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Introduction

Integrating the protection of worker safety and health with evidence-based health promotion is a
strategic approach enhancing the safety, health, and well-being of the employee population and
reducing costs for the organization. An integrate approach can reduce injuries; improve health;
lower health claims, absenteeism, and workers compensation claims; and enhance overall well-
being of the workforce and company.

Total Worker Health

A Best Practice Approach

In most organizations, there are many different departments addressing varying aspects of
employee safety and health, including environmental health, workers compensation, disability
management, risk management, safety management, facilities management, employee assistance
programs, health benefits, occupational health, worksite health education/promotion, and
wellness. These functions have overlapping missions, but often have little communication with
each other and compete for resources.

Total Worker Health is a strategy integrating occupational safety and health protection with
health promotion to prevent worker injury and illness and to advance health and well-being
(NIOSH). It brings all of the related puzzle pieces together to form a holistic framework for
enhancing the safety and health of the workforce population.



Having a coordinated approach that leverages joint influences on health enables a
company’s safety and health professionals to work together to achieve common goals. For
example, safety and health are inextricably linked for cumulative trauma disorders (Drennan 1).
Workers who are in poor physical health are more likely to have musculoskeletal injury. Obesity
has been linked to increased incidence of carpal tunnel syndrome, a common workers
compensation claim. Excess weight and abdominal weakness strains the low back, and back
injuries are a common cause of absenteeism. Health promotion and wellness professionals who
want to reduce musculoskeletal disease can be more effective if they address the role that
organization of work plays. Similarly, safety professionals who would like to reach and maintain
a zero injury rate can be more effective if they can improve the health of the workforce. An
example of an integrated approach for addressing musculoskeletal disease is an intervention that
offers both health education on arthritis self-management strategies and ergonomic consultations
for work conditions. Besides teaching employees about stretching, employers can also look at
possible ways to reorganize work, providing job rotations and more job control.

Traditional health promotion programs focus on individual behaviors, trying to change one
person at a time, and are directed at the worker. Meanwhile, health protection programs are aimed
at the work environment and target organizations as the audience. An integrated strategy
leverages the best of both: targeting organizations to bring about collective behavior change,
ensuring that the work organization and environment facilitates health. It applies the hierarchy of
controls to health conditions, starting with prevention at the organizational level.

Importance and Benefits of Integration
There have been a number of studies that provide a useful foundation for understanding the
benefits of integration (NIOSH 10).

An integrated strategy is important because workers at the highest risk for exposures to
hazardous working conditions are often those most likely to engage in risk-related health
behaviors (NIOSH 10). Traditional worksite health promotion has focused on individual behavior
and lifestyle, sometimes with little regard for the broader influence of environmental, social, and
organizational determinants of health.

Another reason that integration is important is workers’ risk of disease is increased by
exposure to both occupational hazards --organizational and environmental-- and risk-related
behaviors (NIOSH 11). There are often barriers at the individual level that affect willingness and
ability to participate and sustain activity in worksite health promotion programs. For example,
stress in the work environment exerts an independent influence on worker health and well-being,
and by doing so, can interfere with the success of workplace programs such as smoking cessation.

Besides safety and health outcomes, the broader work organization issues and work
environment may benefit from an integrated strategy (NIOSH 12). As employees have more trust
in the employer and a belief that the employer is committed to safety and health, there may be
reciprocal benefits such as improved morale and employee retention.

Research has shown that an integrated approach may increase program participation and
effectiveness for high-risk workers. In a sample of blue collar workers who were in an integrated
intervention of a smoking cessation program in conjunction with a respiratory protection
program, the smoking quit rates for those in an integrated intervention more than doubled relative



to those who were in only a health promotion smoking cessation intervention program (NIOSH
26). In a study in a manufacturing plant, employees in an integrated intervention made greater
changes in key outcomes, including reduced ergonomic risks, cardiovascular disease, job demand
and job control risks, and sickness absence (NIOSH 28).

Trends in Population Health

Traditionally, in occupational safety and health, the focus is on work-related incidents. In 2012,
over 4,000 workers died from work-related injuries (BLS). It is estimated that over 50,000 died in
2007 from work-related illnesses (Leigh 742). In 2012, more than 3 million injuries to and
illnesses reported by public and private sector employers (BLS 2). And the cost of all of this is
estimated to be a quarter of a trillion dollars (Leigh 729). That is only part of the picture for
worker safety and well-being. Now, more than ever, a broader view is needed. One of the most
important issues facing workers is the increase in chronic health conditions. The leading
preventable, behavior-related cause of death is tobacco use, followed by poor diet and physical
inactivity (Mokdad 1238). The leading cause of death in the US is cardiovascular disease,
followed by cancer (Mokdad 1239).

The increase in chronic health conditions is one major trend in the workforce; almost 1 out
of 2 adults have at least 1 chronic illness (CDC). One study found that the risk of injury is
impacted by chronic health conditions such as asthma, diabetes, heart disease, and depression. To
reach a zero injury rate, it would be helpful to explore new ways of reaching and maintaining that
goal. An integrated strategy addresses the role of work in exacerbating chronic conditions. For
example, to address obesity, interventions may address sedentary work, physical activity, and
nutrition. However, broader organizational interventions may be useful. While the research is not
conclusive, there has been some evidence of a positive association between body mass index
(BMI) and job stress, which means high demands and low control (Schulte 2). There has also
been evidence that higher work hours may be related to being overweight.

Besides chronic conditions, another health issue facing workers is fatigue and sleepiness,
often resulting from shift work and long work hours, which is more common now than ever due
to globalization. Working long hours increases the amount of time of exposure to occupational
hazards; for example, in the case of truck drivers, it means more time on the road and increased
risk for accidents. In a manufacturing plant, it means more hours for exposure, more repetitive
motion. Shift work and long hours may be associated with higher rates of human error and can
affect an employee’s ability to perform safely and efficiently (Caruso). It also affects safety and
health off the job. Employers who pay for employee health care would care about accidents even
when an employee isn’t working. Shift work can exacerbate existing chronic diseases, making it
difficult to control symptoms and disease progression, particularly when treatment requires
maintaining regular sleep times, avoiding sleep deprivation, controlling amounts and times of
meals and exercise, or careful timing of medications.

Stress is another growing concern for workforce health. As mentioned earlier, job stress
includes work load demands, control over jobs, and job security. The impact of job stress is
difficult to fully measure and research is not conclusive. One study found some association
between smoking and high job strain, high psychological demand, and high pressure (Punnett).
So it is not enough to simply educate employees about how to deal with stress on an individual
level. For health educators to make a bigger impact, it may be helpful to work with occupational



safety and health professionals to develop integrated interventions. Interventions may be more
effective if they include improving the way work is structured, work load demands, and control
over jobs. Just as engineering controls and Prevention Through Design are the ideal ways to
prevent workplace hazards, organizational policies are at the top of the hierarchy in prevention
and promoting worker health and well-being.

With the many challenges facing the well-being of employees, it would be beneficial to
develop holistic solutions and look at all potential contributing causes, target not only personal
behavior, but also influences of work. This relates to the sustainability of the workforce, making
sure that a company’s human resources remain competitive, productive, and relevant, particularly
important in this international marketplace.

The Business Case for the Integration of Wellness and Safety

It is universally recognized that the health of employees directly impacts the bottom line for
business. The expenditures and losses due to medical claims, absenteeism, short-term disability
and workers compensation directly impact profitability. When we consider that health care
spending is expected to account for an increasingly larger share of the GDP in the coming years,
the business case for prevention and protection in the workplace is significant. Economists at the
Centers for Medicare and Medicaid Services (CMS) project that health spending will increase an
average of 5.7 percent per year from 2013 to 2023. This rate exceeds the expected growth in the
gross domestic product by slightly more than 1 percentage point. By 2023, health care spending
will account for nearly a fifth of annual GDP, at 19.3 percent, up from 17.2 percent in 2012
(Howell 2013).

Prevention and protection reduce the incidence of health risks which account for a myriad
of costs to the company. As an example, employees with a health risk of a BMI >35 have
medical expenses estimated to be 42% higher than a person with a healthy BMI. In addition, they
have 30% to 40% greater risk of developing chronic health-related problems than those who
smoke or drink alcohol. They have an increased rate of absenteeism and sick leave compared to
the general population (up to 14+ times absent per year and paid sick leave of up to $2.4 Billion).
It is also shown that they underperform compared to other workers because of infirmities related
to work (CDC 2011).

Although modifiable health risk factors such as excess weight, sedentary lifestyle,
elevated blood pressure and cholesterol, etc. are the largest cause of illness and disease, the
intricate emotional and behavioral associations with unhealthy behaviors leading to these health
risks often require support and incentives to make a positive impact.

Health promotion and prevention go hand in hand. There is a higher chance of injury for
employees with higher health risks and both require behavioral compliance. Employees working
in high-risk environments are more prone to injury/incidents when they have health risks;
however, it should be noted that employees sitting in cubicles for 8 hours per day have a high risk
for many illnesses due to inactivity. With a properly designed and implemented prevention and
protection program, all employee populations have a better chance of avoiding health risks and
injury and therefore improving the bottom line for corporations.



Proving the business case for health promotion and prevention has been the subject of
multiple studies. A collection of 56 studies showed these programs produce an average of 27%
reduction in absenteeism, 26% reduction in health care costs and 32% reduction in workers
compensation and disability. The average ROI ratio ranges from $5.81 to $1.00 return for each
$1.00 spent (University of Michigan). Calculating an actual ROI to justify the expenditure of a
program without reverting to subjective conjecture is still a difficult case for business. The
question of the overall value of the wellness program to the organization and the participants is
much more possible. There are many trends that will determine the value of these programs.
These trends include positive shifts in health risks, absentee rates, disability costs, productivity,
workers compensation and medical claims to name a few. When these trends are compared as a
whole, the value of the program becomes clear and significant.

A properly designed program will have well-defined trending guide posts along with
reporting criteria. Tracking health risk trends is critical in determining program effectiveness. In
addition, an assessment of the population will determine the optimal program design that targets
the highest prevalence of health risks in each population. A biometric screening along with a
health risk assessment questionnaire will identify these risks. The population can then be
reevaluated at year 1 or year 2 to determine shifts in health. This information along with medical
claims trends, absentee rates, incident rates, disability costs, engagement and workers
compensation trends can produce an overall snapshot of the effectiveness of the program on total
worker health. Collectively this information should prove a high value to these programs due to
the overall positive impact to employees and corporations.

Rolling Out an Integrated Program

Where to Start Integration: Getting in the Mind Set
The above evidence makes a strong case for integrating worker health programs. Integration starts
with an organization seeing the need to fully invest in the overall health of their employee
population and not just protect workers through safety programs but prevent them from engaging
in health risk related behaviors. Even with individual programs in place addressing one without
the other is not enough. Simultaneously just addressing the behaviors associated with the latter is
not enough, you must also address the environments in which these behaviors take place (Pronk
2014). Organizations with individual wellness and safety programs among other directives
already take some interest in their employees overall health, integrating these programs whether
fully or partially will optimize both directives and really address all aspects that affect a worker
both while they are at work and while they are at home under one umbrella; health protection and
health promotion.

When we begin to think about moving from program siloes to an integrated approach we
are in many ways thinking about something that is transformative, a culture of health and safety, a
culture that supports the health and wellbeing of all workers in multiple ways (Pronk 2014).
Integrating all programs and initiatives that support worker health (in any of its multi-faceted
ways) is imperative if and when trying to establish a culture of health. If just starting out and
unsure as to whether or not an integrated approach is a best practice for a particular organization,
there are indicators for the beginnings of a culture of health, such as; organizational leadership
commitment to worker health, benefit related programs, already existing coordination between
departments and supportive organizational policies and practices (i.e. accountability and training,
benefits and incentives, employee engagement driven programs) that can be the foundation of
evidence for why an integrated approach would be an optimal strategy (Sorenson).




Taking this analysis of an organizations current infrastructure a step further, the
implementation leaders should look at all departments and areas within the organization and
where those respective group agenda’s and goals have even a small worker health related
component. For example, often times organizations don’t realize that finance directives can have
multiple applications to wellness. It is important to bring all departments who have even the
slightest responsibility and concern for worker health protection and promotion into the
conversation. This could be difficult at first, so for many organizations the logical move for
integration lies within the fundamentals of wellness and safety. Whether taking the two programs
and creating one completely aligned integrated program or just simply intertwining some of their
components, what becomes evident is a synergistic relationship where the total is greater than the
sum of its parts. Wellness and Safety both at their core address the same thing; the health of a
worker. Both disciplines are behavioral, address risk to existing and potential employees and can
ultimately have a profound affect on not just work life but also home life.

It is important to note that the most effective integrated programs are systematic and
tailored from the beginning to the organization in which they are being implemented. There is no
one size fits all approach, even with in the same industry and similar organizations every
individual work practice, environment, location and other distinctions of an organization will
need tailored, targeted programming to be the most effective. For the sake of this paper we have
broadened our approach so that it may be adapted in various environments and then adjusted
accordingly.

Once intuition moves to drive and commitment to integrate we take this complex, living,
breathing, and changing system and move it into an intuitive domain; starting with simple models
(proposed pilot programs) and then recommending slowly building on it. A non-linear approach
works best, map out all interrelated system and their influencers, there is no perfect cause and
effect diagram, look at it from a system stand point, open it up and think about how things impact
one another (Missar 2015). When presenting that plan it is important to show the current data
analysis and with evidence show where this data will be in five or ten years if an integrate
program is not put in place.

Ensuring a Data Driven Program
From the beginning it is important to have “design elements that ensure the use of data in

measuring, integrating, evaluating, and reporting program evolution and continuous improvement
efforts” (Pronk 2014).

Analyze Health Data (Claims, Workers Compensation, Disease Management Reports)
Health Data is a great resource for the start of an integrated health protection and health
promotion program because it captures what is going on in both sectors at a higher level. Health
data reports are indicators of what the major cost drivers coming out of these sectors are and what
the real issues an organization is facing whether it be musculoskeletal disorders, diabetes, cancer,
injury and illness, among others. It helps to be able to point out to the major stakeholders that a
large amount of claim spending is on preventable injuries, incidents and disease. Additionally,
often times organizations do not realize how much they are spending on emergency care costs,
which becomes evident when analyzing health claim data. For many reasons the population
doesn’t utilize primary care, aren’t properly educated on urgent care centers or what constitutes a
trip to the emergency room. For the latter, simple education can drive costs down. With that said,




health data has its limitations; sometimes it might not be available, there are lagging indicators;
health claims tell you what has already happened not what could happen, not all incidents and
reportables are actually recorded and high claimant data impairs ability to see what is going on-on
the individual claim level. There is however a solution; Biometric Screenings.

Biometric Screenings

Health Data is great resource when you do not have access to individual claims. The best way to
get a snapshot of an organizations health is through Biometric Screenings (also referred to as
Health Screenings or Well Exams). NIOSH’s Total Worker Health ™ program suggests for
integrated programs, “Provision of onsite, comprehensive workplace screenings for work and
non-work related health risks” (NIOSH). This allows an organization to get a detailed look at
their health risk profile.

Biometric Screenings are especially important for organizations with multiple locations
whether spread out in a relative area, nationally or internationally, biometric screening allow for
targeted programming at each individual site. Regional difference, socio-economic factors and
mobility will not only affect how an integrated program works but also play a huge role in health
disparities across an organization. Biometric Screenings give great insight into what health status
looks like on an individual level, in various job types, departments and regions. They also provide
a crucial teachable moment for individuals who might not be aware of their current health status.
Data derived from Biometric Screenings can be generated for an organization in an aggregate
format to give a snap shot of the health risks of individual populations and provide a relevant
foundation for targeting integrating programming. This will be important when developing a
comprehensive program to avoid risk migration and unwanted shifts. Conducting these screenings
every year or every two years is suggested to track risk shifts and project population health
outcomes. This data will be very helpful when approaching leadership and stakeholders, however
if the resources are not there in the beginning for these screenings they can take place once
leadership has seen the need to invest and the data driven case can be made to the stakeholder
group with health claim data or national data alone.

Tackling Leadership and Stakeholders

When creating any program within an organization integrated or not it is important to identify the
key stakeholders. Before starting to implement an integrated approach to worker health it is
crucial to identify those who will need to be convinced to adopt the integrated approach.
Additionally it is important to also identify other people within the organization that could be
highly influential to those stakeholders. When initiating the approach it is important to get into
the mindset of the stakeholders and the people that influence them. For example; when and how
do they make decisions, what does success look like to them, do they want to be highly
innovated, are they driven by keeping costs down, are they motivated by awards and recognition.
There are lots of important questions to think about and address when initially meeting with
stakeholders. Remember that stakeholders are not limited to the C-Suite. Middle level
management is the true key to success, the group that ultimately can make or break a program and
also has contact with front-line leadership which goes deep into the organization and is going to
be very helpful in reporting what might work, what is working and what isnot. In follow up
meetings with leadership, stakeholders and investors the recommended use of Gantt project
management tools (or similar) in addition to the many tools created specifically for planning,




monitoring and tracking programs created for worker health integration is used to ensure accurate
tracking and communication of the programs success and progress.

Where to Start: Form A Committee

The success of an integrated approach relies heavily on the collaboration and coordination of the
initiatives in which you are integrating. In this case the success of integrating health protection
and health protection within an organization is going to rely on the synergy of all departments and
groups within the organization that focus on either health protection, health promotion or both. In
its most basic sense the collaboration of the health and wellness program with the occupational
health and safety program. However it is not limited two these two, in many organizations we see
Employee Assistance Programs, HR Benefits, Medical and many other departments within an
organization coming to the table to help with an integrated program. NIOSH’s Total Worker
Health Program ™ which takes the integration of health protection and health promotion to
another optimal level; recommends full integration of: traditional safety programs, occupational
health clinics, behavioral health, health promotion programs, coaching, Employee Assistance
Programs (EAP), nutrition, disability and workers compensation through strategic alignment,
joint reporting structures or common funding streams (NIOSH).

It is important to remember that what works for one organization might not work for
another, even when the organizations are similar. For some a fully integrated program fits the
most naturally and will be the most successful. For others just simply aligning some of the goals
within these various departments and initiatives is going to be what works best and ultimately
ends up being most effective for an organization. The goal is to align all initiatives focused on
worker health to reduce duplicated efforts, optimize budgets and ultimately amplify the impact of
all programs involved. Bringing all of these groups together is the best way to systematically gain
insight from all interested factions and will assure that the program is relevant to the organization,
the individual workers and what is most important to them. Collaboration also helps better utilize
limited resources if your organization has little to dedicate to the integrated program.

An example of committee forming is as follows; taking Wellness and Safety (the basic
concepts behind health protection and health promotion) we are going to bring to the table the
leaders of each program, their individual committees (if they have them) in addition to workers
that take an interest in one or the other or both. Additionally representatives from other
partnerships might also be important to bring to the table; unions, external vendors, community
organizations, among others. There are no set rules when it comes to forming a committee, the
more representation of job areas, points of view and understanding the better. It is important with
all of these groups coming together to establish policies and practices for this collaborative
method; accountability and responsibility for integrated functions and metrics for ensuring
optimal collaboration.

Observation: Job “Shadowing”

A successful integrated program is one that is tailored and targeted to the individual worker.
Health protection and health promotion are people oriented concepts and will not be successfully
integrated if the actual people the directives are set out for are not included in the development
process. Having an understanding of the work life and daily activities of specific job types will
allow for a more targeted, relevant and effective program. Generalizations within certain job
areas can be made if time is limited however what has been found is that what works for one
worker within a certain defined job area or task might not work for another worker in the same




job area or task. Spending time with individual workers has been a crucial part of the process for
successful integration. The time spent shadowing individuals and understanding what their day to
day is like also allows time for an open dialogue of what could really work for the individual,
information that might not be shared over a survey, through a committee or in front of
management but in this individual, personalized setting tends to be shared very easily. Asking
open ended questions and gaining an understanding of what is wrong in the current work
environment or preventing employees from engaging in healthy and safe behaviors on the ground
level is crucial knowledge. This method has proven imperative for implementing successful
programs within all job types but especially among shift workers, mobile workers and in blue-
collar environments.

This time on the ground also allows for the implementation leaders to observe and see
what the reality of the program that will eventually be in place might look like, while at the same
time using objective information to formulate what the short term looks like.

All of the above falls under an umbrella of assessment. After the assessment has been
conducted the gaps in non-integrated programs will be even more evident than they were in the
beginning. It will be clear as to where programs have room to grow, tweak and be amplified
through integration. A plan can then be created, whether in a pilot format or full-blown program
the following is a guide through the implementation process.

Developing a Comprehensive Program

The first thing to remember when developing a health protection and health promotion program is
that is must be comprehensive in scope, encompassing; assessment and improvement of overall
health in addition to occupational injury and prevention. Additionally once that initial program is
established the workplace must be increasingly used as a setting for promotion of preventative
health protection and health promotion activities and must be every growing and changing to
adapt to its successes and failures. Organizations need to have an overarching comprehensive
health protection and health promotion program for the entire organization and then even further
tailored and specified stems of that larger program as it moves across regions, locations, job areas
and levels. This comprehensive umbrellas overarching goal or concept of a healthy work place
should align with the World Health’s Organizations definition of health, “a complete state of
physical, mental and social well-being, and not merely the absence of disease or infirmity”
(WHO). In most organizations there are logical areas for creating this comprehensive umbrella
and key area’s that most likely already exist to begin integration.

Risk Profile and Prevalent Risks

The Biometric Screenings mentioned previously are crucial when it comes to developing a risk
profile and a comprehensive program. Understanding what percentage of an organizations
population is low, moderate or high risk for certain health risks is key to developing effective
programming. It is especially important for those health risks that have been proven to indirectly
or directly impact occupational health risks because it is within these areas where the early,
logical moves of integration can be made.

There is a lot of information surrounding the relationship between health and job risks, to
briefly cover some of the more proven relationships; exposures to both job and life risks are
concentrated among those employed in working class occupations (Walsh 1991) (National Center
for Health Statistics) or in lower supervisory, technical, semi routine, or routine occupations



(National Statistics). Smoking prevalence among blue collar workers is on average 15% higher
when compared to the overall population (Anonymous), unhealthy dietary habits (Sorenson
1995), overweight, obesity, bing drinking (Conrad), psychological distress, depression, anxiety,
sleep disturbances are also inversely related with the latter (Sarlio-Lahteenkorva) (Galobardes).
The latter makes way for multiple areas of integration. In starting out taking a look at NIOSH’s
Total Worker Health™ program recommendations for integration is highly recommended.
Creating a “provision of mandated respiratory protection programs that simultaneously and
comprehensively address and provide supports for tobacco cessation, integrated ergonomic
consultations that also discuss joint health, arthritis prevention and management strategies.” The
Total Worker Health™ program also as stated previously suggests, “regularly scheduled, joint
meetings of safety, occupational health and health promotion leadership and staff to include
combining the functions of safety, health, and/or sustainability committees into one entity, either
intermittently or permanently.” It also indicates that “development of stress management efforts
that first seek to diminish workplace stressors, and only then work on building worker resiliency,
as well as exploration of models that combine occupational health services with workplace
primary care” can be effective areas to begin. And finally one that has been proven to be
incredible successful, “implementation of training and prevention programs that counter hazards
and risks faced by workers both on and off the job. Topics could include falls prevention, motor
vehicle safety, first aid, hearing conservation, stretching/flexibility, back safety/lifting safety, eye
protection, safer work with chemicals, and weight management” (NIOSH 2012).

It is important to note here that while an integrated program definitely needs to address
the high risk population, especially because it is clear that they are at risk for causing further
incidences in areas other than just health, it also needs to address the low risk and moderate risk
population.

It is critical to prevent risk migration (i.e. prevent overweight and moderately obese
employees from “migrating” into higher weight ranges to keep costs down). It is important to
keep the well “well.” It costs a lot less money to keep the well “well” than shift the unhealthy
population to that side of the healthy side of the spectrum (Pronk 2014). One key advantage to
managing the medical costs of an entire population is the potential recognition and avoidance of
risk migration (e,g, low risk to medium risk). A recent study described the relationship between
BMI and job impairment (presenteeism) as being characterized by a “threshold effect.” The study
found that once employees crossed the BMI threshold of 35, presenteeism increased significantly.
Reducing medical costs by preventing overweight and mildly obese employees from “migrating”
into higher weight ranges. This model can also be applied to a number of other health condition
relationships such as physical inactivity, poor nutrition, high cholesterol, blood pressure, tobacco
use, and cancer; health conditions that at this stage should be apparent after conducting a
thorough analysis (CDC 2010).

Now you can develop a clearer understanding of the “risk profile” and will be able to
develop goals, objectives, and investment recommendations that align with this profile. All of this
information makes it evident that the true effectiveness of an integrated health program is
dependent on the characteristics of the target population (health risk profile) and then the other
key component being that a certain percentage of the organizations population participates in the
programming directed at these risks in order for a change to be made.

Engagement and Communication




Engagement and Communication are two additional key components to an effective integrated
health protection and health promotion program. Integration of programs themselves will to a
certain level increase engagement and make it easier to communicate not just the programs
themselves but the benefit of them. A study of blue collar workers found that workers who
reported that their employers had made changes to reduce hazardous exposures were significantly
more likely to have participated in smoking cessation and nutrition programs than workers not
reporting safety changes (Walsh 1991). In addition to this built in benefit; general communication
regarding the program, its inclusions and offerings is equally important to communicating the
benefit of those inclusions and offerings. Additionally since it is often hard for employees to see
the benefit of these programs in themselves sometimes incentives towards engagement must be
provided. Incentive campaigns vary across organizations. It is imperative to find out what
resonates with each individual population and what is ultimately going to motivate them to
participate in the program.

Monitoring and Evaluation

It is equally important to have tools in place to accurately monitor and evaluate the program. This
living, breathing program is going to change and constantly need to adapt in order to be
ultimately successful. Furthermore in addition to monitoring changes in health claims and risk
shifts, monitoring changes in productivity and presenteeism is equally if not more important.
Multiple tools have been created to accomplish all of the above, tools that are adaptable to
various environments and programs. Some of these public resources include but are not limited
to; Blue Print for Health; A Frame Work for Total Cost Impact, Health Work and Performance
Questionnaire, Stanford Presenteeism Scale, Work Productivity and Activity Impairment
Questionnaire.

Conclusion

Evidence supports that workers risk of disease is increased by exposures to both occupational
hazards and risk-related behaviors and that occupational disease and health behaviors account for
a considerable proportion of the burden of disease in the United States. Poor health habits,
financial difficulties, tobacco use, poor diet, alcohol and drug abuse, lack of regular physical
activity all affect job performance, increase risks for injury/illness at work and diminish well-
being. Work does not stay at work and the challenges members face at home do not stay at home.
Removing the “silos” of accountability can achieve great health and cost efficiencies. Wellness
and safety provide two parallel pathways for promoting worker health, the argument here is that
these parallel efforts will be strengthened when they are coordinated and integrated rather than
separate and independent. At the very least the benefit of a long term investment in the total
health of the population to reduce medical claims and increase presenteeism and productivity is
very clear and the concept of addressing worker health has visible benefits.

In conclusion there are many optimal ways to integrate health protection and health
promotion and various “pictures” of what an optimal program looks like. However overall what is
being created is a holistic approach; a comprehensive program that aligns with the World Health
Organization’s definition of health; “a complete state of physical, mental and social well-being,
and not merely the absence of disease or infirmity”(WHO). A good organization will have
workers come to work every day and keep them safe at work. The best organizations also invest
in making that worker a healthier overall employee. For organizations that already have a safety
program and some form of wellness initiative the jump to the best is a small one. By integrating



health protection and health promotion programs, organizations will be taking that higher level
more holistic approach and addressing Total Worker Health ™ which is an should be the ultimate
goal for all organizations. Hopefully this paper has provided the beginning framework of how to
create a successful and effective integrated health protection and health promotion program.
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