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Acronyms
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INTRODUCTION
Work is increasingly recognized as a powerful
social determinant of health,' and the work-
place environment impacts employed adults’
access to health promotion and health and
safety protection. We use the term workplace
health promotion (WHP) to refer to a variety
of benefit, communication, policy, and pro-
gram approaches that encompass primary pre-
vention though lifestyle behaviors (e.g., healthy
eating and engaging in physical activity) and
vaccinations, early detection of disease through
screening, and treatment and management of
chronic illness. Occupational safety and health
(OSH) is defined as the science of the antici-
pation, recognition, evaluation, and control of
workplace-related hazards that could harm the
health, safety, and well-being of workers.> OSH
has traditionally focused on activities that pre-
vent occupational injury, illness, and disease
(“health protection”); these include workplace
redesigns to eliminate known hazards, equip-
ment safety enhancements, safety training,
and provision and use of personal protective
equipment.”* WHP and OSH have traditionally
operated in independent silos, with separate
administrators and organizational reporting

structures.? For this reason, we discuss WHP
and OSH separately for most of this chapter.
In recent decades, recognizing synergies and
potential costs savings, employers, researchers,
safety professionals, and others in the OSH
and WHP communities have promoted the
“integration” of the workplace protection and
health promotion domains.’ Toward the end of
the chapter, we discuss the National Institute
for Occupational Safety and Health (NIOSH)
Total Worker Health' approach in the United
States that combines OSH and WHP.

We use two models to show the different
levels of influence that employers may use to
address WHP and OSH. The socioecological
model states that health behavior is influenced
by intrapersonal, interpersonal, institutional,
community, and public policy-level factors?
and is useful for considering WHP (Figure
23.1). The workplace shapes the daily environ-
ment in which health-related choices are made
and interpersonal interactions occur. In the
United States, most adults under the age of 65
obtain health insurance through an employer
(their own or a family member’s), so the
workplace also impacts access to healthcare.
Employers may have an incentive to address
health behavior and safety across levels of the
socioecological model in order to increase the
health and productivity of their workforce.
Using physical activity as an example, Table
23.1 shows examples of how the workplace
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Chapter 23: D& Research in the Workplace

Public Policy: Local, state, and
national laws and policies

Institutional: Social institutions with
organizational characteristics and
formal and informal rules and
regulations for operation

Interpersonal: Formal and
informal social network and
social support systems, including
family, coworkers, friends

Individual:
Characteristics of the
person, such as
knowledge, attitudes,
skills

FIGURE 23.1 Socioecological model levels and definitions.

can impact health across different levels of the
socioecological model.

Employers and practitioners’ OSH efforts
are also most effective when they are consid-
ered within a multilevel framework.® The hier-
archy of controls (HOGC; see Figure 23.2) is an
effective framework for guiding the design of
OSH interventions.® The hazard control meth-
ods at the top of the HOC graphic are more
effective and protective than those at the bot-
tom.® These methods range from elimination
of the hazard to the use of personal protective
equipment (PPE)—the least effective strategy,
which potentially shifts the burden of protec-
tion to the worker.”® Table 23.1 shows hear-
ing loss prevention strategies at each level of
the HOC.

Workplaces are not all created equal in
their willingness, capacity, and resources to
implement WHP and voluntary OSH pro-
grams. Thus, there is tremendous variation in
the effectiveness of programs and policies they
implement. These differences are often driven
in part by the resources available, such that
employers in small businesses and employers
in low-wage industries may offer fewer WHP
and OSH opportunities to their workers.>*
For example, in a recent employer survey, only
40% of employers with 10-24 workers offered
any type of WHP program, compared with
92% of employers with 500 or more workers."
Differences in health opportunities for these
workers have the potential to exacerbate exist-
ing health disparities. We refer to research
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490 SECTION 5: SETTING- AND POPULATION-SPECIFIC D&I

TABLE 23.1 WHP AND OSH INTERVENTION EXAMPLES ACROSS SOCIOECOLOGICAL
MODEL AND HIERARCHY OF CONTROL LEVELS

Socioecological Example: Physical

Model Level Activity Level

Hierarchy of Controls Example: Hearing Loss Prevention’

Public policy Incentives to be Elimination Require that noise reduction be
physically active/ factored into building design
discounts on health standards
insurance premiums
allowed under the
Affordable Care Act

Community Workplace promotes Substitution Substitute loud for quieter
and holds events at equipment
nearby community
parks, YMCAs, or
other locations that
support physical
activity

Institutional Workplace offers Engineering controls  Redesign equipment to eliminate
on-site physical noise sources and construct barriers
activity facilities and/ that prevent noise from reaching a
or subsidized gym worker
memberships

Interpersonal ~ Workplace sponsors Administrative Schedule shifts to minimize noise
team physical activity controls exposure and provide quiet and
program or challenge convenient lunch and break areas

Individual Workplace provides Personal protective Provide hearing protection devices,

information about
physical activity
guidelines

equipment (PPE)

such as earplugs or earmuffs to
workers, at no cost, so that workers
are exposed to noise levels lower
than established occupational
exposure limits

Note. The intent of this table is to provide examples of each level of the SEM and the HOC, not to compare the two models.

with small businesses throughout the chap-
ter; business size and industry are often the
best available indicators of workers at risk for
health disparities. Effective dissemination and
implementation of WHP and OSH evidence-
based programs will be key to addressing
health equity in the workplace.

In this chapter, we first address the current
state of WHP and OSH practice and research.
We describe how current WHP and OSH pro-
grams are structured, which employers are
most likely to offer such programs, whether
the programs are evidence based, and who
the key players are. We then provide an over-
view of dissemination and implementation
research in WHP and OSH, including chal-
lenges and gaps in the field. We close with two

case studies, one focused on a large employer’s
adoption of the Total Worker Health' (“TWH”)
approach, and the other focused on dissemi-
nating evidence-based WHP interventions to
small workplaces.

To aid readers, we define employers, work-
places, and worksites. Employers are organiza-
tions, public or private, with workers (workers
include employees as well as temporary work-
ers, contractors, etc.). A workplace includes not
only the physical location of work, but also the
social, cultural, and policy environment cre-
ated by an employer. We deliberately differen-
tiate more broadly defined workplaces, often
with multiple locations, from more narrowly
defined physical worksites, the locations where
workers actually work. Given the different
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Chapter 23: D& Research in the Workplace 491

Most
effective

I

Physically remove

the hazard
Substituti Replace
upstitution the hazard
Engineering Isolate people
Controls from the hazard

Least
effective

FIGURE 23.2 Hierarchy of controls.

Administrative Change the way
Controls people work
Protect the worker with
Personal Protective Equipment

Source: Reprinted with permission from the National Institute for Occupational Safety and Health (NIOSH). Hierarchy of con-
trols. 2015. Accessed Feb 7, 2022. https://www.cdc.gov/niosh/topics/hierarchy/default.html

definitions used to define workplace size, we
share the size definition used for small work-
places (when relevant) in the research we cite.

CURRENT STATE OF
WORKPLACE HEALTH
PROMOTION AND
OCCUPATIONAL SAFETY
AND HEALTH

Workplace Health Promotion

WHP Program Structures and
Evidence Base
CDC workplace health model. The Workplace
Health Model from the Centers for Disease
Control and Prevention (CDC) (Figure 23.3)
offers a comprehensive, systematic, and step-
wise framework for WHP programs and has
four components: assessment, planning and
management, implementation, and evalua-
tion.!? The assessment component measures
the workplace’s current state at three socio-
ecological levels: individual, organizational,
and community. The planning and manage-
ment component ensures readiness for imple-
mentation by addressing five infrastructural
needs: leadership support, management, a
plan for workplace health improvement,
dedicated resources, and communications.
The implementation component includes

health-promoting processes in four areas: pro-
grams, policies, benefits, and environmental
support. The evaluation component measures
outcomes in four areas: worker productivity,
healthcare costs, improved health outcomes,
and organizational change, or the “culture of
health.” The Workplace Health Model is widely
used, as discussed below. The importance of
organizational climate and culture is covered
in depth in chapter 9.

Who administers  WHP programs? The
Kaiser Family Foundation and the Health
Research and Educational Trust (KFF/HRET)
conduct an annual survey of employers. In
2017, but not since, the KFF/HRET sur-
vey asked employers who administered their
health screening programs, defined as biomet-
ric screening, health risk assessment (HRA), or
both.”* The survey found that employers rely
heavily on their health plans, and that reliance
on health plans is inversely related to employer
size. Among employers offering health insur-
ance, 88% of small employers (from 3 to 199
workers) said that their programs are provided
by their health insurer or third-party admin-
istrator, as did 70% of large employers (=200
workers); 9% and 12%, respectively, provided
the programs themselves (percentages do not
add to 100% because different types of pro-
grams have different administrators).
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Chapter 23: D& Research in the Workplace 493

The other administrators of WHP pro-
grams are vendors. In the 2017 KFF/HRET
survey, 28% of small and 48% of large employ-
ers said third-party vendors provided their
programs.” A growing workplace wellness
industry includes vendors ranging from those
offering a full range of services to those that
are highly specialized, for example, those con-
ducting HRAs only or those offering HRAs
along with web-based lifestyle management
tools. The vendors serving large employers
are relatively few in number and often serve a
national market. The vendors serving small and
midsize employers serve more local markets."”
One potential advantage of external adminis-
tration of WHP programs is reducing employ-
ees’ concerns about privacy. A recent national
survey of large health plans and vendors offer-
ing WHP revealed three trends.'® First, the
workplace wellness industry is becoming more
diverse and competitive. Second, there is an
increased focus on affecting worker health by
modifying workplace culture. Third, employ-
ers are increasingly interested in assessing
broad measures of program value beyond
reduction of healthcare costs; these measures
include worker retention, job satisfaction, and
productivity.

Employers usually purchase WHP and
other insurance services via intermediaries."”
The intermediaries used most commonly by
large employers are consulting firms.”” The
intermediaries used most commonly by small
and midsize employers are insurance bro-
kers.”® These brokers often sell WHP programs
along with other services, such as health and
other insurance products.”® Small and mid-
size employers also commonly purchase health
insurance in groups via aggregators, such as
chambers of commerce and trade associations.”

Which employers have WHP programs?
WHP offerings and comprehensiveness vary by
employer size and industry. In 2021, the KFF/
HRET survey® found that, among employ-
ers offering health insurance benefits, large
employers were more likely than small employ-
ers to offer smoking cessation programs (69%
vs. 42%, large vs. small); weight loss programs
(63% vs. 44%); and lifestyle/behavioral coach-
ing (71% vs. 48%). The 2020 version of the
KFF/HRET survey? found large variation in
offerings by industry, with state and local gov-
ernment most likely to offer WHP programs
and retail employers least likely.

Further information comes from the
Workplace Health in America survey, a national
survey conducted by the US Department of
Health and Human Services. This survey
counts WHP programs as “comprehensive” if
they offer all of five elements: health educa-
tion, integration with the organization’s struc-
ture, linkage to related programs, supportive
social and physical environment, and worksite
screening.!’ In 2017, 17% of employers of all
sizes offered comprehensive programs. Those
that had a person assigned to WHP, had an
annual budget for WHP, and had health pro-
gram experience for longer than 5 years were,
respectively, 19.5 times, 38.2 times, and 8.4
times more likely to offer comprehensive pro-
grams than those that did not (all P values
<.001).

Which workers participate in WHP pro-
grams? The 2020 KFF/HRET survey found that
44% and 45%, respectively, of workers in large
companies completed health-risk assessments
and biometric screening (small companies
were not asked this question).”! Determinants
of participation have been studied at both indi-
vidual and organizational levels. At the indi-
vidual level, a recent literature review found
that workers were more likely to participate in
WHP programs if they were older, female, in
good health, and had a supervisor supportive
of participation.”? Higher wage levels were also
associated with higher participation.”? At the
organizational level, participation was associ-
ated with organizational and leadership sup-
port and incentives.*

WHP impact, and disparities in impact,
on health behaviors and health outcomes. The
question of effectiveness continues to vex WHP
practitioners and researchers.”® For each of
the four health-promoting processes (policies,
programs, benefits, and environmental sup-
ports) laid out by the CDC workplace health
model, there are good examples of effective
interventions that can and are being delivered
in workplace settings. For example, smoke-
free workplace policies have been shown to
aid cessation and protect against exposure to
secondhand smoke. Similarly, environmen-
tal supports, such as workplace walking trails
and gym facilities in or near workplaces, have
been shown to increase physical activity. Both
the CDC’s Guide to Community Preventive
Services (https://www.thecommunityguide.org)
and the Cochrane Collaboration (https://www.
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494 SECTION 5: SETTING- AND POPULATION-SPECIFIC D&I

cochrane.org) list other effective workplace-
based interventions.

The question is whether such interventions
are effective when combined into multifaceted
WHP programs and implemented by employ-
ers and their insurers and vendors in real-world
workplaces. Several studies of comprehensive
programs over the years have shown effective-
ness, but these studies, usually with voluntary
participation, have been criticized for their
potential for selection bias.?® Recently, two ran-
domized controlled trials of WHP programs,
one in a large US warehouse retail company?
and the other at the University of Illinois,”
showed only modest effects on a small number
of health behaviors and no effects on more dis-
tal health and financial outcomes. Participation
rates in both these studies were low, 35% and
27%, respectively, and their offerings were not
comprehensive.?®

Factors influencing program effectiveness.
In addition to the recent review of determi-
nants of worker participation in WHP pro-
grams,”” two older reviews assessed key factors
associated with program effectiveness. A 2013
RAND review commissioned by the federal
government listed five factors: (1) use of exist-
ing resources and relationships, (2) leadership
engagement at all levels, (3) effective commu-
nication strategies, (4) opportunity for workers
to engage, and (5) continuous evaluation.” In
another recent review, Goetzel cited the impor-
tance of a “culture of health,” defined as “one
in which individuals and their organizations
are able to make healthy life choices within
a larger social environment that values, pro-
vides, and promotes options that are capable of
producing health and well-being for everyone
regardless of background or environment.”*
The CDC workplace health model also stresses
the importance of evaluating an employer’s
culture of health."?

Role of Industry Organizations,
Governmental Agencies, and
Regulators in WHP
The US workplace wellness industry was esti-
mated to generate $10 billion in annual rev-
enue in 2019, but it is loosely organized and
largely unregulated. There is no national trade
association of vendors, though there is a small
professional association, the International
Association for Worksite Health Promotion
(https://www.iawhp.org). The National

Committee for Quality Assurance, a private
nonprofit organization, developed a Wellness
and Health Promotion Accreditation.*” To be
accredited, insurers and vendors must pay a
fee, so the number of accredited organizations
is small and largely limited to those serving
national employers.

Government and industry organizations
sponsor publicly available scorecards that
guide employers in assessing their WHP pro-
grams. Developed in 2012, the free CDC
Worksite Health Scorecard has rapidly gained
prominence.*® As of 2019, more than 2,800
employers from 48 states had completed the
scorecard.® CDC has also developed and
delivered Work@Health, a companion WHP
training program for employers, delivered
via in-person, online, and hybrid formats.**
Other commonly used scorecards” include
the American Heart Association’s Workplace
Health Achievement Index,® the Health
Enhancement Research Organization’s Health
and Well-Being Best Practices Scorecard,”
and the Wellness Council of America’s Well
Workplace Checklist.*

Occupational Safety and Health
OSH Program Structures and
Evidence Base
Who administers OSH? Under the Occupational
Safety and Health Act of 1970, employers are
responsible for providing safe and health-
ful workplaces for their workers. The OSH
Act also created the Occupational Safety and
Health Administration (OSHA) within the US
Department of Labor. OSHAs mission is to
ensure that workers work in a safe and health-
ful environment by setting and enforcing stan-
dards, authorizing the secretary of labor to
assess civil monetary penalties for noncompli-
ance,” and providing training, outreach, edu-
cation, and assistance. Employers must comply
with all applicable OSHA standards and with
the General Duty Clause of the OSH Act, which
requires employers to keep their workplace
free of serious recognized hazards. Despite its
importance, the OSH Act has faced challenges,
including that state and local public sector
workers are not covered by federal OSHA, and
the law may not be equipped to address work-
ing conditions and worker-employer relation-
ships that are radically different from those that
existed more than 50 years ago when it was

enacted.*
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Chapter 23: D& Research in the Workplace 495

The OSH Act also established the National
Institute for Occupational Safety and Health
(NIOSH), within the Department of Health
and Human Services." NIOSH produces
research, including developing exposure cri-
teria for toxic materials and harmful physical
agents, that can support OSHA’s formulation
of safety and health standards.”” NIOSH pro-
vides the only dedicated federal investment
for a wide range of research activities to pre-
vent the societal cost of work-related fatalities,
injuries, and illnesses in the United States and
has issued guidance documents on newer and
emerging issues, such as workplace violence
and occupational exposure to nanoparticles
such as nanosilver used in the manufacture
of electronics and textiles.?***? Research in
or directly relevant to the OSH field is carried
out in government laboratories (including at
NIOSH), universities, the private sector, and in
institutions affiliated with organized labor.*

Which employers have OSH in place? Which
workers benefit from OSH protections? Under
the OSH Act, most US employers have the
responsibility for administering OSH pro-
grams in workplaces. Larger businesses may
have dedicated OSH professionals on staff and/
or safety committees with representation from
management, safety professionals, and work-
ers. Core OSH professions (occupational safety,
industrial hygiene, occupational medicine, and
occupational health nursing) focus on different
aspects of OSH activities, but share a common
goal of identifying hazards in the workplace
and assisting employers and workers in elimi-
nating or mitigating the attendant risks.*
Many of these professionals work on a con-
tractual basis or as consultants.*> Workers in
smaller businesses may rarely encounter one of
these OSH professionals.*® For several reasons,
including a lack of resources, peer networks,
and motivation to engage in non-production-
related activities, smaller businesses with fewer
than 250 workers have been shown to engage
in fewer safety activities than larger businesses
and may benefit from assistance with OSH
activities from external organizations (inter-
mediaries),’” such as insurance companies,
healthcare providers, and trade and profes-
sional associations.

OSHA recommends practices to provide
employers, workers, and worker representatives
(including labor unions or religious or com-
munity groups) with a flexible framework for

addressing safety and health issues in diverse
workplaces. These recommendations include
seven core elements for a safety and health pro-
gram: management leadership; worker partici-
pation; hazard identification and assessment;
hazard prevention and control; education and
training; program evaluation and improve-
ment; and communication and coordination
for host employers, contractors, and staffing
agencies.”” OSHA recognizes that, for health
and safety programs to succeed, workers (and
if applicable, their representatives) must par-
ticipate in developing and implementing every
program component. The OSHA recommended
practices also align with voluntary, interna-
tional, and national consensus standards, such
as ANSI/ASSP Z10-2019. This national con-
sensus standard (from the American National
Standards Institute [ANSI] and the American
Society of Safety Professionals [ASSP]) defines
the minimum requirements for an occupa-
tional health and safety management system
using a “systems-thinking” approach that rec-
ognizes that an organization’s processes are
dynamic and interrelated, and that worker
participation plays a critical role in successful
implementation of voluntary standards.*

OSH impact, and disparities in impact, on
safety and health injury/disability outcomes.
Since enactment of the OSH Act, worker
deaths in the United States are down, from
about 38 worker deaths a day in 1970 to 15 a
day in 2019. Worker injuries and illnesses have
declined, from 10.9 incidents per 100 workers
in 1972 to 2.8 per 100 in 2019.* Previous stud-
ies indicated that OSHA standards are effec-
tive in preventing occupational injuries and
illnesses. 4

Despite this progress, the challenge for pre-
venting work-related injuries, illnesses, and
deaths remains substantial, as millions of U.S.
workers are injured annually, and thousands
are killed.** Work-related morbidity and mor-
tality risks are especially high in certain indus-
tries, including manufacturing, agriculture,
and healthcare*®*® and among certain worker
populations, where declines in worker illnesses
and injuries have not been evenly distributed.!

For example, young workers ages 15-24
years in the United States experience a dis-
proportionate burden of work-related injury
compared to adult workers, and these inju-
ries can have lifelong physical, social, and
emotional impacts.*” Older workers also face
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disproportionate risks. Although older US
workers (=55 years) have experienced similar
or lower rates of work-related injuries and ill-
nesses compared with younger workers, older
workers face a greater risk of being killed at
work than workers as a whole.”

In 2020, approximately 17% of the US civil-
ian labor force was foreign born.>' Research
indicates that workers from racial/ethnic
minority groups and immigrants experience
a disproportionate burden of negative OSH
outcomes. These groups are overrepresented
in dangerous occupations® and have limited
access to worker protection resources.”> Many
workers in “precarious” job arrangements are
hesitant to refuse hazardous work or to report
hazards for fear of retribution."*

Workers may also be members of multiple
groups at disproportionate risk for injury and
illness and therefore experience overlapping
structural inequities.! For example, women
and workers from racial and ethnic minor-
ity groups make up a disproportionate share
of the low-wage workforce in some tempo-
rary occupations, including security guards,
home healthcare, hospitality, and logistics.*
Immigrant workers and those of lower socio-
economic status are frequently employed in
higher risk occupations (e.g., construction and
agriculture), which are often subject to outdoor
extreme weather conditions exacerbated by cli-
mate change.” Therefore, the increased health
and safety risks associated with temporary and
contingent work arrangements accrue to work-
ers already experiencing increased injury and
fatality rates."***

Factors influencing program effectiveness.
Many effective OSH interventions improve
worker safety, health, and well-being. Positive
effects range from preventing occupational
injuries and hearing loss to reducing mus-
culoskeletal, skin, and lung diseases™® and
reducing work-related stress.”” Many OSH
interventions have proven to be effective under
controlled conditions, but their implementa-
tion in practice is often difficult. Interventions
may not work as expected, especially in small
businesses.'

Costs may affect employers’ ability or will-
ingness to implement effective OSH interven-
tions. A review by Keefe et al.” identified the
enforcement of the OSHA Noise Standard as a
control technology not being used to maximal
benefit to reduce exposure at the source and

protect workers from hearing loss. Affordability
was cited as the main reason why employers
(particularly those in small and medium-size
enterprises where some exposures occur at the
highest levels) rely on less costly and poten-
tially less protective solutions (e.g., PPE) rather
than on expensive retrofits to buildings and
structures.’

OVERVIEW OF DISSEMINATION
AND IMPLEMENTATION
RESEARCH IN WORKPLACE
SETTINGS
There are far fewer studies specific to dis-
seminating and implementing evidence-based
WHP and OSH programs than studies inves-
tigating the effectiveness of new programs.
Drawing from key constructs in the dissemi-
nation and implementation literature, we cover
several factors that may influence dissemina-
tion and implementation of effective WHP/
OSH programs. These factors include employ-
ers’ and workers’ motivations to adopt health
promotion programs; workplace readiness and
capacity to implement programs; the extent to
which effective programs can be adapted to
fit the workplace context and workers’ needs;
and the extent to which effective programs are

sustained.

Workplace Health Promotion
Employer and worker motivations to adopt
WHP programs. Employers and workers may
have different motivations and interests in
WHP programs. One of employers’ primary
motivations to adopt these programs is contain-
ing healthcare costs.”® Much of the controversy
about WHP effectiveness hinges on health-
care cost return on investment as the metric
of WHP success. Additional motivations for
WHP found in our work with employers and
in other studies include recruitment and reten-
tion of workers, improving worker productiv-
ity, improving morale, and reducing worker
turnover.”®%® Some also cite altruistic motives,
wishing to implement WHP programs to help
improve workers’ health or believing it’s the
right thing to do.®!

Worker participation in WHP programs
is often low; in a large-scale trial evaluating a
multicomponent workplace wellness program,
participation rates ranged from 34% to 45%.%
A common strategy to increase participa-
tion is to deliver incentives for participation.
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However, discovering whether workers see pro-
grams as relevant to their needs may be a more
beneficial first step. The topics most wellness
programs address align with behaviors that
workers need to change, want to change, and
are actively trying to change. These behaviors
include healthy eating, physical activity, weight
management, smoking cessation, and stress
management.®?-%

The nature of job activities may impact the
health interests of employers and workers. For
example, employers with workers in sedentary
jobs may be interested in physical activity and/
or weight management; in contrast, employers
with workers in physically active and demand-
ing jobs often display little interest in increas-
ing their workers’ physical activity. Employers
who retain workers long term and have an
aging workforce are more likely to prioritize
chronic disease prevention and management.

Readiness and capacity to implement effec-
tive WHP programs. Readiness at the organiza-
tional level is characterized in Weiner’s theory
of organizational readiness to change.®® The
theory identifies two facets of readiness for
change: change commitment (a shared resolve
among organizational members to imple-
ment a change) and change efficacy (a shared
belief among organizational members that
they have a collective capability to implement
a change). Change commitment and change
efficacy are influenced by change valence (how
much organizational members value the pro-
posed change) and informational assessment

2 Change Valence R

Possible Contextual
Factors

(organizational members’ perceptions of the
tasks and resources needed to implement the
change). Change valence and informational
assessment are predicted by contextual factors,
such as the organizational culture, resources,
and past experiences with change. Change
commitment and change efficacy predict
change-related effort, which in turn predicts
implementation success (see Figure 23.4).
Many employers face readiness and capac-
ity challenges to adopting and implementing
WHP programs, including lack of financial
resources, competing demands, and lack of
management support.®® Additional logistical
challenges include lack of space for program-
ming, workers spread across multiple worksites
and shifts, workers without access to computers
at work, and workers with limited English pro-
ficiency.®**® Small and medium-size worksites
exhibit less readiness and capacity for WHP
than large worksites®®"*’; we also see differ-
ences by industry (e.g., employers in industries
such as education show more readiness and
capacity than employers in accommodation
and food services).®® There are limited tools to
measure readiness and capacity for WHP.
Adapting WHP programs to fit different
workplace contexts and worker populations.
Workers who work night shifts, less than 20
hours a week, receive hourly pay, are tempo-
rary or contract workers, and are in blue-collar
jobs are less likely to participate in WHP pro-
grams.” To meet the needs of underserved
worker groups, effective WHP programs need

¢ Organizational

culture

e Policies and
procedures

* Past experience

¢ Organizational
resources

¢ Organizational
structure

Informational
Assessment

>
* Task demands

* Resource
perceptions

e Situational factors

>

Organizational
Readiness for Change

¢ Change
commitment

¢ Change efficacy

Change-Related
Effort

e Initiation
 Persistence

e Cooperative
behavior

Implementation
Effectiveness

FIGURE 23.4 Theory of organizational readiness to change (Weiner, 2009).%
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to be adapted to fit various workplace popu-
lations and contexts. Recent calls have been
made for employers to systematically collect
information on the health preferences and
social needs of various worker groups to create
more inclusive and equitable WHP program-
ming (and this step would fit into the needs
assessment described above).”

Translation of evidence-based interventions
into practice within diverse settings and popu-
lations is gaining increasing attention.”! Many
programs are tested via rigorous randomized
controlled trials that have strict participation
criteria; workplaces willing to participate in such
trials are often not representative of workplaces
in general.”> In a scoping review of frameworks
to guide adaptations of evidence-based public
health interventions, the authors identified key
steps to the adaptation process, including assess
community capacity, determinants, and needs;
review and select evidence-based interventions;
consult with content experts and partners;
decide on and make intervention adaptations;
train implementers; pretest adapted materi-
als; and implement and evaluate the adapted
intervention.”? One study used a framework™ to
help guide adaptations to a weight management
intervention for low-wage workers.”” Tabak and
colleagues conducted formative research with
key partners and beneficiaries (e.g., food service
workers) to inform intervention adaptations, for
example, replacing interactive voice response
with text messages to enhance reach. This study
showed how adaptation frameworks can guide
effective adaption and marketing of an inter-
vention for dissemination to a different audi-
ence from the original testing audience.

Sustainability ~ of =~ WHP  programs.
Sustainability is a key aspect of success-
ful implementation. Moore and colleagues™
defined sustainability as (a) the continued
delivery of a program, clinical intervention,
and/or implementation strategies and (b)
maintenance of individual behavior change,
noting that program and behavioral changes
may evolve or adapt over time while con-
tinuing to offer benefits at the individual and
systems level. Multiple barriers and facilita-
tors can influence whether an evidence-based
intervention is sustained, and calls have been
made to test and document use of sustainabil-
ity frameworks and intervention adaptations to
enhance sustainability in order to advance our
knowledge in this area.”””®

There is an increasing focus on measur-
ing long-term outcomes in studies evaluat-
ing the effectiveness of WHP programs. One
study examined the sustainability of a WHP
program that incorporated gamification prin-
ciples and found significant, clinical improve-
ments on several clinical outcomes (e.g., blood
pressure) at both 1 and 2 years after the inter-
vention began.”” In contrast, a WHP program
designed for blue-collar workers in the con-
struction industry demonstrated significant
intervention effects on body weight, waist
circumference, physical activity, and intake of
sugar-sweetened beverages at 6 months, but
these changes were no longer significant at 12
months.®® Additional research is needed to help
us understand which programs are sustainable
and which conditions promote sustainability of
WHP programs.

Occupational Safety and Health
Employer and worker motivations to adopt
OSH measures. Legal compliance with OSH
safety laws and regulations (and the risk of
sanctions for noncompliance) are important
motivators for employers to adopt OSH mea-
sures. For example, OSHA’s 1991 blood-borne
pathogens standard, enacted in response to the
US HIV/AIDS crisis, has contributed to a sub-
stantial decline in healthcare worker risk for
blood-borne diseases.**®! However, some noted
challenges with the current regulatory envi-
ronment*® have potentially placed an increased
reliance on employers to monitor their own
compliance with OSH laws and to provide
worker protections.®?

A business case for OSH advances the
premise that the economic advantages to
organizations (in terms of reducing Workers’
Compensation rates, worker presenteeism and
absenteeism, and increasing worker produc-
tivity) outweigh the costs of implementing
voluntary OSH programs.®* However, ethical
arguments about OSH being the “right thing
to do”® and the fear of loss of corporate cred-
ibility and reputational damage®* are cited
as other, important motivators for employers
to adopt and implement OSH programs and
activities. Contextual factors as experienced
by business owners and managers, includ-
ing access to resources; characteristics of the
manager, including their own personal estima-
tion of the extent of work-related safety and
health risks and the need for OSH precautions
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if these risks are underestimated or perceived
to be beyond their control'’; and the workplace
culture have also been shown to influence their
motivation for adoption of participatory OSH
programs.®

Readiness and capacity to implement effec-
tive OSH measures. When considering uptake
of some voluntary OSH strategies, business
enterprises engage in a complex cost-benefit
analysis regarding the risks and advantages
of change. When making adoption decisions,
partners and beneficiaries may prioritize factors
such as compatibility with existing programs,
cost-effectiveness, the values and culture of the
organization, and relative advantage over other
programs.® An assessment of organizational
readiness for change® is an important precur-
sor to the successful implementation of partici-
patory OSH programs.”” Both managers’ and
workers’ ability to envision future improve-
ment and their shared interest in WHP and
OSH have been demonstrated to be key to new
program adoption.*’

An organizational readiness for change tool
was developed to help prepare for implementa-
tion of a participatory OSH program based on
TWH principles in eight domains: (1) current
safety/health/well-being programs; (2) current
organizational approaches to safety/health/
well-being; (3) resources available for safety/
health/well-being; (4) resources and readiness
for change initiatives to improve safety/health/
well-being; (5) resources and readiness for use
of teams in programmatic initiatives; (6) team-
work; (7) resources and readiness for worker
participation; and (8) management communi-
cation about safety/health/well-being.®® This
tool has been used prospectively to assess
potential facilitators and barriers to imple-
menting a participatory TWH program in
five public healthcare facilities, allowing pro-
gram implementers to be proactive in tailoring
aspects of the implementation to better fit the
needs of the organization.®

Adapting OSH approaches to fit different
workplace contexts and worker populations.
Successful OSH efforts require implementing
programs that are both evidence based and fit
the needs of the organization and its workers.”
For example, it is generally necessary to tailor
interventions to the specific needs and context
of small businesses, and several facilitators and
drivers have been identified that can be used to
adapt participatory OSH programs to meet the

needs of end users.” Given that, to be effec-
tive, OSH interventions should be tailored to
specific organizational contexts, generalizing
and transferring them to other organizations
presents substantial challenges.””> Contextual
fit is especially relevant for organizational-
level interventions (typical of OSH), requiring
participation from multiple parties and new
practices and procedures to support worker
engagement.®

Balancing fidelity and adaptation has been
explored extensively in the dissemination and
implementation literature, but only to a limited
degree in OSH.”® While intervention adapta-
tion is inevitable, and even desirable, to meet
the local needs and constraints of end users,
the value of adaptation (and fidelity to the
original program design) when implementing
a voluntary OSH program may be different for
various program providers and recipients, and
recommendations have been proposed for rec-
onciling respective roles.*

Intervention adaptation is especially impor-
tant in addressing occupational health equity
concerns, where one-size-fits-all approaches
are likely to be ineffective for workers and
employers from diverse populations. For exam-
ple, PPE, which has been critical for healthcare
workers during the COVID-19 pandemic® and
in other high-risk industries like construc-
tion, has not traditionally been designed for
women and racial/ethnic minorities. Ill-fitting
equipment may decrease effectiveness, increase
exposure risks, and deter workers from using
it.”> PPE are being adapted to account for a
wider range of body shapes and sizes, ensur-
ing that it is accessible and effective for all
workers.® Research has also been conducted
on the need to adapt OSH training programs
to meet the needs of workers who experience
several languages and/or who work in settings
that put them at increased risk of exposure to
hazards.”

Sustainability of OSH measures/programs.
Intervention maintenance and long-term sus-
tainability have been shown to be more likely
when such programs are aligned with the
organizational mission and values and enjoy
the support and involvement of several key
groups and individuals (e.g., senior managers,
policymakers, community leaders, and work-
ers).”” Adequate resources, breadth of worker
participation, and management support have
been shown to be important preconditions for

20z AIne 91 uo Jasn Ausianiun wodman Jaydoisuyd Ag 91 €561 E/101deyo/s/ L 9G/300q/wod dno-olwapese//:sdyiy wolj papeojumoq



500 SECTION 5: SETTING- AND POPULATION-SPECIFIC D&I

program sustainability.”>** Research has dem-
onstrated barriers to OSH program sustain-
ability include communication among workers,
staff turnover and overreliance on individual
champions, inconsistent management com-
mitment, and lack of a reward system for
participation.®*

Including worker input at every step of pro-
gram design and implementation improves the
ability to identify the presence and causes of
workplace hazards, creates a sense of program
ownership among workers, enhances their
understanding of how the program works, and
helps sustain the program over time.**

RESEARCH GAPS AND FUTURE
DIRECTIONS

Limited Application of Implementation
Science Theories and Frameworks

There are over 60 published dissemination
and implementation frameworks and mod-
els, yet there remains a gap in the applica-
tion of these frameworks to address WHP/
OSH.”* Some WHP/OSH studies have used
frameworks like the Consolidated Framework
for Implementation Research (CFIR) and
RE-AIM (Reach, Effectiveness, Adoption,
Implementation, and Maintenance) to under-
stand contextual factors that influence imple-
mentation and to inform program evaluation.
These and other frameworks could also be
used to inform engagement among partners
and beneficiaries during WHP/OSH program
implementation, develop logic models for
implementation, and select and adapt imple-
mentation strategies.”” In recent years, several
dissemination and implementation frameworks
have been developed, revised, and extended
to explicitly focus on health equity; examples
include an extension of the RE-AIM frame-
work,”® the application of an intersectionality
lens to the Theoretical Domains Framework,”
and a race(ism)-conscious adaptation of the
CFIR.!® Future research should apply equity-
focused dissemination and implementation
frameworks to address health disparities when
implementing WHP/OSH programs.

Limited Study of Workplace
Contextual Factors
Few WHP or OSH studies to date have iden-
tified contextual factors that could have
played a role in influencing intervention

effectiveness.’®!’! Randomized controlled trials,
considered the gold standard in WHP and OSH
research, aim to minimize variance, effectively
“controlling out” context rather than assess-
ing it.”° A systematic review of TWH studies'®
identified only a limited number of interven-
tions focusing on multilevel contextual factors
(e.g., work organization, union membership,
health insurance status, management support,
and worker stress related to company downsiz-
ing). Variation in intervention effectiveness by
individual, worksite, organizational, or com-
munity factors was not assessed in any of the
identified studies.!?

Research is needed that takes a systems-
level approach to consider factors beyond the
workplace that have direct and indirect effects
on worker health.>#>1% This requires under-
standing the importance of broad social, eco-
nomic, and political factors that affect workers
directly and indirectly by influencing the
adoption of WHP and OSH policies, practices,
and programs by employers and other organi-
zational decision makers.*” Understanding the
forces shaping the future of work is critical
for anticipating the outcomes associated with
changes in the conditions of employment.>>52
This will in turn inform decision-making on
interventions that protect and promote worker
safety, health, and well-being.®

Limited Integration of WHP and OSH
As mentioned previously in this chapter, rec-
ognizing the benefits of the “integration” of
the workplace protection and health promo-
tion domains,>'®* NIOSH developed the TWH
approach in 2011.1* TWH is defined as poli-
cies, programs, and practices that integrate
protection from work-related safety and health
hazards with promotion of efforts to advance
worker well-being.*"'** Growing evidence indi-
cates that integrated health interventions are
successful in addressing a wide range of OSH
and well-being outcomes,'” suggesting the
need for wider adoption of this approach. The
TWH paradigm acknowledges the interaction
of work and nonwork factors,” such as social
determinants of health,' that affect OSH out-
comes. Although TWH efforts and activities
have increased in recent years, it is still an
emerging area with opportunities to study dis-
semination and implementation research ques-
tions'™ (e.g., whether and why different types
of employers may find an integrated approach
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more or less acceptable and feasible than sepa-
rate WHP and OSH programs).

COVID-19 and the Future of Work
Most research cited in this chapter pre-dates
the COVID-19 pandemic, which exerted mul-
tiple and extensive impacts on work and the
workplace in the United States. COVID-related
restrictions limited business operations and
revenue, with small businesses disproportion-
ately likely to close, lay off staff, and/or lose
revenue.'”® The risk of COVID-19 is closely
tied to employment patterns,'” as workers
deemed essential are disproportionately racial
or ethnic minorities, are paid low wages, and
labor in jobs that cannot currently be done
from home."”!%® They work in both healthcare
and nonhealthcare occupations,'”” such as in
food preparation, construction, transporta-
tion, corrections, and first response.®®'%® In
one survey, more than half of essential work-
ers reported they leaned on unhealthy habits
to get through the pandemic; 80% said their
sleep was affected, and almost 40% said they
were drinking more to cope with stress. Fifty
percent said they gained weight (median 20
pounds).!” The COVID-19 crisis also high-
lights the urgent need to focus on the men-
tal health aspects of occupational health,
including among the nation’s public health
and healthcare workers,"® and the impact of
job loss and decreased work hours on mental
health outcomes during the pandemic.""" For
other workers who teleworked throughout the
pandemic, the future of work may look very
different and provide more flexibility around
where and when work happens.®? Workers are
voicing more desire for a broader range of well-
ness benefits, such as mental health support
and flexible scheduling,"'? and some employers
are responding. The 2021 KFF/HRET survey®
found that large employers were more likely
than small employers to have changed offer-
ings in response to the COVID-19 pandemic:
34% versus 17% expanded or modified existing
programs to better address the needs of people
working from home; 58% versus 38% provided
or expanded online counseling for emotional
and financial distress. New awareness of health
and risk disparities in our workforce coupled
with increased worker leverage during staffing
shortages may create opportunities for OSH
and WHP researchers to partner with employ-
ers, workers, and dissemination partners to

determine new priorities and needs and how
best to address them.

CASE STUDY 23.1: DOW
CHEMICAL COMPANY AND
TOTAL WORKER HEALTH

Background

The Dow Chemical Company was created in
1897 and is a global manufacturer of plastics,
chemicals, and agricultural products (https://
corporate.dow.com). It operates worldwide
and had 35,700 full-time workers at the end of
2020.13

History

Dow has had an occupational health program
for more than 100 years and a WHP program
for more than 30 years. In 2015, it merged
these programs to create a TWH program
and made its implementation part of its 2025
Sustainability Goals. Dow’s TWH strategy
has three interdependent elements: Healthy
Culture, Healthy Workplace, and Healthy
People.

The Healthy Culture Index is based on the
CDC Worksite Health Scorecard with its major
components: organizational support, tobacco
control, nutrition, lactation support, physical
activity, and stress management. In addition,
it includes industrial hygiene practices, work-
place exposure assessment, access to healthy
options, and worker health culture.'®

The Healthy Workplace element identi-
fies workplace health risks and prioritizes
and reduces them utilizing an HOC approach
(preferring engineering controls to reduce risk
rather than relying on PPE; https://www.cdc.
gov/niosh/twh/guidelines.html). This element
also relies on free worksite health clinics oper-
ated at 58 sites globally."'® Other components
of the Healthy Workplace include an integrated
well-being strategy, with resources aimed at
physical, mental, community, and financial
well-being, along with a worker-assistance pro-
gram; case management for those with chronic
illness; traditional health insurance; and well-
being champions on-site and available via
social media.

The Healthy People element integrates tra-
ditional measures of both occupational health
and health promotion. For example, it mea-
sures occupational injuries and illnesses. Safety
measures are published annually.'™ It also

20z AIne 91 uo Jasn Ausianiun wodman Jaydoisuyd Ag 91 €561 E/101deyo/s/ L 9G/300q/wod dno-olwapese//:sdyiy wolj papeojumoq



502 SECTION 5: SETTING- AND POPULATION-SPECIFIC D&I

measures the American Heart Association’s
“Life’s Simple 7, which include blood pres-
sure, cholesterol, blood sugar, physical activ-
ity, healthy eating, weight management, and
tobacco avoidance or cessation."

Examples of Dow’s integrated TWH
approach include smoking cessation programs
as part of training for respirator wearers;
installation of sit/stand and walking worksta-
tions for office workers, along with manage-
ment of personal safety risks inherent in these
stations; and physical activity programs aimed
at reducing ergonomic risks to minimize inju-
ries.!> The 2020 Dow Sustainability Report!
profiles selected results of the program. These
include improvements in safety metrics as well
as implementation of distancing and other
approaches to minimizing COVID-19 trans-
mission in the workplace. NIOSH also high-
lights the program as part of its “Promising
Practices” website.'*®

Implications for Practitioners,
Policymakers, and Researchers
Dow provides an example of a large multina-
tional company with many potential work-
place hazards. It has long been active in both
occupational health and health promotion
but integrated those approaches only recently.
Historically, Dow has conducted and published
health promotion research!”® and is a promis-
ing site for practical and research insights into

TWH implementation in the future.

CASE STUDY 23.2:
DISSEMINATING EVIDENCE-
BASED PROGRAMS TO SMALL
WORKSITES VIA CONNECT TO
WELLNESS

Background

Small employers face two major barriers in
adopting and implementing evidence-based
programs for their workers: (1) lack of infor-
mation needed to find, choose, and adapt pro-
grams and (2) lack of resources required to
implement programs.'*® Small employers need
help in selecting programs, and they need

programs that are low cost or free and take
little time to implement.

The Community Guide (https://www.the-
communityguide.org) lists evidence-based
strategies for cancer screening, healthy eating,
physical activity, and tobacco cessation that
worksites of all sizes can adopt and implement.
In addition, all 50 states provide breast and
cervical cancer screening and treatment free of
charge for low-income and uninsured women,
as well as free telephone quit lines for tobacco
cessation for smokers. Very few small worksites
promote these services, even though they are
most likely to have workers that are eligible for
their services.!?1#

Connect to Wellness Intervention and
Research

The Health Promotion Research Center
(HPRC) at the University of Washington col-
laborated with the American Cancer Society
to develop and test an intervention, Connect to
Wellness," to disseminate evidence-based pro-
grams to small employers (20-250 workers) in
low-wage industries. The HPRC Dissemination
and Implementation Framework'” guides our
intervention and dissemination research activi-
ties. Employers participating in Connect to
Wellness complete activities with the assis-
tance of a trained interventionist. In the
assessment phase, the interventionist mea-
sures current worksite implementation of
cancer screening, nutrition, physical activity,
and tobacco cessation programs. In the rec-
ommendations phase, the interventionist cre-
ates a tailored Recommendations Report and
delivers the report in a face-to-face meeting
with the employer. At the Recommendations
Report meeting, the interventionist provides
implementation toolkits for each of the recom-
mended programs. During the implementa-
tion phase, the employer begins adopting the
recommended programs and promoting them
to workers. The interventionist contacts work-
sites monthly by email or telephone during this
phase to offer implementation assistance.

We conducted three studies to develop and
test Connect to Wellness, including a random-
ized controlled trial.'**!?* The primary outcome

" Connect to Wellness was originally called HealthLinks, and early papers about the program use the
HealthLinks name. We discovered that a different workplace health promotion program was using the same
name, so we rebranded the program as Connect to Wellness in 2020.
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was worksite-level adoption and implementa-
tion of evidence-based programs. We mea-
sured programs by asking several questions
about each one and then using a scoring algo-
rithm to calculate a score ranging from 0%
to 100% implementation for each program.
In each study, total worksite implementation
increased at least 20% (absolute) from baseline
to follow-up.'?12°

Lessons Learned

One of the most challenging aspects of Connect
to Wellness, as with many similar programs, is
recruiting employers to participate. It is espe-
cially difficult to recruit employers in some of
the lowest-wage industries we prioritize due to
their risk profile, such as accommodation and
food services and retail trade. Two reasons for
this include very limited staff time and budget
for wellness at these workplaces and perception
that chronic disease prevention is irrelevant for
their (comparatively) young, high-turnover
workforce.'® Recruiting employers via warm
referral from their health insurance provider is
very effective,'” but this strategy only reaches
employers that offer health insurance. Recently,
we added new toolkits with interventions to
manage stress and address COVID-19 risk and
vaccination. These topics may be of more uni-
versal interest than chronic disease prevention.
Adapting and tailoring the menu of evidence-
based interventions to fit audience capacity and
needs will likely be key to Connect to Wellness
future reach and impact.

One of the core elements of Connect to
Wellness is assistance from a trained interven-
tionist. Connect to Wellness is offered as a free
service, and this assistance component makes
scale-up challenging. We pilot tested a train-
ing model in which we distance-trained local
health department staft (e.g., health educators
and public health nurses) in several coun-
ties in Washington State to deliver Connect
to Wellness to worksites in their communi-
ties, and this was successful.'® We are cur-
rently attempting to scale up this model to
local health departments in other states. Two
key challenges to engaging health departments
currently include the shift in CDC funding for
health departments from disease prevention
to disease management'?® and the COVID-
19 pandemic. In light of these challenges, we
opened recruitment to state health depart-
ments, many of whom are already doing some
level of WHP activity.'*

Implications for Practitioners,
Policymakers, and Researchers
Small businesses face unique challenges to
adopting and implementing health promotion
programs. Connect to Wellness disseminates
a simple, three-step process of implementing
evidence-based interventions and provides free
in-person assistance from a trained interven-
tionist. One of the key challenges for practice
and research is to match the level of assistance
given with the level needed for employers to be
successful in implementing programs. Our use
of a specific dissemination and implementa-
tion framework'?® helped us build a program
of research around small worksites in low-wage
industries; the program includes formative
research with these employers and their work-
ers, efficacy testing of Connect to Wellness,
building out and testing additional implemen-
tation strategies such as wellness committees,

and new partnerships to attempt scale-up.

SUMMARY

The workplace gives us an opportunity to reach
more than 60% of noninstitutionalized adults
in the United States (https://data.census.gov/
cedsci/all?q=employment). A substantial body
of evidence demonstrates the effectiveness of a
range of WHP and OSH programs, but com-
paratively little research focuses on disseminat-
ing and implementing effective WHP and OSH
programs. WHP and OSH traditionally operate
in distinct silos; TWH is an integrated approach
that is gaining popularity, but far from univer-
sal adoption. Partnerships between academic
researchers, employers, governmental organiza-
tions, and for-profit and not-for-profit vendors
are needed to identify (and create) effective
WHP, OSH, and TWH programs; tailor them
to meet the needs and capacities of employers
and workers across size and industry catego-
ries; market them effectively; provide appro-
priate levels of implementation assistance; and
evaluate impact and use the results to improve
the programs and increase their reach.'?*!*
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Rothstein MA (Ed.) The Occupational Safety and
Health Act at 50, 1970-2020. Am ] Public Health.
2020;110(5, special section):621-647. Accessed
January 15, 2022. https://ajph.aphapublications.
org/toc/ajph/110/5

This special section of the American Journal of Public

Health commemorates the 50th anniversary of the

Occupational Safety and Health Act by including

views from a range of experts on important issues—

past, present, and future—in the areas of occupational
safety and health regulation and beyond.

Pollack Porter KM, Campbell L, Carson A, et
al. Driving health equity in the workplace.
American Heart Association CEO Roundtable;
2021. https://www.heart.org/en/about-us/office-
of-health-equity/driving-health-equity-in-the-
workplace

This report, written by a diverse group of WHP
experts in academia and industry, lays out 20 actions
that employers can take today to increase health
equity in their workplaces. The 20 actions, with sup-
porting evidence, are divided into 15 internal actions
that workers can take within their own organizations
and 5 external actions that lie in the realm of public
policy for which employers should advocate. An exam-
ple of an internal action is offering paid family and
medical leave; an external example is advocating for
high-quality, accessible, and affordable early care and
education for children.

Hudson HL, Nigam JAS, Sauter SL, Chosewood C,
Schill AL, Howard J, eds. Total Worker Health.
American Psychological Association; 2019.

This volume presents approaches for implementing

integrative prevention programs to address policies,

programs, and practices that address risks arising from
both the physical and organizational work environ-
ment and that extend beyond the workplace. These
include applications for diverse worker occupations
and industries. Evidence of program effectiveness is
also discussed.

Selected Websites and Tools
Centers for Disease Control and Prevention,
Workplace Health Promotion. https://www.cdc.
gov/workplacehealthpromotion/index.htmlA
ccessed November 20, 2021. Published March
8, 2019.
This website provides information on CDC’s work-
place health promotion activities and tools. It includes
their Workplace Health Model and Workplace Health
Scorecard, both cited in this review, as well as links
to evidence-based policies, programs, and communi-
cations; data and surveillance; and other tools and
resources to support workplace health promotion
practitioners and researchers.

Cochrane Database of Systematic Reviews. http:/
www.cochranelibrary.com/cochrane-database-
of-systematic-reviews/index.html. Accessed
November 13, 2021.

This searchable database of systematic reviews uses
literature from global sources, including both high-
income and lower- and-middle-income countries. At
the time of writing of this chapter, there were eight
reviews on primary and secondary prevention in
workplace settings.

The Cochrane Database also includes a specific focus
on occupational safety and health at https://work.
cochrane.org/cochrane-reviews-about-occup
ational-safety-and-health.Accessed November
13,2021.

The Community Guide, Worksite Health. https://
www.thecommunityguide.org/topic/worksite-
health.Accessed December 5, 2021.

This website summarizes the recommendations
and systematic reviews related to workplace health
promotion from CDC’s Community Guide. Links
are provided to stories from the field and other
resources. It is worth exploring other topics on the
Community Guide’s website as evidence-based
strategies in other topic areas are often relevant to
workplace health promotion. For example, several
strategies for cancer screening (distributing small
media or home test kits) can be implemented in the
workplace.

Total Worker Health Planning, Assessment, and
Evaluation Tools. https://www.cdc.gov/niosh/
twh/tools.html January 11, 2023.

This site provides a list of free, publicly available

resources that can support the planning, assessment,
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and evaluation of programs, policies, and practices
aligned with a TWH approach.

10.

11.

12.
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