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The Business Case for Investing in Maternal and Child Health
Ever-increasing healthcare costs are forcing companies to explore alternative benefit designs 
and health promotion strategies for employees and their dependents. To reduce costs, 
employers are asking beneficiaries to manage their healthcare expenses and take on a consumer 
role in healthcare decision-making. Employers are also focusing on particular sub-groups of 
their overall beneficiary population to identify opportunities to improve health status and 
reduce cost. One important, yet commonly overlooked sub-group, is child and adolescent 
dependents and pregnant women.
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Improving the health of 
women and children, and 
improving the quality of 
the care they receive, 
will benefit an employer’s 
bottom line.  

Maternal and child health is important to business. Maternal 
and child healthcare services (e.g., labor and delivery, 
childhood immunizations) account for $1 out of every 
$5 large employers spend on healthcare.1 Furthermore, a 
substantial proportion of employee’s lost work time can be 
attributed to children’s health problems. And pregnancy is a 
leading cause of short- and long-term disability and turnover 
for most companies.2 

Improving the health of children, adolescents, and childbearing-age women benefits employers in at 
least four ways:

1.	Lower healthcare costs. Healthy women and children use fewer costly healthcare services 
(such as hospitalization) and thus have lower total healthcare costs. 

2.	Increased productivity. Parents of healthy children miss fewer workdays than those with ill 
children. As such, they are less likely to take family medical leave, personal sick leave, or paid 
time off due to a child’s health problem. They may also be more productive at work because 
they do not suffer stress related to caregiving. 

3.	Improved retention/reduced turnover. Women who have healthy pregnancies (pregnancies 
without complications) are able to work longer during their pregnancy and return to work 
sooner after delivery as compared to women who suffer complications. Similarly, parents 
with healthy children and adolescents are less likely to leave the workforce or cutback their 
work hours compared to the parents of children with chronic illnesses or severe disabilities. 

4.	A healthier future workforce. The children and adolescents of today are the workforce of 
tomorrow. Many chronic diseases, for example obesity and mental illness, put children at 
risk for a lifetime of health problems. Employers benefit (from lower healthcare costs and 
improved productivity) when the people in the community or region where they recruit are 
healthy.

Investing in Maternal and Child Health includes information, resources, and tools employers can use 
to improve the health of their beneficiaries. This toolkit includes:

•	 Recommendations on evidence-informed, comprehensive health benefits to support 
child, adolescent, and pregnancy health. It also includes a cost-impact assessment of the 
recommended benefit changes (Part 2).

•	 Data on the cost of maternal and child healthcare services (Parts 2 and 4).
•	 The business case for investing in child and adolescent health, healthy pregnancies, and 
primary care services for all beneficiaries (Part 4).

•	 Tools employer can use to develop a maternal and child health strategy, communicate 
the value of their maternal and child health benefits, and link maternal and child health 
outcomes to organizational performance (Parts 3 and 7). 

•	 Strategies employers can use to effectively communicate with beneficiaries, and tailor existing 
health programs and policies to the unique needs of children, adolescents, and pregnant 
women (Part 5).

•	 Health education information specifically developed for beneficiaries (Part 6).
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Improving Maternal and Child Health

Maternal and child health refers to the health and health care of:
•	 Preconception women (women of childbearing-age prior to conception);
•	 Pregnant women;
•	 Postpartum women (women who were pregnant in the previous year); 
•	 Children (birth to 12 years) and adolescents (aged 13 to 21 years), including those with 

special health care needs.  

Benefit Design Opportunities
Benefit managers, charged with selecting and implementing health benefits, struggle with complex 
and sometimes contentious resource allocation decisions. Each year, benefits department staff must 
decide which healthcare services to cover in their plan(s) and at what level. Typically, these decisions 
were a function are cost, employee and/or union negotiations, and tradition. 

Over the past 15 years, “evidence of effectiveness” has emerged as a key factor in health benefit 
investment decisions. Employers interested in “smart purchasing” have developed benefit plans 
that support and incentivize evidence-based or evidence–informed services. Many evidence-
based benefit guidelines have been developed for adult care; far fewer are available to inform the 
design of maternal and child health benefits. Increasing healthcare costs, stagnating quality, and 
pressure from globalization have also led employers to shift their focus from budget-based allocation 
decisions to value-based purchasing strategies. Employers are beginning to see health benefits as an 
investment, not merely a cost.

The provision of evidence-informed, high-value maternal 
and child health benefits, and innovative, family-friendly 
work/life benefits may help employers improve the health 
of children, adolescents, and pregnant women, and the 
productivity of employees.  

The Maternal and Child Health Plan Benefit Model
The Maternal and Child Health Plan Benefit Model (Plan Benefit Model) is the core component 
of this toolkit. The Plan Benefit Model is an evidence-informed, standardized, equitable, and 
comprehensive health benefits package created specifically for children, adolescents, and pregnant 
women. It emphasizes prevention and early detection, aims to reduce employee cost barriers to 
essential care services, and strives to balance employee affordability with employer sustainability. 

The Plan Benefit Model is the National Business Group on Health’s (Business Group’s) 
recommendation on minimum health, pharmacy, vision, and dental benefits. It includes guidance on 
cost-sharing arrangements and other information pertinent to plan design and administration. 

Concepts of evidence and value have helped balance health benefit decisions in recent years. 
However, the cost impact of benefit modification remains a critical factor in employers’ resource 
allocation decisions. Furthermore, the potential cost-offsets of investing in prevention and early 

For additional information 
on evidence-informed 
benefits, refer to Part 2.
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detection are frequently overlooked. To address these issues, the Business Group sponsored an 
actuarial meta-analysis of the Plan Benefit Model. This analysis estimated the cost impact of the Plan 
Benefit Model recommendations on typical large-employer PPO and HMO plan types. The analysis, 
presented in Part 2, provides cost-impact assessments for (a) the entire Plan Benefit Model, (b) each 
service category (e.g., preventive services), and (c) each recommended benefit (e.g., immunizations).  
Employers can use this information to estimate the cost implications of adopting the Plan Benefit 
Model recommendations for their own covered population. 

Variation in Benefits
While virtually all large employers provide health benefits, there is wide variation in the structure 
of benefits and coverage levels. While tailoring can be used to meet diverse needs, variation can also 
lead to fragmentation, beneficiary confusion, and administrative costs. The extreme cost, quality, 
and access variation seen in the marketplace today suggests that employers are not maximizing 
their investment in health benefits.  Employers may be able to improve their return on investment 
in health benefits by improving the alignment between health benefits, organizational strategy, 
and internal operations. Part 3 includes tools to help employers evaluate the relationships between 
maternal and child health outcomes and organizational performance, implement and track Plan 
Benefit Model recommendations, and design and evaluate other maternal and child-focused health 
and work/life benefits.

Beneficiary Engagement Opportunities
Experience has shown employers that providing comprehensive health benefits is not sufficient to 
ensure good health for any population: engagement, appropriate utilization, and quality are necessary 
factors as well. In order for beneficiaries to become engaged in health promotion and healthcare 
decision-making, they need education on the importance of these activities, resources and tools, 
appropriate incentives, and employer support. 

The idea behind engagement is simple. Beneficiaries will make better healthcare decisions if they are 
equipped with:

1.	The knowledge necessary to understand their personal (or their child’s) health needs and 
unique health risks; and 

2.	The information required to make effective healthcare decisions, for example information on 
cost and quality. 

Many employers have successfully developed strategies to engage employees; few have effectively 
engaged dependent beneficiaries. Parts 4, 5, and 6 present strategies employers can use to engage 
dependent beneficiaries in health promotion and healthcare decision-making. 

Overlooked Benefits: Child, Adolescent, and Maternity Care
Employer-sponsored medical benefit plans were originally developed to protect employees from 
the catastrophic costs of unplanned illness and injury. Over time, these “health insurance” plans 
evolved into “health coverage” programs as they began to provide access to basic healthcare services, 
preventive services, and ancillary services such as medical equipment, dental care, and vision care.3 
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Today, most large employers offer a robust benefits package that typically includes:
•	 Healthcare coverage (general medical; prescription drugs; specialty services such as behavioral 
health, dental, and vision care; and disease management services).

•	 Disability benefits. 
•	 Employee assistance services.
•	 Wellness programs. 

These programs are designed to provide health or health-related services that address specific 
employee and employer needs. 

Employer-sponsored health coverage programs, past and present, have focused mainly on the needs 
of working-age adults. Benefit plans were structured to provide care to adults, and the unique health 
care needs of children were largely ignored. Consider the following examples regarding care for 
children and pregnant women: 

•	 Children generally receive care in different settings than adults; they are more likely to need 
provider office visits, home health services, and school-based care, and less likely to need 
prescription drugs or hospitalization. 

•	 The type and intensity of required 
care differs as well. For example, 
comprehensive well-child care, 
(essential preventive care), requires 
26 provider office visits and at least 
37 immunizations during the first 
21 years of life.4, 5 These critical 
healthcare services are a long-term 
investment: they set the stage for a 
lifetime of good health. 

•	 One in five households with 
children in the United States 
includes at least one child 
with special health care needs. 
Nationwide, more than 18.5% 
of all children under the age of 
eighteen have a special healthcare 
need.6 These children suffer from 
complex problems that are often 
best addressed by a healthcare team that can integrate 
necessary health, education, and social services. 

•	 Research shows that preconception health affects 
pregnancy health and the health of infants and children. 
Therefore, child health requires a long-term perspective 
and an investment in women’s health and well-being.

Typical employer-sponsored plans do not adequately account for 
these differences in either plan design or cost-sharing strategies. 

Due to cost differences, a lack of 
visibility, and other issues, maternal 
and child health has been given less  
attention than health care for adults. 
Children, adolescents, and pregnant 
and postpartum women are a unique 
and important segment of an employ-
er’s beneficiary population. As a  
group they:

•	 Require specific health interven-
tions and healthcare services that 
are different in scope, intensity, 
duration, or setting from that of  
the general population.

•	 Have a different disease and  
condition profile.

•	 Often rely on others to access 
health coverage and services. 

Opportunities exist 
to improve existing 
benefits by tailoring 
them to better meet 
the unique needs of 
women and children.
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Employer-Sponsored Health Coverage Pertinent to Maternal 
and Child Health

Dependent Coverage
Typically, employer-sponsored plans 
are open to qualifying employees 
under the age of 65, their dependents 
(children, and spouses or domestic 
partners), and occasionally retirees. 
Virtually all large employers provide 
maternity benefits (i.e., coverage for 
prenatal care, labor and delivery, 
and postpartum care). Dependent 
coverage for children varies by age, school status, and other factors. Most large employers provide 
child dependent coverage from birth, though adolescence, and into young adulthood. In fact, 43% 
of Business Group member survey respondents provide healthcare coverage to dependent children 
through age 25, as long as the child remains a full-time student.7 

Demographics
Pregnant Women
According to the Census Bureau’s 2008 American Community Survey, 61.7% of women who had 
a baby in the previous 12 months were in the labor force.8 In 2009, employer sponsored insurance 
covered almost 2/3 of women between the ages of 18 and 64.9 

The content of dependent coverage and 
the way it is made available to employees 
has a significant impact on access to care 
for children.  

Gary L. Freed, MD, MPH, 
Child Health Evaluation and Research Unit 
University of Michigan Health System, 2006 

29% CUTOFF COVERAGE 
unless the dependent 
is a full-time student

AGE 19

24% CUTOFF COVERAGE 
for full-time students

10% CUTOFF COVERAGE
regardless of student status

AGE 23

43% CUTOFF COVERAGE 
for full-time students

5% CUTOFF COVERAGE
regardless of student status 

AGE 25

5% CUTOFF COVERAGE
regardless of student status

AGE 21

5% CUTOFF COVERAGE
regardless of student status

AGE 26

Figure 1A: Child Dependent Age Cutoffs for Large Employers 

Source: National Business Group on Health. Maternal and Child Health Benefits Survey Washington, DC: National Business Group on Health; January 2006.
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Children and Adolescents
In 2008, there were 73.9 million children in the United 
States between the ages of 0 and 17 years, accounting 
for 25% of the total population.10  In 2007, 54.2% of 
children had employer-sponsored health coverage.11 
According to Business Group surveys, child and 
adolescent dependents (through age 25) generally 
comprise about one-third of a large employer’s total 
beneficiary population.7

Children with Special Health Care Needs
Approximately 18.5% of children under the age of 
18 in the United States have a special health care need (a chronic and severe health problem that 
requires more intensive or specialized care than children normally require).6  Children with special 
health care needs are only slightly less likely than 
their peers to have employer-sponsored healthcare 
coverage. Children with special health care needs 
are an important part of an employer’s beneficiary 
population because they:

•	 Experience complex, chronic, and severe 
health problems, which can be difficult to manage. 

•	 Use more healthcare services than other children and thus have higher overall healthcare 
expenditures.

•	 Experience more sick days than other children and require additional office visits and 
hospitalizations, which results in lost productivity and absenteeism for their parents. 

Pregnancy-Related Healthcare Costs: An Overview
In 2006, 90.5% of women had at least one health care expenditure.13 Pregnancy is a major cause of 
health expenditures among women of childbearing-age.14 

The total cost of a pregnancy includes physician/provider services for prenatal care and labor and 
delivery; hospital or birth-center fees for labor and delivery; laboratory and diagnostic testing 
costs; medication; and postpartum care. The total cost of a pregnancy is difficult to estimate due to 
different provider payment methods (e.g., capitation); extensive regional differences; and variance in 
the procedures, medications, and screening services women and their newborns receive. According 
to a recent study of women with employer-sponsored health coverage who delivered a baby in 
2004, prenatal care and maternity-related hospital payments combined averaged $7,737 for a vaginal 
delivery and $10,958 for a cesarean delivery (these figures include patient out-of-pocket costs).15 

Ages 25 
and Older

66%

Age 
4-12

9% 

6% 

Age 0-3 

3%
3%

Age 13-18 

13%

Age 19-21 

Age 22-25

Researchers estimate that 8.6% 
of employees provide care to a 
child with a special need.12
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In 2000, the average hospital charge for labor 
and delivery was $6,200 (this figure does not 
include for the newborn’s care). Other types of 
obstetric hospital stays included antepartum 
care (average charge $6,900), care related to 

pregnancy loss (average charge $8,200), and postpartum care (average charge $8,900).16 Among 
women in the U.S. with large employer sponsored plans, the average cost of having a baby in 2004 
was more than $8,000. 

Preterm birth is a serious health problem that costs the United States more than $26 billon every 
year, according to the Institute of Medicine. In 2007, the average medical costs for a preterm baby 
were more than 10 times as high as they were for a healthy full-term baby. The costs for a healthy 
baby from birth to his first birthday were $4,551. For a preterm baby, the costs were $49,033.17 
 
The medical costs for both mother and her preterm baby in 2007, were four times higher than when 
a mother delivered a healthy full-term infant. The costs for a full-term infant were $15,047; while 
the costs for the preterm infant were $64,713.17 

Healthcare Costs for Children and Adolescents: An Overview
In 2004, children accounted for 26 percent of the population and 13 percent of the primary health 
care spending.18 Among children who used any type of healthcare service in 2000, the average 
medical expense  was $1,115.19 As is common in adult populations, a relatively small proportion of 
children are responsible for the bulk of total medical expenditures. For example, while the average 
per-child healthcare expenditure was $1,115 in 2000, the median expense was only $316.19

By definition, children with special health care 
needs use more healthcare services than their 
peers. For example, children with special needs 
have twice as many outpatient care visits as other 
children.19 The increased service use results in 
additional healthcare costs. Among children with 
a special health care need, the average medical 
expense was $2,498 in 2000, more than double the average for all children. 

Healthcare Services Used Children with Special Health Care Needs All Children

Outpatient office visit 83.3% 67.4%

Emergency department visit 16.3% 11.1%

Inpatient hospital stay   6.0%   2.4%

Dental visit 50.3% 44.2%

Prescription medication 78.7% 45.8%

Source: Chevarley FM. Utilization and Expenditures for Children with Special Health Care Needs. Research Findings No. 24. Rockville, MD: Agency 
for Healthcare Research and Quality; 2006.

Pregnancy and childbirth account 
for nearly 25% of all hospitalizations 
in the United States.15 

Although children with special 
health care needs make up less 
than 15% of the population, they 
account for 41% of all child health 
expenditures.19
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Special needs status is only one demographic 
variable that affects healthcare use and healthcare 
costs. For example, children living in the Northeast 
and the Midwest are more likely to use healthcare 
services and have higher healthcare expenses than 
children in other areas of the country. White children are more likely to incur medical expenses  
than either Hispanic or black children.19 Age is also an important factor: very young children  
(0 to 5 years) are more likely to have healthcare expenditures than older children (6 to 11 years)  
or adolescents (12 to 17 years).19 
 

Employer-Sponsored Healthcare Coverage Costs
The cost of employer-sponsored health plans increased dramatically through the late 1980s and 
1990s. Healthcare cost increases peaked in 2002, when the cost trend reached 14.7%21(refer to 
Figure 1B). Since 2002, costs have stabilized; yet large employers still face steep annual increases.21 

In 2005, large employers, on average, paid $6,658 per employee enrolled in an HMO plan and 
$6,518 per employee enrolled in a PPO plan (refer to Figure 1C) (note that prescription drug, 
mental health, vision and hearing benefits are included here if part of the plan, but dental is not).22  
By 2008, that cost increased to $8,106 per employee enrolled in an HMO plan and $7,861 per 
employee enrolled in a PPO plan (refer to Figure 1C). Additionally, employee contribution to an 
HMO plan for individual coverage averaged $1,104.22 

For additional information on 
healthcare costs for children and 
adolescents, refer to Part 4

More than 4 million hospitalizations per year could be prevented by improving primary care, increasing 
access to quality treatment, and encouraging Americans to live a healthier lifestyle. 
“In 2006, nearly 4.4 million hospital admissions totaling $30.8 billion in hospital costs were potentially 
preventable with timely and effective ambulatory care or adequate patient self- management of the 
condition. Hospital costs for potentially preventable hospitalizations represented about one of every  
10 dollars of total hospital expenditures in 2006.”

•	 Children accounted for about 276,000 potentially preventable hospitalizations,  
totaling $737 million in hospital costs.

•	 Among children, pediatric asthma was the most costly potentially preventable condition  
($293 million), but pediatric gastroenteritis accounted for the highest number of potentially 
preventable hospitalizations (133 million admissions, or 183 admissions per 100,000 
population).20
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Figure 1B: Large-Employer Healthcare Cost Increases, 1999-2009

Source: National Business Group on Health, Watson Wyatt Worldwide. The Keys to Continued Success: Lessons Learned From Consistent 
Performers. 2009 14th Annual Employer Survey on Purchasing Value in Health Care. Washington DC: Watson Wyatt Worldwide; 2009. 

Figure 1C: Large-Employer Healthcare Costs* by Plan Type, 2005-2008

Plan Type
Average Cost* Per Employee

2008 2007 2006 2005
HMO $8,106 $7,486 $7,004 $6,658
PPO $7,861 $7,429 $7,029 $6,518

			 
Note: *Total gross annual cost for medial plan only, for active employees and dependents, divided by the number of active covered employees. 
Includes employee contributions (payroll deductions) if any, but not employee out-of-pocket expenses such as deductibles and copays. Prescription 
drug, mental health, vision and hearing benefits for all active employees and their covered dependents are included if part of the plan. Dental benefits, 
even if a part of the plan are not included in these costs.  
Source: Mercer Health & Benefits Consulting, National survey of Employer-Sponsored Health Plans: 2008 Survey Report, Mercer Health & Benefits 
Consulting; 2009.

For years employers have used employee cost-sharing to contain healthcare costs. In fact, growth in 
healthcare premiums has consistently outpaced both inflation and growth in workers’ earnings for 
the past 20 years.23 

Family out-of-pocket 
costs for medical care 
are also on the rise. In 
2003, 18.2% of families 
covered by employer-
sponsored health 
benefits spent 10% or 
more of their annual 
income on medical 

16.0%

14.0%

12.0%

10.0%

8.0%

6.0%

4.0%

2.0%

0.0%
1999    2000    2001    2002    2003    2004    2005    2006    2007    2008    2009    

7.5%

9.7%
10.3%

14.7%

8.5%
8.0%

6.0% 6.0% 6.0%

10.6%

13.0%

The growth in healthcare costs has become a central 
women’s health issue. A sizable share of women are 
falling through the cracks, either because they don’t 
have insurance or even with insurance can’t afford to 
pay for medical care or prescription drugs. 

Alina Salganicoff 
Vice President and Director of Women’s Health Policy 
Kaiser Family Foundation
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expenses (premiums and copayment/coinsurance), compared to 14.2% in 1996. This represents a 
28% increase over 8 years. 

While employee cost-sharing is an effective cost-containment strategy, many experts believe that 
employers have maximized the financial benefit of cost-sharing.24 High cost-sharing, specifically 
high premiums, can price some families out of the market. Similarly, high deductibles, copayment/
coinsurance requirements, and out-of-pocket maximum amounts may force families to delay or forgo 
care. One of the primary purposes of the Plan Benefit Model is to balance employer sustainability 
and employee affordability. The Plan Benefit Model aims to ensure beneficiary access to essential 
care services by removing beneficiary cost barriers wherever possible, all without increasing employer 
costs. 

Employer-Sponsored Maternal and Child Health Benefit Costs1

To provide data on the cost of maternal and child healthcare services for a typical large employer in 
the United States, PricewaterhouseCoopers (PwC) developed a cost projection model.  This model 
included data from PwC’s proprietary health insurance cost model and the Medstat database. 

The Medstat database used in this analysis included information on the experience of 3 million 
members covered by large-employer healthcare benefit plans during 2004. This data set represents 
a typical distribution of enrollment by plan type (HMO, PPO, POS, and indemnity plans) and 
average cost-sharing provisions (deductible, coinsurance, and copayment).  The data was normalized 
to reflect the typical level of costs for a hypothetical population of 120,000 beneficiaries (refer to 
Figures 1D, 1E, and 1F). 

Children and adolescents 
comprised 33% of the 
beneficiary population 
included in the Medstat data 
and were responsible for 
14.7% of total costs ($49.5 
million) (refer to Figure 1D). 
Children and adolescents’ 
use of healthcare services, 
and the associated costs, were 
highest in the first year of life (including birth) and during late adolescence. Healthcare services for 
children and adolescents were responsible for 16% of inpatient costs, 12% of outpatient costs, 18% 
of professional services/office visit costs, 10% of prescription drug costs, and 24% of ancillary service 
costs. 

Females comprised 54.6% of the adult beneficiary population and were responsible for 64.3% 
of adult-related costs. Maternity benefits, including prenatal and postpartum care services, were 
responsible for 3.8% ($12.7 million) of total plan costs. 

Average Annual Cost of Benefits For 
Covered Children and Adolescents

Newborns (0-1 year) $4,629
Children (1-12 years) $872

Adolescents (13-18 years) $1,125

All Children (0-18 years) $1,258
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Figure 1D: Health Plan Benefits for Large Employers, Average Benefits for a Plan with  
120,000 Beneficiaries, 2004

Notes: The plan enrollment for this data includes active employees, retirees under 65, and COBRA participants. Dental benefits are not 
included. Benefits for retirees 65 and over are not included.
Source: PricewaterhouseCoopers LLP. Actuarial Analysis of the National Business Group on Health’s Maternal and Child Health Plan 
Benefit Model. Atlanta, GA: PricewaterhouseCoopers LLP; August 2007.

Figure 1E: Beneficiary Healthcare Costs for Children and Adolescents, by Age, 2004

Age Group
(Years)

Average  
Number of  

Beneficiaries

Inpatient  
Hospital  
Services

Outpatient  
Hospital  
Services

Professional  
Services

Prescription 
Drugs

Ancillary  
Services

00-00 1,664 $2,708 $242 $1,537 $67 $74

01-04 5,199 $177 $235 $569 $107 $58

05-09 7,613 $99 $154 $309 $135 $61

10-14 9,450 $126 $156 $307 $183 $71

15-19 10,099 $249 $279 $412 $249 $94

20-25 5,342 $367 $357 $493 $383 $110

Total 39,367 $301 $228 $446 $203 $79

Benefits for Children 
= $49.5 Million   

Adult Male Benefits 
= $102.4 Million   

Adult Maternity Benefits 
= $12.7 Million   

Adult Female Non-Maternity Benefits 
= $171.5 Million   

14.7%

30.5% 3.8%

51.0%
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Figure 1F:  Total Plan Costs, by Age, 2004 

Age Group
Average  

Number of  
Beneficiaries

Inpatient  
Hospital  
Services

Outpatient  
Hospital  
Services

Professional 
Services

Prescription 
Drugs

Ancillary  
Services Total

Children 39,367 $11,860,067 $8,992,537 $17,572,525 $7,979,406 $3,101,806 $49,506,342

Adults 80,633 $62,093,331 $64,069,727 $81,467,397 $68,911,505 $10,021,403 $286,563,363

All  
Beneficiaries 120,000 $73,953,399 $73,062,264 $99,039,922 $76,890,911 $13,123,210 $336,069,705

Distribution of Benefits 22.0% 21.7% 29.5% 22.9% 3.9% 100%

Children’s % 
of Total 33% 16% 12% 18% 10% 24% 15%

The 2004 data shown above was one of the primary sources used to project the average health 
plan costs for 2007. The updated 2007 plan costs were used to estimate the impact of the Plan 
Benefit Model’s recommended changes in plan design. For more information on the cost impact of 
recommend plan design changes, refer to Part 2. 

Health-Related Costs for Employers
In addition to health plan expenditures, employers pay for specialty services such as dental, vision, 
and mental health care; disease management services; short- and long-term disability; and costs 
associated with absenteeism, lost productivity, and turnover. 

Workplace Burden 
A substantial proportion of employee’s lost work time can be attributed to child health problems. 
Research shows that child illness and injury result in absenteeism, tardiness, leaving work early, and 
significant work interruptions.25 Working parents with young children in childcare typically miss 9 
days of work annually due to child illness; the parents of elementary-school-aged children miss up to 
13 days of work annually due to child illness.26 These missed work days result in lost productivity 
costs for employers. In fact, employee absences due 
to childcare breakdowns cost businesses in the United 
States approximately $3 billion dollars every year.26 

The parents of children with special health care needs 
are particularly vulnerable to lost work time. When 
asked about their experience during the previous year, 
parents of special needs children report an average 
of 20 missed school/childcare days, 12 provider office or emergency department visits, and 1.7 
hospitalizations.28 One study found that the mothers of children with a developmental delay or 
disability (e.g., cerebral palsy, autism) lose around 5 hours of work each week, totaling 250 hours 
per year. This translated into lost productivity costs of $3,000 to $5,000 a year (assuming an hourly 
employee cost of $12 to $20, including fringe benefits).29 

Approximately 26% of the 
time, employees who call 
in sick are actually staying 
home to care for an ill family 
member, usually a child.27
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The workplace burden of childhood illness is 
highest among the parents of young children, 
due to the increased rate of illness among 
young children and their inability to care for 
themselves.31 Illness, injury, and disability among 
adolescents also result in lost productivity for 
parents and subsequent costs for employers. 
Adolescent injuries are the most expensive 
injuries of any age group and require a significant 
amount of care. The parents of these adolescents 
often lose work time in order to care for their child in the hospital and during the rehabilitation 
process. Unique issues of adolescence such as serious mental illness, substance abuse, and unintended 
pregnancy can cause in significant parental stress. 

Both child and adolescent 
health problems can result in 
work cutback or, in extreme 
cases, an early exit from the 
workforce. Research shows 
that work/life benefits can 
support families struggling 
with acute or chronic illness 
or injuries.12 These benefits 
can reduce turnover and 
improve productivity.26,27

Family-Friendly Benefits
Employer sensitivity to family issues is strongly associated with increased job satisfaction and loyalty. 
A 2000 America @ Work survey found that several family-friendly benefits were independently 
related to organizational commitment. Employees who had access to (a) flexible work schedules, (b) 
preventive medical care, and/or (c) childcare for sick children, even when they did not personally 
use these benefits, showed a stronger commitment to their organization and a significantly lower 
intention to quit than employees without access to these benefits.32  

Family-friendly benefits are also a means of recruiting employees and promoting productivity (refer 
to Figure 1G). In a recent study, researchers evaluated the impact of four types of family-friendly 
benefits: prenatal programs, worksite lactation programs, sick childcare, and flexible working 
arrangements. All four benefit types were found to increase employer attractiveness. Furthermore, 
flexible working arrangements were found to improve productivity, and prenatal programs and 
lactation programs were found to reduce overall healthcare costs.31 

There is considerable evidence that child health 
affects parents’ work lives. Poor child health can 
present substantial challenges to parents’ effort 
to manage their work and caregiving roles. Child 
health, however, is more than just a personal con-
cern for parents. Owing to healthcare costs, lost 
time, and other employment implications, child 
health is also a relevant consideration for busi-
ness organizations. 

Debra Major, Carolyn Allard
Journal of Occupational Health Psychology, 2004

The impact of children’s special 
healthcare needs on families is 
substantial: 20.9% of parents re-
port that their child’s health care 
needs caused them financial dif-
ficulties and 29.9% reduced their 
hours or quit their job because of 
their child’s needs.30
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Figure 1G: Family-Friendly Benefits Offered by Large Employers, 2009

Type Family-Friendly Benefit
Percentage of Large 

Employers who 
Offer Benefit

Flexible Work Schedule Flextime 54%

Bring child to work in an emergency 29%

Leave Programs Paid family leave 25%

Family leave above and beyond that 
required by Federal FMLA

25%

Parental leave above and beyond that 
required by Federal FMLA

17%

Other Lactation program/designated area 25%

Source: Society for Human Resources Management. 2009 Employee Benefits: Examining Employee Benefits in a Fiscally Challenging Economy. 

Summary 
Employers have a unique opportunity to improve the health of women and children through health 
benefit design, beneficiary education and engagement, and health promotion programs and policies. 
This toolkit provides employers with the information and tools they need to design and implement 
evidence-informed, comprehensive health benefits; effectively communicate benefit offerings to 
beneficiaries; educate beneficiaries on the importance of health promotion and disease prevention; 
and link these activities to organizational success. 
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