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 AGENDA   

 Location: New York Academy of Medicine, Room 20, New York, NY  
 

 
 

 

 

 

 

8:30 am Welcome, introductions, and context 

George Isham, senior advisor, HealthPartners, senior fellow, HealthPartners Institute for Education 
and Research; co-chair, Roundtable on Population Health Improvement  

8:40 am  Welcome to the New York Academy of Medicine 

Jo Ivey Boufford, president, New York Academy of Medicine  

8:50 am Keynote presentation  

Dan Buettner, founder, Blue Zones 

9:20 am Discussion 

9:45 am Panel I: The Case for Engagement in Population Health Improvement 

This panel will provide a broad view of reasons and approaches for business involvement in population 
health improvement. Reasons may include alignment with core company values, broader company 
priorities such as safety, human capital, corporate reputation, sustainability, corporate social 
responsibility, and return on investment. Approaches may include philanthropy, leadership influence, 
board roles, and advocacy. 

Moderator: Andrew Webber, chief executive officer, Maine Health Management Coalition; 
member, Roundtable on Population Health Improvement; member, workshop planning committee 

Michael O’ Donnell, director, Health Management Research Center, University of Michigan 

Catherine Baase, chief health officer, Dow Chemical Company; member Roundtable on Population 

WORKSHOP OBJECTIVES: 
 
(1) Discuss why engaging in population health improvement is good for business. 
(2) Explore how business can be effective key leaders in improving the health of communities. 
(3) Discuss ways in which business can engage in population health improvement. 



Health Improvement; member, workshop planning committee 

Nicolaas Pronk, vice president and chief science officer, HealthPartners 

10:20 am Discussion 

10:45 am Break 

11:00 am 
 
Panel II: What Business Actions Make an Impact on Population Health? 
 
This panel will focus on community health improvement projects that may not have improving health as 
the main goal but which do impact social and other determinants that affect population health 
improvement.    Panelists will be asked to describe both the corporate priority which drove the action/aim 
of the program (e.g., early childhood education, building green space, improving transportation) and, 
briefly, the strategy they used (e.g., philanthropy, multi-stakeholder activity).   

Moderator: Catherine Baase, chief health officer, Dow Chemical Company; member Roundtable on 
Population Health Improvement; member, workshop planning committee 
Gary Rost, executive director, Savannah Business Group 

Grace Suh, manager, Education, Corporate Citizenship & Corporate Affairs, IBM Corporation 

Alisa May, executive director, Priority Spokane 

11:35 Discussion 

12:15 pm  Lunch 

1:15 pm Panel III: Community/Population Health as an Intentional Business Strategy 

This panel will focus on business strategies, actions, and impact that were intentionally designed to 
improve population health. 
  

Moderator: James Knickman, president and chief executive officer, New York State Health 
Foundation; member, Roundtable on Population Health Improvement; member, workshop 
planning committee 

Fikry Isaac, vice president, global health services, Johnson & Johnson 

Charles Yarborough, director of medical strategies, Lockheed Martin 

 

1:50 pm Discussion 

2:30 pm Panel IV: How Can Business Engage 

This panel will focus on frameworks or mechanisms that work well to stimulate and support business 
engagement in population health improvement. 

Moderator: Alex Chan, fellow, Clinton Foundation 

George Isham, senior advisor, HealthPartners; senior fellow, HealthPartners Institute for 



Education and Research; co-chair, Roundtable on Population Health Improvement; member, 
workshop planning committee 

Neil Goldfarb, Greater Philadelphia Business Coalition on Health 

John Whittington, Institute for Healthcare Improvement 

 

3:15 pm Break 

3:30 pm Discussion of Previous Panel 

4:00 pm Reactions on the Day  

Moderator: David Kindig,  professor emeritus of population health sciences, emeritus vice chancellor for 
health sciences, University of Wisconsin-Madison, School of Medicine and Public Health; co-chair, IOM 
Roundtable on Population Health Improvement  

 

4:45 pm Open Discussion 

5:15 pm Adjourn 

 
For more information about the roundtable, visit www.iom.edu/pophealthrt or email pophealthrt@nas.edu.  

http://www.iom.edu/pophealthrt
mailto:pophealthrt@nas.edu
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About this Report 
 

This report is the result of a one-day meeting of over 50 thought leaders representing Corporate 

America, Federal Government, Foundations, and Non-profit Organizations who all have a stake in the 

health of the nation.  The meeting was sponsored by the Robert Wood Johnson Foundation.  The 

convener of this project was the Health Enhancement Research Organization (HERO), a national leader 

in employee health management, research, education, policy, strategy, leadership and infrastructure 

(www.the-hero.org).  Denise E. Stevens, Ph.D. of MATRIX Public Health Solutions, Inc. 

(www.matrixphs.com), an independent consultancy, summarized the results of this meeting and turned 

it into this report. 

Special thanks are extended to the organizing committee: 

 Catherine Baase, M.D., Global Director, Health Services, The Dow Chemical Company 

 Nico Pronk, Ph.D., Vice President & Chief Science Officer, HealthPartners 

 Jerry Noyce, President & CEO, HERO     
 
The views presented in this report do not reflect any specific individual or industry position, nor are they 

representative of the views of the Robert Wood Johnson Foundation.  It has been prepared to generate 

discussion and inform future work. 

http://www.the-hero.org/
http://www.matrixphs.com/
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INTRODUCTION 

 
Overview and Purpose 
 

This report presents the results of Phase II, which is part of a series of work that enhances our 
current knowledge regarding the role of Corporate America in community health and wellness.  
Phase I, commissioned by the Institute of Medicine, IOM, Population Health Improvement 
Roundtable, began with an Environmental Scan1 that captured the types of activities that 
corporations are engaged in around the country that impact community health and wellness. It 
also began to capture some of the rationale for their involvement.  The scan highlighted 
relevant literature and case examples and began the process of building a logical framework for 
further reflection and analysis.  Phase II has engaged a diverse group of thought leaders in a 
facilitated discussion on key questions of interest using a World Café format (explained below).  
Phase III will triangulate data and knowledge obtained from Phases I and II and a report will be 
prepared suitable for publication in a peer reviewed journal.  In addition, a web-based platform 
will be developed that will serve as a resource useful to employers interested in community 
engagement and collaboration.  Further, a proactive dissemination agenda will be pursued to 
share the business case and methods for effective engagement of businesses in community 
health.   
     

The results of the Environmental Scan revealed that many businesses are already engaged in 
programs/initiatives that address community health and wellness.  The literature review and 
key informant interviews were able to uncover a number of key levers and drivers that are 
important to making the business case for engaging in community health efforts.  Commonly 
stated reasons identified in the scan included: a) enhanced reputation in the community as 
good corporate citizens; b) cost savings that would increase over time; c) job satisfaction; d) 
healthier, happier and more productive employees; and e) healthy vibrant communities that 
draw new talent and retain current staff.   

The purpose of Phase II is to extend these findings by convening business executives and 
organizational thought leaders to address the business case for healthy workplaces, healthy 
communities.  The use of the World Café Forum allows for the collective intelligence and 
wisdom of multiple stakeholders to address challenging real world problems in a collaborative 
learning environment. 

 

                                                           
1 Role of Corporate America in Community Health and Wellness, Institute of Medicine, Roundtable on Population 
Health Improvement. 
http://www.iom.edu/~/media/Files/Activity%20Files/PublicHealth/PopulationHealthImprovementRT/Background-
Papers/PopHealthEnvScan.pdf 
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Participants 
 
More than 50 executives and thought leaders from a variety of sectors and industries (refer to 
Appendix A) representing a broad spectrum of organizations/entities participated in the one-
day, invitation only session.  The participants represented national business organizations (e.g., 
US Chamber of Commerce), non-health businesses (e.g., large and small business), health 
sector businesses (e.g., health systems, health plans and wellness service providers), federal 
organizations (e.g., Federal Reserve Banks, Centers for Disease Control), non-governmental 
organizations (e.g., American Heart Association, Canyon Ranch Institute, Institute of Medicine), 
hospitals, universities, and foundations (e.g., Clinton, Robert Wood Johnson).  Figure 1 
illustrates the breakdown. 

 

 

Figure 1 

 
 
Setting the Stage 
 

In preparation for the World Café, a panel of experts began the meeting by providing a critical 
perspective and framework for the day.  The panelists included: 
 

1. Catherine Baase, M.D., Global Director of Health Services for The Dow Chemical 
Company 

2. Nico Pronk, Ph.D., Vice President for Health Management and Chief Science Officer for 
HealthPartners, Inc. 

3. Michael O’Donnell, Director of the Health Management Research Center in the School 
of Kinesiology, University of Michigan 
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4. Tony Buettner, Vice President of Product and Business Development at Blue Zones, LLC 
5. Elizabeth Sobel-Blum, Senior Community Development Advisor, Federal Reserve Bank of 

Dallas 
6. Scott Peterson, Executive Vice President and Chief Human Resources Officer, Schwann 

Food Company 
 
Key messages from the panel presentations setting the stage for the World Café sessions 
included: 

 Importance of focusing on ‘health creates wealth – wealth creates health – it is 

bidirectional’. (Nico Pronk) 

 An exemplar (highlighted in Phase I) is Blue Zones which is currently in 20 communities.  

Blue Zones has demonstrated that health care costs can be lowered by 40% through 

programs that address the built environment and policy, creating lasting sustainable 

change – so it is possible for businesses to have an impact. (Tony Buettner) 

 Our federal spending on health care is so high that ‘I don’t think our nation will exist as a 

nation if this problem continues. If the USA falls – so will the world’.  ‘Our nation’s debt 

as a percentage of GDP will be over 200% (refer to Figure 2) in the next few decades.  If 

however, we take the best of workplace wellness programs to the community we may 

have an impact.  A way of funding this would be to allocate approximately $200 per 

covered life per year.’ (Michael O’Donnell)  
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Figure 2 
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  ‘Health of our country affects our economy and the health of our economy impacts our 

nation.’ There is a need to support public policies, support high quality cradle to career 

programs, and get involved in collaborations (‘financial acumen, public policy acumen’). 

(Elizabeth Sobel-Blum)   

 Businesses want to attract families, and ‘employees are citizens of communities where 

we as a business are part of the community ecosystem’. (Scott Peterson)   

 Our current situation is destructive to businesses.  ‘Non-communicable diseases are 

strongly connected to other global risks – fiscal crises, underinvestment in 

infrastructure, food, water, and energy security………’.  ‘Moreover, by not investing in 

communities, we are creating ‘social structure erosion’ by less funding going into 

education, infrastructure, and societal priorities.’ (Cathy Baase)(Figure 3).   
 

 

 

Figure 3 
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WORLD CAFE METHOD 
 

The World Café process is a simple method for bringing people together to focus on answering 

key questions.  It is founded on the assumption that people have the will and capacity to work 

together.  The process uses connected conversations to share knowledge, ignite innovation, 

and tap into the intelligence of the group. The key elements of the process include: 

 Small groups around tables 

 Informal conversations focused on key questions 

 Sharing ideas and knowledge as participants move among small groups 

 Opportunities to record ideas in words and images 

 Weaving of emerging themes and insights 

 Awareness of the social nature of learning 

 Noticing that individual conversations are part of and contribute to a larger web through 

which collective intelligence can become aware of itself 

Critical Question #1: What are the strongest elements of a business case that will generate 

higher levels of employer leadership in improving community health? 

Critical Question #2: What are the most important barriers and limitations that will keep 

employers from playing their critical role in improving community health? 

Each of the roundtables included an assigned leader tasked with soliciting input from 

participants and summarizing responses to the questions.  Participants went through three 

rotations of roundtables and during the last rotation were asked to narrow the responses to 

five key findings which were then shared with the larger group in a discussion session.   

In the results section, in addition to providing specific examples of some of the responses to the 

key questions, and in order to provide some rigor to the data collected, a qualitative software 

program Dedoose was used to summarize the findings.  Appendix B includes detailed 

summaries of responses from each of the roundtables as well as several interesting illustrations 

created by participants.      

WORLD CAFE RESULTS 

 
Question 1: Strongest Elements of a Business Case 

 

As presented in Figure 4, seven thematic areas were identified that represent the elements of a 
business case to engage employer leadership in addressing community health and wellness.  
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The most frequently reported elements included the need to address return on investment 
(ROI) and measurement and metrics.  These were followed by shared values, vision and 
definitions as well as strong leadership/buy-in.   
 

 

Figure 4 

Examples of responses provided by participants under each of these include: 

1. Metrics/Measurement 

A. There is a need for common definitions and a set of metrics for the measurement of 

health relevant for both businesses and the community.  Specific to businesses:   

 Metrics that matter need to be developed – for example, define key health 

metrics that are ‘standard’ for all companies (Health Index) that could be 

reported alongside key business metrics (e.g., profit, revenue) 

 A dashboard for C-Suite that shows health of employees and health of 

communities where they have a footprint would be useful. 

 Health should be as important a metric as other aspects of social responsibility. 

B. The business case would be strengthened by creating and disseminating an 

inventory of best practices (e.g., a story of what works).  This would involve 

analyzing data from all existing initiatives that demonstrate value/return.  

 

2. Return on Investment 

A.  When presenting the business case, it is important to speak the language of profit 

and through the lens of the CFO. 

 “Well Organizations” control costs, increase productivity, attract talent and limit 

turnover. 
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 It is not just about medical costs but also about absenteeism, presenteeism and 

disability. 

 How does ‘charitable’ become an investment – short term vs. long term ROI? 

 Profits remain central in the argument (no margin, no mission, no $, no 

competition). 

 Social responsibility is an investment. 

 There is strength in numbers and a diminishing ROI with internal health 

investments only. 

B. Investing in the community can lead to greater profits 

 An investment in community (e.g., education system) dramatically impacts 

sustainability of business (e.g., talent pool, retention). 

 Community is critical to profit/survival (refer to BMI bathtub story where 

internal interventions have limited impact therefore the need to address 

community health challenges). 

 If focus on employee human capital only (e.g., employee productivity, workers 

comp and safety), you miss 2/3 costs related to spouses and dependents, so 

there is a need to invest in the community where families live. 

 Health of the community is linked to company sustainability financially, socially, 

culturally. 

 Partnering with the community can create supply/demand – business 

opportunities through collaboration (e.g., increasing purchasing power). 

 

3. Clear Communication 

A. When articulating the business case the messaging needs to be clear and focused. 

 There should be simple, clear and consistent communications and messaging 

tailored to different audiences – the stories of the benefits of involvement in 

community health and wellness should be impactful and will be important 

moving forward. 

B. There is a need to consider the differences between businesses. 

 There is a need for different value propositions for different sized businesses -- 

may need to pool resources with other businesses. 

 There is a need for different ‘stories’ for different types of businesses (including 

ROI) – ‘no one size fits all’. 

 Not all businesses are in the same stage of readiness. 

C. Messages created need to take into consideration the interplay between health, 

safety and economics. 
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 There is a need to understand the interdependence between the social and 

economic determinants of health and the systemic impact of poor health on 

sustainability of business (e.g., the economics of health). 

 There is a need to build upon what we know of successes in the area of safety to 

ensure health is seen in a similar way (e.g., financial security, health security). 

 

4. Shared Values 

 It is important to understand shared risk and shared values between business, 

communities and stakeholders (e.g., pooled resources, shared benefits, shared 

expenses). 

 Recognition is important, to be seen as the “employer of choice, community of 

choice”. 

 Shareholders (who represent the ‘community’) can play a role promoting 

investments in health and ‘green’ living; young adults are more likely to be 

attracted to business that is socially conscious. 

 

5. Shared Vision 

 Employers and communities need to focus on sustainability with the integration 

of a culture of health internally and externally. 

 There should be a common/collective investment and benefit (the workforce 

comes from the community). 

 Business is part of the community and the community is part of the business.  

Employers impact only 1/3 of family members currently and must partner with 

the community to address the other 2/3 in order to improve health outcomes 

that will impact their business. 

 

6. Shared Definitions 

 There is a need to define: a) health beyond medical care; b) what we mean by 

‘leader’; and c) what we expect the ‘influence model’ is for businesses in their 

community. 

 

7. Leadership/Buy-In 

 There is a need for visionary leadership that communicates to peers the value of 

community both short-term and long-term and understands the ‘big picture’ and 

economic realities. 
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Question 2: Important Barriers and Limitations 

There were a number of potential barriers and limitations noted by the participants.  These are 

summarized in Figure 5.  The most commonly reported barriers included lack of understanding, 

the lack of a strategy/playbook, overall complexity of the problem, issues of trust, lack of a 

common language, ROI and lack of metrics.  Interestingly, many of these parallel what was 

identified under Question 1. 

 

Figure 5 
 

1. Lack of Understanding 

 Of why it’s important to care about health outside of business’ four walls 

 Of what ‘health’ is 

 Of diverse agendas and their potential misalignment 

 Of ideology 

 Of who is responsible 

 Of the benefit – as it is high risk ‘toe in the water’ 

 Of the problem(s), roles(s), the fix and the ask 

 

2. Lack of Strategy/Playbook 
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 Lack of framework or models 

 Lack of a playbook to tell what to do, how to do it and why 

 Lack of a common language/definitions 

 Where to start -- ‘overwhelming’ – no way forward 

 Need for a roadmap and infrastructure (e.g., community involvement for 

dummies) 

 Need for a ‘sales pitch’ to get the attention of companies not investing in their 

own employees let alone the broader community  

 Lack of a clear system for healthcare or community health – lots of noise and we 

need to avoid reinventing the wheel 

 

3. Complexity of the Problem 

 Vision is so large it needs to be ‘doable and chewable’ 

 The need to ‘walk before you run’ – build internal worksite capacity first and 

then look externally to the community 

 The problem is enormous and needs to be simplified so it is easily understood 

 Complexity of the collaboration needed to solve the issues and create solutions 

(e.g., broad stakeholders around the table, coordinating towards one end point, 

maintaining own priorities) 

 If we built it will they come – when presented with the healthy choice vs. 

unhealthy choice, many still choose the unhealthy choice 

 Scope and complexity are so big making it impossible to fix; it may take a long 

time with fear and a high risk of failure 

 

4. Trust 

 Companies are not willing to take the risk of being a first-mover 

 Lack of a trusted convener and infrastructure 

 Although coalitions have been formed – people just don’t know each other and 

don’t know who to trust 

 Need to recognize that trust is linked to competition 

 

5. Lack of a Common Language 

 

 

6. Lack of Resources, Time, Leadership 

 Small businesses don’t have the time and other resources for healthy 

communities programing 

 Lack of sense of urgency 
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 Large upfront expenditure of resources, money, and time with payoff lagging 

years 

 

7. Other Important Points Raised 

 Need policies and regulations that incentivize 

 Philosophy among leadership 

 Lack of common metrics 
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SUMMARY 

The Environmental Scan conducted during Phase I of this work presented a preliminary 

framework for the business case for why employers should engage in community health and 

wellness.  Many themes presented in the Environmental Scan were reinforced and extended 

through the collective insight and wisdom shared by this diverse group of thought leaders 

representing the nation’s leaders in health and workplace health and wellness.  Through this 

World Café exercise additional critical elements have been distilled for building the business 

case.  The dialogue centered around addressing the strongest elements of a business case that 

will generate higher levels of employer leadership in improving community health and 

identifying the most important barriers and limitations that they are likely to face. 

The most commonly articulated elements when woven together around Question 1 included 

the need for a clearly articulated common language including a playbook/strategy that speaks 

to the level of the CFO, and that addresses profit, ROI, includes metrics and presents a 

compelling story.  These are essentially factors that are important to internal communication 

including shareholder buy-in.  Externally however, business leaders need to know how to 

communicate effectively with and engage community stakeholders in a way in which there is an 

understanding and appreciation of shared vision and shared values.    

The results of Question 2 focus on the barriers and limitations that would need to be addressed 

in order to effectively make the business case or implement a plan of community involvement.  

The barriers and limitations noted by participants link back to many of the elements identified 

in Question 1.  In order for businesses to develop their case and act on it, they need to address 

the need for a common language and metrics, develop trust with the community, understand 

divergent agendas, acknowledge the complexity of the problem and develop strategies to make 

it manageable by creating a roadmap.      

Following the debriefing of the World Café results, the open discussion session led to several 

additional points of information that feed directly back to the results as well as provide some 

key take home messages.  These include: 

1. This is the beginning of something really big that warrants national effort and for which 
HERO is fulfilling a key leadership role. 

2. There is a need to value collaboration – and recognize employers investing in their 
communities (e.g., consider developing a national award program and/or link to existing 
awards such as RWJ’s Culture of Health Prize). 



16 
 

3. There are others tackling the ‘metrics’ issue (e.g., Gallup-Healthways Well-Being Index, 
National Quality Forum) that we should be paying attention to, rather than reinventing 
the wheel. 

4. Holding meetings like this with multi-stakeholder involvement (e.g., business with 

foundations, government, NGOs) is the beginning of building ‘trust’. 

5. Health care costs are taking enormous amounts of funding that should be building our 

nation’s infrastructure (e.g., schools) in order for us to remain competitive globally. 

6. Economic and community development organizations’ departments within communities 

or government are a natural resource to tap into, including Federal Reserve Banks that 

support this and health. 

7. Today’s meeting has only been about the ‘why’ – we need to tackle the ‘how’ and the 

‘what’. 

8. There is the need to understand that ‘health’ is not the only concern – businesses are 

also investing in ‘green’ and ‘climate change’ among other movements.  There may be 

links in each of these areas.   

 

NEXT STEPS 
 

The meeting ended with a series of next steps including: 

 Participants will receive a report from this meeting and accompanying slides. 

 A short survey will be sent soliciting feedback on next steps. 

 Phase III is about dissemination and support for the effort so Ambassadors and 

Collaborating Partners will be identified to help get the information out. 

 The Environmental Scan is a living document; additional case studies/stories can be 

added. 

 A website will be developed that will include the Environmental Scan, repository of case 

studies, etc.    

 

 



17 
 

APPENDICES 
 

 

 

 

 

A. Participants 

B. World Café Results 

C. Panel Presentations 
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American College of 
Occupational and 
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Senior Vice President, Health and 
Care Engagement HealthPartners 

Abigail Katz PhD Senior Data Analyst HealthPartners 
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Andrew Webber 
 

CEO 
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Solutions, Inc. 
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20 
 

Steve Flagg 
 

Founder & President Quality Bike Products (QBP) 
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Company 
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B. World Café Results 
 

Question #1: Build the business case-top 5 elements  

Table 1: (Elizabeth Sobel-Blum) 

1. ROI and Return on Value 

a. This is not just about medical costs but about absenteeism, presenteeism & disability 

2. Common, shared definition & measurement of HEALTH 

a. Need dashboard for CEOs (C suite) that show health of employees and health of 

communities where they have a footprint 

b. Drain issue (Cathy Baase’s slide)-increasing medical costs decreases expenditures in 

education and other components of community infrastructure 

3. “Shared Risk”- provide diverse companies examples of what works 

4. Collaborate –across companies because draw from same labor pool 

5. Visionary Leadership 

Table 2: (Nick Baird) 

1. Metrics that matter 

2. Shared values= Shared results (community plus stakeholders) 

3. Clarity on CSR as an investment 

4. Visionary leaders that communicate to peers (value of community) long term vs. short term 

5. Pivot from ROI to Value 

6. Different value propositions for different size businesses 

7. Value of recognition 

Table 3: (Alex Chan) 

1. Measurement 

2. Common/collective investment & benefit 

3. Financial ROI 

4. Simple/clear/consistent communications & messaging 

5. Sustainability: integration of a culture of health (internally & externally) 

Table 4: (Patricia Dennis) 

1. Multiple business cases  

a. What’s the story –ROI for different types of business 

2. Leadership buy in 

3. Diminishing ROI for internal investments only (strength in #’s) 

4. Interdependence: Relationship between social & economic determinants of health 

5. Change the definition of health beyond medical care 
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Table 5: (Jennifer Flynn) 

1. Data to define key health metrics that are “standard” for all companies to roll up to a “health 

index” that could be reported alongside key business metrics like profit, revenue, etc. 

a. Metrics should include company specific & community specific elements 

2. Quantitative data from all existing initiatives that demonstrates value/return for prioritizing 

health of community 

a. Disseminate a story that includes best practices, show that it works. Leaders want proof 

it will work 

3. Investment in community (education system) dramatically impacts sustainability of business 

(talent pool, retention, etc.) 

4. Safety/health/security connection-learn from our successes in the area of safety and ensure 

health is seen in a similar way (financial security, health security) 

5. Economics of health are important to communicate –business leaders need to see the systemic 

impact of poor health to our sustainability as business and a nation 

Table 6: (Abigail Katz) 

1. Outside community becomes part of your organization 

2. Use #s people believe 

3. Employer impacts only 1/3 of family (employee only) 

a. Must partner to address the other 2/3 

4. Talent-“Well organizations” 

a. Limit turnover 

b. Attract talent 

5. “Classic” wellness argument 

a. Control costs 

b. Increase productivity 

Table 7: (Tom Mason) 

1. Measurement (ROI by company and community) 

2. The value of sharing success narrative 

3. Recruiting & retention 

4. Productivity through “caring management” 

5. Public/private cooperation 

Table 8: (Meg Molloy) 

1. Measurement of health things that matter 

a. Link to business measures (profitability) 

2. Broaden dashboard from organizational to shared community measures 

a. Measures that matter to different groups (Michigan has this-used cost of health care as 

ultimate measure) 
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3. Standardize those measures/clear methods 

4. Need peer reviewed literature on data that show linkages between progression of an issue (i.e. 

BMI in community; compare to organization’s BMI, linked to turnover, health cost 

5. Differentiate measures & tailor messages for different audiences (stories are door openers-data 

on relevant issues) and show publicly 

Table 9: (Monique Nadeau) 

1. Bottom line profits, medical costs, turnover 

2. Human capital: productivity, workers comp, safety 

a. But employee directed programs will only get you so far  

b. 2/3 of costs are related to spouses and dependents 

c. Little documented success thru employer programs 

d. Thus…critical to meet families where they are-in the community 

e. Likely to be more effective & holistic 

3. Other considerations/themes 

a. Connecting dots with employer programs  

b. Wellness can spread 

c. Goal to become employer/community of choice 

Table 10: (Bonnie Sakallaris) 

1. Impactful stories 

2. Community is critical to profit/survival 

3. Internal interventions have limited impact- must customize to supply BMI bathtub story 

Table 11: (Erin Seaverson) 

1. Make health as important a metric as other aspects of social responsibility 

2. Health of community-company sustainability (financial, cultural, social, etc.) 

3. Profit story-financials speak the language of CFOs 

4. Supply/demand-create business opportunity thru collaboration (increase purchasing power, 

etc.) 

5. Develop & focus on the metrics that matter (to a given audience) 

a. Employer success stories 
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Question #2: Barriers & limitations to success 

Table 1: (Sobel-Blum) 

1. Companies are unwilling to take the risk of being a first-mover 

2. Small businesses don’t have enough time & other resources for healthy communities 

programming 

3. Lack of sense of urgency 

4. Lack of understanding of why it’s  important to care about health outside of their 4 walls 

5. Lack of a playbook to tell them what to do, how to do it a& why 

Table 2: (Baird) 

1. Time & money 

2. No common language 

3. Misalignment of agendas 

4. Ideology 

5. Don’t believe the data 

6. Trust 

7. Where to start-“overwhelming”-no way forward 

Table 3 (Chan) 

1. Lack of understanding of what “health” is/lack of common vernacular 

2. Skepticism/trust 

3. Size of business and /or community 

4. Lack of common trusted convener/infrastructure 

5. “walk before you run”: build internal worksite capacity first, then look externally to the 

community 

Table 4 (Dennis) 

1. Competing ROIs 

2. Infrastructure/roadmap  

a. Community involvement for dummies 

3. Buy-in from industry & leadership 

4. Employers stepping out of the role of healthcare & moving to targeted impacts on wellness 

5. Regulations 

Table 5 (Flynn) 

1. Complexity of understanding the problem; and the enormity of the problem (need to simplify it 

so it is easily understood) 
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2. Complexity of the collaboration that is needed to solve the issues/create the solution-broad 

folks around the table, coordinating towards one end point, maintaining their own priorities-

very challenging 

3. “Sales pitch”/story doesn’t exist-need to get the attention of the companies who are not even 

investing in their own employees let alone the community members. Need the store  

a. There is a lack of a common language we are speaking 

4. Short term ROI if investing in individuals who don’t even work for me? Is there any? 

5. Consumer choice- individuals, when presented with the healthy choice vs unhealthy choice, 

many still choose unhealthy choice. We can provide as much as we want, but still need 

individuals to choose health 

Table 6: (Katz) 

1. Short term concerns 

2. Philosophy among leadership 

3. Lack of understanding re: whit takes, who is responsible to participate 

4. Lack of common definitions 

5. Lack of infrastructure for a learning organization (self-correcting, adjusting, based on 

research/information 

Table 7: (Mason) 

1. Lack of trust relationships, common language 

2. Road map needed- simple can’t boil the ocean 

3. Culture of health “Christmas tree” 

4. High risk-unclear benefit –“toe in the water” 

5. Lack of common metrics –build evidence 

Table 8: (Molloy) 

1. Uncertainty of – the problem(s), the role(s), the fix, the ask 

2. Absence of a trusted convener –especially business leader involved 

3. Scope & complexity are so big-impossible to fix, takes a long time, high risk of failure, fear 

4. Lack of a clear system for healthcare or community health –so lots of noise, reinventing the 

wheel 

5. Lack of a shared language 

Table 9: (Nadeau) 

1. Lack of leadership 

2. Lack of- urgency, follow thru, common language 

3. Disconnect between payment & benefit-free rider? 

4. Vision so large – needs to be doable & chewable 
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Table 10: (Sakallaris) 

1. Lack of clear models/framework/role definition 

2. Lack of common language 

3. Trust-competition, government-local alignment 

4. Need policy /regulation that incentivizes 

5. Large upfront expenditure of resources $, time- payoff lags years-short term profit motive 
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C. Panel Presentations 
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INTRODUCTION 

Although there is growing understanding that fundamental population health im-

provement will require multisectoral partnerships (Posner, 2010), the specific role of em-

ployers in such partnerships has been less well explored. While corporate social respon-

sibility plays an important motivational role, more traction will be possible if improving 

health can be linked to corporate bottom-line performance. This paper explores why 

business should engage in improving population health.  

 

THEMES 

Corporate Business Goals and Community Health 

 

Improving the health of the community where a company is located can contrib-

ute to achieving corporate business goals. The involvement of business with health care 

and public health is often focused on reducing health care costs and improving employee 

productivity (Baicker et al, 2010). As important as these are, we believe that current un-

derstanding of the many factors that contribute to better health provide a rationale for an 

even wider role for businesses in making surrounding communities healthier. This role 

can be rooted in core business objectives far beyond corporate social responsibility. Ac-

cording to Andrew Webber, President and CEO of the National Business Coalition on 

Health, “Business leaders must understand that an employer can do everything right to 

influence the health and productivity of its workforce at the worksite, but if that same 

workforce lives in unhealthy communities, employer investments can be seriously com-

promised” (Webber and Mercure, 2010). 

 

Determinants of Population Health 

 

Improving population health requires much more than high-quality, affordable 

health care. Health outcomes in the United States lag behind those in most developed 

countries by a wide margin, despite the fact that the United States spends substantially 

more on health care than its peers (IOM and NRC, 2013). Within the United States, we 

continue to experience substantial disparities by race, income, and geography, and, as 

shown in a recent report, there has been absolute worsening in mortality rates in many 

U.S. counties over the last decade (Kindig and Cheng, 2013).  

                                                             
1 Participants in the activities of the IOM Roundtable on Population Health Improvement.  
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As important as health care quality and access is, the last several decades have 

shown that health outcomes are the product of many factors beyond health care. The 

widely used County Health Rankings
2
 weight the multiple factors as 20 percent for health 

care, 30 percent for health behaviors, 40 percent for social factors like education and in-

come, and 10 percent for the physical environment (see Figure 1). 

 

 

FIGURE 1 County Health Rankings model. 

SOURCE: County Health Rankings, 2012. 

  

The Critical Role of Business 

 

We believe that the business sector plays a critical role in many determinants of 

health. While the health care system has primary responsibility for health care quality and 

access and, to some extent, for health behaviors, it has more limited roles in the social 

and physical environments. The business sector usually strives to maximize the value of 

                                                             
2
 County Health Rankings is a collaboration of the Robert Wood Johnson Foundation and the University of 

Wisconsin. 
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health care dollars invested in the workforce because lower costs or better outcomes gen-

erally translate to a healthier and more productive workforce and a more successful en-

terprise. Business can also influence health care through purchasing requirements. Such 

requirements can specify the health care product they are purchasing and mandate that 

health care providers must practice evidence-based medicine. The focus is primarily on 

controlling the cost of services provided to employees and their dependents while ensur-

ing an acceptable level of quality. Some larger employers also directly provide employee 

health services. Health care benefit design impacts both health care costs and employee 

recruitment and retention.  

The business case for focusing on health behaviors has been to foster employee 

wellness, which is seen as improving productivity in the short run and reducing health 

care costs in the long run. With respect to social and economic factors, the strongest 

business contribution may be in employment itself, both in the employment-to-population 

ratio and the contribution to individual and family income. There is also growing realiza-

tion by employers that K-12 and early childhood education programs in their communi-

ties contribute to business profitability in the short and long runs. In terms of the physical 

environment, some industries have substantial responsibility in areas of air and water 

quality and in community land use planning. There also has been a growing interest in the 

environmental factors that contribute to obesity in communities, for example, lack of op-

portunities for physical activity or for purchasing healthy food.  

 

Impact of Community Health on Business Objectives 

 

Improving the health of communities and individuals is important to core business 

objectives. While corporate social responsibility must be valued and encouraged, we be-

lieve the role of business in communities’ health improvement efforts will be limited in 

impact and sustainability if not tied to bottom-line performance.  

Better community health can contribute to the bottom line in many ways beyond 

reducing health care costs. Cathy Baase, Dow Chemical’s Global Director of Health Ser-

vices, has identified the following benefits of business involvement: attracting and retain-

ing talent, employee engagement, human performance, personal safety, manufacturing 

and service reliability, sustainability, and brand reputation.  

Also important is the link between employee well-being and profitability. One 

large retailer regularly assesses employee well-being and compares these data with sales 

and profitability figures.   

The business community understands the health care and education connection. 

The poor health of our children will lead to rising health care costs, which will then ex-

haust the resources for education. One approach to long-term investments in youth devel-

opment is through mentoring relationships. For example, one company recruits youth 

(from as early as the first grade) who might otherwise end up on the street or in jail to 

participate in supportive relationships and then guarantees jobs as long as the students 

earn good grades. The business case for investing in education in the community is that 

the company needs employees. 

Social responsibility commitments of businesses can often lead to enhanced com-

pany reputation and customer loyalty. When a business reflects customers’ values (such 
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as making a strong financial commitment to education), people feel good when they walk 

in, and it improves the brand.  

 

Business Roles in Health Improvement Vary 

 

Large employers with stable, older workforces may see greater bottom-line return 

than employers with younger, high-turnover workforces. Smaller employers will be lim-

ited in what they can do alone but could operate through employer coalitions or Cham-

bers of Commerce.  

 

Multisectoral Partnerships 

 

No single sector is solely responsible for health improvement. Businesses can lead 

or play strong supporting roles in community multisectoral partnerships. It follows from a 

multideterminant understanding of health that no one organization or sector is totally re-

sponsible for improving health outcomes. For the business sector, the relationship of core 

corporate objectives to each of the determinant areas is different than for the health care 

sector, since businesses have less control over what is necessary to improve health. Real 

and meaningful improvement will require active participation and resources from multi-

ple sectors of society, including health care, public health, schools, businesses, founda-

tions, and government at all levels.  

We believe that meaningful improvement requires collective action by sectors not 

used to working together. Many sectors do not understand how activities in their sector 

are important to and impact the overall goal of improving health. In some communities, 

because of their prestige, political clout, and financial resources, businesses can be the 

superintegrator (Kindig, 2010) across the stakeholders. Businesses must partner with oth-

ers to achieve health improvement in communities and thereby reap the advantages for 

their workforces and overall well-being of business activity. Michael Porter observed that 

the “solution lies in the principle of shared value, which involves creating economic val-

ue in a way that also creates value for society by addressing its needs and challenges. 

Businesses must reconnect company success with social progress” (Porter and Kramer, 

2011).  

 

STEPS TO ACTION 

 

What steps need to be taken to assist businesses to take a more active role in 

community health improvement? How do we get to that future from where we are today? 

What are the gaps and the barriers? We have identified seven activities that could ad-

vance understanding and action in this area. 

 

1. Set galvanizing goal targets. Most business leaders understand the concept of 

impact metrics and know how they can drive strategic investments. 

2. Extend a meaningful invitation from those currently engaged in improving 

population health to business regarding their views, needs, and involvement. 
There is no shared understanding of who “owns” the health improvement space in 

communities. In some sense, the community health improvement “sandbox” still 
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seems largely controlled by health care and public health, with business sector 

participation limited due to fear of meddling, revenue loss, or disruption of an 

ecosystem configured to maximize success for a designated few.     

3. Engage in education efforts for CEOs and others in the C-Suite. One useful 

tool might be a population health primer from a business perspective or an action 

kit for business involvement. Such efforts would need to be built in to existing 

channels of information for businesses, such as a Conference Board or Business 

Roundtable. To be successful, business-sector engagement must address issues 

beyond health care costs.  

4. Sponsor convenings with broader community partners. It is important to en-

gage community partners but were much less certain about how to do so is not 

certain. One One approach might be to create a chartered value exchange to foster 

multi-stakeholder dialogue and convenw around health for employers, health pro-

viders, public health organizations, and consumers.  

5. Develop and widely share case studies of businesses that are already making 

progress in community health improvement activity. 
6. Promote “Triple Aim” collaboration with business. The Triple Aim is a policy 

framework developed by the Institute for Healthcare Improvement. It advocates 

the simultaneous improvement of patient experiences of care (including quality 

and satisfaction), reduction in per capita health care costs, and improvement of 

population health. Although most Triple Aim sites define their populations by the 

service areas of health care delivery systems, several initiatives have adopted a 

regional approach and are defining their populations geographically (Kindig and 

Whittington, 2011). Business-sector partners could benefit greatly from recogniz-

ing the value of Triple Aim goals and engaging in collaborative efforts to achieve 

them. 

7.  Identify permanent revenue streams for carrying out these activities. In addi-

tion to corporate contributions, businesses can partner with others in obtaining 

foundation or government grants for activities. In addition, many experts argue 

that as much as 25 percent of current health care spending is ineffective, improv-

ing neither outcomes nor quality. Capturing these dollars for reinvestment in more 

effective programs and policies within and outside of health care will not be easy, 

but nevertheless should be a high priority for both public- and private-sector lead-

ers. Consideration should be given to setting aside a community share from sav-

ings anticipated under the implementation of accountable care organizations, 

which are designed to provide higher-quality care in a more efficient manner 

(Magnan et al., 2012). Also, as uncompensated care burdens are reduced under 

health reform, community benefit resources required by the Internal Revenue 

Service for nonprofit tax-exempt status could be redirected from charity care into 

broader health-promoting investments (Bakken and Kindig, 2012). This is a con-

siderable sum; as of 2002, the most recent year examined, the national value of 

this tax exemption was $12.2 billion (U.S. Congressional Budget Office, 2012).  
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CONCLUSION 

 

The authors believe that there is a solid argument to be made for a much stronger 

role for businesses in population health improvement. Such improvement can enhance 

corporate core objectives beyond those of social responsibility. It is hoped that the ideas 

presented here will contribute to a more robust discussion of this potential and lead to 

action at all levels, from individual communities to the nation as a whole. 

 

ACKNOWLEDGMENT 

 

The ideas for this paper emerged from discussion at a meeting that was supported 

by a MATCH grant from the Robert Wood Johnson Foundation (RWJF) to the University 

of Wisconsin Population Health Institute (UWPHI). The meeting was held January 9-10, 

2012, at Health Partners in Bloomington, Minnesota, and was attended by Catherine 

Baase from Dow Chemical, Larry Becker from Xerox, Bridget Catlin from UWPHI,  

Abbey Cofsky from RWJF, George Isham from Health Partners, David Kindig from 

UWPHI, Joshua Riff from Target Corporation, Kirstin Siemering from UWPHI, and  

Andrew Webber from the National Business Coalitions for Health. 

 
Suggested citation: Kindig, D., G. Isham, and K. Q. Siemering. 2013. The business role in improving 

health: Beyond social responsibility. Discussion Paper, Institute of Medicine, Washington, DC. 

http://iom.edu/Global/Perspectives/2013/TheBusinessRole. 

 

REFERENCES 

Baicker, K., D. Cutler, and Z. Song. 2010. Workplace wellness programs can generate savings. Health Af-

fairs 29(2):304-311. 

Bakken, E., and D. A. Kindig. 2012. Is community benefit charity care? Wisconsin Medical Journal 

111(5):215-219. 

U.S. Congressional Budget Office. 2006. Non-profit hospitals and the provision of community benefits. 

http://www.cbo.gov/sites/default/files/cbofiles/ftpdocs/76xx/doc7695/12-06-nonprofit.pdf (ac-

cessed September 5, 2012). 

County Health Rankings. 2012. County health rankings model. http://www.countyhealthrankings.org/  

resources/county-health-rankings-model (accessed July 2, 2013). 

IOM (Institute of Medicine) and NRC (National Research Council). 2013. U.S. health in international per-

spective: Shorter lives, poorer health. Washington, DC: The National Academies Press. 

Kindig, D. A. 2010. Do we need a population health super-integrator? Improving Population Health. 

http://www.improvingpopulationhealth.org/blog/2010/09/super_integrator.html. 

Kindig, D. A., and J. Whittington. 2011. Triple Aim: Accelerating and sustaining collective regional action. 

Improving Population Health. http://www.improvingpopulationhealth.org/blog/2011/11/triple-

aim-accelerating-and-sustaining-collective-regional-action.html. 

Kindig, D., and E. Cheng. 2013. Even as mortality fell in most US counties, female mortality nevertheless 

rose in 42.8 percent of counties from 1992 to 2006. Health Affairs 32(3):451-458.  

Magnan, S., E. Fisher, D. Kindig, G. Isham, D. Wood, M. Eustis, C. Backstrom, and S. Leitz. 2012. 

Achieving accountability for health and health care. Minnesota Medicine 97(11):37-39.  

Porter, M., and M. Kramer. 2011. The big idea: Creating shared value. Harvard Business Review 89(1-2):1-

17. 

Posner, S. 2010. Mobilizing Action Toward Community Health (MATCH) special issue on partnerships. 

Preventing Chronic Disease 7(6). http://www.cdc.gov/pcd/issues/2010/nov/toc.htm. 

Webber, A., and S. Mercure. 2010. Improving population health: The business community imperative. Pre-

venting Chronic Disease 7(6):A121. http://www.cdc.gov/pcd/issues/2010/nov/10_0086.htm. 





REVIEW

From Worker Health to Citizen Health
Moving Upstream

Martin-Jose Sepulveda, MD

New rapid growth economies, urbanization, health systems crises, and “big
data” are causing fundamental changes in social structures and systems, in-
cluding health. These forces for change have significant consequences for
occupational and environmental medicine and will challenge the specialty
to think beyond workers and workplaces as the principal locus of innova-
tion for health and performance. These trends are placing great emphasis
on upstream strategies for addressing the complex systems dynamics of the
social determinants of health. The need to engage systems in communities
for healthier workforces is a shift in orientation from worker and workplace
centric to citizen and community centric. This change for occupational and
environmental medicine requires extending systems approaches in the work-
place to communities that are systems of systems and that require different
skills, data, tools, and partnerships.

O ccupational and environmental medicine is based on a pop-
ulation health and environmental paradigm of using data for

understanding patterns and distributions and for predicting expo-
sures, risks, and outcomes. During the last century, major changes
in materials (eg, chemicals, radiation), people (eg, demographics,
skills), processes (eg, assembly line, automation), laws (eg, child
labor, work hours, safety), and science and technologies (eg, electri-
fication, transportation, communications, and computing) altered the
nature of work on multiple occasions.1,2 These transformations ex-
panded the opportunity for occupational and environmental medicine
to perform new services with added value to workers and employ-
ers beyond providing acute medical care for workplace injuries and
diseases (Fig. 1). New services included improved approaches to
prevention of occupational morbidity and mortality such as training,
exposure monitoring and control, risk assessment, screening, well-
ness and behavioral health interventions, disability management,
and rigorous health and safety management systems. More recently,
longitudinal data collection on occupational and environmental ex-
posures, economic and population health data, and analytics are
identifying new opportunities to support prevention, environmen-
tally sustainable operations, and returns on investments in health
and safety.3

The purpose of this commentary is to explore a subset of
major disruptive forces for change and discuss how these may influ-
ence the practice of occupational and environmental medicine and
perhaps shift its focus from worker and workplace to citizen and
community. The forces for societal change discussed are the rapid
economic development in emerging economies, health care delivery
system transformations, noncommunicable diseases, and massive
data generation (big data) along with advances in information and
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communication technologies (Fig. 1). These forces will likely cause
the next shift in occupational and environmental medicine’s oppor-
tunity for value creation, here defined as healthier environments,
better health, higher productivity, and competitive labor costs. Al-
though the physician is the prime focus of the commentary, other
health and safety professionals will be affected in a similar fashion.

DISRUPTIVE FORCES
Disruptive forces are affecting society and health through

complex interactions and are challenging health systems and health
care professionals at an unprecedented scale and speed.

Rapid Growth Economies
One such force is global economic development. Rapid eco-

nomic growth has shifted from high-income countries such as the
United States and Germany to middle-income countries such as
China, India, and South Africa.4,5 This has caused major changes
in the market focus for global and domestic corporations including
the sizes and locations of their operations in these middle-income
countries. Rapid-growth middle-income countries present compli-
cated admixtures of low-income country (eg, Chad, Cambodia, and
Bangladesh) and high-income country health and environmental and
safety challenges. For example, middle-income countries share many
of the following health problems with low-income countries: poor
access to basic medical care and essential drugs, effective communi-
cable disease control, adequacy of essential public health services re-
lated to water, hygiene, sanitation, maternal and child health, unsafe
sex, and indoor smoke from solid fuels. Problems of high-income
countries are now also beginning to appear in middle-income coun-
tries. These often include violence, tobacco, alcohol and substance
abuse, behavioral health, noncommunicable diseases, and environ-
mental contamination from toxic discharges. A decade ago, occu-
pational and environmental professionals in a limited number of in-
dustries such as textile, energy, and petrochemicals were challenged
by occupational and public health threats in low- and middle-income
countries. Today these are priorities for occupational and environ-
mental medicine professionals in all major industries ranging from
agriculture and construction to information technology and telecom-
munications because all are present in middle-income country
markets.

Urbanization
Changes in the distribution of the world’s population between

rural and urban are also causing major disruptions in society and in
health, creating additional opportunities for value from occupational
and environmental medicine services. Urbanization is reshaping so-
cieties worldwide. Today more than half the world’s population lives
in cities, and each week approximately 1.5 million more people are
added to the urban population.6 It is projected that between 2011
and 2050, the global urban population will grow from 52% to 67%
of the world’s population. This massive urban growth will be driven
primarily from increases in less-developed regions (from 47% to
64%) than from increases in the developed world (78% to 86%).7

Urbanization is advantageous for economic development by increas-
ing paid labor opportunities and by concentrating people for more
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FIGURE 1. From worker to citizen health.

efficient services delivery such as education, health care, and trans-
portation. Often, however, poor urban planning, limited resources,
corruption, and other factors create urban conditions for slums, air
pollution and excessive noise, poor built environments (eg, walka-
bility), low nutritional value food sources, violence and crime, drug
trafficking, and sexual exploitation and disease transmission.8 These
urbanization hazards can impede economic development in cities and
produce major adverse impacts on the health, productivity, and costs
of employed populations. Examples of such impacts include absen-
teeism, presenteeism, reduced flexibility due to transport or public
safety, density-related communicable disease transmission, or rates
of high-cost chronic conditions such as human immunodeficiency
virus, hypertension, diabetes, and depression.

Noncommunicable Diseases
Noncommunicable diseases are adversely impacting eco-

nomies, governments, and the private sector. These conditions are
challenging existing systems and structures for health care delivery,
wellness, and care management as well as economic development.9

Noncommunicable diseases accounted for 63% of global mortality
in 2008, affecting 36 million individuals, of which 25% or 9 million
were in the working ages less than 60 years.10 Noncommunicable
diseases cause 86% of healthy years of life lost in high-income
countries, 65% in middle-income countries, and 35% in low-income
countries due to its impact on premature death and disability
(DALY—disability-adjusted life years).11 Although DALY from
noncommunicable diseases will grow only 2.3% in high-income
countries between 2008 and 2030, it will increase during this
period by 17% in middle-income countries and 49% in low-income
countries.11

The cost of noncommunicable diseases is staggering. In the
United States, noncommunicable diseases account for more than
three quarters of all national health expenditures, which are expected
to increase from 17.8% of gross domestic product (USD$2.76 tril-
lion) in 2013 to 19.6% of gross domestic product (USD$4.53 trillion)
by 2021.12 Annual executive survey data in the private sector reveal
that half of executive leaders perceive noncommunicable diseases
as a direct threat to their bottom line in the next 5 years and a big-

ger business threat than communicable diseases including human
immunodeficiency virus/acquired immunodeficiency syndrome,
tuberculosis, and malaria.8

Noncommunicable diseases are known to be related to ad-
dressable risk factors including tobacco use, physical inactivity, low
nutritional diets, obesity, excess alcohol consumption, and exposure
to environmental pollution. Many of these risk factors and others
have been shown in two landmark occupational and environmental
medicine studies to account for 22% to 25% of total health care ex-
penditures in the companies studied.13,14 Currently, occupational and
environmental medicine workforce strategies to mitigate these non-
communicable diseases risks are employee-focused programs and
services. Although this approach can be cost beneficial when high-
quality wellness and health promotion interventions are delivered,
the long-term maintenance of healthy behavior, improved health sta-
tus, and cost control are unknown with this approach alone.15 The
challenge of durable risk modification is related to the determinants
of risk for noncommunicable diseases, which are outcomes of com-
plex interactions involving people in socioenvironmental systems of
which the workplace is only one subsystem. Education, food sources,
housing, the built environment, social networks and families, the me-
dia, and other subsystems interact continuously to influence healthy
or unhealthy behaviors. Noncommunicable diseases challenge oc-
cupational and environmental medicine to redesign strategies for
prevention and care management around communities to help im-
pact the root determinants of risk.

Health Care Delivery System Transformation
Health care delivery system crises of cost, access, equity, and

quality are causing significant changes in the organization, technol-
ogy, financing, and delivery of care. This transformation will af-
fect occupational and environmental medicine strategies for healthy
workforces as well as occupational and environmental medicine
skills and job functions. In the United States, changes to the or-
ganization of health services are well under way to shift from
episodic fragmented medical care to comprehensive and coordi-
nated care with outcomes-based payment. “Medical homes” for pri-
mary care and “accountable care organizations” are two examples of
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current initiatives to accomplish this shift. In primary care “medical
homes,” physician-led teams are organized to provide enhanced ac-
cess, comprehensiveness, coordination, and person-centered care.16

Accountable care organizations are organizations of integrated health
care providers (including primary care, specialist, and facilities)
that receive specified payments with performance objectives and
assume all health care and financial responsibilities for their patient
populations.17 These concepts of a single accountable locus for com-
prehensive care suggest that occupational health, wellness, fitness for
duty, and work accommodation services will need to coordinate with
or be integrated into these models. This change may be accelerated
by the pursuit of employers for greater cost-efficiency by having one
provider for all health-related services. Occupational and environ-
mental physicians will be challenged by the need to engage these
new models of care in productive ways, including supporting these
new systems of care with an appropriate level of occupational and
environmental health competency.18

Middle- and low-income countries are also undergoing health
systems transformations to improve health equity, cost-efficiency,
and service delivery. Primary care is a key delivery system priority
in these countries and is increasingly being viewed as the means for
providing basic occupational health services, which are generally un-
available to large proportions of working populations.19 Training for
community health workers, medical technicians, nurses, and general
practitioners is a major challenge for occupational and environmen-
tal medicine in these countries. New models of service delivery that
extend the reach of available resources and creative uses of mobile
and other low-cost technologies for health are required to address
these occupational and environmental medicine needs.

Retail and On-Site Clinics
Retail and on-site medical clinics are proliferating in the

United States and are additional sources of care delivery system
changes that will impact occupational and environmental medicine
service models. Retail clinics located in pharmacies, large grocery
stores, and other retailers grew from approximately 250 in 2006 to
more than 1400 in 2013 and are projected to grow to 4000 by 2015.20

These clinics began as sources of simple, protocol-driven nonurgent
care such as vaccinations and upper respiratory tract infections but
are expanding to include wellness, care management, and an array
of primary care and other medical services for employers such as
fitness for duty and periodic examinations. This trend is being fueled
by employer needs to control health care costs and improve worker
productivity.21

There are few comprehensive data on the number of on-site
clinics, but one survey of 72 companies by World At Work reported
that 25% of respondents representing more than a dozen industries
had on-site clinics.22 In a separate larger survey of on-site clin-
ics, 66% offered occupational health services, 56% performed er-
gonomic assessments, and 55% performed US Occupational Safety
and Health Administration required testing.21 Occupational and en-
vironmental medicine services are only partially integrated into on-
site clinics today but the potential exists for this to accelerate. Most
on-site clinics are third party vendor arrangements that offer flexi-
bility to employers for scaling up or down without incurring costs
of adding or reducing employees. These outsourced clinics have the
potential for integration of routine health, safety, and environmen-
tal services, which are often outsourced to environmental or site
services companies.

Big Data

Scale of Data Generation
The quantity, variety, and speed of data generation today are

unprecedented and growing at exponential rates. This is often re-
ferred to as “big data” because these exceed the capacity of existing

information management systems to handle them. In 2010, it was
estimated that the daily rate of global data generation was approxi-
mately 2.5 exabytes (2.518 bytes) of information and growing at 40%
or more per year. For purposes of comparison, one exabyte is more
than four thousand times the information stored in the Library of
Congress.23 These data changes have been fueled by the pervasive
instrumentation and interconnection of our world resulting from the
enormous growth of networked sensors (fixed, mobile, and aerial),
mobile devices and unstructured data from text, social media, im-
ages, video, voice, and multimedia. For example, in 2011, the United
Nations reported that there were 86 mobile cellular phone subscrip-
tions per 100 global inhabitants, 15.7 per 100 inhabitants with ac-
tive cellular broadband subscriptions, and 34 per 100 households
with home Internet access.24 More than 30 million networked sensor
nodes are now present in the transportation, automotive, industrial,
utilities, and retail sectors and are increasing at a rate of more than
30% a year.23 Today, Twitter generates more than 7 terabytes of data
per day and FaceBook more than 10 terabytes per day.25

Value From Big Data
The generation of massive quantities of diverse forms of data,

together with new technologies to aggregate, integrate, and analyze
these data, is transforming every sector of society and will trans-
form public health and occupational and environmental medicine.
Value domains being exploited in industries include improving op-
erational efficiency such as with radio frequency identification track-
ing of product movement for automated supply chain management.
Other major areas for data and analytics that enabled value cre-
ation include labor productivity, effectiveness of product and service
marketing and delivery, and accelerating discovery and innovation.
The rapid ingestion, transformation, and integration of multisource
data are coupled to advanced analytics to pursue improved quality
and reliability, lower unit cost, accelerate research and development,
transform processes, and create new business models. Use cases
(practical applications of big data use to achieve specific user prior-
itized goals) are abundant in many industries such as (1) real-time
fraud detection in the banking and insurance industries using pat-
tern recognition, (2) modeling and simulation for risk management
in enterprise functions from supply chain to facilities management
optimization, and (3) real-time product performance monitoring for
quality improvement using embedded sensor, geospatial, video, and
other data.

Health Data
The health care delivery system and public health, includ-

ing occupational and environmental medicine, are repositories of
large quantities of heterogeneous data. For example, data in medi-
cal images, pathology specimens, surgical videos, telemetry, text in
records, and social and Web-based exchanges are high-density data
sources in health care delivery. In public health, large volumes of
data are captured from vital statistics, surveys, biometric screening,
biological, toxicological, and environmental testing, inspections, and
numerous programs. In occupational and environmental medicine,
similar types of data are collected or used as well as fixed and mobile
sensor data from equipment, effluents, accidents, medical monitor-
ing, and industrial hygiene and safety surveillance. Data challenges
for occupational and environmental medicine related to the aggre-
gation and analysis of integrated sets of occupational, medical, and
environmental data will be overcome as these technologies become
available and affordable for practitioners and researchers.

The Opportunity
Big data in health care and public health are capable of be-

ing accessed with new communication and information technologies
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that are better able to collect, curate, analyze, and share them. This
provides a transformative opportunity for generating information
and creating knowledge with increased speed, collaboration, and
personalization. In public health, for example, surveillance intelli-
gence, which is essential for prevention, protection, and assessment
of health, could be vastly improved in currency (eg, real time), qual-
ity, and speed of dissemination by rapid coupling of existing public
health and medical data to (1) geospatial sensor data from mobile and
aerial devices, (2) observation, intent, and sentiment data from social
networking, and (3) Internet traffic patterns. The value of such real-
time insights from the aggregation of these varied and high frequency
data flows has been demonstrated. For example, very strong correla-
tions have been found between content-usage patterns with Twitter
tweets and Google searches for infectious disease outbreaks and re-
sponses to natural disasters.26 Open data initiatives such as those by
state and federal are another good example. These freely accessible
data repositories facilitate gathering and integrating multisectoral
data from communities and are extremely valuable for population
health and environmental assessments or research, particularly with
regard to social determinants of health and environmental exposures.

In the health care delivery system, multisource data are in-
creasingly being used for outcomes improvement. Approaches to
therapeutics and care management are being redefined by combin-
ing large clinical data repositories with administrative data sets and
sensor data to personalize care plans. New insights are being gen-
erated from these data using advanced quantitative methods such as
patient similarity analytics that identifies cohorts of similar individu-
als based on large numbers of clinical and nonclinical feature vectors
or indicators.27 For example, Optum Health (a United Health Care
business) and the Mayo Clinic formed Optum Labs in 2013. This
new collaborative enterprise provides infrastructure and tools for the
health care industry, academic institutions, and other organizations
to aggregate information for large-scale analytics to improve patient
care, cost, and quality.28

Some Dependencies
Realizing the full potential of big data in health has many

dependencies such as data skills requirements. For occupational and
environmental medicine as for other disciplines, the need to develop
professionals who understand data and have moderately advanced
analytical skills will become acute. These skills are required for using
such data for program design and evaluation, impact assessments,
and new models for services delivery, operational efficiency, and
research. There exist additional challenges to achieving broad-based
value from big data. Some examples include greater standardization
of protocols for the transmission and sharing of data with different
formats, compliance with existing and evolving privacy and security
requirements, and the development of sustainable business models
that fund freely accessible big data infrastructure.

FROM WORKER HEALTH TO CITIZEN HEALTH
Moving Upstream

This commentary has explored a subset of major forces that
are causing fundamental transformations in many societal sectors.
The demographic shift to urban centers, the burden of noncommu-
nicable diseases, challenges in rapid economic growth countries,
changes in health care delivery systems, and the rapid pace of data
generation and use were selected because their effect on occupational
and environmental medicine is likely to be significant and sustained.
All are contributing to changes in the health status and productive
capacity of people before they enter the workforce and as workers.
All are also challenging the ability of worker-focused interventions
to further advance prevention at all levels. Advancing the health of
workers will increasingly involve moving upstream of the workplace
to involve multiple community sectors that, together with the work-

place, nurture human resilience and vitality and contain the “real”
causes of death and disability.29

How to Move Upstream
Moving upstream requires extending the systems approach

that has been applied successfully inside the workplace to the broader
ecosystem in which workers live and interact. Participation and lead-
ership are needed in the development of strategies and interventions
directed at shared pathways that impact social, environmental, and
physical conditions in communities. New analytic methods and use
of new forms and varieties of data will be essential to identify with
greater confidence and precision where the best opportunities exist
for intervention and what the next best choice for action is at given
points in time.

We need to create the same strong and effective partnerships
with multisectoral leaders and communities that we have for safety
and health at work with management, government, workers, unions,
and suppliers. Forging and sustaining these complicated partner-
ships, however, will be significantly more challenging. Unlike
partnerships created in the pursuit of healthy workplaces and safe
products, community public–private partnerships involve relatively
autonomous parties, the need for compromise in strategies and
tactics, demanding leadership and governance requirements, and
challenging liability, funding, and other requirements. But these chal-
lenges can be overcome when motivated by shared significant hard-
ship and when objectives are aligned, communication and account-
ability are clear, and collaborative ways of working are established.30

Effective community public–private partnerships have addressed
various community-wide needs ranging from infrastructure de-
velopment to natural disasters, terrorism preparedness, infectious
disease pandemics, and deaths from motor vehicle accidents.31,32

Employers have been deeply engaged historically in commu-
nity improvement and crisis preparedness and are now increasingly
becoming active participants in community health and environmen-
tal improvement partnerships. An early example is the Mid-America
Coalition on Health Care in the Kansas City/Missouri area.33 It
began as an employer coalition focused on health care costs and
outcomes of employees and their families and has since expanded to
include diverse health stakeholders and broader initiatives in depres-
sion, cardiovascular disease, nutrition, fitness, and tobacco. Other
partnerships have pursued a range of community health priorities
ranging from water fluoridation and oral health to obesity, walkable
communities, schools, chronic diseases, and access to primary care
and medical homes.34

Community Partnerships
The role of social determinants in the health of populations

including workers has been recognized for many years in the public
health community,29,35 but sustained and effective multisectoral part-
nerships for addressing these have been limited. Nevertheless, the
threat to national economies and economic development from health
care cost, equity, and access issues has garnered the attention of gov-
ernment and private sector leaders in an unprecedented fashion.36

Government and private sector leaders now recognize that noncom-
municable diseases, including cardiovascular, respiratory, cancer,
diabetes, and injuries, are driving health care cost increases and dis-
ease burdens, are rooted in interactions among multiple sectors, and
require community-based approaches for mitigating these impacts.
Examples of such initiatives include the Million Hearts campaign
sponsored by the US Department of Health and Human Services, the
City of Philadelphia’s campaign to reduce smoking and childhood
obesity, and the Ripple Foundation’s new ReThink Health initiative.

The Million Hearts Campaign involves extensive public–
private partnerships to improve health care delivery system
performance related to improved aspirin use, blood pressure
control, cholesterol disorders control, and smoking reduction
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(“ABCS”).37 The campaign targets health care providers and out-
patient health care facilities and uses reporting, measurements, and
communication to promote engagement and change. Health insur-
ers, pharmacy chains, and health care delivery systems are prominent
employer partners in the campaign.

The “Get Healthy Philly” initiative of the City of Philadel-
phia is a multisectoral initiative designed to reduce smoking, in-
crease physical activity, improve nutritious food consumption, and
reduce rates of childhood obesity. Extensive collaboration is occur-
ring in this initiative between diverse community sectors includ-
ing the business community, city government agencies, community
groups, health care payers and providers, the school system, and the
media. Targets for improving the healthiness of the community in
support of easy, healthy behaviors include changes to the physical
environment (walkability, bike ability, parks, and recreation), school
nutrition, retail food outlet stocks of fruits and vegetables, restaurant
industry and food preparation, and tobacco control policies.38

The Ripple Foundation’s mission is to bring innovation and
systems thinking to major challenges in health and its main initiative
is ReThink Health.39 ReThink Health supports multisectoral col-
laboration strengthening leadership and the use of evidence-based
approaches to stewardship of community resources along with train-
ing and tools for using systems science and taking action. In 2011, it
began the Healthy Columbia, South Carolina campaign in zip code
29203 to improve access to primary care, reduce emergency depart-
ment visits, and improve the health of the population. This region
is characterized by high rates of uninsurance, hypertension, over-
weight, and diabetes and high rates of emergency department visits.
The initiative has recruited strong participation and leadership from
health care providers, private sector insurers and employers, the City
of Columbia, South Carolina, the South Carolina Health Department
and Environmental Control, and faith-based and other community
organizations. Early priorities have included successfully recruiting
and training leaders, engaging community members and initiating
work to develop community-based wellness activities, health liter-
acy interventions, and planning for improving access to primary
care.

Citizen Health: A New Paradigm
The view of worker health as an outcome of more than the

workplace has roots in our specialty of occupational and environ-
mental medicine as alluded to by Jean Spencer Felton, MD, one of the
most revered occupational medicine teachers and historians, when
he wrote more than 50 years ago: “No patient-employee, when seen
in the industrial dispensary or in the office of the consulting surgeon,
can be viewed as the possessor of a single clinical entity unrelated
to the life events which he experiences every day, day after day,
in a continuum.”40 Social, environmental, and physical interactions
outside the work environment are key to the initial development of
healthy behaviors and to long-term health behavior change.29 This
suggests a need for a new paradigm for advancing the health of work-
ing people from workplace and worker-focused to community- and
citizen-focused (Fig. 1). Citizen-centered health is a concept that has
been used to frame the approach to healthy behavior that is depen-
dent on changes to social and environmental enablers and inhibitors
to “ . . . bring about a way of life—at home, work, and school—that
makes it easier for members of a community to adopt and maintain
healthful practices.”41

Workers as citizens challenge occupational and environmen-
tal professionals to extend further the boundaries and partnerships
for better health of working populations by engaging communities.
Achieving better health for greater productivity and lower health-
related cost is dependent on the creation of healthier community
environments and not just excellence in workplace health, wellness,
and safety programs.
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Abstract

Information on the economic effect of poor population 
health is needed to engage the business community in pop-
ulation health improvement. In a competitive global mar-
ket, the United States has high health care costs and poor 
outcomes (measured by such factors as healthy and pro-
ductive lives) compared with other countries. US business 
needs to understand population health and not focus just 
on the health of employees at the worksite. We describe a 
long-term approach to population health, including incen-
tives, and identify what is needed to engage business lead-
ership in population health improvement.

The Competitive Challenge

Today, we are spending over $2 trillion a year on 
health care — almost 50% more per person than 
the next most costly nation. And yet, as I think 
many of you are aware, for all of this spending, 
more of our citizens are uninsured, the quality of 
our care is often lower, and we aren’t any healthier. 
In fact, citizens in some countries that spend sub-
stantially less than we do are actually living longer 
than we do.

	 President Barack Obama, Speech to the 
American Medical Association, June 15, 2009

The US business community competes in a dynamic 
global economy. The United States has historically achieved 
success in the global marketplace by excelling at traditional 
measures of business performance: innovation, technol-
ogy application, production engineering, capital deploy-
ment, marketing, sales, distribution, and customer service. 
Increasingly, however, 2 related factors put the US business 
community at a competitive disadvantage: disease burden 
such as obesity (1) and increases in costs such as health 
insurance premiums for employers (2).

Business leaders not yet schooled in all the determinants 
of health (3) and a US health care system biased toward the 
treatment of illness often say, “With the growing and added 
investments I am making in health care for my workers and 
their dependents, surely my company is producing a health-
ier and more productive workforce.” Sadly, this is not the 
case. As President Obama stated, the United States spends 
twice as much per citizen on health care as any other coun-
try on earth yet ranks in the lowest tier of advanced coun-
tries in health outcomes. In other words, the United States 
produces more health care for less health (4).

A Commonwealth Fund study illustrates more pre-
cisely the competitive disadvantage the United States 
is facing (5). The study demonstrates that the United 
States, in comparison with other industrialized countries, 
ranks lowest in metrics of health care that include qual-
ity, access, efficiency, and equity indicators; lowest in 
metrics of long, healthy, and productive lives; and high-
est in per capita costs. Other data from the Dartmouth 
Atlas (6) show not only wide variation in health care 
services but that populations in regions with higher 
spending levels and more physician visits and hospital-
izations do not experience better outcomes or quality of 
care. Seen through this lens, how well the US business  
community responds to the related challenges of improving 
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health and transforming health care becomes a key driver 
of market success and of America’s future competitiveness 
and economic security.

This commentary focuses on the role of employers in improv-
ing population health. Four issues are addressed: 1) popula-
tion health from the perspective of employers, 2) incentives for 
employers to improve population health, 3) opportunities for 
employers to improve population health, and 4) employers as 
change agents for improving population health.

Population Health From the Perspective of 
Employers

Currently used constructs and measures of population 
health illustrate the multidimensional nature of the deter-
minants of population health outcomes. Many of the deter-
minants of health (7,8) are affected, both positively and 
negatively, by employers, who contribute substantially 
to population health by generating industrial production, 
creating jobs and family income, setting employment poli-
cies, and influencing health behaviors through worksite 
cultures, safety practices, and purchasing health care.

Despite their broad influence on population health out-
comes, employers’ views of population health are narrowly 
framed by their self-interests. Simply stated, the popula-
tion that employers care about is their human capital 
— active employees — followed by employee dependents, 
and, for the few remaining employers providing generous 
benefits, their retirees.

Not as central to employers’ definition and understand-
ing of population health is community health or the health 
of the population where employees and their dependents 
reside. However, business leaders have incentives and 
compelling reasons to commit to building cultures of 
health in the worksite and the community. Employers 
that wish to maximize their influence on human capital as 
a competitive asset must develop strategies for workforce 
and community health.

Incentives for Employers to Improve 
Population Health

Incentives and rewards are the lifeblood of competitive 
industries and central to the thinking and culture of busi-

ness leaders. Moral responsibility and doing the right thing 
are not dominant factors in corporate decision making. 
Investment decisions are made by building a business case 
that an investment today will lead to an economic benefit 
and a competitive edge tomorrow. The challenge is to broad-
en the scope of self-interest in building the business case.

Sophisticated employers understand the link between 
maintenance of workforce health, enhanced productivity, 
and corporate performance. Building a worksite culture of 
health with executive leadership, making a sustained com-
mitment to developing human capital, and investing in a 
spectrum of evidence-based worksite health and health 
care management programs can increase productivity, 
reduce employer direct (eg, medical claims) and indirect 
(eg, absenteeism) costs, and improve bottom-line perfor-
mance (9). A growing number of business leaders now 
believe that, in a global economy, workforce health is an 
important competitive asset that affects employer operat-
ing costs and shareholder earnings. For leaders in the non-
profit sector, improving workforce health and productivity 
is a key driver in advancing any organization’s mission.

Incentives to invest in community health are less direct 
and salient to business leaders than incentives to invest 
in workforce health. Nevertheless, a compelling business 
case can and should be made for business leaders to look 
beyond the worksite to the communities where their orga-
nizations do business and their employees reside. Business 
leaders must understand that an employer can do every-
thing right to influence the health and productivity of its 
workforce at the worksite, but if that same workforce lives 
in unhealthy communities, employer investments can be 
seriously compromised.

Influences on community health and, by extension, work-
force health and productivity, include unsafe communities; 
the presence of a cheap and convenient but a nutritionally 
unsound food supply; the absence of health education in 
school curricula and adequate physical education pro-
grams; land use and neighborhood design that discourage 
physical activity and create dependency on car transporta-
tion; a health care system with a weak prevention and pri-
mary care infrastructure that is oriented toward treatment 
of acute illness; and poor air and water quality.

Using this broader perspective, the business commu-
nity’s view of population health can radically shift, and 
strong incentives emerge for employers to invest in com-
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munity health intervention strategies. What also emerges 
is an understanding that individual employers do not have 
the needed leverage on their own to influence community 
health and health care. Instead, employers must work 
together collectively and with other community stakehold-
ers on population health strategies that can make a differ-
ence. Such an understanding has led during the past sev-
eral decades to the establishment of business and health 
coalitions dedicated to improving health and transforming 
health care, community by community.

The incentives and the business case for employers invest-
ing in building healthy communities include the following:

•	Improve the health status, and therefore the productiv-
ity, of an employer’s current and future workforce.

•	Control direct (health care) and indirect (absenteeism, 
disability, presenteeism) costs to the employer.

•	Create both the image and the reality of a healthy com-
munity that may help recruitment and retention of 
workforce talent in tight labor markets.

•	Increase the buying power and consumption level for 
business products, in particular nonmedical goods and 
services, by improving the health and wealth of a com-
munity.

•	Strengthen an employer’s brand and recognition in the 
community.

•	Generate, for individual business leaders, positive feel-
ings of civic pride and responsibility and of being a con-
structive member of the community.

•	Channel corporate philanthropy in a direction that will 
improve community relations, goodwill, or branding 
with the potential for a positive return for the business 
enterprise itself.

•	Help create public and private partnerships and a 
multistakeholder community leadership team that can 
become the foundation for collaboration, cooperation, 
and community-based problem solving for many other 
issues affecting the business community, such as eco-
nomic development and education.

Opportunities for Employers to Improve 
Population Health

Whereas current employer efforts focus on building 
worksite health promotion initiatives, community-based 
health improvement strategies are emerging that enjoy 

the active participation from and leadership of the busi-
ness community. Many of these initiatives have emerged 
from employer-based health coalitions that surfaced dur-
ing the past 3 decades principally to address rising health 
care costs through value-based purchasing (10). Coalitions 
have learned that community-based organizations col-
lectively representing employers (and their aggregate 
purchasing power) can provide more leverage on the local 

Box. National Business Coalition on Health, Sample of Member 
Coalitions With Initiatives to Improve Community Population Health

Coalition
Coalition-Led Initiative for Community 
Population Health

Buyers Health Care Action 
Group 
Minneapolis, Minnesota
www.bhcag.com

Collaborative initiative with public and 
private employers to measure and 
improve health with Healthiest Twin 
Cities including diagnosis and treatment 
for chronic conditions and healthier 
lifestyles

Employers Health Coalition 
Arkansas 
Fort Smith, Arkansas
www.ehcark.org

Cooperative effort with public health 
for fluoridation of water to promote oral 
health

Heartland Healthcare 
Coalition 
Morton, Illinois
www.hhco.org

Community public campaign to address 
inappropriate use of antibiotics with 
employer action component and out-
reach to primary care physicians 

Louisiana Business Group 
on Health 
Baton Rouge, Louisiana
www.lbgh.org

Medical home initiative including 
Medicare and Medicaid to address inte-
grated health care with patient engage-
ment and prevention with emphasis on 
primary care

Memphis Business Group on 
Health 
Memphis, Tennessee
www.memphisbusiness-
group.org

Founding member of Healthy Memphis 
Common Table, which includes consum-
ers, providers, government, and other 
stakeholders, to address treatment and 
prevention of obesity and other chronic 
conditions for a healthier community

Mid-America Coalition on 
Health Care  
Kansas City, Missouri
www.machc.org

Three-part program to address depres-
sion with public education, practitioner 
engagement for diagnosis and treatment, 
and worksite initiatives; now leading a 
Healthier Heartland initiative with mul-
tiple stakeholders

Savannah Business Group 
on Health 
Savannah, Georgia
www.savannahbusiness 
group.com

Leader in an initiative with city and other 
stakeholders targeting nutrition, exer-
cise, and obesity with a special focus on 
schools
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health care delivery system than any single company. Now 
coalitions are applying that same philosophy to influence 
strategies for broader community health improvement.

Distinct opportunity areas for improving community 
health quickly surface when employer-led coalitions and 
members of the National Business Coalition on Health 
(NBCH) work in partnership with public health officials 
and other community stakeholders (Box). Many of these 
partnerships focus on the more clinical aspects of health 
(eg, cardiovascular health, diabetes, asthma, and depres-
sion) but are quickly moving to a more upstream approach 
focused on primary prevention and better support for 
healthy lifestyles.

A cross-cutting example is from the Florida Health 
Care Coalition (FHCC) (11). FHCC, a member of NBCH, 
partnered with the American Lung Association of Central 
Florida to bring to the local schools Open Airways for 
Schools, a school-based asthma risk assessment and health 
education program for children with asthma in grades 3 
through 5 (ages 8-11). FHCC worked with 2 school district 
members to secure funding for Open Airways instruc-
tors to visit the schools and provide asthma education for 
school officials as well as children. This type of population 
outreach to dependents of employees — and the broader 
school community — benefits employers by reducing 
children’s emergency department visits and the associ-
ated work time lost by parents. Business-led health coali-
tions demonstrate creativity and distinctive approaches to 
improving the health of the population.

Employers as Change Agents for Improving 
Population Health

Examples of population health improvement — from 
workforce to community health improvement — demon-
strate that models exist. But what is needed to expand 
this work, particularly at the community level, and with 
employers in a leading role? We recommend four distinct 
needs: 1) evidence-based interventions, 2) performance 
incentives, 3) metrics, and 4) business leadership.

Evidence-based interventions

As business leaders know, success often depends 
on a good business plan and disciplined execution. As  
employers become more convinced that they should invest 

in improving workforce and community health, they will 
then want to identify the evidence-based intervention 
strategies that work. Building the evidence base and the 
lessons learned from a long history of population health 
strategies and organizing such information so it is easily 
accessible to community leaders is a priority (12,13).

Performance incentives

In workforce health improvement initiatives, employ-
ers are aggressively implementing incentives to motivate 
and help move employees and their dependents toward 
better health. Provider pay-for-performance strategies 
have become a central and universally recognized ele-
ment of health care reform legislation and corresponding 
value-based purchasing initiatives in the private sector. 
Performance incentives are needed as a catalyst and moti-
vator for community health improvement. With rare excep-
tions, not enough attention has been paid to strategies and 
mechanisms that could reward population health improve-
ment (7). Innovative performance incentives should be rap-
idly explored and tested. Approaches might include making 
performance-based payments to integrated accountable 
care organizations that can manage population risk or 
tying the allocation of federal and state public health dol-
lars to communities improving population health status.

Metrics

Meaningful metrics are an essential ingredient of 
employer engagement in population health. The field of 
worksite health has increasingly generated a set of metrics 
that tie improved workforce health status and reduced ill-
ness burden to quantifiable business performance. Similar 
metrics for community health indicators relevant to busi-
ness are more elusive.

Typical population health measures relate to length of 
life, self-reported health status, access to care, disease 
prevalence, individual health behaviors, socioeconomic 
factors, and the physical environment. Are these consid-
ered meaningful metrics to a business leader? And what is 
the benefit to business of an improved population health 
score? Any metric embraced by the employer community 
needs to speak the language of business. In particular, 
understanding the revenue benefits of a healthier commu-
nity is essential, whether the effect comes from reductions 
in direct health expenditures, improvements in workforce 
productivity, or customer buying behaviors.
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Leadership

Business leaders go to work each day with this question 
in mind: “How can I make my company’s products and 
services more competitive in a global economy?” Business 
leaders do not often think about their company’s role as 
a primary contributor and change agent for improving 
health and health care. Yet, as key stakeholders with a 
substantial influence on health and health care, they must 
— or risk continuation of the status quo. Deteriorating 
workforce and community health and an expensive and 
broken health care system affect the bottom line and war-
rant the immediate attention of business leaders (13). The 
business community, in its role as employer, health care 
purchaser, and respected community leader, is in a unique 
and powerful position to be a change agent. Who else has 
both the motivation and status in the community to play 
this key leadership role?

Conclusion

Poor health and rising health care costs in America are 
problems in search of employer leadership and solutions. 
Although many businesses still treat health as an operat-
ing cost to be managed, an increasing number of employers 
— large and small — have begun investing in human capi-
tal and building cultures of health at the worksite. There 
has been less employer attention, leadership, and invest-
ment in improving the health of communities and under-
standing the influence and impact of population health 
status on business performance. Nevertheless, the work of 
business and health coalitions indicates that strategies for 
community health improvement are building momentum 
and that employers play a lead role. These efforts would 
be buttressed by more inspired leadership from individual 
corporate leaders, a stronger evidence base for commu-
nity health intervention strategies, the establishment of 
performance incentives for population health, and metrics 
that speak the language of business.
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