
Editor’s Notes

My Last Lecture

Abstract

In celebration of my final comments as editor in chief of the American Journal of Health Promotion, I offer reflections on the importance of
workplace health promotion, the impact of financial incentives on program effectiveness and financial sustainability, return on investment
(ROI) analysis, reducing the federal debt by improving health, balancing high technology approaches with human touch, focusing on passions
and sense of purpose, and nurturing a loving and caring community of professionals.

This issue, Volume 30, Number 8, of the American Journal of

Health Promotion, published in November 2016, is the last one

for which I will serve as editor in chief. My first, Volume 1,

Number 1, was published in June 1986, 176 issues, 30 years

and 5 months ago.

Given that this is my last issue; I am going to invoke a

privilege that is sometimes bestowed upon esteemed professors

in academia; the honor of presenting a ‘‘Last Lecture.’’ Last

lectures allow the professor the opportunity to share wisdom

that has accumulated over a decades-long brilliant career, and

insights that can serve as foundation building blocks for stu-

dents constructing their careers and against which colleagues

can compare their own contributions to knowledge and society.

Sometimes last lectures do meet those lofty standards. Other

times, they confirm that it is indeed time for the professor to

retire. The message is greeted with vociferous and sincere heart

felt applause and celebration in either case. My goal with this

editorial is to fall somewhere in the middle on the performance

and importance spectrum, and my hope is that it will be greeted

with vociferous and sincere heart felt applause and celebration,

not for me, but for all that our field has accomplished in the past

30 years. Rather than trying to weave a coherent single mes-

sage, I would like to reflect on several somewhat unrelated

points, some tactical, some aspirational, and some existential,

in a rambling fashion.

Workplace health promotion Is indeed the best thing since

sliced bread. After nearly 4 decades of studying, designing, and

managing workplace health promotion programs, I still think it is

one of the best concepts that has emerged in health care in the

past century, up there with vaccines, sanitation, and antibiotics. I

come to this conclusion after examining it from the 3 areas in

which I have formal training—hospital management, business,

and public health. In hospital management, our core goal is to

provide the highest quality medical care in the most efficient and

cost-effective way. Workplace health promotion programs cer-

tainly meet that standard. The annual health screening and feed-

back provided at the front end of a typical program costs $US25

to $US75. The same screening and feedback might cost $US250

to $US500 if offered by a clinic or hospital. From a business

perspective, health promotion programs offer an employee ben-

efit that can, if done right, improve health, quality of life, and

sense of community; help attract and retain talented employees;

enhance productivity, and more than pay for itself in measure-

able medical care cost savings. In all seriousness, I have never

seen another employee benefit that can meet those standards.

Finally, from a public heath perspective, and this is the most

important to me, workplace health promotion programs are one

of the most cost-effective ways to improve the health of the

population. First, they focus on the factors that can prevent

80% of all diseases: tobacco use, physical inactivity, and nutri-

tion.1 Second, the concentration of a large group in the relatively

stable environment of a workplace makes it possible to engage a

large group of people in complex health campaigns in a suppor-

tive community over an extended period of time and thus allow

people to cycle through the cognitive, emotional, and behavioral

processes necessary to make lasting behavior changes. Further-

more, the cost, from the perspective of the public health com-

munity, is zero because the funding comes from the employer,

not the government or a foundation.

Note that I said the concept is brilliant, not that most pro-

grams achieve their potential in reality. I have seen programs

that have detected early stage preventable cancers, reversed

heart disease and diabetes, helped people through the most dif-

ficult times of their lives and given them a reason to want to live,

become the focal point that allows an organization to develop a

sense of community, made organizations the most popular place

in town to work, and eliminated annual increases in medical

costs and employee health plan premiums for several years.

I have also seen many programs that are too superficial to

have any impact on health or cost and a few that dispensed

incorrect and even dangerous health information and were so

poorly managed that they alienated large portions of the pop-

ulation because they made sick people feel disrespected. My

unscientific guess is that only 5% to 10% of the programs

follow the best practice standards necessary to make a signif-

icant impact on population health or change organization cost

trends.2 The concept is solid, but we still need to figure out how

to motivate every employer to implement a program, and to

follow best practice standards in doing so.

Financial Incentives authorized by the Affordable Care Act

have the potential to transform workplace health promo-

tion. Section 2705 of Title I in the Patient Protection and
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Affordable Care Act passed in 20103 provided legal statute

authorizing employers to have differential health plan pre-

miums for employees based on their participation in health

promotion programs and their success in achieving health

goals. Implementation of these provisions has the potential

to rapidly expand and transform workplace health promotion

programs. However, I suspect that their biggest impact will not

be in motivating people to practice healthy lifestyle but in

providing a mechanism to finance comprehensive programs.

The statute and subsequent regulations allow employers to

finance the entire cost of incentives and comprehensive health

promotion programs by building their cost into the health plan

premiums. This allows the program to have a positive ROI in

the first year, even if it does not improve health or change

utilization of medical care. Expressed differently, the regula-

tions allow employers to shift the cost of the health promotion

program from the employer to the employees but do so in such

a way that reduces the burden on employees who are doing

everything possible to practice healthy lifestyle and are achiev-

ing health goals, and reduces the extent to which those employ-

ees are forced to subsidize those who are not. Theoretically, it

also provides a mechanism to reduce the burden on those who

are not practicing healthy lifestyles by allowing them to earn

back lower premiums through participating in programs and

meeting a ‘‘reasonable alternative standard’’ of outcome goals

when they are not able to meet the initial goal.

The other important impact of the financial incentives will

be to nudge people to participate in programs. Some will join

with joy and excitement, and others will come kicking and

screaming with resentment, but most, maybe 90%4 will join

if they have the opportunity to reduce their health plan pre-

miums by $US1000 or more.

I hope I am wrong, but my expectations are low that these

financial incentives will have much impact on motivating peo-

ple to changes their health behaviors. My primary expertise is

not the science of Skinnerian behavior modification, but I trust

the repeated admonitions from my professors in graduate

school, and contemporary psychologists who continue to say

that the science is not sufficiently well developed to guide even

the most well-informed experts in how to design and imple-

ment financial incentives to successfully motivate people to

move through the many cognitive, affective, and behavioral

processes necessary for most lasting health behavior changes.

Instead, my opinion is that programs will be successful in

stimulating health behavior change only if they follow best

practice standards in improving awareness of the links between

lifestyle and health, enhancing motivation to practice healthy

lifestyle, building the skills necessary to change behavior, and

creating opportunities to practice healthy lifestyle.5

One spin-off benefit of the implementation of so many

financial incentive programs may be a lot of data that can be

analyzed to improve both our underlying scientific knowledge

and our best practice strategies to implement incentive pro-

grams. If so, in another decade, or maybe sooner, we may have

a solid foundation to guide the development of financial incen-

tives that motivate people to change complex health behaviors.

The Return on Investment (ROI) from workplace health

promotion programs is very strong, but we may want to

reduce expectations and shift our focus to Return on Allo-

cated Assets (ROAR). I feel confident saying this from the

perspective of the quality of methodology used in the published

literature, the outcomes achieved to date, and the ability of

employers to achieve a positive ROI if that is a priority. The

highest quality studies on the financial ROI of workplace

health promotion programs use quasi-experimental designs

with propensity score matching of participants and nonpartici-

pants, measure medical costs at the individual level claims for

tens of thousands of employees over a series of years before

and during the program, use sophisticated protocols to handle

missing data, and use a combination of parametric and non-

parametric statistics to account for complex data distribu-

tions.6 Dozens of high quality studies have been conducted.

The overall quality of these studies is good, not excellent, but

exceeds the level of quality of ROI analysis for any other

public health investment and any other human resource ben-

efits. I suspect they also exceed the level of quality for ROI

studies on medical care procedures with similar costs, and for

90% of all ROI analysis for business investments of any kind.

Most importantly, they meet the standard required by any

employer for an investment of this order of magnitude.

In addition to having high-quality study methodology, most

programs reported in the scientific literature save money, a high

percentage of programs save more than they cost, and some save

a remarkable amount. A systematic review of the literature on

ROI studies that also critiqued the quality of the studies found

that programs produced savings in 46 (97%) of 47 cases and the

savings exceeded the program costs in 41 (87%) of 47 cases.7

Among the 25 programs that measured medical claim cost

directly, the ROI was 3.74, a return that is rarely achieved by

any business investment in a commercial product, let alone an

employee benefit. It is important to note that we do not expect all

programs to save money. Indeed, we do not expect superficial or

poorly designed or managed programs to have any impact on

health or anything else. It is also important to point out that many

thousands of programs have been implemented but most have

not conducted formal ROI analyses and only 47 have published

their findings. We cannot extrapolate the findings of 47 studies

to the entire field of workplace health promotion; we cannot say

that 97% of programs will save money or even that 97% of

programs have saved money. What we can say is that at least

41 programs have documented that their programs saved more

than they cost. I am not aware of any other treatment in all of

health care or any employee benefit program that can make a

stronger claim.

Perhaps most importantly, if saving money through the

health promotion program is the employer’s top priority, a

positive ROI can be virtually guaranteed by implementing the

program in conjunction with benefits policy changes including

not hiring smokers, building the cost of the program into the

health plan premium through an outcome-based incentive pro-

gram, and requiring employees to pass a job-specific fitness

test before confirming employment.8 Some may argue that
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benefits changes of this nature are not health promotion pro-

grams per se, which is a valid argument, however, the counter

argument is that a health promotion program provides a posi-

tive context in which to implement policies that might other-

wise not be acceptable.

Despite my positive comments above, we have a lot of room

for progress in examining the ROI of workplace health promo-

tion programs. First, we do not know which programs will pro-

duce a positive ROI. We also don’t know whether the programs

that produce the best health outcomes also produce the best ROI.

This prevents us from designing programs to achieve the best

ROI. Second, our analyses usually do not capture the indirect

costs of programs and rarely capture savings beyond medical

care costs. Savings from enhanced productivity may be greater

than those from medical care costs, and enhancements in quality

of life of participants will be more important in attracting and

retaining the best employees and making the world a better place.

For this reason, I have advocated an approach called Return On

Allocated Resources (ROAR), to help us capture all the direct

and indirect costs, all the tangible and nontangible costs and to

help us remember to focus our programs on enhancing quality of

life, on making people roar because they feel great!9

Perhaps the most important shift we need to make in this

area is changing our expectations related to the return on our

investment. Employers invest thousands of dollars per

employee in efforts to improve their health, ability to work,

and quality of life, with no expectation of a direct measureable

financial return. Do we really need to tell employers that a

health promotion program will save more than it costs? If it

breaks even, it will produce a better return than any other

employee benefit. Perhaps an ROI of 1:1 should be our goal.

Workplace Health Promotion may play a critical role in

preserving civilization as we know it. Yes, I am serious, and

no, I am not self-absorbed in an alternate reality.

The 2016 Long Term Budget Outlook10 released in July

2016 by the non-partisan Congressional Budget Office(CBO)

warned that federal debt is now projected to grow from 75%
of gross domestic product (GDP) in 2016 to 141% by 2046.

CBO has drawn similar conclusions in each of its Long-Term

Budget Outlook reports since 2011, but projections have wor-

sened in the 2016 report because of recent federal income tax

cuts. Increases in federal spending on Medicare, Medicaid,

and Social Security are the primary causes of increased spend-

ing, with federal spending for Medicare and Medicaid pro-

jected to grow from 5.5% of GDP in 2015 to 9% in 2046, and

Social Security to grow from 5% to 6.5%. By 2046, just as

millennials are beginning to retire, these programs would

consume 82% of all federal revenue. This will make it impos-

sible to pay the interest on debt that year (estimated at 21% of

the total federal spending) let alone pay for national defense,

social service programs, or education, not to mention main-

taining the basic administrative operations of the federal gov-

ernment, including the White House, Congress, or the

Judiciary, without increasing the deficit. The federal govern-

ment has traditionally borrowed money from individuals or

foreign governments to cover the cost of deficit spending, but

eventually this will not be possible because investors will

consider the loan too risky. When this occurs, the federal

government of the United States will default on its debts and

other financial obligations. It is difficult to imagine a scenario

in which that would not trigger a fiscal implosion of the entire

US economy, and then the world economy, and the social

systems upon which civilization relies.

The underlying causes of the increasing medical spending

are increases in the cost of medical procedures, an aging pop-

ulation, and worsening of lifestyle habits. The number of peo-

ple aged 65 and older is projected to increase from 49 million in

2016 to 85 million in 2046 and 7 of the top 10 causes of death in

the United States are caused by tobacco use, lack of physical

activity, and poor nutrition.

My preliminary analysis shows the federal debt could be

reduced by 31% if the annual rate of cost increase of Medicare

is reduced by 1 percentage point and the health of the population

improves to the extent that people are able to extend the years they

work by 4 years, or 10%.11 Is it possible to achieve improvements

of this magnitude by offering high quality health promotion pro-

grams to all US residents? Maybe, Johnson & Johnson, sponsor of

what may be the best employee health promotion program in the

world, was able to reduce the annual rate of increase of its medical

costs to 1% for the years 2002 to 2008. This was 3.8 percentage

points lower than the 4.8% annual increase of its peers.12 Further-

more, an ongoing study of students who graduated from the Uni-

versity of Pennsylvania in 1939 to 1940 showed that those who

did not smoke, were physically active, and not overweight have

been able to delay the onset of disability by 10 years compared to

those who smoked, were not physically active, and were over-

weight. They delayed death only 3.5 years, for a net reduction of

6.5 years of disability in their lives.13

How might we achieve these improvements in health? By

providing comprehensive best practice health promotion pro-

grams to every resident in the United States. This would cost

about $US62 billion per year assuming a cost of $US200 per

person. This could be done at no net cost to state or federal

governments if all employers made the commitment to provide

comprehensive programs to all of their employees plus spouses

and children. Employers would be motivated to do this not to

prevent the collapse of the global financial system, but to mod-

erate increases in their own medical costs, expecting the invest-

ments to pay for themselves. Effective programs for employees

could be provided directly through worksites, but programs for

spouses and children would need to be offered throughout the

entire community where people live, work, play, and pray,

especially in schools, colleges, faith communities, and clinical

settings. Providing these new programs would create an esti-

mated 280 000 new jobs for the health promotion industry. The

taxes from these new jobs would result in $US4.5 billion in

new state taxes and $US22.5 billion in new federal taxes, which

would be enough to provide comprehensive programs for all

Medicare and Medicaid recipients.11

Making this happen would start with persuading every busi-

ness leader in the United States that it makes sense. Next, we
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would need to initiate the single largest mobilization of effort

in the history of public health. Indeed, this new investment of

$US62 billion would represent 10 to 30 times the amount now

spent for workplace health promotion,14 and 82% of the total

estimated funding for public health by the federal government

in 2014.15 As huge as this amount is, it represents only about

2% of the estimated $US3 trillion the United States spends on

medical care,16 and 0.29% of the $US18.2 trillion US busi-

nesses have in liquid assets held by businesses, not including

those held by farms and financial institutions.17 It would

require implementing best practice strategies in all work set-

tings,5 and implementing best practice strategies in all public

health departments,18 and developing new best practice strate-

gies that work in schools, colleges, and other settings. Then

again, if it succeeds only half way, it will create 280 000 new

health promotion jobs and improve the health and quality of life

of more than 300 million people. If it succeeds fully, it might

save civilization as we know it.

I call this concept Health Solvency and Jobs. For a 10-

minute summary video, see: https://www.youtube.com/

watch?v¼SOqaVQ_cunA. For a series of papers, a webinar

and more background information see the Health Promotion

Advocates Web site: http://healthpromotionadvocates.org/

debt-jobs/

I think we need more high touch to complement the grow-

ing high tech. To paraphrase Michael Jackson, technology

has ‘‘rocked our world.’’ Expert systems allow us to create

algorithms that articulate what the best minds in behavioral

psychology have learned through decades of research and

practice and apply these to create sophisticated skill building

programs within seconds that are tailored to the specific needs

and whims of each individual user, at a marginal cost that

approaches zero. The Internet makes these programs accessi-

ble to half the world’s population and allows them to pull in

scientific articles, sounds, images, and videos to reinforce or

illustrate key concepts and entertain the viewer. Data from all

users can be captured and analyzed to help us measure overall

effectiveness, and engagement of each element of the pro-

gram, sometimes at the individual word level. We can ride

stationary bikes in our own homes that show us screen images

of animated or real city, mountain, rural, or seaside settings

and make us feel like we are moving through them or allow us

to link into videos of spinning classes led by top instructors

and compare our performance to other people taking the same

class. I have a watch that tracks and stores all my physical

activities by the type of activity, including swimming, and

measures my heart rate throughout the day. At the same time,

it shows me text messages sent to my telephone, credit card

charges, calendar reminders, reports the weather and time,

allows me to answer telephone calls, and does other things I

do not yet understand. I could go on and on about the marvels

of modern technology.

Before the technology revolution, which probably started

around 1984 when Apple introduced the first Macintosh home

computer, we communicated through static print text or human

touch in the form of face to face communication and telephone

calls (which were often prohibitively expensive).

We are now faced with the question: Which works better,

technology or human touch? Of course, it is not really a binary

choice. The real question is more nuanced— How do we best

combine high tech and high touch to produce the best outcomes.

My answer is I am not sure, and it depends (like most things).

I think about my own case. Three days a week, I get up at

4:30 AM, so I can drive 5 miles to swim with a coach and a team.

We don’t have much time to talk, usually just during the 10 to

20 seconds between sets, and maybe for a few minutes in the

locker room before everyone zooms off to work or back to

families. I could sleep in and swim in a pool half a mile from

home, but I would be alone. This morning I was in the gym

doing my cardio and weight workout. As the end of 40 minutes

on the bike approached, I was starting to think I felt a little tired

and I had a lot of work to do . . . so maybe I should just skip the

weights, take a shower, and get to work. Then, one by one, 4 of

my favorite gym mates walked in and started their workouts. I

decided to finish my full workout because of their companion-

ship . . . even though each of us was totally absorbed by our own

workouts (not to mention music, podcasts, and workout instruc-

tions streaming into our ears from our smart phones) and we did

not even say ‘‘Hi’’ to each other.

Several years ago, I surveyed a group of several thousand

employees about their preferred learning style for a variety of

health behaviors. The learning mode options were face-to-face

individual, face-to-face group, online, print, and telephone. The

health behaviors were stress management, weight control, fit-

ness, nutrition, and smoking cessation. Several trends emerged

from the responses. The overall preferred learning style varied

by health area with face-to-face group most often preferred for

weight control, face-to-face individual for fitness, online for

stress management, print, and face-to-face group tied for nutri-

tion, and no clear trend for smoking cessation. There was also

high variation in preferred learning style by gender and age,

and within each person, depending on the health area. I realized

that our short-term strategy could be to engage a large portion

of the population by concentrating resources on developing

tools that used the most popular learning style for each health

area, but we might eventually need to offer all modes for each

health behavior, if we wanted to engage everyone. My overall

conclusion is that we need to ask people about their preferred

learning style for each health area and be prepared to provide

our programs in each of these formats.

I used to think that people had to be together in the same room

(swimming pool or race course) to support each other, and that is

still my bias, but I am beginning to see that online support net-

works of cyclists, former smokers, disease survivors, students,

and many other types can be remarkably effective, much easier

to find, and more cost-effective to manage. My personal default

approach to learn simple things is to find an online instructional

video, rather than asking a person for advice. In my work as the

editor of a peer-reviewed journal, I work with a network of

several hundred reviewer-scientists to review and critique

manuscripts. It is much more efficient for us to work online,
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asynchronously, rather than try to meet face-to-face or on the

telephone . . . so my bias toward face-to-face is eroding.

However, when I see a program that consists of financial

incentives, health screenings, an online portal, telephone coa-

ches, and an in-house benefits manager-in-charge, I foresee a

program that probably will not have much impact on anything

for most people. My experience and my bias tells me that we

need compassionate health promotion professionals, trained in

some health specialty, roaming the halls, leading sessions, lis-

tening to people, encouraging them, building top and middle

management support, implementing policies and building

environments that support health . . . but I have little research

to support or discredit my belief.

Most scientists and practitioners tend to concentrate on 1 or

the other, human touch or technology, and do not explore how

best to combine the two. Many commercial venders focus pri-

marily on technology approaches, with human interaction often

limited to telephone coaching, in part because technology

approaches offer cost and convenience advantages, not to men-

tion higher profit margins.

The bottom line is that we need to enhance our knowledge

about how to best blend human touch and technology through a

focused applied research effort.

We need to focus more on passion and purpose, and less on

pursuit of optimal health. I have confessed publically in print

and in person that I am a health nut.19 My reasoning for want-

ing to be healthy is circular. I want to be healthy because I want

to be healthy because I want to be healthy. Most other people

are not like me. They are not health nuts. It took me nearly 20

years working in this field to really understand this. Don’t get

me wrong, most people are equally nutty, but in other ways.

They are sports nuts, food nuts, research nuts, religious nuts,

parent nuts, friend nuts, or some other kind of nuts. If they want

to be healthy, it is to make them better at whatever they are nuts

about. More often, they don’t even care that much about health

(until they are sick) because they do not understand how better

health can help them better achieve their priorities. My

response to this realization for at least the last decade has been

that we need to focus less on helping people reduce their health

risks or even on using more aspirational approaches like pursu-

ing optimal health. Instead, we need to help people discover

and embrace their passions and then help them understand how

better health can help them pursue their passions. Unfortu-

nately, I have not seen much progress in this direction. Maybe

that is because so many new providers keep entering the field

every year and they make the same mistake I made and most

professionals in our field made in thinking that optimal health

is important to most people. Maybe, it is because these profes-

sionals, like most professionals, focus on what they are good at,

be it nutrition, fitness, technology, or just at selling their prod-

ucts. Then again, maybe it is because linking passions to health

is really complicated and no one has figured out how to do it

well. Victor Strecher, the person who figured out how to make

tailored health messaging a reality in his first major contribu-

tion to the field, may have uncovered the key to guiding this

transformation; he argues that we should be helping people

focus not on their passions but on more basic values, that is,

their sense of purpose in life. He explains this in his new book,

Life On Purpose: How Living For What Matters Most Changes

Everything,20 which is written for the general public, but is also

well documented from a scientific perspective. I am looking

forward to another breakthrough.

I think we need to refocus on being a loving caring commu-

nity of professionals. Maybe it is because I am old enough to

be a grandfather and I have a distorted memory of what was

good about the good old days. What I do remember about my

early years in this field is that we were all drawn to it because

we wanted to help people. We wanted to help them discover

how working out, eating right, and having a positive outlook on

life could give them incredible energy and make them feel

great. It was almost a religious calling, and we were probably

over the top sometimes (some of us probably still are). We were

drawn to this field because we felt good every time we helped

someone. It was instant reinforcement for our work almost

every single day, sometimes every hour. We were also drawn

to this work because it brought us close to so many other

wonderful people who shared the same perspective. Part of

what made us effective in our work was that we really cared

about helping other people. Material rewards were not the top

priority for most of us. Many of us chose this emerging field over

others that provided financial security. We loved what we did,

and we felt good every day because we helped other people feel

good every day. Sometimes it does not feel that way now. Some

of my friends and colleagues tell me it feels more like routine

work. It is still important work, but it feels like a business. My

friends tell me they do not have that reinforcement of feeling

good every day because they are not sure if they are helping

other people feel good every day. It could be that technology

separates them from the people they serve, so they do not get

direct feedback when they help someone. But it could be that

they are not touching people, not changing lives, the way they

used to. Sometimes, the leaders of their organizations (including

me) neglect to remind them that our core goal is helping people.

More and more, it feels like the field is dominated by benefits

managers who are focused on controlling medical costs and by

entrepreneurs who are really good at building technology, man-

aging people, selling products, and growing profitable busi-

nesses. Don’t get me wrong; growing businesses is necessary

to be able to serve more and more people in a cost-effective way

and making money is necessary to support families and make it

possible for people to retire eventually. But sometimes, I worry

that we are forgetting that helping other people is the core goal of

our business. What made us special, what made us effective,

when we started this field was that we cared about people and

we wanted to help people every single day. I hope that can

continue to be a central theme we remind ourselves of every day.

Michael P. O’Donnell, MBA, MPH, PhD

Editor in Chief, American Journal of Health Promotion
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