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In 2015, the Centers for Disease Control and Preven-
tion (CDC)’s National Center for Health Statistics 
released a report on the health of the US population, 

which showed that at that time, 30.8% of Americans 
aged >20 years had hypertension and 27.4% had dyslip-
idemia.1 The increased prevalence of chronic diseases 
over the past 2 decades has placed a substantial econom-
ic burden on the healthcare system.1 In 2000, the nation-
al healthcare expenditure totaled $1.2 trillion; by 2014, 
that number had more than doubled to $2.6 trillion.1 
The strain of increasing healthcare costs is felt by gov-
ernment and private insurance companies alike.

Rising demand for and higher costs of healthcare 
have created a shift toward managing chronic disease 
states within the ambulatory care setting. The Veterans 
Affairs outpatient clinics led the way in revolutionizing 
the model for chronic disease state management with 
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OBJECTIVE: To analyze the clinical outcomes of pharmacy department–managed, employer-sponsored 
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pharmacist or an advanced practice nurse, who provided evidence-based lifestyle and pharmacologic 
recommendations. The primary outcomes were lipid changes in the dyslipidemia program, and changes 
in systolic or diastolic blood pressure in the hypertension program. The secondary outcome was the total 
number of pharmacologic interventions. Paired sample t-tests were used to assess the results.
RESULTS: A total of 138 enrollees met the study inclusion criteria. The mean difference in systolic and 
diastolic blood pressure between baseline and completion of the program was –8.33 mm Hg (P = .001; 
95% confidence interval [CI], 3.58-13.09) and –3.67 mm Hg (P = .015; 95% CI, 0.75-6.58), respectively. 
The mean differences in total cholesterol, low-density lipoprotein, and triglycerides from baseline were 
–27.67 mg/dL (P <.001; 95% CI, 19.36-35.99), –23.16 mg/dL (P <.001; 95% CI, 15.41-30.92), and 
–67.62 mg/dL (P <.001; 95% CI, 30.73-104.52), respectively. In all, 46 (46.9%) of the 98 enrollees in the 
dyslipidemia program required a pharmacologic intervention. In the hypertension program, 18 (31.6%) of 
57 enrollees required a pharmacologic intervention.
CONCLUSION: Our findings demonstrate that the use of a pharmacy department–managed, employer- 
sponsored wellness program that is managed by pharmacists and an advanced practice nurse could lead 
to significant reductions in blood pressure and lipid levels for employees and for their spouses who are 
enrolled in the program. 
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the use of pharmacists; their scope of practice evolved 
largely in the 1990s and 2000s as the Veterans Affairs 
system implemented more autonomous practices, such as 
direct patient care, collaborative medication manage-
ment, and pharmacist-managed clinics.2,3 These respon-
sibilities are now at the core of pharmacist-managed 
ambulatory care clinics around the United States.

Ambulatory care clinics offer a variety of services, in-
cluding, but not limited to, transitional care, anticoagula-
tion services, diabetes education, hypertension and lipid 
management, and tobacco cessation.4-7 Employer- sponsored 
wellness programs that focus on many of these ambulatory 
care services have become increasingly popular, because 
they can decrease morbidity among employees and reduce 
costs for employers.4-7 Recent publications have highlight-
ed the impact that employer- sponsored wellness programs 
can have on diabetes management, specifically on hemo-
globin (Hb)A1c reduction and weight management.4,5 

Although some studies have addressed the manage-
ment of hypertension in an ambulatory care setting, few 
studies have followed patients with dyslipidemia in an 

employer-sponsored wellness program.8,9 In addition, to 
our knowledge, there is no available literature that de-
scribes employer-sponsored wellness programs within a 
community health system that is managed by the phar-
macy department; however, this may be a viable oppor-
tunity to expand pharmacy services.

Wellpath is an employee health and wellness program 
that is implemented by the pharmacy department for 
hypertension and dyslipidemia at St Joseph’s/Candler 
Health System, a self-insured community health system 
in Savannah, GA. The Wellpath program links wellness 
initiatives to health insurance discounts. The hyperten-
sion and dyslipidemia programs are supported by all 
hospital administrators, including the Director of Well-
ness and the Director of Pharmacy.

To be eligible for a discounted insurance premium, 
employees and their spouses participate in an annual 
screening, which includes a health risk assessment, bio-
metrics, fasting lipid panel, HbA1c levels, and age- and 
sex-recommended screenings. Age- and sex-recommend-
ed screenings may include primary care physician annual 
physical examination appointments, mammograms, and 
colonoscopies. The initial screenings identify enrollees 
who are eligible for tobacco cessation, weight manage-
ment, or chronic disease state management programs.

The objective of our study was to analyze the out-
comes associated with this pharmacy department–man-
aged employee health and wellness program, which is 
provided by trained pharmacists and an advanced prac-
tice nurse for chronic disease states, including hyperten-
sion and dyslipidemia.

Methods
In this retrospective chart review, we evaluated em-

ployees and their spouses at St Joseph’s/Candler Hospi-
tals in Savannah, GA, who were enrolled in the dyslip-
idemia and the hypertension Wellpath programs between 
November 2015 and April 2017. All employees of the 
health system and their spouses who had a systolic blood 
pressure of >140 mm Hg and a diastolic blood pressure of 
>90 mm Hg or whose low-density lipoprotein (LDL) 
cholesterol level was >130 mg/dL at their annual bio-
metric screening were referred by the wellness nurse 
practitioner, who is employed by the Director of Well-
ness, to the pharmacy department–managed ambulatory 
care clinic for an evaluation of lifestyle and pharmaco-
logic interventions. Although the clinic is managed by 
the health system’s pharmacy department, an advanced 
practice nurse is employed by and contributed to manag-
ing enrollees in the Wellpath program.

The pharmacists and the advanced practice nurse 
were trained on program procedures, disease state educa-
tion, and disease-specific medication guidelines for hy-

KEY POINTS

➤ The increase in the prevalence and cost of chronic 
diseases has shifted the management of chronic 
disease states to the ambulatory care setting.

➤ This retrospective chart review analyzed the 
clinical outcomes of pharmacy department–
managed, employer-sponsored wellness programs for 
dyslipidemia and for hypertension.

➤ A total of 138 employees and/or family members 
were enrolled in the dyslipidemia program, the 
hypertension program, or were dually enrolled in 
both programs.

➤ The mean differences in systolic and diastolic blood 
pressure from baseline to the end of the program 
were –8.33 mm Hg and –3.67 mm Hg, respectively.

➤ The mean differences in total cholesterol, low-density 
lipoprotein, and triglycerides from baseline were 
–27.67 mg/dL, –23.16 mg/dL, and –67.62 mg/dL.

➤ Approximately 47% of enrollees in the dyslipidemia 
cohort and 32% in the hypertension cohort 
required a pharmacologic intervention.

➤ Employer-sponsored wellness programs managed by 
the pharmacists can lead to significant reductions 
in blood pressure and lipid levels and reduced 
healthcare costs.

➤ Long-term studies are needed to evaluate the 
financial benefits such programs provide to self-
insured hospital systems.
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pertension and for dyslipidemia. On referral, the enroll-
ees met with a clinical pharmacist or an advanced 
practice nurse between 2 times and 16 times, depending 
on risk stratification, to monitor and reduce their cardio-
vascular risk through evidence-based recommendations 
for education, lifestyle modifications, and pharmacother-
apy. The advanced practice nurse consulted with a clinic 
pharmacist if pharmacologic interventions were re-
quired. Enrollees who did not complete an initial visit 
and at least 1 follow-up encounter were marked as non-
compliant and were excluded from the study. 

The hypertension and the dyslipidemia management 
programs consisted of 3 risk levels that were divided 
based on risk assessment. For hypertension, level 1 en-
rollees had a systolic blood pressure of 140 mm Hg to 150 
mm Hg and a diastolic blood pressure of 90 mm Hg and 
were not taking antihypertensive medications; enrollees 
in level 2 had a systolic blood pressure of 150 mm Hg to 
160 mm Hg and a diastolic blood pressure of 90 mm Hg 
to 100 mm Hg and/or were currently prescribed anti-
hypertensive medications; and level 3 candidates were 
taking 2 or more medications for hypertension and had a 
systolic blood pressure of >60 mm Hg and a diastolic 
blood pressure of >100 mm Hg. 

For dyslipidemia, the level 1 risk group had LDL cho-
lesterol levels of 130 mg/dL to 159 mg/dL, level 2 had 
LDL levels of 160 mg/dL to 190 mg/dL, and level 3 had 
LDL levels of >190 mg/dL. All the enrollees were ex-
pected to complete the program within 16 encounters, 
regardless of the program or the risk group. 

The initial visits took place at the clinic to allow a 
clinical pharmacist or an advanced practice nurse to 
evaluate the enrollee’s blood pressure or LDL cholesterol 
level. The initial visits in each program included a col-
lection of the patient’s medical history, family history, 
social history, and current medication review. In addi-
tion, evaluations of vital signs, HbA1c (for patients with 
a history of diabetes), and medication adherence were 
performed. The initial visit in the dyslipidemia program 
included a lipid panel. Enrollees were asked to keep a 
diet and exercise log for 1 week, and a registered dieti-
tian was consulted if indicated. Education was a key 
component of all initial visits. 

After recording the enrollees’ blood pressure at the 
initial visit, the providers utilized educational tools avail-
able from the CDC to provide disease state education, as 
well as lifestyle modifications, including weight reduc-
tion, stress management, alcohol limitation, and tobacco 
cessation. All enrollees, including those in the hyperten-
sion and the lipid management programs, were coun-
seled on the importance of implementing the DASH 
(Dietary Approaches to Stop Hypertension) diet and 
regular exercise in reaching their blood pressure goal. 

Enrollees in the hypertension risk levels 2 and 3 groups 
received detailed information about the common drug 
classes that are prescribed for hypertension. Primary care 
physicians were contacted to implement or adjust any 
antihypertensive and/or over-the-counter pharmacothera-
py according to 2017 evidence-based guidelines.10 

For lipid management, the 10-year and lifetime ath-
erosclerotic cardiovascular disease (CVD) risks were cal-
culated to guide counseling and medication management, 
and the enrollees were provided disease state education, 
including patient handouts. If warranted according to the 
2013 American College of Cardiology (ACC)/American 
Heart Association (AHA) guideline recommendations, 
primary care physicians were contacted to implement 
lipid-lowering and/or over-the-counter therapy.11 

If inappropriate therapies were identified in the pa-
tient’s medical history, recommendations were provided 
to the enrollee’s primary care physician. Throughout the 
educational visit, clinicians made lifestyle intervention 
recommendations to enrollees regarding exercise and 
diet changes. Progress notes were recorded electronical-
ly, and the primary care physician was contacted after 
the first visit and then quarterly or as indicated through-
out the program.

Follow-up appointments were conducted by phone or 
in clinic. The phone follow-ups focused on barriers to 
improvements in, and progress toward, lifestyle modifica-
tion goals, as well as medication adherence, if applicable. 
Vital signs and medication adherence were assessed 
during each clinic visit; diet and exercise logs were re-
quested quarterly. For the hypertension-related visits, 
enrollees were asked to keep a self-monitoring blood 
pressure log for 1 week before each in-office visit to assess 
regular blood pressure control. For the dyslipidemia-re-
lated visits, enrollees had a lipid panel review at a fol-
low-up visit for levels 1 and 2 and, if indicated for chang-
es in medication therapy, on each visit for level 3. All 
follow-up visits reassessed the enrollees’ goals for lifestyle 
modifications and medication adherence if applicable.

The outcomes provided in this article are descriptive 
in nature and provide pilot data from the implementa-
tion of the Wellpath hypertension and dyslipidemia 
programs. The primary end point for enrollees in the 
hypertension management program was the change in 
systolic and diastolic blood pressure. Only blood pressure 
recorded during office visits was used for data analysis. 
The primary end point for the dyslipidemia program was 
a change in total cholesterol, LDL, triglycerides, or 
high-density lipoprotein (HDL). 

All enrollees’ data were collected from electronic 
medical records. The baseline blood pressure or lipid 
values and the enrollees’ final blood pressure or lipid 
values were used to perform a 2-sided paired sample t-test 

Copyright © 2019 by Engage Healthcare Communications, LLC; protected by U.S. copyright law. 
Photocopying, storage, or transmission by magnetic or electronic means is strictly prohibited by law.



CLINICAL

290 l  American Health & Drug Benefits  l  www.AHDBonline.com October 2019  l  Vol 12, No 6

with an alpha of 0.05. A secondary outcome for both 
programs was the number and types of pharmacologic 
interventions made by the team of pharmacists and an 
advanced practice nurse.

Results
Of approximately 4000 people employed by St Joseph’s/ 

Candler Health System, 201 were referred to either the 
hypertension or the dyslipidemia program. This analysis 
includes 138 enrollees who completed at least 1 of these 
programs, including 98 patients in the dyslipidemia pro-
gram, 57 in the hypertension program, and 17 patients 

who were dually enrolled in both programs. The median 
age of the patients in the dyslipidemia and hypertension 
programs was 55 years and 53 years, respectively. The 
dyslipidemia program included 59.2% female patients and 
40.8% male patients; the hypertension program included 
78.9% female patients and 21.1% male patients. 

The mean difference in systolic and diastolic blood 
pressure from baseline to the completion of the program 
was –8.33 mm Hg (P = .001; 95% confidence interval 
[CI], 3.58-13.09) and –3.67 mm Hg (P = .015; 95% CI, 
0.75-6.58), respectively (Table). 

The mean difference from baseline in total cholester-
ol, LDL, and triglycerides was –27.67 mg/dL (P <.001; 
95% CI, 19.36-35.99), –23.16 mg/dL (P <.001; 95% CI, 
15.41-30.92), and –67.62 mg/dL (P <.001; 95% CI, 
30.73-104.52), respectively, which were all statistically 
significant. The HDL levels increased 1.88 mg/dL from 
baseline (P = .07; 95% CI, –3.91-0.155), which was not 
statistically significant. 

All enrollees required education regarding lifestyle 
modification, including diet and exercise. Of the 98 en-
rollees in the dyslipidemia program, 46 (46.9%) were not 
receiving appropriate therapy before enrolling in the 
program and required a pharmacologic intervention 
based on guideline recommendations.11 The majority (N 
= 26; 56%) of pharmacologic interventions in the dyslip-
idemia program were recommendations for the initiation 
or modification of statin therapy (Figure 1). 

A total of 12 (27%) interventions in the dyslipidemia 
program were for the initiation or discontinuation of 
over-the-counter therapies, including fish oil, niacin, 
and red yeast rice. In addition, 5 (11%) interventions 
were for the initiation of nonstatin prescription lipid- 
lowering agents. The remaining 3 (6%) interventions in 
the dyslipidemia program targeted the discontinuation of 
estrogen-containing drugs because of the possible in-
creased risk for CVD.

All enrollees in the hypertension program received 
lifestyle education, including diet and exercise. Many en-
rollees were receiving pharmacologic therapy before en-
rollment in the program; however, pharmacologic inter-
ventions were made in 18 (31.6%) of the 57 enrollees in 
the hypertension group based on evidence-based guide-
lines.10 The pharmacologic interventions were split among 
2 of the guideline-recommended first-line agents.10 

The initiation of a thiazide diuretic accounted for 6 
(33%) of the hypertension interventions, whereas an-
giotensin-converting enzyme inhibitor or angiotensin 
receptor blocker initiation accounted for 5 (28%) of 
the interventions (Figure 2). Calcium channel blocker 
modifications constituted 2 (11%) of the pharmacolo-
gic interventions. 

The remaining 5 (28%) pharmacologic interventions 

Table Mean Systolic and Diastolic Blood Pressure Reduction, and 
Dyslipidemia Outcomes, Except High-Density Lipoprotein

Hypertension
(N = 57)

Mean 
baseline, 
mm Hg

Mean 
completion, 

mm Hg
Change in mean, 
mm Hg (95% CI) P value

Systolic blood pressure 142.7 134.4 –8.33 (3.58-13.09) .001

Diastolic blood pressure 81.2 77.5 –3.67 (0.75-6.58) .015

Dyslipidemia
(N = 98)

Mean 
baseline, 

mg/dL

Mean 
completion, 

mg/dL
Change in mean, 
mg/dL (95% CI) P value

Total cholesterol 238.6 210.9 –27.67 (19.36-35.99) <.001

Low-density lipoprotein 147.1 123.9 –23.16 (15.41-30.92) <.001

High-density lipoprotein 54.0 55.9 +1.88 (–3.91-0.155) .07 

Triglycerides 248.1 180.4 –67.62 (30.73-104.52) <.001

CI indicates confidence interval.

Figure 1 Pharmacologic Interventions for Patients with 
Dyslipidemiaa

Dyslipidemia Interventions
 Statins

  Over-the-counter 
drugs

  Alternative lipid-
lowering agents

  Other

11%

6%

27%
56%

aDyslipidemia pharmacologic interventions were made in 46.9% of enrollees. The 
majority of interventions involved the addition or change of a statin. Other interventions 
included initiating over-the-counter drugs and nonstatin, prescription, and lipid-lowering 
agents.
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in the hypertension program included discontinuations of 
nonessential medications (eg, estrogen) and supplements 
(eg, stimulants) that increase blood pressure, or reduc-
tions in pill burden by initiating a combination drug 
therapy (eg, calcium channel blockers plus angiotensin 
receptor blocker and thiazide, or angiotensin-converting 
enzyme inhibitor plus thiazide combination tablets). 

All the recommendations for interventions were sub-
mitted to the enrollees’ primary care physician and were 
accepted. All the enrollees were counseled on implement-
ing lifestyle modifications, including diet and exercise. 

Discussion
These results demonstrate that a health-system phar-

macy department–managed, employer-sponsored well-
ness program may lead to significant reductions in blood 
pressure and lipid levels and may be an option to expand 
services. According to the CDC, in 2015 and 2016, more 
than 12% of adults aged ≥20 years had a total cholester-
ol of >240 mg/dL,12 and based on CDC data from 2005 
to 2012, only approximately 56% of US adults who 
could benefit from cholesterol-lowering medicines were 
taking these drugs.13 

Furthermore, the CDC estimated that in 2015 and 
2016, the prevalence of hypertension was 29% among 
the US adult population, and only 48.3% of adults with 
hypertension had their disease under control.14 Based on 
the CDC’s data, our results largely align with the nation-
al average and demonstrate a mechanism to narrow the 
gap of patients with uncontrolled hypertension by pro-
viding pharmacologic interventions. In our study, reduc-
tions in systolic and diastolic blood pressure were 
achieved with the implementation of a wellness pro-
gram, and, apart from a nonsignificant increase in HDL, 
all lipid values decreased significantly. Pharmacists and 
an advanced practice nurse performed a vital role in the 
healthcare team by counseling patients on lifestyle mod-
ifications and by implementing pharmacologic as well as 
nonpharmacologic interventions.

Such a wellness program would benefit from the im-
plementation of a collaborative practice agreement that 
allows pharmacists and advanced practice nurses to 
change medications under an agreed protocol. The cur-
rent process for implementing pharmacologic interven-
tions is laborious in our institution, and limits practi-
tioners’ scope of practice. 

Future long-term studies should focus on the benefits 
of re-enrollment in the wellness program and the mone-
tary benefit this program provides to the self-insured 
hospital system. 

Recently, pharmacists’ services that are provided in 
unique settings, such as in barber shops, have been 
shown to improve patient outcomes.15 

Limitations
In our study, the average baseline blood pressure 

(143/81 mm Hg) limited the potential for reduction in 
blood pressure values and did not accurately represent 
the 3 risk levels of the program. A requirement of 2 con-
secutive blood pressure readings above target would be 
beneficial to improve the program specificity of higher- 
risk enrollees. According to the 2017 AHA hyperten-
sion guidelines, an average of 2 or more readings should 
be used on 2 or more separate occasions to diagnose a 
patient with hypertension.10 However, the purpose of the 
employee wellness program was to prevent comorbidities 
and manage preexisting chronic disease states.

Another limitation of this study is the use of dyslipid-
emia risk levels. The most recent ACC/AHA guidelines 
recommend that providers not treat LDL levels and in-
stead manage patients based on atherosclerotic CVD risk 
score.11 Although atherosclerotic CVD risk score was 
used in the program when making pharmacologic recom-
mendations for lipid-lowering interventions, enrolling 
patients based on atherosclerotic CVD risk stratification 
could add specificity to target higher-risk patients.

Finally, the analysis of the program presents another 
limitation because of the descriptive nature of the analysis, 
and the study’s small sample size. Future studies are 
planned to be comparative in nature and to include a 
larger sample size to evaluate the efficacy of our programs.

Figure 2 Pharmacologic Interventions for Patients with 
Hypertensiona

Hypertension Interventions

 ACE inhibitor/ARB

 Thiazide

  Calcium channel 
blocker

 Other

28% 28%

11%
33%

aHypertension pharmacologic interventions were made in 31.6% of enrollees. In all, 
72% of interventions involved the addition of a guideline-recommended first-line 
agent, including ACE inhibitors/ARB, thiazide diuretics, and calcium channel blockers. 
The remaining 28% of interventions included pill burden reductions and supplement 
changes.
ACE indicates angiotensin-converting enzyme; ARB, angiotensin receptor blocker.
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Conclusion
With the rising trends of hypertension and dyslipid-

emia in the United States, pharmacists can provide ef-
fective preventive care and disease state management 
services through pharmacologic and lifestyle modifica-
tions to lessen the burden on the healthcare system and 
on patients. Innovative, pharmacist-managed programs 
are expanding in the country. 

Our study demonstrates an opportunity in which a 
community health-system pharmacy department can use 
pharmacists and advanced practice nurses to provide 
services to employees and their spouses who have hyper-
tension or dyslipidemia.
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The study by Misher and colleagues in this issue of 
the journal1 underscores the need to address more 
effectively chronic disease states that have placed 

the burden of a growth trend in terms of the total cost of 
care on employers and other self-funded insurance health 
plans, along with the burden on patients, while most 

solution vendors remain entrenched in silos. As the prev-
alence of chronic diseases increases clinically, so does the 
growing economic impact on health plan sponsors.

PATIENTS: The findings presented by Misher and 
colleagues echo previous results that have been achieved 
for several decades by pharmacy researchers regarding 
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STAKEHOLDER PERSPECTIVE Continued

the use of pharmacists in community or institutional care 
settings to improve the management and control of 
chronic conditions, such as hypertension and dyslipid-
emia. The incorporation of similar midlevel providers, 
such as nurse practitioners or physician assistants, in the 
management of chronic conditions to deliver significant 
reductions in blood pressure and lipid levels remains an 
underused option, reflecting an underincentivized seg-
ment of healthcare professionals. 

This potential beneficial clinical effect on the man-
agement of chronic conditions has been further degraded 
by current health plan benefit design strategies, or by 
coverage implementation strategies in the US health-
care system that place increasing burdens on the pa-
tients’ out-of-pocket costs. Such burdens can be direct or 
indirect, but over time they can create increasing issues 
regarding a patient’s medication-taking behavior and 
nonadherence to the prescribed therapy.

Opportunities to make a difference in patients’ point-
of-care impacts through the effective utilization of mid-
level providers, such as pharmacists, remains a conun-
drum in attaining improved and sustained clinical 
outcomes within our system of patient care coverage.

There is a need to continue to document the clinical 
and economic benefits of alternative chronic care man-
agement models for patients, which can help to support 
the value proposition for the growing importance of pa-
tients as economic stakeholders in their own care.

EMPLOYERS: Chronic conditions, such as hyper-
tension and dyslipidemia, and cost-effective manage-
ment of those conditions, remain important issues for 
employers, including self-funded plan sponsors. Over the 
past 10 years, there have been innovations and incre-
mental changes by employers beyond those driven by the 

2010 Affordable Care Act (ACA). Nevertheless, ironi-
cally, uncertainties in healthcare policy or insurance fi-
nancing by the ACA have slowed the progress of, or 
distracted from achieving greater change in, key areas 
such as chronic conditions. 

The ability to manage more cost-effectively ubiqui-
tous conditions such as those discussed by Misher and 
colleagues remains an important value proposition for 
pharmacists (or other midlevel providers) and for health 
systems alike. In the current US marketplace, health 
systems, or large medical groups and employers, are seek-
ing a direct contract with one another to deliver more 
clinically effective (ie, value-based) outcomes, and in an 
improved timely arrangement. Such direct contracting, 
and employer engagement in general, will likely drive 
increasing care-delivery efficiencies and reduce the total 
costs of patient care.

Furthermore, it will be important for employers to 
make the direct connection of improved wellness from 
merely clinical outcomes to include the economic perfor-
mance of their health plans, as evident in a holistic, val-
ue-based model. Efforts by independent organizations, 
such as the Employer-Provider Interface Council, have 
made real-world progress in addressing those connections 
as they relate to employers’ health benefits strategies and 
therapy coverage for medications, devices, or diagnostics. 

This issue of addressing real-world economic value to 
stakeholders in healthcare will continue to be an area of 
interest for employers and for researchers who have been 
following these trends, in addition to evaluating their 
impact on the total cost of the US healthcare system.
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