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Abstract

Chronic diseases affect the overall health of an employee in the workplace, increase employer health-related expenses, decrease productivity days, and contribute to work absences. For employees, wellness programs promote health and prevent disease. The purpose of this project was to examine possible barriers for lack of employee preventative healthcare visits and implement interventions to improve the care gap at a local business. An anonymous paper survey was issued to 1,233 employees at Chief Industries, Inc. A majority of the survey participants were male and between 18 to 75 years of age. The top suggested barrier for not attending a wellness visit was I am healthy and my health fair results were normal (47%). These findings influenced interventions to the wellness program to increase annual employee preventative healthcare visits to 40% in 2018. The lack of perceived need for health care and negative perception of chronic disease states can be a deterrent for preventative health care. Effective wellness programs should incorporate interventions that target employee health beliefs.
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[bookmark: _Toc6428676]Improving Employee Preventative Health Care
A wellness program is an employer provided benefit that targets health promotion, health prevention, and disease management (Batorsky, Taylor, Huang, Liu, & Mattke, 2016). More specifically, a wellness program can provide screening measures to help detect chronic diseases in the workplace. Many employers provide a biometric health screen as a major component of their wellness program. The biometric health measurements can include body mass index (BMI), blood pressure, cholesterol, blood glucose, etc., and can be interpreted by a primary healthcare provider. 
Workplace wellness programs had the potential to reach more than 159 million workers across the United States (CDC, 2016b).  In 2015, a study revealed large firms (at least 200 employees) offered wellness programs to 66.4 million workers in the United States (Pollitz & Rae, 2016). With increased adoption of wellness programs in the workplace, abnormal biometric health measurements will be recorded. Over the past few decades, wellness programs have played a significant role in employee health. These services contribute to economic savings as well. For example, a yearly 1% risk reduction in blood pressure, weight, glucose, and cholesterol has shown to save an annual $83-$103 per individual (CDC, 2016b). 
Hypertension, diabetes, and hyperlipidemia are chronic diseases that correlate with many biometric health measurements that are often included in wellness programs. Chronic diseases affect the overall health of an employee in the workplace. They increase health-related expenses for the employer, decrease employee productivity, and contribute to employee work absences. Primary healthcare providers have extensive training to detect and manage chronic diseases in employees to increase quality of their health.

[bookmark: _Toc6428677]Background
Nationally, hypertension was diagnosed in 24.9% of those > 18 years of age in the United States (CDC & NCHS, 2016). Exclusively, the National Health Interview Survey indicated that 22.2% of those >18 years of age had hypertension and were employed (CDC & NCHS 2016). In 2016, hypertension contributed to 43,734 deaths in the United States (CDC & NCHS, 2017). Hypertension costs the nation $48.6 billion each year; this includes the cost of health care, medications, and missed days of work (CDC, 2016a). 
Chronic diseases, such as hypertension, can display no signs or symptoms. According to the CDC (2016b), full-time employees that acquire various chronic diseases missed 450 million more days of work each year compared to healthy employees. This has contributed to approximately $153 billion in lost productivity (CDC, 2016b). Exclusively, to the employer, productivity losses from missed work totaled approximately $1,685 per employee (CDC, 2016b). On a large-scale perspective, this cost employers $225.8 billion a year (CDC, 2016b). The wellness biometric health screen is vital for detecting chronic diseases in employees.
[bookmark: _Toc6428678]Local Need
A local need was identified by a multi-faceted company, Chief Industries, Inc. The human resource director, Lori Schuppan, reported a care gap for employee use of a preventative care visit following their wellness screen (personal communication, June 6, 2017). The wellness program encourages employees to bring their biometric health measurements to a primary healthcare provider for a wellness visit, which is 100% covered with a Chief Industries’ health insurance plan. “In 2016, 20% of Chief Industries’ employees, who participated in the health plan, followed up with a primary care provider regarding their results” (L. Schuppan, personal communication, June 6, 2017). “In 2017, only 37% of our members had a preventive care visit” (L. Schuppan, personal communication, May 1, 2018). The wellness program’s health fair was conducted in February/March 2018 and had 83% employee participation, which decreased from 86% participation in 2017 (L. Schuppan, personal communication, May 1, 2018). In regard to the 2018 health fair, 48 individuals had critical lab results demonstrating a 38% increase from 2017 (L. Schuppan, personal communication, May 1, 2018). Specific to hypertension, 13 employees had a critically high blood pressure and 30 employees had undiagnosed hypertension in 2018 (L. Schuppan, personal communication, May 1, 2018). 
[bookmark: _Toc6428679]Significance
Effective and efficient workplace wellness programs screen for chronic diseases and promote employee health management. The Centers for Disease Control has three specific goals for workplace wellness programs. These include: increase the number of employers that offer workplace wellness programs, improve the employer’s effort in the wellness programs, and set standard practices for workplace health (CDC, 2017). In 2013, the Health Enhancement Research Organization (HERO), American College of Occupational and Environmental Medicine (ACOEM), and Care Continuum Alliance (CCA) released a consensus statement about the formation of a successful workplace biometric health screening program. This statement emphasized a workplace health screening is not a replacement for a regular wellness visit with a primary healthcare provider (HERO, ACOEM, & CCA, 2013). According to HERO, ACOEM, and CCA (2013) the goal of an employee wellness screening is to reduce health risks, promote health, reduce health care costs, and improve employee productivity. Biometric health screenings are incorporated into the wellness program with an intent to refer employees to their primary healthcare provider for appropriate health diagnosis and management (HERO, ACOEM, & CCA, 2013). Business corporations should strategically place emphasis on the creation of successful wellness programs to promote employee health.
[bookmark: _Toc6428680]Statement Problem
Chronic diseases affect the overall health of an employee in the workplace, increase health-related employer expenses, decrease employee productivity, and contribute to work absences. Workplace wellness programs provide employees with biometric health measurements that can be interpreted and managed by a primary healthcare provider. Chief Industries, Inc. identified a concern about the lack of employee annual wellness visits after the health screening.
[bookmark: _Toc6428681]Purpose
The purpose of this quality improvement project was to increase employee annual wellness visits. Specifically, this outcome was defined as having a greater percentage of employees at Chief Industries, Inc. who reported an annual wellness visit in 2018 compared to 2017. This was accomplished by the following aims:  
1) identified barriers for employee underutilization of the wellness visit, 
2) designed and implemented modifications to the existing wellness program,
3) provided the company with wellness education,
4) and offered an evaluation plan for the wellness program.
[bookmark: _Toc6428682]Literature Review
The aim of this review was to examine the efficacy of the workplace wellness program and the possible barriers for employee annual wellness visits. Research findings were compiled to reflect current literature, contribute to existing information, and influence effective interventions to the wellness program. A literature search was conducted using the key concepts of barriers to primary health care and benefits of workplace wellness programs. The databases utilized were PubMed, Medline Complete, Google Scholar and CINAHL from 2013 to 2017. Inclusion criteria for research articles included persons 18 to 65 years of age to accurately reflect the workforce population. The key search words included: barriers to primary health care, patient health perspectives, employee health, employee productivity, workplace wellness programs, and outcome-based wellness incentives. The date range for publication was 2013-2017, which included 22 academic research articles.
[bookmark: _Toc6428683]Barriers for Employee Primary Health Care
Several structure components influence employee primary health care. Themes identified include: patient perspectives, finances, education, and access to primary care.
Patient perspectives. Beliefs drive individuals’ behaviors, especially in medical care. Donahue et al. (2014) conducted a qualitative study involving interviews with 41 adults with hypertension in the US “stroke belt” and explored their beliefs on hypertension. Consensus revealed patients lacked comprehension of blood pressure control, prevention of hypertension, and medication indications (Donahue et al., 2014). Johnson et al. (2017) conducted a multicenter qualitative study that explored fifteen primary care provider’s beliefs on hypertension management in young adults; and identified the most common belief of a hypertension diagnosis was the psychosocial consequence. Young adults do not want a label of “sick”; this perspective can discourage them from primary health care (Johnson et al., 2017). This research depicted a negative perception of hypertension, which discouraged management and treatment in the young adult population. Specific to employee beliefs in the workplace, Hill-Mey, Merrill, Kumpfer, Reel and Hyatt-Neville (2013) created a qualitative design that interviewed four focus groups comprised of 6-8 University of Utah employees per group. Questions concerning motivations, barriers, and perceived health benefits of the Worksite Health Promotion Program were examined. Non-enrolled employees expressed one of the greatest barriers of participation was the sense the program was a low priority (Hill-Mey et al., 2013).
Finances. Another patient variable identified was financial expenses. Mehrotral, Huckfeld, Haviland, Gascue, and Sood (2016) indicated a median price for an uncomplicated, established patient primary care office visit was between $60-$86. With insurance, the out-of-pocket cost for an office visit was $29 (Machlin & Adams, 2013). These financial implications can limit use of primary health care. Beech et al. (2017) evaluated the impact of a free primary care visit for new exchange enrollees in Mississippi in comparison to a control group of new exchange enrollees in Georgia and Tennessee that were not offered a health care visit in 2014 (Beech et al., 2017). Despite a free, non-preventive, primary healthcare visit, there was no significant change in primary health care seeking behaviors among the enrollee groups (Beech et al., 2017).
Education. Health education is a vital component of a primary healthcare provider’s description. Perl et al. (2015) conducted a randomized control study that evaluated a structured educational program for 256 hypertensive patients from 13 different centers. Of these hypertensive patients, 137 individuals participated in the intervention education program, which entailed: patient education with self-management promotion, primary healthcare education, team change, and clinician feedback (Perl et al., 2015). The subjects in the educational program demonstrated a greater median decrease in systolic blood pressure compared to the control group after six months, 139 (134-150) mm Hg vs. 150 (135-165) mm Hg, respectively (Perl et al., 2015). Education needs to be conveyed to the patient and presented in comprehendible methods. 
The health literacy needs of a patient should be evaluated by the primary healthcare provider when delivering education. In a qualitative study by Johnson et al. (2016), 42% of respondents reported hypertension education given at a clinic. If education pamphlets were distributed, >50% of respondents reported disposing the pamphlets before exiting the clinic (Johnson et at., 2016). Donahue et al. (2014) conducted a qualitative study that explored patients’ beliefs and discovered patients placed importance on education and communication from primary care physicians and nurses about hypertension. These studies illustrate the significance of patient education. Health education is a factor in a majority of workplace wellness programs. The qualitative research study by Hill-Mey et al. (2013) described a crucial weakness of the University of Utah wellness program. Employees expressed a general lack of knowledge about the extensive health services available through the wellness program at the University of Utah (Hill-Mey et al., 2013). It is essential for employees to understand their health benefits provided through a workplace wellness program.
Access to primary care. Access to primary health care can be a limitation for employees that work during normal business hours (8am-5pm), especially if they do not have paid time off (PTO). Derigne, Stoddard-Dare, Collins, and Quinn (2017) examined cross-sectional data from 13,545 employees (ages 18-64) from the 2015 National Health Interview Survey (NHIS) to establish if there was a correlation between employees having paid sick leave and obtaining preventative health services. The researchers found: adults without paid sick leave have a 3.8-9.7% increased risk of not receiving preventive health services compared to adults with paid sick leave (Derigne et al., 2017). Also, Derigne et al. (2017) discovered even though health insured employees are provided a free wellness screening, the primary barrier for the wellness screening was paid time off. Asfaw and Colopy (2017) also used the National Health Interview Survey (NHIS) from 2011-2015 and examined the association between a child’s use of preventative health care and a parent’s access to paid sick leave. For parents having access to paid sick leave, 84.91% of the children received an annual preventive care visit, compared to 80.36% of children with parents not having paid sick leave (Asfaw & Colopy, 2017). Employees must strategize scheduling a primary care visit with their work schedule and the clinic’s availability. For all states, the median wait time was six days for private insurance and seven days for Medicaid in 2014 (Rhodes, Kenney, & Friedman, 2014). Access to primary care can present a significant limitation for employees.
[bookmark: _Toc6428684]Wellness Program Benefits
Benefits of wellness programs have been demonstrated over the years. Themes identified include: employee health, employee productivity, return on investment, and outcome-based incentives.
Employee health. Employers strive for lower health insurance costs and increased productivity of employees. Therefore, workplace wellness programs were created to achieve a greater percentage of healthy employees. A main component of a wellness program is the biometric health screen. A study by Fu, Bradley, Viswanathan, Chan and Stampfer (2016) evaluated a large company’s wellness program and discovered employee biometric health measurements improved within three to five years after participation in the wellness program. The biometric health measurements included: body mass index (BMI), cholesterol, blood glucose, blood pressure, and nicotine. An average of 26,388 employees participated in the biometric health screenings; after one year, a decrease occurred in BMI (1%), glucose (8%), blood pressure (systolic 9%, diastolic 8%), and total cholesterol (8%) (Fu et al., 2016). Blood pressure, glucose, and total cholesterol had the most significant decrease of all the biometric health measurements.  Fu et al. (2016) determined it is effective to promote health screenings in wellness programs because the financial incentive biometric assessment program improved their health indicators (Fu et al., 2016). 
Another study conducted by White, Hartley, and Ozminkowski (2015) examined the association between corporate wellness program participation and employee health risks. Participants were selected from Optum’s employer client book of business and included 173,901 employees and eligible spouses, ranging from 18 to 64 years of age (White et al., 2015). The health-risk appraisals and wellness program participation records were used to assess changes in seven health risks including: blood pressure, body weight, cholesterol level, nutrition, physical inactivity, stress, and tobacco use. Employees that participated in multiple wellness programs decreased their risk reduction in these categories. High-risk employees that participated in a coaching program were found to significantly lower five of the seven health risks compared to the control group (White et al., 2015). Specifically, for employees that participated exclusively in the biometric health screen, high blood pressure had a 42.6% decrease in risk level (White et al., 2015). Current literature supports reduction in health risks with wellness program participation.
Employee productivity. In a 2015 poll, data was derived from two nationally representative surveys of employers and employees (McCleary et al., 2017).  The employer survey targeted key stakeholders in employee benefits at 1,500 businesses in the United States, while the employee survey was administered to 4,611 adults in the United States, 18 to 64 years of age (McCleary et al., 2017). More than three-fourths of employers with wellness programs reported positive effects on worker’s health (83.6%) and performance/productivity (83.3%) (McCleary et al., 2017).  In regard to productivity, Jinnett, Schwatka, Tenney, Brockbank, and Newman (2017) examined 16,926 employees enrolled in wellness programs in Colorado. The researchers measured work productivity in terms of absenteeism and presenteeism. The average number of chronic conditions per worker was 3.5 (Jinnett et al., 2017). As the worker’s number of chronic diseases increased, so did the level of absenteeism and lack of productivity. Jinnett et al. (2017) found an employee with a difficult physical job, chronic disease, and worker’s compensation claims cost $764 more in absenteeism costs a year compared to an employee with a difficult physical job and no chronic diseases or worker’s compensation claims. A similar research article conducted by Asay, Roy, Lang, Payne, and Howard (2016) compared absenteeism and employer costs associated with chronic disease and risk factors in the United States. Asay et al. (2016) analyzed absenteeism from 2008-2011 using sample respondents, 18 to 64 years of age, from the Truven Health MarketScan database. The researchers found a correlation between the number of chronic health conditions an employee reported and the predicted missed annual work days. Individuals with 4 or 5 chronic health conditions missed 8.6 days of work compared to individuals with 0 or 1 chronic health conditions that missed 2.0 days of work (Asay et al., 2016). Specific to hypertension, Unmuessig, Fishman, Vrijhoef, Elissen, and Grossman (2015) examined the correlation between controlled hypertension and uncontrolled hypertension with workplace productivity in 9,000 Group Health Corporation employees. An estimated 548.1 hours per 1,000 employees were lost to absenteeism among employees with uncontrolled hypertension compared to 234.7 hours per 1,000 employees with controlled hypertension (Unmuessig et al., 2015). Lost employee productivity hours from chronic health conditions can be a major expense to the employer. 
Return on investment. A positive return on investment (ROI) from the wellness program is an employer goal. Dement, Epling, Joyner and Cavanaugh (2015) evaluated a health promotion program at a large university that used a retrospective, observational cohort design to compare 3,829 health promotion program participants and 6,617 control participants. The mean total monthly health care costs were approximately $35.1 less for the health promotion participants compared to the control participants (Dement et al., 2015). The ROI was approximately $2.53 for every dollar spent on the health promotion program at the university (Dement et al., 2015). Another wellness program’s ROI was examined at a large grocery retail that employed 22,000 employees from 2007 to 2011 (Light, Kline, Drosky, & Chapman, 2015). The wellness program participants’ ROI was $4.33 for every dollar spent on the wellness program (Light et al., 2015). Wellness programs have a positive ROI for the employer.
Outcome-based incentives. Many employees receive incentives or reimbursements for participation in a wellness program. Results of the 2015 Harris Poll Nielsen survey revealed 72.1% of employees felt they should be given lower insurance premiums for participation in a wellness program (McCleary et al., 2017).  Mattke et al. (2015) used data from the 2012 RAND Employer Survey, which is a national United States employer survey. Although the response rate was 19%, this included 589 private sector business employers. For employers who did not use incentives, only a 20% median participation rate from employees was exhibited compared to a 40% median participation rate if monetary or nonmonetary incentives were used (Mattke et al., 2015). Data from the same 2012 RAND Employer survey was examined by Batorsky, Taylor, Huang, Liu, and Mattke (2016), in which incentives and participation in wellness programs were examined. There was an 18% increase in participation rates in programs that used incentive rewards (49%) compared to those that did not use incentive rewards (31%) (Batorsky et al., 2016). Contradictory, Patel et al. (2016) found a $550 premium health insurance discount was not effective in promoting weight loss in employees at the University of Pennsylvania Health System. Barleen et al. (2017) examined whether workplace wellness program participation and achievement of health indices differed according to various incentives. The sample consisted of 121,908 individuals that completed a biometric health screen in 2013 and 2014. No significant differences were found between the various incentive type groups that were categorized by participation-based, hybrid, outcome-based, and no incentive. This suggested employers should not assume incentives will increase program participation or increase health biometric health indices (Barleen et al. 2017). With conflicting evidence, the current literature provides inconclusive data on specific financial benefits and their effectiveness in a wellness program.
Review of the literature indicates workplace wellness programs are beneficial to the health of the employee, increase employee productivity, and increase the return on investment for the employer. There is conflicting research for benefits of outcome-based incentives in workplace wellness programs. Also, the current literature suggests barriers for employee primary health care include: patient perspectives, finances, education, and access to care. However, differing methodological studies challenge a confident consensus statement of these barriers. 
A knowledge gap exists for specific barriers of employee annual wellness visits. Identification of the foremost barriers provided relevant evidence to implement effective interventions to the local company’s wellness program. Chronic diseases can be identified and managed by increasing employee annual wellness visits. This quality improvement project incorporated key concepts identified in the literature review and addressed the main barriers of annual employee wellness visits.
[bookmark: _Toc6428685]Evidence Based Practice Model
Many health facilities have used the Health Belief Model with development of a wellness program. This conceptual framework has helped researchers understand health behaviors in the human population. The concept has influenced positive health activities by accentuating the desire to avoid negative health consequences. 
The Health Belief Model has six key concepts to explain health behaviors. These concepts include: perceived susceptibility, perceived severity, perceived benefits, perceived barriers, cues to action, and self-efficacy (Rosenstock, 1974). First, the individual needs to believe they have a chance of contracting the condition or disease, along with comprehension of the seriousness of the negative health behavior. Next, they need to believe the advised action will reduce their risk of contracting the negative health condition. The barriers can be reduced with certain strategies, e.g., incentives, assistance, education; and then a plan can be developed. Lastly, confidence is promoted in the individual by providing health recommendations and positive reinforcements (Rosenstock, 1974).
This theoretical framework model was used to target and improve health behaviors in employees. A survey was created to investigate barriers of employee annual wellness visits. Interventions were designed and implemented to the company’s wellness program based on the survey’s results. Education was devised for the company to promote the wellness visit.
[bookmark: _Toc6428686]Methods
[bookmark: _Toc6428687]Design
[bookmark: _Toc6428688]A descriptive cross-sectional design was conducted, as part of a quality improvement project, to identify modifiable factors and implement effective interventions to the wellness program at Chief Industries, Inc. An anonymous paper survey was issued to employees at Chief Industries, Inc. in August 2018. The survey collected data about demographic characteristics, wellness program participation, health insurance enrollment, barriers of employee wellness visits, and wellness visit completion in 2017. The human resource contacts disseminated surveys and returned completed surveys to the human resource director.
[bookmark: _Toc6428689]The survey results influenced nation-wide interventions that were implemented to the wellness program from October 1, 2018-December 31, 2018. The initial intervention included a health education section in the Chief Private Times (monthly newsletter). It reinforced preventative health care, along with the annual wellness visit was 100% covered with the insurance plan. Next, the open enrollment benefits guide incorporated additional wellness education, detailed descriptions of preventative care tests, and the website link to in-network healthcare providers. Lastly, reminder magnets were distributed to employees.
[bookmark: _Toc6428690]After the completion of 2018, with the assistance of the human resource director, secondary quantitative data was retrieved from the health plan. De-identified data was used to compare 2017 and 2018 wellness visits of enrolled employees to assess the interventions.
[bookmark: _Toc6428691]Setting
Chief Industries, Inc. is a multi-faceted company involved in product manufacturing and service production. There are several divisions at Chief Industries, Inc. which include: BonnaVilla, Chief Agri, Chief Buildings, Chief Carriers, Inc., Chief Construction Company, Chief Ethanol Fuels, Inc., Chief Fabrication, and Chief Corporate headquarters. Chief Industries, Inc. is located in Grand Island, Hastings, Kearney, Aurora, Lexington, Lincoln, and Omaha, Nebraska, along with locations in Atwood and Rensselear, Indiana, the United Kingdom, and France. Altogether, the company employs approximately 1,300 employees. The majority of employees are located in Grand Island, Nebraska. Chief Industries, Inc. is ranked the 7th largest employer in Grand Island, Nebraska with 650 employees (GIAEDC, 2018). 
[bookmark: _Toc6428692]Population/Sample/Sampling Procedure
Chief Industries, Inc. had a total of 1,282 employees in August 2018. Convenience sampling was used, and a paper survey was distributed to 1,233 Chief Industries, Inc. employees. Exclusion criteria included: (a) international employees and (b) less than 18 years of age. Employees less than 18 years of age at Chief Industries, Inc. were classified as seasonal employees and not eligible to participate in the wellness program.
[bookmark: _Toc6428693]Ethical Considerations
Written permission was obtained from Chief Industries, Inc. (Appendix A), along with approval from the Creighton University Institutional Review Board (IRB). The project was deemed quality improvement and no oversight was required (Appendix B). With completion of the anonymous survey, implied consent was attained from the employees. There was no coercion or deceptive data collection from participants. All potential participants were informed of the purpose, methods, and use of data prior to survey completion. Participants were informed to not provide identifying information on the paper survey. The data was collected and entered in to an excel spreadsheet for analysis. The secondary quantitative aggregate data that was retrieved did not include employee identification information, but rather collective results from the health plan. The data was safely stored on a password protected device. 
[bookmark: _Toc6428694]Measurement Methods
[bookmark: _Toc6428695]The Employee Wellness Program survey included 12 questions, which consisted of 10 multiple-choice questions, 1 fill-in-the-blank question, and 1 open-ended question (Appendix C). Employee demographic characteristics, wellness program participation, health insurance enrollment, wellness visit completion, comments on the wellness program, and barriers of the annual wellness visit were examined. From the literature, themes emerged for barriers of employee primary health care. The barriers appeared on a survey question. The question was posed as follows: Why did you not attend a wellness visit with a primary care provider in 2017? Participants could select: I am healthy and my health fair results were normal; financial cost; I did not realize a wellness visit is 100% covered under a health insurance plan; unable to use paid time off (PTO), non-flexible work schedule; I do not have a regular doctor; not applicable (I had a wellness visit in 2017), or not employed by Chief Industries, Inc. in 2017.
[bookmark: _Toc6428696]Data Collection 
[bookmark: _Toc6428697]Data was collected from anonymous paper surveys distributed to employees at Chief Industries, Inc by human resource contacts. A brief description of the survey’s intent was provided to the human resource contacts. To increase the response rate, two reminder emails were sent to the human resource director at one week and two weeks after the survey was issued. The survey data collection period lasted three weeks. The human resource contacts returned completed surveys to the human resource director. The de-identified survey data was entered into an excel spreadsheet. De-identified summative data from the health plan was provided by the human resource director. All data was safely stored on a password protected device.
[bookmark: _Toc6428698]Data Analysis
The survey was coded and responses recorded in an excel spreadsheet. The comments were recorded and examined for further feedback.  Descriptive statistics were developed to describe the data. Tables and figures illustrated the survey’s data. De-identified summative data from the health plan was provided by the human resource director to compare 2017 and 2018 employee annual wellness visits.
[bookmark: _Toc6428699]Results
[bookmark: OLE_LINK1][bookmark: OLE_LINK2][bookmark: _Toc6428700]Chief Industries, Inc. had a total of 1,282 employees in 2018. With the exclusion of the international employees in the United Kingdom and France, there were 1,233 employees included in the sample population. There were 681 surveys completed, which resulted in a 55.2% survey response rate. The majority of participants were full-time employees (n=674; 99%).
                                       Table 1: Participant Demographics
	Employment Status
	Responses

	Full-time
	674

	Part-time
	7

	Chief Industries Inc. Divisions
	Responses

	BonnaVilla
	87

	Chief Agri
	123

	Chief Buildings
	218

	Chief Carriers, Inc.
	20

	Chief Construction Company
	34

	Chief Ethanol Fuels, Inc.
	83

	Chief Fabrication
	76

	Chief Corporate
	38

	Gender
	Responses

	Male
	557

	Female
	117

	Transgender
	2

	Other
	1

	Prefer not to say
	2

	Race/Ethnicity
	Responses

	American Indian/Alaskan Native
	4

	Hispanic
	65

	African American
	6

	Asian/Pacific Islander
	13

	Caucasian
	583

	Other
	8

	Primary Language
	Responses

	English
	629

	Spanish
	41

	French
	0

	German
	1

	Vietnamese
	8

	Chinese
	0

	Other
	1

	Age
	 

	Mean
	45.56495468

	Standard Error
	0.486788369

	Median
	46

	Mode
	56

	Standard Deviation
	12.52475352

	Count
	662


[bookmark: _Toc6428701]The participants ranged from 18 to 75 years of age, with an average age of 46 years. Predominately, the participant group was male (n=557; 82%), Caucasian (n=583; 86%), and English was the primary language (n=629; 92%) (Table 1).
[bookmark: _Toc6428702]The majority of employees participated in the wellness program at Chief Industries, Inc. (n=581; 85%). Also, the majority of employees responded they have health insurance coverage through Chief Industries, Inc. (n=541, 79%), while 8% (n=53) were covered under a spouse’s health plan, 5% (n=34) were covered under another health plan, and 2% (n=15) reported no health insurance coverage (Table 2).
[bookmark: _Toc6428703]With the exclusion of 42 participants that were not employed by Chief Industries, Inc. in 2017, 311 participants (46%) indicated they did not bring or discuss their health fair results with a primary care provider in 2017 (Table 3).

[bookmark: _Toc6428704]Table 2: Survey Results
	Participation in Wellness Program
	Responses

	Yes
	581

	No
	94

	Chief Industries, Inc. Health Insurance Plan 
	Responses

	Yes
	573

	No
	104

	Health Insurance Status
	Responses

	Covered under spouse's health plan
	53

	Covered under another health plan
	34

	Uninsured
	15

	Chief Industries, Inc. health plan
	541


[bookmark: _Toc6428705]The results of the key question excluded a total of 305 responses, which included 253 participants not employed by Chief Industries, Inc. in 2017 and 52 participants that had a wellness visit in 2017. Of the included 252 participant responses, almost half (47%) indicated the main reason for not attending a wellness visit in 2017 was: I am healthy and my health fair results were normal (n=119), 28% (n=70) I do not have a regular doctor, 15% (n=38) I did not realize a wellness visit was 100% covered under a health insurance plan, 6% (n=16) financial costs, and 4% (n=9) unable to use paid time off (PTO), non-flexible work schedule (Figure 1).
[bookmark: _Toc6428706]Table 3: Survey Results Key Questions
	Bring/Discuss Health Fair Results with Provider in a 2017 Wellness Visit
	Responses

	Yes
	314

	No
	311

	Not employed by Chief Industries, Inc. in 2017
	42

	Reason For Not Attending a 2017 Wellness Visit
	Responses

	I am healthy and my health fair results were normal
	119

	Financial costs
	16

	I did not realize a wellness visit is 100% covered under a health insurance plan
	38

	Unable to use paid time off (PTO), Non-flexible work schedule
	9

	I do not have a regular doctor
	70

	N/a (I had a wellness visit in 2017)
	253

	Not employed by Chief Industries, Inc. in 2017
	52







[bookmark: _Toc6428707]Figure 1. Barriers to the Employee Wellness Visit.
[bookmark: _Toc6428708]
[bookmark: _Toc6428709]Note. Percentages derived from the key question, n= 252.

[bookmark: _Toc6428710]Secondary quantitative data indicated 37% of employees that received health care coverage through a Chief Industries, Inc. health plan had a preventative healthcare visit in 2017. The findings from the Employee Wellness Program survey guided interventions to the wellness program for 2018. The health plan data indicated that 40% of Chief Industries, Inc. employees had a preventative healthcare visit in 2018.
Discussion

For employees, many barriers present as a restraint to preventative health care. The survey findings revealed the main barrier resulted from patient perspectives. The majority of employees expressed they feel healthy and their health results were normal; therefore, a wellness visit was not warranted. The lack of perceived need for health care and negative perception of chronic disease can limit the use of primary health care. 
From these findings, nation-wide interventions were implemented to the wellness program that primarily focused on preventative care. The monthly newsletter highlighted that under the Affordable Care Act (ACA), preventative care is 100% covered with a health insurance plan, which included no co-payments. For those individuals who did not have a primary healthcare provider, the health plan’s website link was provided to find an in-network provider. It emphasized it was not too late to receive a free wellness visit before the end of the year. As most employees had access to the newsletter, this was a great modality to reach all employees at the company. The open enrollment benefits guide included more information about preventative health care and provided detailed descriptions about the lab tests and screenings that were performed. By providing the proper education about the screening tests, this prompted individuals to complete an annual wellness visit. The reminder magnet provided a constant cue to employees to obtain their wellness visit before the end of the year. The extensive health education provided the employees the confidence to complete their wellness visit.
Local interventions aligned with the Health Belief Model. For example, employees were provided information about hypertension and assessing their risk of having a cardiac event. This material was provided during the health fairs in January-February 2019. The ASCVD Risk Calculator can be used to estimate your risk of a heart attack, heart disease, and stroke (American College of Cardiology, 2018). The calculator provides a 10-year-risk estimate for individuals 40 to 79 years of age. For individuals 20-59 years of age, the tool provides a lifetime risk estimate (American College of Cardiology, 2018). Employees were informed the online calculator could help initiate a conversation with their primary care provider about “heart healthy” interventions at their next annual wellness visit. The calculated risk of an adverse cardiac event allows individuals to be cognizant of their risk percentage of having a heart attack, heart disease, or a stroke.
Regarding the second main barrier to employee annual wellness visits, individual primary care clinic information was provided at a majority of the health fairs in January-February 2019. This intervention connected employees to primary health care providers in the local community. Many employees had not established primary care at a clinic and would utilize urgent care clinics that did not provide preventative health care services.
From the health plan statistics, the interventions increased the percentage of employee annual wellness visits in 2018. Even though it was a small increase in the percentage, the learned knowledge and interventions should increase the percentage of employee annual wellness visits completed in 2019. 
Implications for Practice
These findings have implications for occupational health nurses, health care providers, and employers who design, implement, and maintain workplace wellness programs. No prior literature has examined barriers of employee annual wellness visits; therefore, the findings could not be compared. Further research should be conducted to examine the barriers for employee annual wellness visits. Occupational health research should continue to examine the benefits of a wellness program to the employer and employee. 
Most importantly, primary health care providers can acknowledge these findings to decrease barriers in preventative health care. The option to have an on-site health care provider, such as a nurse practitioner, could improve access to care, especially preventative healthcare services. This decreases the constraints of a non-flexible work schedule for the employee. The health care provider can provide education at the job site, which is critical to influence employee health beliefs. A partnership with a nurse practitioner is beneficial because of the extensive training in health promotion and disease prevention. It is imperative to address employee health to improve overall population health. 
Applying Research to Practice
Wellness programs provide employees with biometric health measurements that can indicate various chronic diseases. The results should be interpreted and managed by a primary healthcare provider. The examined barriers of employee annual wellness visits found individual perspectives highly influenced medical care decisions. The Health Belief Model can be used as a framework to influence health activities in a wellness program.
Limitations 
By using a convenience sampling method, an internal threat to validity was posed by nonrandom selection. Also, the health plan data did not include all employees at Chief Industries, Inc., therefore, the measured outcome may not be a true representation. Lastly, the interventions were implemented in a short period of time. Therefore, this did not allow for an accurate evaluation of the measured outcomes.
Conclusion
Interventions to increase employee annual wellness visits were established to sustain improvements in future years. The exploration of  barriers to annual wellness visits provided crucial knowledge for the local wellness program, in which the human resource department at Chief Industries, Inc. can utilize. The company will be able to examine the health plan data to evaluate the wellness program at quarter intervals throughout the year.
This project demonstrated wellness program interventions that influenced health care perspectives and improved employee annual preventative healthcare visits. Workplace wellness programs are beneficial to the health of the employee, increase employee productivity, and increase the return on investment for the employer. Effective wellness programs should incorporate interventions that target health beliefs of employees.
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07/07/2018

To Creighton University IRB:

We are familiar with Michaela Ostdiek’s DNP Scholarly Project entitled “Improving Employee Preventative Primary Care After a Wellness Screening” and express support for the project to be conducted at Chief Industries, Inc. in 2018-2019. Chief Industries, Inc. is highly supportive of the efforts dedicated to improving the delivery of health care to employees.  We understand that Chief Industries, Inc.’s involvement will be listed in the quality improvement project and will be expected to provide de-identified secondary data to the researcher to evaluate the outcome of this project. It is permitted to use the necessary stakeholder’s names that are involved on the project’s team knowing that the DNP project and outcomes will be disseminated to a larger audience.

We understand this quality improvement project will be carried out following sound ethical principles, that participant involvement in this study is strictly voluntary, and that confidentiality of participants’ data is ensured, as described in the proposal.

Therefore, as a representative of Chief Industries, Inc., I agree that Michaela Ostdiek’s quality improvement project endeavors may list Chief Industries, Inc.

[bookmark: _Toc6428714]We look forward to the results of this quality improvement project.

With kind regards,
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Employee Wellness Program Survey
1. What is your employment status at Chief Industries, Inc.?
a) Full-time employee
b) Part-time employee

2. Which division of Chief Industries are you currently employed?
a) BonnaVilla
b) Chief Agri
c) Chief Buildings
d) Chief Carriers, Inc.
e) Chief Construction Company
f) Chief Ethanol Fuels, Inc.
g) Chief Fabrication
h) Chief Corporate 

3. What is your age? _______

4. What is your gender?
a) Male
b) Female
c) Transgender
d) Other
e) Prefer not to say

5. Which race/ethnicity best describes you? (Please choose one.)
a) American Indian or Alaskan Native
b) Hispanic American
c) Black or African American
d) Asian/Pacific Islander
e) White/Caucasian
f) Other

6. What is your primary language?
a) English
b) Spanish
c) French
d) German
e) Vietnamese
f) Chinese
g) Other



7. Do you participate in the wellness program? (i.e., blood tests, blood pressure taken, etc.)
a) Yes
b) No

8. Do you have a health insurance plan through Chief Industries, Inc.?
a) Yes
b) No

9. If you answered no to question # 8, are you:
a) Covered under a spouse’s health plan
b) Covered under another health plan
c) Uninsured
d) N/a (Enrolled in a Chief Industries, Inc. health insurance plan)

10. Did you bring or discuss your health fair results (bloodwork tests, blood pressure measurement, etc.) with a primary care provider in a wellness visit in 2017? (last year)
a) Yes
b) No
c) Not employed by Chief Industries, Inc. in 2017

11. Why did you not attend a wellness visit with a primary care provider in 2017?
a) I am healthy and my health fair results were normal
b) Financial cost
c) I did not realize a wellness visit is 100% covered under a health insurance plan
d) Unable to use paid time off (PTO), Non-flexible work schedule
e) I do not have a regular doctor
f) N/a (I had a wellness visit in 2017)
g) Not employed by Chief Industries, Inc. in 2017

12. Please provide comments for the current wellness program.








Barriers to the Employee Wellness Visit

Percentages	
Unable to use PTO,  Non-flexible work schedule
[PERCENTAGE]



I am healthy and my health fair results were normal	Financial costs	I did not realize a wellness visit is 100% covered under a health insurance plan	Unable to use paid time off (PTO), Non-flexible work schedule	I do not have a regular doctor	0.47222219999999998	6.3492060000000003E-2	0.15079365	3.5714290000000003E-2	0.27777777999999997	
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To: Michaela Ostdiek

FROM: Creighton University IRB-02 Social Behavioral

PROJECT TITLE: [1293187-1] Improving Employee Healthcare After a Wellness Screer

SUBMISSION TYPE: New Project

ACTION: IRB REVIEW IS NOT REQUIRED
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EXPIRATION DATE:

TYPE OF REVIEW: Administrative Review

Thank you for your submission of New Project materials for this project. The following items were
reviewed in this submission:
« Creighton - IRB Application Form - Creighton - IRB Application Form (UPDATED: 07/14/2018)
« Investigator Agreement - DNP Letter of Agreement 7-7-18.docx (UPDATED: 07/14/2018)
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