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Health Promotion in Small Business

A Systematic Review of Factors Influencing Adoption and Effectiveness
of Worksite Wellness Programs

Kira McCoy, BA, Kaylan Stinson, MSPH, Kenneth Scott, MPH, Liliana Tenney, MPH,
and Lee S. Newman, MD, MA

Objective: To assess the evidence regarding the adoption and efficacy
of worksite health promotion programs (WHPPs) in small businesses.
Methods: Peer-reviewed research articles were identified from a database
search. Included articles were published before July 2013, described a study
that used an experimental or quasiexperimental design and either assessed
adoption of WHPPs or conducted interventions in businesses with fewer
than 500 employees. A review team scored the study’s rigor using the WHO-
adapted GRADEprofiler “quality of evidence” criteria. Results: Of the 84
retrieved articles, 19 met study inclusion criteria. Of these, only two met
criteria for high rigor. Conclusions: Fewer small businesses adopt WHPPs
compared with large businesses. Two high-rigor studies found that employ-
ees were healthier postintervention. Higher quality research is needed to
better understand why small businesses rarely adopt wellness programs and
to demonstrate the value of such programs.

mployed Americans spend on average 54% of their waking time

at work.! Worksite wellness programs provide an opportunity to
introduce preventive strategies that improve employee health. Never-
theless, health care in the United States has largely focused on disease
treatment in clinical settings, placing less emphasis on health promo-
tion and disease prevention in the workplace. Even when worksite
wellness programs are adopted by US businesses, the majority of
success has been reported in large, not small, businesses. For ex-
ample, in 2008, 24% of large US businesses offered all elements
of a comprehensive program as defined by HealthyPeople 2020,
whereas only 4.6% of small worksites offer these components.>

With over half of the US workforce being employed by a small
company (<500 employees),* it is imperative that we understand the
barriers to adoption of worksite wellness programs in small busi-
nesses. It is also necessary to identify evidence-based interventions
that could improve the health of workers in small businesses. Perhaps
not surprisingly, much of what we have learned on the subject comes
from research studies conducted in large corporations,>™'* and not
small businesses.!*!*

The purpose of this study was to conduct a systematic review
and determine the quality of evidence of the published literature
regarding two key questions: (1) What is known concerning the
adoption and barriers to adoption of worksite wellness programs
in small businesses? (2) Do worksite wellness programs improve
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worker health in small businesses? On the basis of this systematic
review and quality of evidence analysis, there seem to be unique
challenges and significant research gaps regarding health promotion
in small businesses.

METHODS

Data Sources

A literature search was conducted using the databases
PubMed and Web of Science, and included articles up to and in-
cluding September 2013. The MeSH terms used included health
promotion/organization and administration, health promotion, dis-
ease management, wellness program, wellness center, small busi-
ness, small businesses, workplace, and worksite, as well as combi-
nations of these terms.

Inclusion and Exclusion Criteria

The criteria for study inclusion included the English language,
businesses with fewer than 500 employees, and a descriptive or
analytic assessment of a wellness program. Only studies conducted in
the United States were included in this review. Studies were excluded
if they only evaluated programs addressing occupational health and
safety. As outlined in Fig. 1, we identified 84 articles meeting the
MeSH terms. Nineteen of these references fulfilled the inclusion
criteria.

Assessing Rigor

Key findings were extracted from each article and complied
in two tables. We extracted information regarding study design, sub-
jects, business size, and the type of the wellness program.

To evaluate the quality of evidence, the 2002 GRADEprofiler
(GRADEpro) rating scale adapted by the World Health Organization
was used to score each study.'® This scale consists of four categories
(high, intermediate, low, and very low), which take into account
study type, sample representativeness, response rate, potential bias,
external validity, and other factors. High rigor indicates an extremely
strong association and no serious flaws in the study design. Interme-
diate rigor indicates a strong, consistent association with some flaws
in the study design or execution. Low rigor indicates serious flaws in
the study design or execution. Very low rigor indicates very serious
flaws in the study design and poor execution. Two researchers inde-
pendently scored the 19 articles. There was concordance on 16 of 19
studies. Consensus was reached on the three scoring discrepancies,
both of which had differed by one grade level.

RESULTS

Tables 1 and 2 summarize the 19 studies included in this sys-
tematic review, separated into two categories: 11 articles examining
adoption and barriers to worksite wellness programs in small busi-
nesses (Table 1), and 8 articles evaluating an actual intervention in
small businesses (Table 2). Within the first category, we identified
only one article with a score of “high” rigor, four as “intermediate,”
five as “low,” and one as “very low.” For the interventional category,

579


mailto:kiramccoy@comcast.net

McCoy et al

JOEM e Volume 56, Number 6, June 2014

Articles meeting MESH terms,
abstracts reviewed (n=84)

Excluded:
Not in English (n=6)
Businesses > 500

employees (n=28)

v

> Not in U.S. (n=3)

Articles reviewed (n=37)

Excluded: Not a

v

® | descriptive or analytic
assessment of a

Articles included in review (n=19)

wellness program
(n=18)

|Categorized and scored for rigor ‘

v

Adoption and Barriers to
Adoption (n= 11)

v

Interventional (n= 8)

High Intermediate Low Very Low
Rigor Rigor (n=4) Rigor Rigor (n=1)
(n=1) (n=5)

FIGURE 1. Inclusion criteria.

we scored one article as “high,” three as “intermediate,” three as
“low,” and one as “very low.”

Study types varied, including descriptive, randomized con-
trolled trials, case studies, and qualitative, yet all articles assessed a
wellness program. The programs assessed were diverse, yet all fell
under the wellness umbrella, including studies of physical fitness,
smoking cessation, cancer risk reduction, cardiovascular disease ed-
ucation, violence prevention, and mental health promotion.

Specific strengths and limitations of the 19 studies are reported
in Tables 1 and 2. Notably, many of the studies lacked a control
group design, making it difficult to determine a causal relationship
between wellness programming and health outcomes. Studies ranked
with high and intermediate rigor are discussed below, within the two
categories: adoption and interventions.

Studies on Adoption of Wellness Programs and
Barriers to Adoption

Linnan and colleagues® performed a study among businesses
nationwide to monitor the progress of the HealthyPeople 2010 goal of
75% of businesses attaining worksite wellness programs. The goals
posed in 2010 have been retained within the HealthyPeople 2020
goals, with a minor modification.? A large sample of nationally rep-
resentative businesses—stratified by size and industry type—was
surveyed by telephone regarding their adoption of the five compo-
nents of a comprehensive wellness program: health education, sup-
portive social and physical environments, integration of programs
into organization structure, linkages with existing programs, and
screening programs.” Results indicated that small businesses were
less likely to offer all five components. In addition to few worksites
meeting the comprehensive criteria, smaller worksites offered fewer
individual programs: screening services, counseling opportunities,
and disease management programs. Larger companies were more
likely to have environments supporting physical activity, including
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shower facilities, on-site fitness facilities, and walking trails. The
study concludes that despite shortcomings in adoption of worksite
wellness by businesses of all sizes, larger worksites do more health
promotion. Linnan and colleagues also reported on perceived bar-
riers, irrespective of the employer size: lack of employee interest
(63.5%), lack of staff resources (50.1%), funding (48.2%), low par-
ticipation on the part of high-risk employees (48.0%), and lack of
management support (37.0%). With its large sample size, high re-
sponse rate, nonresponse adjustments, and stratification by industry,
this study demonstrated strong external validity and was scored as
having high rigor.

Hersey and colleagues!” developed the novel measure SWAT
(Swift Worksite Assessment and Translation) to examine obesity
prevention in small- and medium-sized worksites. The researchers
conducted site visits and administered surveys to assess the wellness
programs at each worksite. An expert panel reviewed reports written
about each worksite, and determined three necessary components
for a successful program: individual, environmental, and occupa-
tional elements. Specifically, the panel recommended managerial
support, a culture of health, and organizational policy changes. Sev-
eral incentive-driven programs were offered to spouses, as a poten-
tially important way to integrate a home/work balance. On the basis
of GRADEpro criteria, this study was not highly rigorous, having
performed site-visit validation for only selected businesses. It was
also limited by small sample size.

Smogor and colleagues'® conducted a survey among small
businesses, defined as fewer than 500 employees. The investiga-
tors assessed types of programming offered and perceived barriers
among 204 businesses, of which 87% had no wellness program-
ming. Among those that did offer programs, the areas most reported
were first aid, safety and accident prevention, stress management,
drug/alcohol abuse, and emotional health. Most organizations re-
ported reasons for not having wellness programs as cost, perceived
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lack of employee interest, lack of facilities, and lack of expertise.
According to the authors, small businesses lack awareness about
the benefits of a wellness program. The reported reasons for dis-
continuing health promotion were lack of employee interest and
participation, in addition to scheduling difficulties. This study de-
sign validated the questionnaire and stratified businesses by size
and industry, yet it received an intermediate score because it was
descriptive and responses were not validated by on-site visits.

Wilson and colleagues' surveyed 2680 worksites nation-
ally to assess the presence of worksite wellness programs. The re-
searchers found that smaller worksites offer fewer programs than do
larger worksites. The programs offered at smaller businesses were
more focused on job-related hazards, as opposed to health behavior
and lifestyle topics. Wilson and colleagues found that large worksites
are twice as likely to offer a health promotion activity compared with
small businesses. Yet, they found little difference by workplace size
for institutional health policies such as tobacco or alcohol use. This
study was ranked intermediate because of a large sample size and
stratification by size, yet there was not enough diversity by industry
to stratify for businesses smaller than 15 employees.

Hannon and colleagues assessed both the capacity and the
readiness of 145 small worksites in addition to 134 medium-sized
companies.?’ They found that the capacity of small employers to
implement worksite health promotion was very low. The average
capacity score (measure assessing capacity to implement a program)
was 0.6 (0 to 3 range) and 1.08 for medium-sized employers. Com-
pared with medium-sized workplaces, smaller companies offered
fewer programs. Hannon and colleagues also asked for qualitative
feedback and found that most respondents agreed that a worksite
wellness program would be beneficial (rated 3.78 of 5 on the benefi-
cial scale), but few agreed adopting and running one would be fea-
sible. Because of the study’s reliance on unconfirmed, self-reported
data, a 33.2% response rate with potential for response bias, this
article was rated as intermediate.

Studies on Interventions in Small Businesses

The “Healthy Directions—Small Business” worksite wellness
program is a social-contextual model that focuses on multiple levels
of influence, inclusion of employees’ families, and integrates occu-
pational and health promotion.?! The focus of this specific interven-
tion was cancer prevention, which included topics such as healthful
eating, physical activity, and tobacco control. A crucial step was the
creation of an employee advisory board, composed of workers and
managers, to assess interest, design programs, and meet with an ex-
ternal program advisor for guidance. A randomized, controlled trial
was conducted among 24 multiethnic manufacturing businesses in
Massachusetts, of which half received the “Healthy Directions” pro-
gram, and half served as a control group. The program was designed
and implemented with the multiethnic population in mind, being con-
scious of low literacy and cultural backgrounds. Each intervention
worksite had the same program components, yet they were tailored to
the specific employee community (ie, testimonials of workers from
that site and photographs of specific employees using stairs). Other
interventional studies in this systematic review include two articles
published about the same program: a process evaluation by Hunt
et al?2 and a randomized, controlled trial by Sorensen et al,?! exam-
ining health outcomes.

The process evaluation study examined factors promoting
and inhibiting worker participation, and assessed the feasibility of
implementation.?? The evaluation was both quantitative (measuring
participation rates) and qualitative (attaining employee and man-
ager feedback). At the intervention sites, there was an average of
a 47% participation rate. Hunt et al compared those worksites with
the maximum and minimum participation rates to infer successful or
detrimental strategies of the best and worst programs. On the basis
of these comparisons, Hunt et al suggested that managerial support

and participation were notable characteristics of the well-attended
programs. In addition, a culture of worksite-wide gatherings before
the introduction of the wellness intervention may have played a role
in increasing participation. Other successful strategies included in-
teractive displays and demonstrations available throughout the day
to accommodate schedules, and cohesive worker—manager relation-
ships. The qualitative evidence does not indicate causality; however,
we scored the study as high rigor because of the study design and
external validation.

Sorensen et al?! published the second article regarding the
program, which assesses the health outcomes of the intervention.
Employees were surveyed before and after the intervention, exam-
ining the following health behaviors: physical activity use, fruit and
vegetable consumption, red meat consumption, and vitamin use. In
addition, the following demographic covariates were examined: sex,
ethnicity, education, and job status (manager or nonmanager). After
the intervention, those assigned to the intervention scored higher on
all relevant health behaviors, as compared with control worksites.
For fruit and vegetable consumption, the intervention seemed to be
more effective among the following groups: women, nonmanagers,
and all other ethnic groups more so than whites. In terms of red
meat consumption, women and less educated employees showed a
greater reduction when compared with other subgroups within the
intervention. These results indicate that education or ethnicity may
be predictive of a lower baseline measure, and therefore indicate a
greater opportunity to improve. Sorensen et al conclude that small
businesses that have more blue-collar workers have a potential for
greater behavior change. Because of a rigorous study design, assess-
ment of nonparticipating worksites and external validity, this study
was given a high-rigor score.

In a study scored as intermediate, Merrill and colleagues®*
evaluated an intervention within a 479-employee business in
Nebraska. The wellness program incorporated physical health, men-
tal health, healthy behavior, and access to health services. The
employees with the intervention improved their scores on all four
well-being indices compared with control workers in the same ge-
ographic area. Nevertheless, there was no significant difference of
self-perceived access to basic needs. Merrill and colleagues report
a correlation between income and scores on the well-being indices.
Also, men in the study perceived greater physical health than women,
yet women perceived more healthy behaviors than did the male par-
ticipants. The baseline well-being scores tended to increase with in-
come, which indicates that managers and CEOs started with higher
scores, and had less room for health improvement. This study was not
scored with high rigor because the measures were only given once
to each group, the intervention was not randomized, and control
participants were not exclusively from small businesses.

Another study by Merrill and colleagues assessed the efficacy
of a wellness program in a 440-employee business, over a 3-year
period.?> The program focused on physical, emotional, and mental
health, and used several well-being indices to measure health out-
comes, in addition to health behaviors, access to safe drinking water,
affordable produce, and a safe exercise space. Employees improved
on almost all categories of the well-being indices over 3 years. The
greatest improvements in behavior change were observed among
employees with a high-risk baseline, and among older employees.
Although this study was longitudinal, it only assessed a program in
a single business, and there was no control group or randomization
of the intervention; therefore, it received an intermediate score.

A third article, published in 2013, by Merrill,® examined
an intervention consisting of six incentivized behavior change cam-
paigns with five small companies. The researchers measured ex-
ercise, diet, sleep, health perception, and life satisfaction pre- and
postintervention, observing statistically significant improvements in
company averages for all categories. Unexpectedly, the smallest com-
panies (fewer than 50 employees) had greater fruit consumption,
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nights of restful sleep, smoking cessation, and job satisfaction.
Merrill and colleagues found that participation was lower among
men and among those with poor health. This finding provides impe-
tus to focus recruitment efforts among these hard-to-reach popula-
tions. This article was rated as intermediate because the intervention
was nonrandomized and lacked a control group.

DISCUSSION

Several studies included in this review provide useful insights
into factors that influence the adoption or effectiveness of wellness
programs in small businesses. Nevertheless, it is difficult to draw
broad conclusions because limited high-quality evidence exists. The
interventional studies examined in this review lack consistency. Few
meet current standards for overall rigor. We identified two high-rigor
studies. Although they examined different dimensions of worksite
wellness programs and different worksite settings (eg, industry and
geographical region), we can conclude that employees were health-
ier postintervention compared with the control group. The interven-
tional literature in this review explored a variety of health outcomes,
and the low number of rigorous studies limits our ability to formu-
late evidence-based specific recommendations for small businesses,
without extrapolating from studies of large corporations.

The evidence-based strategies used in large worksites are be-
ing adopted by small employers and may prove beneficial. Never-
theless, we were unable to identify any studies that specifically ad-
dress the hypothesis that large business solutions are generalizable to
small business. Caution should be taken in posing recommendations
to small businesses because there is simply not enough published
evidence to verify the transferability, especially when considering
the many unique challenges faced by small businesses.

Unique Barriers and Opportunities
for Small Businesses

Table 3 summarizes barriers faced by small businesses that
may hinder the implementation or sustainability of a worksite well-
ness program. Although we found a paucity of rigorous evidence
on the barriers to adoption of wellness programs, it is worth enu-
merating some of the qualitative and limited quantitative evidence
to evaluate and inform recommendations for small businesses and
to guide further research. There have been several studies that have
surveyed businesses, inquiring about perceived barriers; some of
which did not score highly using the GRADEpro scale.?-?® Lin-
nan and colleges conducted a rigorous survey of perceived barriers,
with high external validity. This study likely reflects the obstacles
faced by businesses, though it does not examine the nuanced barriers
specifically for smaller worksites.

Direct cost of a program is likely a major hindrance for small
businesses; there are fewer resources to invest in a program that may
or may not pay off. There is also the indirect cost of wellness pro-
grams, including time and staff. Many small businesses cannot afford
to hire a staff person dedicated to wellness, and yet this is a crucial
component; one study found that businesses with this dedicated staff
person are ten times more likely to offer a wellness program.'4

Small businesses may lack the facility space or expertise to
carry out a program independently.>? Hiring a third party to run the
program may be too costly for a small operation to consider. Small
businesses in rural settings may have more difficulty because of a
lack of such providers.3

Large companies may invest in wellness programs because of
the return on investment in the form of lower health insurance pre-
miums. Yet employer-based coverage has declined in recent years
at a faster rate for employees of small businesses, particularly very
small businesses.>* There may be less incentive to implement well-
ness programs when employers may not benefit from the changes in
insurance premiums.

Protecting employee privacy is also an issue in small settings,
as is avoiding stigmatizing high-risk populations and discriminatory
job dismissal.

Businesses need to evaluate their wellness programs—or hire
a third party to do so—to ensure efficacy and sustainability, yet
this process may also require expertise and time that the company
lacks, or may require additional financial resources to outsource the
evaluation.

A possible additional barrier, not included in Table 3, is that
managers may be wary of seeming paternalistic in smaller, more
intimate business communities.?> By analogy, this avoidance of per-
ceived “meddling” might account for why 15.1% more businesses
with 100 or more employees conduct drug screenings as compared
with businesses with 15 to 99 employees.!” Employers may want to
deflect responsibility to the employees to become healthier, or many
genuinely think their employees do not need wellness programs.

The broad selection of the effective “menu” approach pro-
posed by Erfurt and Holtyn*® may be challenging for small busi-
nesses to implement. With a small population, it is hard to justify
targeted interventions that may reach the small number of individuals
in a small business.

On the positive side, there are a number of reasons why small
businesses may prove to be in a good position to adopt successful
worksite wellness programs, as summarized in Table 3. The decision-
making process may be less bureaucratic in a small setting, allowing
for an easier implementation process. Also, because there are fewer
employees, a larger percentage of preferences may be accommo-
dated. The sense of individual contribution could encourage em-
ployees to be more invested in the program.?' In a larger workplace,
the program would most likely come from management, with less
perceived input from employees. In a more intimate workplace com-
munity, there may me more personal accountability, which could
impact follow-through and sustainability of the program. Within a
small group of colleagues, there is a potential for teamwork de-
velopment and group bonding because of collective wellness in-
volvement. There is some indication that when small businesses do
institute wellness programs, they can be successful. Participation
rates in wellness programs have been studied and found to be higher
in small businesses.> Although that study lacked rigor because of
a low sample size and lack of external validity, if this finding is
confirmed by future studies, it would lend impetus to efforts to help
small businesses overcome barriers to adoption.

Limitations

We acknowledge several limitations in this systematic liter-
ature review. We may have missed relevant articles because of in-
sufficient MeSH terms. There may be studies examining the current
topic that do not explicitly mention a small business definition in
the abstract. The term “worksite wellness” may not be used explic-
itly in abstracts concerning this topic. To mitigate this limitation,
we conducted separate searches for specific topics such as cancer
prevention or mental health. Those searches did not yield additional
small business research studies. Another limitation is the GRADE-
pro scoring system that we used to rate the quality of evidence. This
scoring system has specific criteria for assessing rigor, although there
is some ambiguity. We do not think this significantly impacted our
conclusions, because this ambiguity mainly affects the ability to dis-
tinguish between the “low” and “very low” categories, and the level
of agreement between our two independent graders was high. There
is also inherent subjectivity in assessing the quality of evidence,
which is an additional limitation.

Research Gaps

Businesses of any size may be motivated to implement a pro-
gram because of the desire for a healthier workforce, increased job
satisfaction, reduced absenteeism, reduced costs, or other rationales.
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TABLE 3. Unique Barriers and Opportunities for Small Businesses

Barriers

Opportunities

Direct cost?

Indirect cost (time, staff, and facility)>>

Lack of employee interest

Lack of management support®

Lack of expertise

Uncertain ROI because of less employer-based health insurance

Rural setting with less access, or fewer health promotion providers?

33

Manager fear of “paternalistic” image?”
Difficult to evaluate (expertise, cost to outsource)
Protecting employee privacy, avoid stigmatizing individuals

Less bureaucracy, easier implementation

Employee suggestions incorporated more easily

Greater personal accountability

Potential for teamwork/bonding

Higher participation rates®! (note: study scored as low rigor)

ROI, return on investment.

Nevertheless, more research is needed to measure what factors mo-
tivate employers and employees in small business settings. One pri-
mary area of concern is cost, which could be offset by changes in
health insurance premiums because of healthier employees. Health
insurance is particularly salient because of its rising cost. In 1991,
employers covered 14% of national health expenditures, which in-
creased to 33% in 2005.35-3 Partially because of this increasing
expense, more and more businesses are implementing wellness pro-
grams. Yet, small businesses still incorporate far fewer programs
than do larger corporations.?

There are several gaps in the research that warrant further
investigation. The location of a business—whether it is rural or
urban—may be an important characteristic when considering work-
site wellness. Businesses in rural settings may not have the level of
access to facilities, vendors, or education personnel that are available
to workplaces in cities. Recommendations in many of the publica-
tions that we reviewed address all worksites without consideration of
a business’s geographic location, potentially overlooking important
regional differences. More research is also needed to examine low-
wage and underserved worker populations. Merrill and colleagues
found that recruitment was lower among hard-to-reach employees,
leading the authors to recommend the use of more tailored recruit-
ment strategies among these populations.?® Many worksite well-
ness interventions may lack cultural relevance for certain audiences,
challenging small businesses to find resources that work for these
populations. Also, warranting more research, are the factors that in-
fluence the participation rates in worksite wellness programs, and
that examine the characteristics of those employees who participate
and those who do not. Evidence that smaller worksites show higher
participation rates than larger businesses, warrants confirmation and
should take into account various incentive and disincentive strate-
gies. This area is important to understand because it will inform how
transferable the evidence for large worksite wellness is to smaller
settings. An additional research gap is how worksite wellness im-
pacts workers’ compensation in small businesses. Examining this
outcome is important because both direct cost and lost time can be
very important for smaller worksites. Further research is also needed
to examine how worksite health promotion carries over from work
to home and impacts family members of the employee. We speculate
that in a smaller, more cohesive environment, employers may have a
better opportunity to promote good health that improves health for
family members as well. Understanding the work—life transferability
may have widespread implications, such as confirming a method of
improving the nation’s health.

Nishikido and colleagues' reviewed some of the Japanese
literature on worksite wellness for small- and medium-sized busi-
nesses and developed an “action checklist” to help employers imple-

ment an extensive wellness program. The checklist of recommenda-
tions developed by Nishikido et al is similar to the HealthyPeople
2020 comprehensive worksite wellness program,’> with two addi-
tions: an emphasis on mental health promotion and use of available
services/information. Although the checklist was designed specifi-
cally for Japanese businesses, it stresses topics that may be applicable
to US businesses in which these factors are overlooked and provides
directions for future research. Evidence-based resources specifically
for small businesses are lacking; however, a few valuable websites
were identified.’”-38

Lastly, researchers need to examine how to disseminate work-
site wellness to small employers. Simply touting the evidence from
studies of large businesses may not be sufficient to drive the imple-
mentation of a program; employers may be more receptive to advice
from fellow business owners. Even if high-quality evidence supports
wellness programs, it may be rendered useless if employers are not
sold based on the delivery.

There are many facets of health promotion in small businesses
that need further study. The field would greatly benefit from a large,
longitudinal randomly controlled trial examining the efficacy of a
comprehensive wellness program. Studies examining small business
health promotion have largely addressed single interventions and not
assessed comprehensive wellness programs. Future studies should
include more multidimensional interventions. That being said, such
studies are challenging because if they find an effect, it becomes
complicated to assess which components of the intervention pro-
duced the effect. Researchers examining worksite wellness for all
business sizes will continue to face this challenge. When randomly
controlled trials are conducted, it would be important to stratify
by business size, geographic location, and industry. More research
could also determine the effects of national policy on small business
wellness programming. Finally, there is a large push from the Na-
tional Institute of Occupational Safety and Health for organizations
to integrate health promotion and health protection. Historically,
these two fields have resided in separate silos. An emerging body
of evidence supports efforts to integrate these two approaches to
promote the total health of workers; however, little is known at this
time regarding the merits of this approach when applied to small
businesses.

In the United States, the Patient Protection and Affordable
Care Act®® of 2010 provides technical assistance for small busi-
nesses to offer worksite wellness programs and suggests a series
of incentives, or “rewards,” for participation. This federal law and
its language in support of small business health promotion rein-
forces the urgent need for more high-quality research that specifically
addresses adoption, implementation, efficacy, and sustainability of
worksite wellness within small business settings.
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CONCLUSIONS

In conclusion, limited high-quality evidence exists regarding

the prevalence, characteristics, or effectiveness of wellness programs
in the small business setting. Several studies, though, provide useful
insights into factors that influence the adoption or effectiveness of
wellness programs in small businesses. On the basis of the adoption
and barriers to adoption literature, we conclude that small busi-
nesses offer fewer programs than do larger businesses for a number
of reasons that may be unique challenges for small organizations.
Future interventional research studies should address how address-
ing such barriers can improve participation at the organizational
level.
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