showed great promise for these programs
because employees typically spend more than a third of their
waking hours in the workplace, most employees remain in the
same company for the year or two it takes to make a successful
behavior change, and many are part of cohesive social groups at

work that can provide ongoing support. Furthermore, workplace
environments can be altered to provide access to healthy food
and safe places to be physically active, as well as protection from
second-hand smoke. Equally important, employers have financial
incentives to support these programs. By the mid-1990s,
almost 400 studies had been published on the health impact of
workplace health promotion programs. A systematic review of
this literature showed that well-designed programs produced
short-term health improvements, but that very few programs
examined long-term changes.7

The Rationale for Federal Policy to Stimulate Workplace
Health Promotion Programs
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The prevalence of workplace health promotion programs
has increased significantly during the past few decades.8

In summary, workplaces provide an excellent environment
to address employee health; hundreds of well-designed programs
have shown that programs do improve health, especially in the
short term; and dozens of studies have shown that programs
reduce medical costs and absenteeism at least enough to pay for
covering the cost of the program, possibly producing savings in
excess of program costs. 

Limitations of Workplace Health Promotion
Programs

Despite this positive picture, workplace health promotion is
not without problems. The biggest problem is that at least half of
working people in the United States do not have access to health
promotion programs because they work in small companies or
for those employers who have employees deployed in small
numbers in multiple sites. Of the 4.9 million firms in the
United States, only 936 (0.01%) have 10,000 or more employees,
8,674 (0.18%) have 1,000 or more employees, and 17,246
(0.35%) have 500 or more. Conversely, 99.65% of firms have
less than 500 employees, and 97.9% have less than 100
employees. These firms employ 51% and 36% of the working
population, respectively.9 It is difficult for small employers to
offer health promotion programs because they typically do not
have a central human resources function to develop programs, and
they often cannot afford to hire a full-time health promotion staff.
Furthermore, their health insurance premiums are typically
“community rated,” which means their premiums are set by the
medical utilization experience of their community. Large
employers are “experience rated,” which means premiums are
based on the company’s own medical utilization. The bottom
line is that small employers who are successful in reducing
medical care costs by improving the health of their employees
will still pay the same medical premiums to their insurance
company. This eliminates an important financial incentive to
develop a health promotion program in these small companies.

Furthermore, most health promotion programs are not
comprehensive. Most focus on enhancing awareness of health
risks by offering health fairs, conducting health screenings,
offering health risk appraisals, and providing information on
the importance of a healthy lifestyle. Most employers do not
offer programs that convey and enhance the personal skills
employees need to make and maintain lasting behavior
changes. Few employers make the effort required to create
supportive environments, including providing nutritious foods
in cafeterias and vending machines, offering access to safe and
interesting places to exercise or be physically active, and fostering
cultural workplace norms that value healthy lifestyle. The
exception is smoking policies. By 2001, 76% of United States
workplaces were smoke free.10 By any standard, this is a
remarkable achievement.

Emerging Federal Policy to Support
Workplace Health Promotion Programs

In recognition of the success of past workplace health
promotion programs, the medical care cost crises facing United
States employers, the accelerating obesity epidemic, and the
shortcomings of current workplace health promotion programs,
Senator Tom Harkin of Iowa has authored legislation called the
Healthy Workforce Act. It was introduced on May 18, 2005 as
Title II, Subtitle A of the HeLP America (Healthy Lifestyle and
Prevention) Act, (S.1074) and will be introduced as a free
standing bill in early 2007. The main provisions of the bill are
below. Note: This legislation was in revision at press time.
Check www.Thomas.gov for final provisions.

■ Employer Tax Credits 
■ Provides employers a 50% tax credit for workplace

health promotion programs, up to $200/employee/year,
and 50% subsidy for tax exempt employers.

■ To qualify for the tax credit, programs must be offered to
all employees who work at least 25 hours per week and
be certified by the United States Department of Health
and Human Services. 

■ Programs for employers with 200 or more employees must
have four basic components: programs to enhance aware-
ness, programs to engage employees, programs to facilitate
behavior change, and efforts to create supportive workplace
environments. Employers with fewer than 200 employees
must have three of these four major components. 

■ This tax credit is projected to provide a $734 million annual
tax credit to employers, stimulate investments of $3 billion per
year in workplace health promotion programs, and increase
corporate and individual tax receipts in excess of its cost,
making it revenue-neutral to the federal government. 

■ Directs CDC to Do the Following
■ Contract with experts to provide employers with technical

assistance on program evaluation.
■ Conduct a national study on employer health policies

and programs.
■ Include questions on workplace health promotion in the

Behavioral Risk Factor Surveillance System.
■ Award demonstration grants to test the effect of new

workplace interventions and models.

■ Campaign to Educate Employers 
■ Directs CDC to develop a campaign to educate employers

on the financial benefits of workplace health promotion
programs, in conjunction with workplace health promotion
organizations. 

■ This campaign is projected to cost $40,000,000 per year
and is critical to stimulating employer investments in health
promotion and thus, the increased tax revenues projected to
result from the tax credit.

456 NC Med J November/December 2006, Volume 67, Number 6



457NC Med J November/December 2006, Volume 67, Number 6

An unpublished economic analysis of this legislation11

concluded it is likely to be revenue-neutral or revenue-positive
to the federal government. This means it will stimulate more
tax receipts to the federal government than it costs in tax credits
and subsidies. The bill is projected to stimulate investments of
$3 billion in workplace health promotion programs through a
combination of promotional campaigns, technical assistance, and
employer tax credits or subsidies. The promotional campaigns
and technical assistance are projected to have an annual cost of
$59 million. The tax credit is projected to have a value of $734
million to employers, but it will be earned only when employers
invest in programs, and received the year after the investment is
made. Assuming an ROI of 1:1 in medical care cost containment,
the economic stimulus from this program is projected to stimulate
$985 million in increased federal income taxes, $409 million in
FICA taxes, and $183 million in state income tax receipts, and
these will be paid in the year prior to the tax credit. The bill will

produce net gains to the federal government. With the exception
of the $59 million stimulus, receipts to the federal government
will be in the same line item as the tax credit and received prior
to the tax credit. The savings to the federal government are
caused by the increased economic stimulus of investments by
employers and not dependent upon significant medical care cost
reductions produced by the new health promotion programs.
To break even, the health promotion programs must produce
an ROI of 0.2 (20 cents on the dollar).

Conclusion

Workplace health promotion programs show great promise
in reducing chronic disease prevalence and containing medical
costs. Emerging federal legislation has the potential to improve
the effectiveness of existing programs and make new programs
available to employees in small companies. NCMedJ
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orkplace health promotion is a fusion of two distinct
themes, and in the United Kingdom, one theme has

origins in United Kingdom legislation [Health and Safety at
Work Act (HSWA), 1974] that promoted safe and healthy
working environments. This theme puts the onus on the
employer for the organization of the physical and psychosocial
work domain. The other theme is related to the behavior, 
attitude, and lifestyle of the worker and is entrenched in 
personal responsibility for individual
health. In an ideal world, promotion
should unify these two concepts.
Workplace health promotion is integral
to ordinary work practice, the working
environment, and the organization1 and
is envisaged as shared between commu-
nities, employees, managers, and their
environments.2 The European Union
and the Luxembourg Declaration on
Workplace Health Promotion3 further
defined workplace health promotion as
the combined efforts to improve the
health and well being of people at work.
Both the healthy workplace environment
and individual lifestyle changes are nec-
essary to achieve health promotion goals,
and these should go hand-in-hand. In
reality, however, individual behavioral
change is too often the focus, rather than
the organizational aspects of the worker’s
environment.4,5

In the United Kingdom, health promotion activities in the
1980-1990s included smoking, alcohol, and drug education;
weight control; exercise; stress management; and screening. New
initiatives have been focused on obesity and fitness, exemplified
by the recent statement that many young men are not fit enough
for recruitment into the British Armed Forces. The former
Health Education Authority (HEA)6 prioritized development

and support for health promotion in the workplace. The 1990s
saw the emergence of the cost-benefit culture with the develop-
ment of evaluation and assessment of effectiveness. The HEA
report of 19937 found the aims of health promotion were not
necessarily incorporated within workplace culture. A subsequent
publication established that workplace health initiatives were
largely motivated by compliance with legislative requirements,
rather than the need to promote positive health.8

Influencing Factors for Health Promotion
Initiatives 

Health promotion initiatives are driven by the belief that
economic advantages will be gained from a reduction in absen-
teeism9 and accidents and improvement in employee morale.
Workers who are motivated and healthy are essential for com-
petitiveness and capacity to innovate. Another driver is the
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“Health promotion initiatives are 
driven by the belief that economic 
advantages will be gained from a

reduction in absenteeism and 
accidents and improvement 

in employee morale. Workers who 
are motivated and healthy 

are essential for competitiveness 
and capacity to innovate.”
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increased compensation culture that has had a positive impact
on health promotion in that the employer has responded to
the risk of litigation by encouraging healthy work environments,
specifically seen with respect to passive smoking. However, it is
estimated that in the United Kingdom, two million people suf-
fer from ill health caused by work-related conditions, and 35
million days are lost annually.10,11

The changing patterns of work include increased part-time
work, contracting out, privatization, loss of manufacturing, 
an increase in the service industry and the number of smaller 
companies, working from home, and self-employment. All of
these have a negative impact on workplace health promotion,
making any such initiative difficult to sustain. While there are
only a few thousand occupational health doctors and nurses in
the United Kingdom, these health professionals seem to over-
emphasize health problems with reference to worker lifestyle
habits and behaviors and to focus on management and personnel
requirements, rather than exposures in the workplace, prevention,
and rehabilitation.12

Even when open to all, engagement in health promotion is
limited, with those most likely to participate being healthy, white-
collar, salaried staff with relatively high levels of education.13-15

Barriers to uptake also include the fear that involvement is not
confidential. Low participation rates are the limiting factor for
any potential public health impact of worksite-based interventions.
Therefore evaluation of programs on employee health outcomes,
employee families/dependents, and on communities may be
difficult.16

Provision of workplace fitness programs within health pro-
motion schemes may fail to reduce absenteeism or to improve
the health of the workforce. This may be due to the same user
characteristics that also fail in public sector leisure activities.17

United Kingdom employers, unlike those in the United States,
rarely contribute to private insurance schemes and, therefore,
have less incentive to become involved in health promotion.
Nevertheless, large organizations with good workforce retention
have much to gain by a holistic approach to health promotion
programs. Targets for healthier work environments and lifestyle
changes could influence better health over an employees’ working
life. The infrastructure of large organizations should also facilitate
monitoring of take-up and measurement of improvement in
health outcomes over time. The National Health Service, the
largest employer in Europe, has historically provided long-term
employment for a multi-professional workforce, but it has no
well-developed strategy for health promotion. 

Characteristics

The size of an organization probably has the biggest influence
on health promotion activities. Due to economic changes, more
people are employed in small- and medium-sized enterprises
where there is often no workplace access to occupational health
support.18 Despite campaigns, such as “Good Health is Good
Business,”19 many employers remain unaware of long-term
risks for workplace health and the need to take a proactive
approach to prevention. The European Network for Workplace

Health Promotion (ENWHP) observed that targeting large
organizations with suitable infrastructure was more likely to be
successful. A 1992 Health Education Authority survey of 1,344
workplaces found that larger workplaces addressed heart health,
weight control, exercise, and fitness, with 40% undertaking at
least one health promotion-related activity in the previous year.
Health promotion increased with workplace size and good
infrastructure; the size of an organization is therefore a key
determinant. 

Trade union representation, occupational health services,
and workplace health promotion are concentrated in the larger
United Kingdom public sector organizations.7,14,20 The role of
trade unions has mainly influenced the reduction of hazards 
at work, better working conditions, job conditions, working
hours, wages, and job contracts. In 1989 the Labor Research
Department study of 500 trade union representatives found
common workplace health promotion activities were first aid
medical treatment, inspection of hazards, and pre-employment
medical screening. Activities that union representatives wanted
were stress management, breast screening, and screening for
hypertension. Smoking-related health promotion activity was
found in 41% where a union was present versus 28% where a
union was absent. Workplaces with no health promotion activity
were small or medium sized, in the private sector, British
owned, and mainly in distribution and catering businesses. 

An international feasibility study has demonstrated the
importance of partnerships between trade unions, health pro-
moters, and related professionals in efforts to promote employee
health. This is of particular importance in view of rapid glob-
alization and the potential for worker health and safety to be
overlooked.21 Trade unions are involved in workplace health
promotion partnerships and networks that include a broad range
of industry, Chambers of Commerce, National Health Service
(NHS), Health and Safety Executive (HSE), local government,
education, legal, and independent consultants. 

While small organizations may have fewer health promotion
activities, a recent survey, commissioned by the Federation of
Small Businesses (FSB), reported that the average number of
days small businesses lost to absence per employee was 1.8 days
(compared to the average of 8.4 days for businesses of all sizes).
Employees of small businesses are therefore around six times less
likely to take sick days compared to public-sector workers.22 The
national health and safety chairman of the FSB suggests that
government should offer incentives to small businesses to
provide access to occupational healthcare and health promotion
initiatives. Smaller firms should be required to pay less in employ-
ers’ liability insurance in return for good workplace health and
safety initiatives. 

Influence of Occupational Health on Health
Promotion

The Health and Safety Commission published two reports:
Revitalising Health and Safety Program23 and Securing Health
Together,24 These presented a long-term occupational health
strategy for England, Scotland, and Wales that by 2010, aimed to
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reduce ill health caused by work activity and accidents, the
number of working days lost from work-related injury and ill
health by 30% and the incidence rate of fatal and major injury
accidents by 10%. The Health and Safety Executive commissioned
survey,25 found that only one-in-seven workers in the United
Kingdom had comprehensive occupational health support. The
Securing Health Together strategy required base-line information
on current provision of occupational health, and this was provided
by Pilkington et al26 in a survey of 4,930 organizations. Over half
of the companies reported taking steps to improve the general
health of employees. The most frequently provided services
were health promotion campaigns and information on healthy
lifestyles. Least popular services were private healthcare schemes,
access to leisure facilities, and well-person health checks. Where
occupational health support was defined to include hazard
identification, risk management, and provision of information,
then approximately 44% of participating companies fulfilled this
definition, equivalent to 15% of all United Kingdom companies
after adjustment for company size and sector. A more rigorous
definition of occupational health included the three parameters
above, (i.e., hazard identification, risk management, and provision
of information) plus modifying work activities, occupational
health training, measuring workplace hazards, and monitoring
trends in health. This definition resulted in an additional 3%
of companies fulfilling the wider definition of occupational
health support. Again more large companies met the criteria
than small companies. Occupational health was found to take
second place within health and safety, with no distinct identity
and often no budget allocation. Formal evaluation of costs and
benefits of occupational health support was limited and most
likely in larger companies. Commitment to do more to acquire
occupational health support was limited by available resources,
particularly for smaller companies across all regions and sectors.
There was a recognized lack of knowledge about how to deal
with health issues, particularly in micro and small companies.
Health and Safety representatives and managers were central to
increasing awareness of occupational health issues within smaller
companies.

Workplace Health Promotion at a European
Level

The Health Promotion Unit is represented on the European
Network for Workplace Health Promotion (ENWHP) as an
informal network of national occupational health and safety
institutes, public health, health promotion, and statutory social
insurance institutions. It aims through the joint efforts of all its
members and partners to contribute to improving workplace
health and well-being and reducing the impact of work-related
ill health on the European workforce. The Network was formally
established in 1996, and since this time, it has been at the
leading edge of developments in European workplace health
promotion. Over the past three years, the ENWHP has been
working on the development of national forums for workplace
health promotion, in line with the new health strategy of the
European Union, and linking these infrastructures on a

European level. Encouraging this, the fourth European
Conference on Promoting Workplace Health was held in
Dublin in June 2006. The conference was held in the context
of the Irish European Union presidency. 

National Strategies within the United
Kingdom

There are different approaches to health promotion in the
four countries of the United Kingdom: England, Wales,
Scotland, and Northern Ireland. Within all four home countries,
Scotland has been well ahead with a coordinated approach to
improving the health of the working population through a
developed network, Scotland Health at Work.

Health promotion policy in England was shared between the
Department of Health (DoH) and the Health Education
Authority (HEA). The latter’s terms of reference were limited, and
there was constant disagreement about the extent to which HEA
could operate independently. This was illustrated in relation to
smoking, where the HEA took a line that was not in agreement
with the more voluntary approach favored by Government. The
HEA was subsequently split in two, with a research-based arm,
the Health Development Agency (HDA), and a more overtly
health-promoting arm, Health Promotion England. In 2001, the
health-promoting arm was ‘absorbed’ into the DoH and in 2005,
the research arm was incorporated into the National Institute of
Health and Clinical Excellence. Legislation on smoking in
workplaces and public places is to be introduced in 2007, months
and years after other countries within the United Kingdom. The
London Workplace Health Network includes members from
London Boroughs, the National Health Service (NHS), the
Health and Safety Executive, the Office of Deputy Prime
Minister and consultancies. The London Regeneration Network
focuses on 390 voluntary organizations throughout London,
particularly companies with fewer than five employees and
encourages them to engage in workplace health promotion. 

In Wales, a strategy document for Health at Work, was
published in 1996.27 New initiatives included the appointment
of a National Workplace Health Promotion Coordinator, the
examination of the needs of small-to-medium enterprises, and
the continued implementation of cardiovascular strategies in the
workplace. This strategy built on the significant work developed
by Heartbeat Wales in the mid-1980s. Each of these initiatives
is expected to promote the development of workplace health
promotion. At the same time a formal network of workplaces,
stakeholders, and assessors involving an accreditation scheme
for organizations that promote health at work has been set up.
The Wales Counselling at Work Network has focussed on psy-
chological issues at work while Heartbeat Wales made a major
contribution with programs for cardiac health improvement. At
the local Board level, workplace coordinators have been
appointed with responsibility for the development of workplace
health promotion plans and the initiation of pilot projects.

Scotland has been well ahead with a coordinated approach
to improving the health of the working population through a
developed network, Scotland Health at Work. Many organizations
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in Scotland have addressed health promotion in the workplace
by developing and implementing health policies, such as those
for smoking, alcohol, and food, forming health circles to identify
and to take action on workplace health issues, promoting physical
activity through membership of sports facilities, providing
bicycle racks, encouraging employees to walk during lunch
time, providing access to appropriate screening initiatives, and
registering with the Scotland Health at Work award scheme.
Another aspect is the formation of networks for the different
geographical areas. The focus of these groups is to create mech-
anisms to help small and medium-sized enterprises address
worksite and employee health promotion goals. 

Northern Ireland, despite having an economy dominated
by small businesses, has a well-established workplace health
promotion program led by the Health Promotion Agency,
known as the Work Well Program. Anticipated benefits include
reduction in illness-related absenteeism, fewer working days
lost, and, therefore, a long-term decline in the sickness rate;
increased motivation among staff, and improvements in the
working atmosphere in the company, leading to more flexibility,
better communications, and readiness to cooperate; a measurable
increase in the quality of products and services, more innovation
and creativity, and a rise in productivity and improvement of
the public image of the company. The Work Well: Healthy
Workplace Guide is the focal point of the Work Well initiative
and the starting point for all businesses interested in adopting
a healthy workplace strategy. It is aimed at employers, health
and safety workers, human resources staff, occupational health
staff, and anyone else working in the field of workplace health. 

Workplace health policy in the Republic of Ireland is dis-
tinctive from that in Northern Ireland, but there are now
increasing numbers of cross-border initiatives. The structure
emphasizes concepts of self-regulation and monitoring, rather
than policing.28 The Happy Heart at Work (HHAW) program,
sponsored by the Irish Heart Foundation,29 and in existence since
1992, is a national program designed to suit the Irish context. It
aimed to promote a healthy lifestyle through specific modular
materials. Evaluation of this program was commissioned with a
survey of 785 registered sites. An initial level of interest in the
HHAW program was expressed by 40%. Active organizations
were less likely to be Irish owned and more likely to operate in

shifts or to have an occupational physician among the staff. The
program was purported to improve employees’ lifestyle habits
and morale and the company’s public image. The drawbacks
were its relatively low profile, even in actively participating
organizations, and the fact that it was not seen to be independ-
ently sustainable without intensive and ongoing support.30

Manufacturing organizations employing more than 200 workers
were most likely to take part in HHAW. The Irish Department
of Health and Children reported low levels of awareness for
health promotion programs among workers with the main
obstacle being lack of management commitment.31

Recent National Guidance

The English public health strategy was published in 2004.32

Actions that employers and government can take to promote
work and health were addressed, but focused on the NHS as the
employer, rather than the English workforce as a whole. Specific
sums were allocated to implement the strategy in relation to
smoking, exercise, nutrition, sexual health, alcohol, and mental
health, but these were largely diverted to cover overspending in
other areas. In November 2005, the progress of the program
was addressed. The Health and Safety Commission considered
whether the Health and Safety at Work Act of 1974 should be
amended in response to a changing world of work, and in par-
ticular, to ensure the same protection is provided to all workers
regardless of their employment status. 

In 2006, the Department of Health requested the National
Institute for Health and Clinical Excellence to develop public
health intervention guidance on workplace health promotion
with reference to smoking and what works in motivating and
changing employees’ health behavior. The guidance will provide
recommendations for good practice based on the best available
evidence of effectiveness, including cost-effectiveness. 

In conclusion, the situation in the United Kingdom is
mixed, but the message that appears with respect to workplace
health promotion is that it is up and running in large companies,
rather than in smaller ones, and in international companies,
rather than home companies, and is more likely to flourish
where occupational health professionals are present and where
there is good management commitment. NCMedJ
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Without the voluntary assistance and carefully executed reviews of a number of anonymous reviewers, no journal
can offer the kind of peer-review for submitted manuscripts that can assure its readers the highest quality of
published articles. We are fortunate in having the service of a number of individuals who have given generously
of their time and expertise in service to the North Carolina Medical Journal this past year, and we are pleased to
have this annual opportunity to acknowledge their efforts.

Gordon H. DeFriese, PhD John W. Williams, Jr., MD, MHS
Editor-in-Chief Scientific Editor

Reviewers of North Carolina Medical Journal Submissions for 2006

Thanks from the 
North Carolina Medical Journal

NCMedJ

David G. Altman, PhD
Stephen J. Aragon, PhD, MHA
Joshua S. Barclay, MD
Alain G. Bertoni, MD, MPH
Hayden B. Bosworth, PhD
J. Michael Bowling, PhD
Terrill D. Bravender, MD, MPH
Debra J. Barksdale-Brown, PhD, RN, CFNP, CANP
Virginia M. Buysse, PhD
Lori Carter-Edwards, PhD
Alex H. Cho, MD
Yancey Crawford, MPH
Joan C. Danaher, PhD
Rowena J. Dolor, MD, MHS
Clayton Fitzpatrick, MD
Beverly B. Foster, PhD, RN
Peggy E. Goodman, MD
Lawrence Greenblatt, MD
James M. Grichnik, MD, PhD
Margaret N. Harker, MD
Susan L. Hogan, PhD, MPH
Olson Huff, MD
Thomas G. Irons, MD
George L. Jackson, PhD, MHA
D. Elizabeth Jesse, PhD, RN, CNM
Richard D. Jordan, DDS
Catherine P. Kaminetzky, MD, MPH

Kristine Kelsey, PhD, RD
Jennifer Kimbrough, MEd, PhD (ABD)
Eileen Kohlenberg, PhD, RN, CNAA, BC
Carmen L. Lewis, MD
Anne Drapkin Lyerly, MD, MA
Donald L. Madison, MD
Matthew T. Mahar, EdD
Mark Massing, MD, PhD
Cathy L. Melvin, PhD, MPH
Lloyd J. Michener, MD
Delesha Miller, MSPH
Joseph P. Morrissey, PhD
Lori A. Orlando, MD
Lynne G. Pearcey, PhD, RN, CNAA
Eliana M. Perrin, MD, MPH
Greg D. Randolph, MD, MPH
Alfred Reid, MA
David B. Richardson, PhD, MSPH
Rachel A. Royce, PhD, MPH
Todd L. Savitt, PhD
Teresa L. Scheid, PhD
David Shoham, PhD
Sonal Singh, MD
Celette Sugg Skinner, PhD
Nada L. Stotland, MD, MPH
Marvin S. Swartz, MD
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Cheryl Waites, EdD, MSW, ACSW
Emmanuel B. Walter, MD
Joyce M. Young, MD, MPH
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PHYSICIANS. Seeking full-time and part-time physicians to per-
form Independent Medical Evaluations in our offices in
Asheville (4-5 days per month), Ahoskie (1-2 days per month),
Greenville (1-2 days per month), and Franklin (1-2 days per
month).Prefer training in Internal Medicine,Family Practice,
IM/Peds or Emergency Medicine. Will provide referrals,
scheduling, billing, transcription, office assistant, logistical
support, and training. No call. No emergencies. No managed
care. No weekends or holidays. Call Susan Gladys, Operations
Manager,1-866-929-8766 or fax CV to: 304-525-4231.Tri-State
Occupational Medicine. www.tsom.com.

MOVE TO THE BEACH: BOARD CERTIFIED PHYSICIANS needed
for Family Medicine/Urgent Care/Occupational Medicine 
offices in Jacksonville and Wilmington, NC. Contact: Bob
Kastner, MD, FAAFP, FACEP 910-392-7806. Fax: 910-392-2428.
kastnerr@bellsouth.net, www.medcareofnorthcarolina.com.

MEDICAL/DENTAL SPACE FOR LEASE. Hwy 401 & State Road
1010 between Garner and Fuquay-Varina. Available late
2007. Rosamund Property 919-357-9238.

PRACTICE OPPORTUNITY in Southeastern NC coastal community
of Southport for Internal Medicine Physician to join an established
3-physician practice. American trained, Board certified or eligible.
Contact Margaret Minuth,Dosher Memorial Hospital,924 N.Howe
Street,Southport,NC 28461,910-457-3900 (phone),910-457-3901
(fax),marketing@dosher.org (email),website:www.dosher.org

INTERNAL MEDICINE PRACTICE FOR SALE: NC foothills.
Well-established. Over 5,000 patients, annual rev. $675k.
Also for sale 3000+ sq.ft. medical condo across from hospital.
Financing available. Owner/physician relocating. Contact
John Lee, Bundy & Co., 540-342-2151 or email:
john@bundyandcompany.com.

Classified Ads

CLASSIFIED ADS: RATES 
AND SPECIFICATIONS

The Journal welcomes classified advertisements
but reserves the right to refuse inappropriate
subject matter. Cost per placement is $60 for the
first 25 words and $1/word thereafter.

Submit copy to:
ncmedj@nciom.org 
fax: 919-401-6899
mail: North Carolina Medical Journal 

5501 Fortunes Ridge, Suite E
Durham, NC 27713

Include phone number and billing address, and
indicate number of placements, if known.

Coming in the January/February
2007 issue of the

North Carolina
Medical Journal
a look at:

Pandemic
Influenza

Don’t Bring a Knife

… to a Gunfight
When it comes to protecting your personal or business

interests, you need a law firm that is as tough as it is smart.

Committed to its clients, Shanahan Law Group provides

counsel that is creative, aggressive and results oriented.

Shanahan Law Group — Ready to do battle for you.

SHANAHAN LAW GROUP

207 Fayetteville Street 

Raleigh, North Carolina 27601 

Phone: (919) 856-9494 • Fax: (919) 856-9499 

Administrative, Regulatory and Licensing • Agriculture • Business

Advice and Strategy • Civil and Complex Business Litigation

Construction • Contracts • Employment • Estate and Trust Litigation

Healthcare/Physician Practices • Wills, Estate Planning and Probate

www.ShanahanLawGroup.com
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Hospital Quality and Patient Safety
Notable News from The North Carolina Center for 
Hospital Quality and Patient Safety

Hospital Quality Performance Report
The first North Carolina hospital report card has been developed by the North Carolina Center for Hospital
Quality and Patient Safety and will be available on a public Web site. This transparent, hospital-specific
on-line resource for hospital quality was designed to provide understandable information to patients so
they can learn more about inpatient treatment for common causes of hospitalization and can participate
in decisions that will impact their health. Furthermore, studies have shown that comparative hospital
quality reports intensify hospital quality improvement projects, improve organizational culture toward
quality and patient safety, and positively influence hospital operations by placing higher priority on quality
performance.1,2,3 Therefore, in addition to providing standardized and reliable quality information to
consumers, the report’s objective is to provide performance benchmarks that will assist and stimulate
hospitals in continuously improving their quality of care.

The Quality Center initiated the NC Performance Reporting Workgroup to review inpatient clinical measures
and to develop recommendations for measurement inclusion and report design. The Workgroup is a multi-
disciplinary team consisting of physicians, nurses, and executives representing hospitals, health systems,
insurance industry, the Carolinas Center for Medical Excellence (CCME), NC Medical Society, and NC
Department of Health and Human Services. The principles set by the group were to include measures that
were actionable, standardized, well-defined, available, and would not add burden to hospital data collection
efforts. In September 2006, the Workgroup’s recommendations for the NC Hospital Quality Performance
Report were approved by the Quality Center’s Board and endorsed by the NC Hospital Association Board of
Trustees.

The NC Hospital Quality Performance Report, to be available at www.nchospitalquality.org in January 2007,
will display 21 process measure scores currently collected and publicly reported by the Centers for
Medicare & Medicaid Services (CMS) (see Table1). The reporting of these measures is voluntary for hospitals;
however, they are linked to Medicare payment via the Reporting Hospital Quality Data for the Annual
Payment Update initiative. These evidence-based,process-of-care measures are treatment recommendations
proven to give the best results to most adults with a diagnosis of heart attack, heart failure, pneumonia, or
those admitted for surgery. The scores for each individual measure reflect how often recommended treat-
ment was given for an eligible patient—which only includes patients whose history and condition indicate
the treatment is appropriate. The Web site will include descriptions of all the measures,and there will be clear
links to other Web sites that offer detailed information about each health condition, the recommended
treatments, and the measurement methodology.

The NC Hospital Quality Performance Report will display the scores of the 21 measures and graphically
display an overall condition score. The overall condition score is a composite score calculated by dividing
the sum of numerators by the sum of denominators from a condition’s measures. Benchmarks in the
report will include the state mean, state 90th percentile and the national mean per measure. For example,
the North Carolina mean was equal to or greater than the national mean on 19 of 21 measures during
second quarter 2005 through first quarter 2006. The report will also link consumers to the NC Quality
Center Web site and other healthcare improvement organizations to inform patients and providers of the
national and statewide quality improvement initiatives currently in place in many North Carolina hospitals.

The NC Quality Center has partnered with CCME to provide enhancements in Summer 2007 to the Web site,
such as (1) reporting data more current than available through Hospital Compare, (2) providing hospital- and
state-level trend graphs,and (3) including four “optimal care”composite scores per condition. The optimal care
measures, also known as “appropriateness of care”measures, use the “all or none”methodology to determine

Hospital—continued on page 467
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North Carolina Center for Hospital Quality and Patient Safety, Carol Koeble, MD, MS, CPE, Director 
PO Box 4449, Cary, NC 27519-4449, 919-677-2400, www.ncha.org/ncchqps
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if a patient received all of the recommended treatment for which they were eligible.4 This methodology
supports the notion that achieving a desired clinical outcome requires the completion of a full set of tasks and
results in more stringent scoring, thus raising the bar for performance and increasing the ability to improve
outcomes.5 Furthermore,the optimal care measures put an emphasis on system-wide improvements in areas
such as communication and cooperation and they offer more sensitive scales for assessing improvement.

More measures will be added to the NC Hospital Quality Performance Report. These will include measures
that will most likely be aligned with the Hospital Quality Alliance’s reporting requirements and have National
Quality Forum endorsement. For example, future measures may include patient perceptions (i.e., data from
the Hospital Consumer Assessment of Healthcare Providers and Systems survey), 30-day mortality rates for
heart attack and heart failure, and expanded information on surgical care that include steps taken to prevent
venous thromboembolism and surgical site infections.

Table 1.
CMS Process Measures by Condition

Condition Measure NC Mean*

Heart Attack ACE Inhibitor or ARB for Left Ventricular Systolic Dysfunction 78%

Aspirin at Arrival 93%

Aspirin at Discharge 89%

Beta Blocker at Arrival 88%

Beta Blocker at Discharge 89%

PCI Within 120 Minutes Of Arrival 66%

Smoking Cessation Advice/Counseling 85%

Thrombolytic Medication Within 30 Minutes Of Arrival 31%

Heart Failure ACE Inhibitor or ARB for Left Ventricular Systolic Dysfunction 81%

Assessment of Left Ventricular Function (LVF) 86%

Discharge Instructions 63%

Smoking Cessation Advice/Counseling 86%

Pneumonia Assessed and Given Pneumococcal Vaccination 70%

Initial Antibiotic(s) within 4 Hours After Arrival 79%

Oxygenation Assessment 100%

Assessed and Given Influenza Vaccination 72%

Smoking Cessation Advice/Counseling 82%

Most Appropriate Initial Antibiotic(s) 81%

Blood Culture Prior to First Antibiotic 90%

Surgery Preventative Antibiotic(s) One Hour Before Incision 81%

Antibiotic(s) are Stopped Within 24 hours After Surgery 75%

* Discharges 4/05-3/06. Data downloaded from www.hospitalcompare.dhhs.gov.
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Running the Numbers
A Periodic Feature to Inform North Carolina Healthcare Professionals 

about Current Topics in Health Statistics

From the State Center for Health Statistics, NC Department of Health and Human Services
http://www.schs.state.nc.us/SCHS

Worksite Wellness Interest Survey of NC DHHS Employees

Background: Employers increasingly recognize the benefits of investing in workplace wellness programs
to control medical plan costs and reduce absenteeism among their employees. Wellness programs have
also been shown to increase productivity and improve employee morale and retention.Wellness programs
can bring as much as a four-fold return on each dollar invested in wellness benefits.1 Long-term evaluation
of the impact of a corporate wellness program showed a substantial reduction in medical costs for
employees with most benefits occurring after three to four years.2

Since 2000, the North Carolina State Health Plan has seen a large decline in the number of healthy state
employees and school personnel younger than age 65. Healthy members of the NC State Health Plan are
defined as those without medical claims for chronic diseases, acute illness or injury, or catastrophic illness
or injury in the current year. Among approximately 408,000 Plan members, healthy members decreased
from 64% in 2000 to 58% in 2003. By 2008, if present trends continue, only 51% of state employees will be
healthy. Every 1% decline in the number of healthy members results in an additional cost of $68 million in
healthcare costs. This decline in healthy employees is largely attributable to an increase in the prevalence
of chronic disease conditions.Approximately 70 cents of every healthcare dollar was spent to treat members
with one or more chronic diseases. In 2003, the average cost for a member without a chronic disease or
major illness or injury was $800. Members with a chronic disease averaged more than nine times that
amount ($7,400) per year in healthcare costs.3

Two thirds of chronic diseases can be attributed to three major lifestyle risk factors.4 Low levels of physical
activity,poor diet,and exposure to tobacco increase an individual’s risk of developing a chronic disease and
make the management of existing chronic conditions more difficult. Support in the workplace can greatly
influence and sustain employees in changing their health behaviors. The NC Department of Health and
Human Services (NC DHHS), with support from the NC State Health Plan, established the DHHS Wellness
Initiative in 2004 in an effort to contain rising employee healthcare costs by reducing the major chronic
disease risk factors among NC DHHS employees.The initiative focused on establishing wellness committees
in each agency and facility within NC DHHS. The goal was to promote and support employee health and
wellness primarily through changes to workplace policies and environments that increase opportunities
for physical activity, improve access to healthier foods, reduce tobacco use, and help employees manage
stress.This initiative is one component of the larger multi-faceted NC HealthSmart healthy living initiative
launched in 2005 by the NC State Health Plan to provide resources and support to keep healthy members
healthy and better manage the care of members with chronic diseases.

Survey Description: Baseline information was collected via two surveys to assist NC DHHS agency
committees in developing effective wellness plans and to guide a new 38-member NC DHHS Wellness
Council in developing wellness policy recommendations for the Department. In September of 2005,
wellness contacts in each NC DHHS agency and facility completed a survey of existing support for wellness
at NC DHHS worksites. This article reports findings of a second survey launched in October of 2005 to
assess the wellness interests of the 18,768 employees in the Department. The employee survey was a
14-item, Web-based questionnaire with primarily multiple choice answer options. Several questions
provided employees opportunities for open-ended responses. Respondents were required to identify
their agency or facility on the survey.

RTN—continued on page 469
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Survey Deployment: The Employee Wellness Interest survey was deployed through an online survey to
approximately 10,000 employees with NC DHHS E-mail addresses. Each E-mail address could respond
only once to the survey. Hard copies of the survey were provided to wellness contacts at the state facilities
to reach their 8,000+ employees without a work E-mail address. The facility wellness contacts distributed
the surveys, then collected and mailed them to the Wellness Director in Raleigh.The survey was deployed
October 24, 2005 and closed January 9, 2006. E-mail messages were sent to remind employees to complete
the on-line survey.

Response: A total of 5,821 employees (31%) responded to the survey.This included 4,256 E-mail responses
(43% response rate) and 1,565 hard copy responses (20% response rate) from facility employees.

Analysis: On-line survey responses and scanned hard copy survey data were combined. Responses to
open-ended questions were categorized using qualitative data analysis software. No significant differences
were observed between the responses to on-line and hard copy surveys.

Results: More than 60% of respondents identified the following as major areas of wellness interest:
opportunities in the workplace for increased physical activity and walking, access to healthier snacks, and
working in a tobacco-free workplace (see Figure 1). Other workplace wellness interests identified by at
least half of survey respondents included weight management, learning to cope with stress, and learning
about healthy food choices.

Results of multiple choice questions shown in Figure 1 were confirmed by open-ended responses to a survey
question asking for the single change in the workplace that would have the greatest impact on the
employee’s health and wellness. The most frequent response was a place to exercise at work. The second
and third most frequent responses to that question were reduced work-related stress and improved
access to healthier food options at work. Other frequent responses related to issues that were not provided
as multiple choice options on the survey. These included employee health concerns regarding air quality,
environmental health (mold, dust, lighting, and cleanliness), and ergonomic issues.

RTN—continued on page 470

Figure 1.
NC DHHS Employee Wellness Interest Survey Results:
Major Areas of Wellness Interest Identified
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The survey attempted to assess factors affecting employee participation in wellness activities. Time to
participate at work was most frequently identified by NC DHHS employees as the single most critical factor
affecting their participation in wellness activities at work. Other major factors affecting participation
included incentives for participation and authorization to use flex-time to participate. A majority of
respondents (53%) identified the lunch break as the preferred time to participate in wellness activities
and 30 minutes was the length of time most frequently preferred for wellness activities.

Each agency and facility wellness committee received a summary of their own employee survey responses.
The results provided valuable information needed by the committees to develop agency wellness plans
geared to the specific interests and needs of employees at their workplace. Information from a summary
of all survey responses was used by the NC DHHS Wellness Council to develop broader policy and
environmental change recommendations for the Department to improve support for employee wellness
programs. A follow up survey to assess employee participation in wellness activities and future wellness
interests was disseminated to NC DHHS employees in October of 2006.

Contributed by Suzanna A.Young, RD, MPH; Marcus Plescia, MD, MPH; Bertha Gorham, PhD
Chronic Disease and Injury Section, North Carolina Division of Public Health

RTN—continued from page 469
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Readers’ Forum

To The Editor:

It is incredible that we should be addressing
the problems of overweight and obesity and be
concerned that they are now of epidemic 
proportion. The July/August issue of the Journal
has done a major service in bringing to the
attention of all concerned just how pervasive the
problem is. As noted by many of the authors, a
“cure” for this epidemic will not be easy. Yet, one
must be obtained. The impact of each overweight
person on the healthcare system, both in terms of
their own health and the cost in dollars needed to
provide their care, cannot be ignored.

Thank you for providing this most
timely issue. And thank you, too for
honoring one of North Carolina’s most
effective and passionate leaders in the
fight to provide better health, better
resources, and better information for
the care of our children. Tom
Vitaglione is truly a gift to us all.

Olson Huff, MD
Co-chair

Health and Wellness Trust Fund
Study Commission on Obesity

Black Mountain, NC

This message brought to you by 

Prepare More
Meals at Home

Eat Smart, Move More Health Tip

All of us can benefit from eating more meals at home. 
Healthy meals can be quick, easy and inexpensive. Home-cooked
meals also bring families together. Try using the “rule of thirds.” 
Fill two-thirds of your plate with fruits, vegetables and grains 
and one-third with meat. Busy families can reduce preparation
time by using simple, healthy recipes and by getting the family
involved.

For more tips on how to prepare meals 
where you live, learn, earn, play and 
pray, visit 

www.EatSmartMoveMoreNC.com
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The goal of the client is paramount.

206 Montana Way, Canton, GA 30114
angiedesign@windstream.net

phone  770-704-0996
facsimile 678-880-1868

We make it a point to work within the client’s needs, producing the highest
quality product in harmony with the client’s established parameters.

The staff of the North Carolina Medical
Journal would like to express our

immense gratitude for the professional
design services Angie Dickinson Design

has shared with us since 2003.

Besides her artistic ability, technical skills,
and professional manner, Ms. Dickinson

courteously addresses any print need we
have, large or small. She works hard to 

capture and present our message our way.

We feel fortunate to have her firm working
with us, and we attribute much of our

success to her dedication, flexibility, and
sophisticated understanding of printed

material. Thanks to Angie Dickinson
Design, we are able to produce high 
quality Journals and reports that we
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