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Abstract
Employers are implementing workplace health promotion programs that address modifiable health risk factors
such as overweight and obesity, smoking, high blood pressure, high cholesterol, physical inactivity, poor diet, and
high stress. Research with large employers has found that
these programs can improve workers’ health and decrease
the costs associated with medical care, absenteeism, and
presenteeism. Despite their promise, health promotion
programs are not widely embraced by small businesses,
especially those in rural communities. This article reviews
the barriers encountered by small and rural businesses in
implementing health promotion programs. We describe
an approach developed in cooperation with the New York
State Department of Health’s Healthy Heart Program and
the Cayuga Community Health Network to engage small
businesses in health promotion. We review the development and implementation of an assessment tool created to
evaluate current workplace health promotion programs,
policies, and practices targeting cardiovascular disease
among small, rural employers in upstate New York.
Potential benefits of the assessment tool are discussed,
and the instrument is made available for the public.

Introduction
Harris and colleagues recently presented the results of
a pilot study in which 8 large employers from the Pacific
Northwest, ranging in size from 7,500 to 115,522 employees, were recruited into a marketing study aimed at
increasing adoption of evidence-based practices focused on
cancer prevention (1). The researchers were successful in
persuading employers to adopt several of these practices
but noted that work is needed to engage the approximately
200,000 small businesses (those with fewer than 100
employees) that employ about half of the US workforce
in similar efforts. Although their research focused on
adopting evidence-based policies, programs, and practices
directed at cancer prevention, many of the same issues
apply to the prevention of cardiovascular disease (CVD).
Evidence is mounting that individualized counseling
provided by large employers that is focused on CVD
prevention can achieve significant and sustained reductions in risk factors for heart disease and stroke (2-3).
Effective individual interventions include medical screenings, health risk assessments (HRAs) and referrals (4),
individual follow-up, education, self-management, skill
building, and coaching and counseling (5). These individualized interventions can be buttressed by environmental
and ecological changes introduced at the workplace. Such
changes include large-scale social marketing initiatives
(eg, posters, memos, e-mails) that are consistent, are
frequent, and have a simple message (4-6); health education classes, workshops, and support groups with individual goal setting (7); financial and other incentives that
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encourage employees to participate in prevention activities (8); and corporate policies that support a healthy lifestyle and achievement of health behavior goals (9). These
multicomponent, well-resourced, and well-implemented
programs have been shown to improve employee health,
achieve cost savings, and heighten productivity among
workers at large companies (2,10).
Several best and promising practices have been identified in the health promotion literature. For example, a
more comprehensive approach to worksite health promotion across multiple risk factors is preferred to one that
adopts a single focus, targeting a subset of the employee
population with a particular risk (2,11). Other promising practices include achieving organizational commitment, offering incentives to participate, providing effective
screening and triage, having state-of-the-art interventions,
and providing ongoing program evaluation (12). Several
sources have identified other key organizational factors
associated with successful outcomes (13-15).
Recommendations from 2 government-supported task
forces (16-17) can help guide employer efforts in designing and implementing evidence-based prevention and
health promotion programs. The first, the US Preventive
Services Task Force (USPSTF), sponsored by the Agency
for Healthcare Research and Quality, reviews the literature and makes recommendations regarding the effectiveness and applicability of clinical preventive services
that employers should incorporate into their medical
benefit plan designs. The second, the Centers for Disease
Control and Prevention (CDC) Task Force on Community
Preventive Services (The Community Guide) (18), also
relies on extensive literature reviews when making recommendations regarding the effectiveness and applicability
of policies, procedures, and programs that promote health
and reduce disease at the community level; it considers the
workplace to be an important setting for community-based
interventions.
However, very little research has been directed at the
application of evidence-based programs and practices to
small businesses so that they too can achieve outcomes
comparable to those attained by larger employers. This
may be because small employers are often limited in the
expertise and experience necessary to design, implement,
and evaluate evidence-based programs on their own.
We report on an initiative begun by the Institute for

Health and Productivity Studies at Cornell University
in association with the New York State Department of
Health (NYS DOH) and the Cayuga Community Health
Network (CCHN) to engage small businesses in rural
communities that wish to adopt evidence-based chronic
disease prevention practices. We first describe some of
the challenges faced by small, rural employers and the
approach taken by the NYS DOH to raise awareness of
the need for workplace health promotion programs with
the ultimate aim of engaging them in activities to reduce
CVD among their employees.

Characteristics of Small Employers in the
United States
Small firms, defined as those with fewer than 500 workers, make up about 99% of employers in America and
employ more than half of the private sector workforce
(18). In New York State, there are more than 500,000
worksites with about 7.5 million workers. Of those, about
450,000 worksites (89%) have fewer than 500 employees
and 63% of employees work in companies with fewer than
500 employees. Many of these smaller employers lack the
resources to implement effective worksite health promotion programs.
According to the 2004 National Worksite Health
Promotion survey, only 11% of worksites with 50 to 99
employees used HRAs, compared with 45% of those with
more than 750 employees (19). The same survey found that
fewer than 5% of sites with 50 to 99 employees, compared
with 24% of sites with more than 750 employees, offered
“comprehensive” workplace health promotion programs
that included health education, links to related employee
services, supportive physical and social environments for
health improvement, integration of health promotion into
organizational culture, and employee screenings with
adequate treatment and follow-up (19).
A 2005 survey of more than 2,000 firms identified a
sharp divide between small employers (3-199 workers)
and larger firms (5,000 or more). Almost half of large
companies provided on-site fitness or health facilities,
compared with 8% of small firms. Similarly, larger firms
were more likely than small firms to offer smoking cessation programs, injury prevention programs, and weightloss programs (20). Another survey of small employers
in southern California found that the smallest firms
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(fewer than 100 employees) had fewer health promotion
programs, which were most commonly safety-related and
mandated by law (21).

Challenges Facing Small Employers
The disparity between large and small employers is not
surprising since small businesses confront significant challenges in implementing health promotion programs. The
lack of dedicated resources is a key obstacle for small businesses. Most have limited human resources staff. Thus,
they are unlikely to have experts who know how to design
and organize a health promotion program or who can commit the time to develop those skills (21). This is problematic since worksites with a staff person assigned to health
promotion are 10 times more likely than sites without a
dedicated resource to have a comprehensive health promotion program, regardless of worksite size (19). Further,
small businesses tend to have lower profit margins than
larger employers, making it difficult for them to invest in
and sustain health promotion programs (22). Often, health
and safety regulations overwhelm small businesses, making them unlikely to establish health-related programs not
mandated by law (21).
Small employers also have limited access to commercial worksite vendors. Although some health insurance
providers offer some forms of health promotion programs,
these are often limited and only provided through the
medical care system. Furthermore, many small businesses do not offer health insurance. While 99% of large
firms (200 or more workers) offered health benefits in
2007, only 59% of small firms (3 to 199 workers) did (23).
Small employers that do offer insurance often purchase
their fully insured policies from a third-party broker or
small insurer, whereas large employers are more likely to
be self-insured and thus more engaged in managing their
employees’ health and health care utilization. Almost
half of businesses with more than 100 employees are selfinsured compared with 17% of companies with fewer than
100 employees (24). Often these small employers have
limited power to negotiate with health insurers on which
services the plan covers.
Small businesses in rural settings face a unique set of
challenges to promoting healthier lifestyles. Representing
about 20% of the US population, they are diverse in
their demographic composition, availability of commu-

nity resources, and public health presence. Compared
with metropolitan areas, rural areas have higher rates
of smoking, more high-fat diets, and higher percentages
of people with sedentary lifestyles and decreased perception of heart disease risk (25). Furthermore, companies in
rural settings have limited access to clinical preventive
services. Although 20% of the US population lives in rural
areas, only 10% of all physicians practice in those areas,
often leading to a shortage of specialists who can provide
certain clinical preventive services, such as mammograms
and colonoscopies. As a result, rural residents may need
to travel long distances to reach the nearest service provider (26).

Health Promotion Opportunities for Small,
Rural Employers
Despite these challenges, small, rural employers also
have certain strengths that can be leveraged to develop
and sustain health promotion programs. For example,
they tend to have visible and accessible senior leaders
who may exemplify good health practices and become
internal champions for health-promoting behaviors. In
a small business, it is often easier to communicate with
employees and create a sense of community among
workers. Furthermore, human resources managers often
develop close, trusting relationships with workers and
are therefore more likely to engage them in programs
that workers may otherwise find suspicious (27). Finally,
when small firms implement health promotion programs,
they tend to achieve better participation rates than larger
firms because their programs are embedded within the
company’s culture and norms (21).

Purpose
The NYS DOH, in partnership with CCHN, sought to
heighten awareness among small, rural employers in
upstate New York so that they would adopt evidencebased practices to prevent CVD among their employees. A
first step in that process involved designing and distributing a Community-Wide Cardiovascular Risk Reduction
Assessment instrument to participating organizations.
The assessment asked employers to provide information
about their adoption of evidence-based prevention and
health promotion programs and policies, and was meant to
educate them about steps they could take to achieve CVD
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prevention among their workers. The project, although
small in scale, was meant to serve as a model for other
small businesses and business coalitions that may wish to
partner with their local public health agencies to design
and implement workplace programs. We describe the
assessment and offer it for download at www.sph.emory.
edu/ihps so that other small employers in rural communities might apply the tool to their prevention efforts.

Approach
Develop the business case
We met with officials from the NYS DOH and CCHN
to develop, in broad strokes, the elements of the assessment. We asked for and received support for recruiting
small employers from CCHN. We developed a rationale
and business case presentation for the CCHN, highlighting evidence for the efficacy of CVD health promotion
and disease prevention programs at the workplace. The
business case presentation (also available online at www.
sph.emory.edu/ihps) sought to recruit employers to the
initiative by providing an overview of the project, its objectives, a timetable, sample assessment questions, report
templates, time commitments, and a summary of what
employers would gain from the project.
CCHN began recruiting potential employers for the
project by mailing invitations to more than 500 small to
medium-sized businesses. In response to these efforts, 25
organizations attended the project recruitment meeting in
Auburn, New York.

Design data collection instrument
We next developed the assessment instrument, an electronic data collection tool designed to be completed in less
than 2 hours. A main aim of the assessment was to draw
attention to the myriad programs and policies, many of
which are low or no cost, that employers can adopt to
promote health in the workplace. To mitigate concerns
about privacy or confidentiality, participants were assured
that all information collected in the survey would remain
confidential at the employer level and that results would
only be provided in aggregate. To ensure that assessment
questions were understandable and appropriate for the
study population, 3 area employers reviewed the form and
provided feedback on the overall approach and its applica-

bility to small employers. The assessment was divided into
3 modules. For all modules, the goal was to capture key
data elements that could be synthesized into clear, actionable information for organizations wishing to initiate or
optimize their CVD prevention efforts.
Module 1: Human Resource Metrics included basic information about the type of business and characteristics of
the employees. To quantify the costs that could be reduced
by promoting health in the workplace, the module asked
respondents to identify their expenditures associated with
health care, absenteeism, short- and long-term disability,
and workers’ compensation.
Module 2: Workplace Policies, Practices, and Environment
assessed current employer health promotion and disease prevention programs and policies. The main source
of items used in this section was A Purchaser’s Guide
to Clinical Preventive Services (28), produced by the
National Business Group on Health, which provides
evidence-based recommendations to guide employers in
designing their health benefit packages. The assessment
asked which Purchaser’s Guide recommended preventive
services were covered by the organization’s health plan.
Respondents were also asked about the extent to which
they instituted best practices and policy recommendations
from the USPSTF and the CDC Community Guide. The
assessment focused on policies and practices affecting
CVD, including general employee health and wellness
(eg, employee health promotion and disease management
programs, clinical preventive services); diet and nutrition
(eg, vending machines, cafeteria, and other food services;
overweight and obesity); exercise and physical activity (eg,
presence of fitness facilities); tobacco use (eg, smoking cessation programs and services); and stress and emotional
health (eg, employee assistance programs).
Module 3: Organizational Support assessed the extent
to which the organizations supported workplace health
promotion and disease prevention efforts through senior
managers’ commitment to a “healthy company” culture.
Employers also completed an 18-item instrument entitled
“Leading by Example” or LBE (29). The LBE asked
employers to note the extent to which they agreed with
such statements as “our organization . . . is committed to
health promotion as an important investment in human
capital; . . . provides adequate financial support for health
promotion; . . . shares information with employees about
the effect of employee health on overall business success.”
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Analyze and report
We then aggregated the data for all participating organizations and prepared a summary report for all employers.
Each participating employer received a feedback report
comparing the employer’s data with those of the aggregate
group. At the conclusion of the project, we presented our
findings to the participating employers. We discussed how
employers could apply their assessment findings to initiate or improve their workplace health promotion programs
and policies.

Discussion
A small pilot project initiated by the NYS DOH, a public
health agency, and CCHN, a local rural health network,
sought to raise awareness among employers in upstate
New York about evidence-based health promotion programs and practices. The approach taken was to design
and administer an assessment tool that highlighted programs and practices and ask employers whether these
were in place at their organization. We expected that
educating employers about these practices would prompt
them to adopt more of them in their organizations.
Because funding for this pilot study was limited, no followup was provided to determine whether the recommended
practices were actually adopted.
Below, we review ways that employers can introduce
evidence-based clinical and community-oriented preventive services. In terms of benefit plan design, employers
can consider removing or reducing financial barriers to
accessing USPSTF recommended preventive services.
Furthermore, they can encourage their health plans to
provide financial incentives to providers who appropriately screen patients for health risk factors such as high
blood pressure, obesity, and tobacco use at each clinical
encounter and for depression when indicated. Employers
can monitor these activities by requesting reports from
their health plan on physicians’ screening rates for the
risk factors.
To encourage adoption of community-based health promotion programs, employers can support programs aimed
at increasing physical activity by 1) providing incentives to
participate in such programs; 2) establishing a network of
available, on-site physical activity group facilitators; and
3) working with community-based organizations that pro-

vide and promote physical activity, such as the American
Diabetes Association Tour for the Cure, the American
Cancer Society Relay for Life, or the American Heart
Association Heart Walk.
Employers can offer healthy food options at companysponsored meetings and functions; promote healthful food
options; develop model healthy food and beverage vending
contracts; negotiate corporate rates for worksite-based
weight control programs; and develop working relationships or partnerships with local greenmarkets and farmers’ markets to offer coupons and promotions.
To reduce tobacco use among workers, employers can
establish partnerships with local tobacco control coalitions;
establish policies for smoke-free worksites; prohibit smoking in company-owned vehicles and workplace entrances;
ban sales of tobacco products on site (eg, no cigarette vending machines); and provide coverage for the treatment
of nicotine addiction through the use of medications and
counseling for smoking cessation.
Other actions employers can institute include issuing
regular messages from senior managers about policies
supporting healthy behaviors and health promotion;
providing managers with training on the importance of
employee health promotion; establishing performance
objectives for managers related to workplace health
improvement; offering free or low-cost educational materials (eg, self-care books) supporting healthy behaviors; and
granting prizes, awards, and recognition for employees
or managers who participate or promote participation in
health promotion programs.
These actions are relatively low-cost and low-effort
and can be adopted by many small employers on their
own, working as part of community coalitions, or in partnership with their health plans. These initiatives may
produce health improvement outcomes similar to those
realized by many large employers. They also have the
potential to achieve cost savings in the form of reduced
health care spending, lower absenteeism rates, fewer
safety incidents, and heightened worker productivity.
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