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Abstract
Objectives
The Personal Health Management Study (PHMS) is an assessment of the effect of a voluntary employee-
facing health initiative using a commercially-available wearable device implemented among 565 employees
of Boehringer Ingelheim Pharmaceuticals, Inc. The results of the initiative on physical activity (measured as
steps) and sleep is reported.

Methods
This was a 12-month, prospective, single-cohort intervention study using a wearable activity-measuring
device tracking steps and sleep (entire study period) and a system of health-promoting incentives (first nine
months of study period). The findings from the first nine study months are reported.

Results
The mixed model repeated measures approach was used to analyze the data. There was no significant
difference in steps between the first month (7915.6 mean steps per person per day) and the last month
(7853.4 mean steps per person per day) of the intervention. However, there was a seasonal decline in steps
during the intervention period from fall to winter, followed by an increase in steps from winter to spring. In
contrast, sleep tended to increase steadily throughout the study period, and the number of hours slept
during the last month (7.52 mean hours per person per day) of the intervention was significantly greater than
the number of hours slept during the first month (7.16 mean hours per person per day).

Conclusions
The impact of the initiative on physical activity and sleep differed over the period of time studied. While
physical activity did not change between the first and last month of the intervention, the number of hours
slept per night increased significantly. Although seasonal changes and study-device habituation may explain
the pattern of change in physical activity, further evaluation is required to clarify the reasons underlying the
difference in the impact of the initiative on the dynamics of steps and sleep.
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Introduction
Physical inactivity and sleep deprivation have long been established as predictors of all-cause morbidity and
mortality. Recently, the contribution of physical inactivity to all-cause mortality was reported to be
comparable to that of smoking [1]. While smoking causes approximately five million deaths worldwide,
inactivity has been linked to 5.3 million, and decreasing inactivity by 10% or 25% can prevent more than 1.3
million deaths annually [1]. Furthermore, physical inactivity explains approximately six percent of
cardiovascular morbidity, seven percent of disease burden from type 2 diabetes, 10% of breast cancer, 10% of
colon cancer, and nine percent of premature mortality worldwide [1]. According to the Centers for Disease
Control and Prevention (CDC), approximately 80% of adults in the United States (US) do not meet
recommended guidelines for physical activity [2]. Moreover, the average number of steps per day for adults
living in the US is 5,117, which is significantly lower than for their peers living in Switzerland, western
Australia, and Japan who average 9,695, 7,168, and 9,650 daily steps, respectively [3]. Like physical
inactivity, sleep deprivation is common in the US. Large epidemiological studies have reported that
approximately one-third of US adults suffer from sleep deprivation, which interferes with their daily
functioning and increases their risks for cardiovascular disease, obesity, and diabetes [4-5]. Systematic
reviews of prospective studies identified sleep deprivation as a predictor of all-cause [6] and coronary heart
disease mortality and morbidity [7]. Therefore, promoting physical activity and healthy sleep habits is an
important public health imperative.
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The burgeoning field of healthcare information technology has produced a wide range of mobile devices that
allow for comprehensive assessment of one’s activity, including measurement of steps taken and hours of
sleep attained. In addition to passively tracking activity data, these devices allow one to set daily goals and
send reminders and feedback messages. Using activity monitoring devices—even the simplest ones, such as
pedometers—has been shown to increase physical activity [8]. In fact, a recent meta-analysis showed that
the use of mobile devices is associated with significant increases in physical activity levels [9]. Employee
wellness programs that use wearable activity monitoring devices to promote physical activity and healthy
sleep are becoming increasingly popular, as these interventions may reduce disease burden, absenteeism,
and healthcare costs, while enhancing productivity and morale [10-11]. It has been projected that in the next
five years, more than 13 million wearable mobile devices will be integrated into corporate wellness plans
[12]. However, evidence on the impact of these devices in the context of corporate wellness programs has
been mixed. The RAND Corporation has recently reported no statistically significant clinical or financial
benefits [13]. There is some evidence that factors such as program duration of 12 months or longer and
individual tailoring with personalized activity goals may help increase program effectiveness [14].

In September 2013, Boehringer Ingelheim Pharmaceuticals, Inc. (BI) conducted the Personal Health
Management Study (PHMS), a 12-month employee-facing voluntary health initiative and research study.
This program was implemented by the Healthcare Innovation and Technology Lab, Inc. (HITLAB). The
primary goal of PHMS was to encourage employees to increase their physical activity levels (measured as
daily step average) and hours of sleep per night. The program “intervention” consisted of providing
employees with the UPTM (Jawbone, San Francisco, CA), a wrist band that tracks steps and sleep data; and
using a variety of incentives to encourage them to use and adhere to use of the UPTM and engage in positive
health behaviors. We hypothesized that this program would produce significant increases in physical activity
and sleep among all study participants. Specifically, we expected to observe a significant increase in steps
and number of hours slept per night when measuring the difference in these outcomes between the first
month and the last month of the intervention, as well as the differences between consecutive months
throughout the entire study period.

Materials And Methods
Participants
565 BI employees aged 23–67 drawn from a population of approximately 3,500 eligible individuals at BI’s
Ridgefield, Connecticut campus were recruited and consented into the PHMS. The inclusion criteria for this
program included permanent employment at BI and access to a device capable of hosting the Jawbone UP®
mobile application (including the iPhone, Android phone, iPad, or iPod touch). Individuals who were
pregnant, had an ambulatory disability, terminated employment at BI, or previously owned an UP® by
Jawbone band were not eligible for this study. The study was approved by the Chesapeake Institutional
Review Board. 

Measures
Physical activity and sleep - UP® by Jawbone is a consumer-facing activity measuring device that uses a
precision motion sensor and actigraphy monitoring to track steps and sleep. The study participants synced
their UP® band to the UP® iPhone application (UP® app) that displayed their daily steps and sleep (captured
as hours of deep and light sleep, and total number of hours slept) data, provided weekly and monthly
reports, and sent messages encouraging the participants to meet their respective goals. 

The PHMS survey was a quarterly questionnaire that included 47 questions drawn from several established
instruments, including the SF-36 [15], Brunel Lifestyle Physical Activity Questionnaire [16], Kaiser Physical
Activity Survey [17], Sleep Heart Health Study Sleep Habits Questionnaire [18], Functional Outcomes of
Sleep Questionnaire [19], RAND 36-Item Health Survey 1.0 Questionnaire [20], Pittsburgh Sleep Quality
Index [21], and the 21-item disease checklist from the Midlife in the United States (MIDUS) study [22]. The
survey also captured demographic information, health behaviors (smoking, exercise/physical activity levels,
sleep), diseases, life events, social support, and perceived health. This survey has not been previously
validated. For the purposes of the present report, only demographic information from this survey (age and
sex) was included in the analysis. Height and weight was measured for all participants using objective
assessments.

Study Design and Procedures

The PMHS utilized a 12-month prospective, single-cohort study design. The intervention included wearing
the UP® band, which tracked physical activity (steps) and sleep (hours). In addition to tracking physical
activity and sleep, the band provided participants with the ability to set up daily step and sleep goals. The
UP® application, which was installed on the participants’ smart phone, sent messages to the participants
that encouraged them to meet their individual goals and reported their progress. All participants received a
training on how to use the device and app at the time of enrollment, and devices were calibrated to
participants at this time. In addition to wearing the UP® band, the intervention included sending
participants weekly emails providing aggregated data about physical activity and sleep of the study
population; sending participants weekly e-mails providing health tips; providing participants with a series of
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virtual challenges and awards that included digital badges, prizes, and charitable donations; and providing
opportunities to participate in voluntary on-campus social events.

During the course of the study, the participants were invited to attend quarterly study visits at Baseline and
Months three, six, nine, and 12. In the first appointment, the participants were enrolled in the study,
instructed on the use of the study device, and were requested to fill out a survey that captured demographic
information and information on current health behaviors and psychosocial functioning. The participants
also had their BMI measured at this appointment by certified nursing assistants. Step and sleep data were
subsequently collected by the UP® band for a 12-month period. During the study period, the participants
were invited to the second through fifth appointments on a quarterly basis via email. The e-mails invited
them to schedule a check-in appointment during the first two weeks of each quarter in which data was being
collected from the UP® band. The second and third appointments were conducted in person and included
completion of PHMS survey and measurement of BMI. The fourth and fifth appointments were conducted
virtually and only included completing the PHMS survey.

Data Analysis

As the study commenced on September 25, 2013, thereby leaving only six days of the first study month, we
did not include data from September in the analysis. Additionally, the system of health-promoting
incentives terminated after the first nine months of the study period (June 2014), thereby limiting the
intervention to simply wearing the UP® band. In order to eliminate the potential for confounding of the
results by changing the intervention after nine months, the present manuscript reports the findings only
from the first nine months of the program (October 2013–June 2014).

Physical activity and sleep data were analyzed separately. Steps were measured as daily number, and sleep
was evaluated as total number of hours per night. The number of hours of deep and light sleep was not
included in the analysis as these measures may need to be further investigated to be considered valid and
reliable estimates of sleep quality. For both steps (measured as daily number) and sleep (measured as
number of hours per night) the data for that measure were averaged for each study month. The mixed model
repeated measures (MMRM) approach was used to analyze data. We fitted the model that included study
month, subject ID number, baseline steps/sleep levels, study month x baseline interaction, age, sex, BMI,
age x sex interaction, and age x BMI interaction as predictors of steps or sleep. Age, baseline steps/sleep
levels, and BMI were entered in the model as continuous variables, while sex and study month were entered
as categorical variables.

Monthly changes in steps and sleep comparing consecutive study months and the first month of the study to
the last one were examined using pairwise comparison (supported by the SAS procedure MIXED and its
LSMEANS statement). As previous studies showed considerable impact of seasonal changes on physical
activity [23-24], we compared aggregated data for fall 2013, winter 2013-2014, and spring 2014. Fall was
defined as October and November 2013; winter was defined as aggregated data from December 2013 and
January and February 2014; spring was defined as March, April, and May 2014; and summer was defined as
June 2014. We used LSMESTIMATE statement to conduct this comparison [25-26]. To correct for Type I error,
we used Bonferroni adjustments. We adjusted each analysis by the number of comparisons among the
months or seasons. For comparing changes across consecutive study months and the first month of the
study to the last one, we used 0.05/9 = 0.006; for comparing data aggregated across seasons, we used 0.05/5
= 0.01. Three hundred twenty three participants had missing data for at least one month during the study
period. To determine the impact of missing data on our findings, we conducted sensitivity analyses using the
last observation carried forward (LOCF) approach and found that imputing missing data did not alter our
results. The findings from the missing data analysis are briefly described in the Results section.

Results
From the total of 565 enrolled participants, 526 (93%) provided steps/sleep data, of whom 520 (92%)
participants provided data that was greater than zero for steps and no less than two and no greater than 13
hours for sleep, a range established based on a literature review of reported sleep duration values in order to
eliminate spurious data for sleep time [27-30]. A total of 563 (99.6%) participants provided survey data. A
total of 510 (91%) participants had both survey and valid steps/sleep data. Therefore, our final sample size
consisted of 510 participants. Table 1 describes clinical and demographic characteristics of the study
sample. Figure 1 summarizes the process of finalizing the study sample.
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Variable N (%) Range Mean (SD)

Age  506 (99%) 23-67 43.46 (9.20)

Gender
Male 232 (45%)  

 
Female 278 (55%)  

BMI (Body Mass Index)  503 (99%) 18.11-51.37 27.66 (5.34)

Chronic diseases 

Blood clots 8 (2%)  

 

Heart disease 7 (1%)  

Heart murmur 28 (5%)  

Diabetes 17 (3%)  

Circulation problems 5 (1%)  

TIA or stroke 3 (.6%)  

Anemia or other blood disease 26 (5%)  

Depression 0 (0%)  

Cholesterol problems 84 (16%)  

Asthma 43 (8%)  

Thyroid disease 23 (5%)  

Peptic ulcer disease 5 (1%)  

Cancer 12 (2%)  

Colon polyp 28 (5%)  

Insomnia 8 (2%)  

Restless legs syndrome 1 (.2%)  

Sleep apnea 13 (3%)  

 510 (100%)  

TABLE 1: The sample’s demographic and clinical characteristics (N=510)
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FIGURE 1: Defining final sample size included in the data analysis

Physical activity
The number of steps did not change significantly when comparing the first month and last month of the
study period (t=-0.6, p=0.55). However, there were significant changes from month-to-month at some points
during the study period (F (8, 3106) = 7.48, p<.0001; please see Table 2 for the significance of all fixed effects
tested in the model). As shown in Table 2, these changes were affected by the baseline steps levels. Finally,
there were significant age and sex differences in the steps during the study period. No other demographic
differences reached statistical significance (see Table 2).

Effect Num DF Den DF F Value Pr > F

Study month 8 3106 7.48 < .0001

Baseline steps 1 509 1605.83 < .0001

Baseline steps x study month 8 3096 15.03 < .0001

Age 1 490 2.89 0.0898

Sex 1 509 3.73 0.0541

BMI 1 487 0.24 0.6253

Age x sex 1 504 5.82 0.0162

Age x BMI 1 487 0.98 0.3236

TABLE 2: Significance of fixed effects tested in the model (Type 3): Steps

Monthly Step Changes

Table 3 shows mean monthly step values that are adjusted for all fixed effects in the model and significance
tests for the consecutive monthly means. Significant monthly changes are highlighted in bold. There was a
consistently significant decline in steps from October 2013 to January 2014, followed by significant increases
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from January 2014 to February 2014, March 2014 to April 2014, and April 2014 to May 2014. When we
compared the first month of the intervention (October 2013) with the last (June 2014), there was no
significant difference (t=-0.6, p=0.55).

Study Month Mean Standard Error Δ* p

Oct-13 7915.6 79.763 - -

Nov-13 7601.6 81.01 -314 0.0004

Dec-13 7140.3 83.5 -461.4 <.0001

Jan-14 6787.5 84.9 -352.74 0.0002

Feb-14 7101.1 87.14 313.58 0.0012

Mar-14 7179.7 89.88 78.59 0.4338

Apr-14 7526.9 91.22 347.24 0.0008

May-14 7897.8 93.47 370.9 0.0005

Jun-14 7853.4 98.01 -44.4 0.6912

*Δ describes the difference between two consecutive months (significance at .006 level)

TABLE 3: Average steps per month

Seasonal Step Changes

The decline from fall to winter (D = -749, t=-12.57, p<.0001), and the increases from winter to spring (D = 525,
t=8.96, p<.0001) and spring to summer (June 2014) (D =318.59, t=3.45, p<.0001) were significant.
Comparisons of fall 2013 to spring 2014 revealed significantly greater number of steps in the fall (D = 223.81,
t=3.54, p<.0001), and comparison of fall 2013 to June 2014 showed comparable number of steps (D = -94.78,
t= -1.0, p=0.3158). As shown in Table 2, age x sex interaction and baseline step levels were significantly
associated with steps during the study period (F(1,504)=5.82, p=0.0162). To interpret the significant
interaction between age and sex, we created three age groups that represented younger (23–38 years,
n=165), middle-aged (39–47 years, n=170), and older (48–67 years, n=171) participants. These cut-off age
values were selected because they allowed for categorizing study participants into three groups that were
similar in size and significantly different with respect to their respective average age values. This
categorization was supported by the SAS procedure RANK. Table 4 describes average steps for the three age
groups and both genders, and the differences in steps between men and women within each age group.

Age Groups Sex Mean Std Dev Δ

23-38 years 
Male (n=86) 6671.59 2384.94

864.01
Female (n=79) 7535.6 2607.55

39-47 years 
Male (n= 84) 7693.07 3385.71

138.78
Female (n= 86) 7831.85 2836.55

48-67 years 
Male (n= 59) 7290.58 3663.77

219.3
Female (n= 112) 7509.88 3144.99

TABLE 4: Average steps among young, middle-aged, and older men and women

As Table 4 demonstrates, while female sex was associated with greater physical activity, the difference
between men and women was the largest among the youngest participants. Age group 39–47 had the
greatest number of steps.

Sleep
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The number of hours slept changed significantly during the study period (F (8, 2943) = 28.31, p<.0001; please
see Table 5 for the significance of all fixed effects tested in the model). As shown in Table 5, these changes
were affected by the baseline sleep levels. Finally, there were no demographic differences in the patterns of
sleep change during the study period. 

Effect Num DF Den DF F Value Pr > F

Study month 8 2943 28.31 < .0001

Baseline steps 1 503 484.59 < .0001

Baseline steps x study month 8 2942 23.94 < .0001

Age 1 443 0.15 0.6958

Sex 1 468 2.32 0.1285

BMI 1 440 0.02 0.8958

Age x sex 1 462 1.4 0.2369

Age x BMI 1 439 0.01 0.9123

TABLE 5: Significance of fixed effects tested in the model (Type 3): Sleep

Monthly Sleep Changes

Table 6 shows average monthly sleep adjusted for all fixed effects in the model and significance tests for the
consecutive means.

Study Month Mean Standard Error Δ* p

Oct-13 7.16 0.04 - -

Nov-13 7.19 0.04 0.03 0.5368

Dec-13 7.35 0.04 0.16 0.0006

Jan-14 7.34 0.04 -0.01 0.8689

Feb-14 7.42 0.04 0.08 0.1234

Mar-14 7.50 0.04 0.08 0.1515

Apr-14 7.58 0.04 0.08 0.1377

May-14 7.59 0.05 0.01 0.8607

Jun-14 7.52 0.05 -0.07 0.2521

TABLE 6: Average hours of sleep per month
*Δ describes the difference between two consecutive months (significance at .006 level)

As Table 6 demonstrates, there was a steady increase in hours of sleep throughout the study period, with the
exception of change from December to January and May to June. The increase in number of hours of sleep
from November to December was significant. During the last month of the intervention (June 2014),
participants slept significantly greater hours per night than during the first month of the intervention
(October 2013) (D= 0.18, t=3.85, p=0.0001). 

Seasonal Sleep Changes

The increase from fall to winter (D = 0.19, t=6.38, p<.0001) and winter to spring (D = 0.18, t=5.93, p<.0001)
was significant.
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Missing Data Analysis

We imputed missing data using LOCF approach and then repeated our analysis. Testing the model that
predicted average steps per month revealed significant effects of study month (F(8, 492)=23.15, Chi-Square =
187.85, p<.0001, p<.0001), baseline steps (F(4,497)= 227.86, Chi-Square = 97.59, p<.0001, p<.0001 ), and study
month x baseline steps interaction (F (32,1266)=3.0, Chi-Square=95.86, p<.0001, p<.0001). We observed a
seasonal decline in steps in the fall and winter followed by an increase from winter to spring. Testing the
model that predicted average sleep per month revealed significant effects of study month (F(8, 387)=5.06,
Chi-Square = 41.24, p<.0001, p<.0001), baseline sleep (F(3,389)=73.37, Chi-Square = 220.12, p<.0001, p<.0001
), and study month x baseline sleep interaction (F (24,826)=4.13, Chi-Square=101.27, p<.0001, p<.0001). We
observed a steady increase in sleep throughout the entire study period, with an exception of a slight decline
from May to June. In summary, using all available data and LOCF produced similar results.

Discussion
Physical activity showed no difference in steps between the first and last months of the program. However,
there were significant seasonal changes during the study period. The seasonal changes included a decline in
steps from fall 2013 to winter 2013/2014, followed by an increase in steps in spring 2014. The seasonal
variations in physical activity observed in our study are consistent with previous studies that have found a
decline in steps during cold and wet months [31-33]. However, given that the first (October) and last (June)
months of our study both were in seasons with weather conducive to physical activity in our region,
seasonal variation in physical activity would not seem to explain the absence of a significant change in steps
from the first to the last month of the study. One potential contributor to the observed step dynamics may be
habituation to the study device. Specifically, by the end of the study period when the weather became
conducive to physical activity, the participants may have become used to wearing the band so it could not
trigger any changes in steps. This possibility is consistent with the transtheoretical model of health behavior
change [34] that identifies six stages of behavior modification: pre-contemplation, contemplation,
preparation, action, maintenance, and termination. To maintain the initial favorable behavioral change,
additional efforts are required; otherwise it will terminate. Thus, the absence of a significant difference
between the first and the last months of the intervention may be explained by the failure of the program to
maintain motivation for change.

The dynamics of sleep during the study period revealed a different pattern than seen with steps. Sleep
steadily increased throughout the study period and average sleep duration was significantly greater in the
end of the intervention than in the beginning. This effect was observed among all participants regardless of
their age and gender.

With few exceptions, the average number of hours slept per night increased throughout the entire study
period, and there was a significant increase in sleep from the first to the last month of the intervention.
Therefore, neither seasonal changes nor transtheoretical model may explain the impact of the intervention
on sleep. One contributor to the discrepancy of steps and sleep dynamics may be the difference in the
underlying mechanisms that drive these health behaviors. For example, establishing a regular sleep/wake
schedule is the key to improving sleep hygiene, and as a consequence, increasing sleep duration [35-36]. The
intervention may have had greater impact on factors that help establish sleep/wake schedule and improve
sleep hygiene such as self-monitoring [35], knowledge of sleep hygiene [36], and increased overall awareness
of the importance of sleep. It also may have been possible that prior to participation in the PHMP study, the
participants were less concerned about their sleep than about their physical activity. Therefore, there might
have been greater room for improvement in sleep duration due to increased awareness.

Our findings are inconsistent with the previous literature that overall reports mixed evidence of the
association of physical activity and sleep, but frequently indicates that there is a positive association
between physical activity and sleep [37-42]. Sleep duration is a strong predictor of physical activity [43]. In
fact, regular aerobic exercise training has been suggested as a treatment for improving sleep [44]. Thus,
positive changes in sleep are not consistent with the lack thereof in steps. We did not, however, investigate
changes in steps and sleep for the same individual; rather, we analyzed steps and sleep separately.
Investigating the consistency of steps and sleep dynamics within the same individual may help clarify this
issue.

Our study contributes to the previous literature in three ways. First, few workplace wellness programs
targeted both physical activity and sleep; their focus has been on physical activity, diet, mental health, and
physiological markers, and they did not include sleep [45]. The few interventions that involved sleep
education did not target sleep as a primary outcome [46]. Importantly, we measured both physical activity
and sleep using objective assessments (instead of relying on self-report data). This assessment was possible
because PHMS used a device that measures both steps and sleep, while previous interventions tended to use
pedometers [47]. While helpful in increasing physical activity, pedometers neither measure sleep nor
provide active feedback regarding daily physical activity and sleep goals. Of note, actigraphy has been
recommended by the American Academy of Sleep Medicine to measure sleep outcomes [48]. Third, the
extended duration of our intervention and coverage of multiple seasons (fall, winter, spring, and the first
month of summer) allowed us to evaluate the effect of seasonal changes on physical activity and sleep.
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Our study has six methodological limitations. First, the absence of a control group limits the interpretation
of our findings. Second, baseline data without intervention for physical activity and sleep was not available.
Obtaining this data would have required wearing the study device, which in itself was part of the
intervention. Third, our sample consisted of BI employees who have high socio-economic status (SES). SES
is positively associated with health-promoting behaviors [49], which may have confounded our findings.
Fourth, self-selection bias may have influenced our results as the employees who were interested in
improving their physical activity and sleep levels would have been more likely to participate in the program.
Fifth, it may be difficult to disentangle the effects of the season and the intervention on physical activity.
Finally, it was not possible to assess weather-related changes in indoor physical activities, such as going to a
gym or participation in winter activities, such as cross-country skiing, skating, and ice hockey [50]. These
activities may have been substitutes for walking during the cold and wet months. In contrast to physical
activity that may take many forms, sleep was evaluated in terms of duration. Thus, the completeness of
measurement may have differed for the two study outcomes. Future studies should assess physical activity
comprehensively and use control groups. It would also be informative to evaluate the amount of sedentary
time, which has recently been reported to predict all-cause mortality and morbidity regardless of physical
activity levels [51].

Conclusions
In summary, we found that using a novel healthcare technology device in a large voluntary employee health
initiative led to a significant increase in hours slept, but no significant change in physical activity, among
employees. The discrepancy between steps and sleep dynamics observed in our study highlights the
importance of targeting multiple health behaviors as outcomes of wellness interventions. Indeed, studies
show that physical activity and sleep may independently predict health outcomes, such as maintaining
healthy weight [51-55]. Therefore, our findings may inform future workplace interventions aimed at
promoting employee wellness. Further analyses that may clarify our findings include identifying the
demographic groups that benefitted the most and the least from the intervention and investigating the
association between steps and sleep dynamics.

Additional Information
Disclosures
Human subjects: Consent was obtained by all participants in this study. Chesapeake IRB issued approval
Pro00008705. Animal subjects: All authors have confirmed that this study did not involve animal subjects
or tissue. Conflicts of interest: In compliance with the ICMJE uniform disclosure form, all authors declare
the following: Payment/services info: HITLAB received funding for this research from Boehringer
Ingelheim. Financial relationships: All authors have declared that they have no financial relationships at
present or within the previous three years with any organizations that might have an interest in the
submitted work. Other relationships: All authors have declared that there are no other relationships or
activities that could appear to have influenced the submitted work.

Acknowledgements
The authors would like to acknowledge Yvonne Bokhour for her editorial review and support in the
preparation of this manuscript; Healthcare Innovation and Technology Lab, Inc.'s (HITLAB’s) research
support team: Elise Kang, Michael Froehlich, Briana Britton and Vivian Lam for their contributions to the
study implementation and data collection; and the Boehringer Ingelheim team, particularly Gati Dharani,
for their support in designing and implementing the Personal Health Management Program.

References
1. Lee IM, Shiroma EJ, Lobelo F, et al.: Effect of physical inactivity on major non-communicable diseases

worldwide: an analysis of burden of disease and life expectancy. The Lancet. 2012, 380:219–229.
10.1016/S0140-6736(12)61031-9

2. Centers for Disease Control and Prevention (CDC): Adult participation in aerobic and muscle-strengthening
physical activities — United States, 2011. MMWR Morb Mortal Wkly Rep. 2013, 62:326–330.

3. Bassett DRJ, Wyatt HR, Thompson H, et al.: Pedometer-measured physical activity and health behaviors in
United States adults. Med Sci Sports Exerc. 2010, 42:1819–1825. 10.1249/MSS.0b013e3181dc2e54

4. Wheaton AG, Liu, Y, Perry JS, et al.: Effect of short sleep duration on daily activities--United States, 2005-
2008. MMWR Morb Mortal Wkly Rep. 2011, 60:239–242.

5. Knutson KL, Van Cauter E, Rathouz PJ, et al.: Association between sleep and blood pressure in midlife: the
CARDIA sleep study. Arch Intern Med. 2009, 169:1055–1061. 10.1001/archinternmed.2009.119

6. Cappuccio FP, D'Elia L, Strazzullo P, Miller MA: Sleep duration and all-cause mortality: a systematic review
and meta-analysis of prospective studies. Sleep. 2010, 33:585–592.

7. Cappuccio FP, Cooper D, D'Elia L, et al.: Sleep duration predicts cardiovascular outcomes: a systematic
review and meta-analysis of prospective studies. Eur Heart J. 2011, 32:1484–1492. 10.1093/eurheartj/ehr007

8. Bravata DM, Smith-Spangler C, Sundaram V, et al.: Using pedometers to increase physical activity and
improve health: a systematic review. JAMA. 2007, 298:2296–2304. 10.1001/jama.298.19.2296

9. Fanning J, Mullen SP, McAuley E: Increasing physical activity with mobile devices: a meta-analysis . J Med
Internet Res. 2012, 14:161. 10.2196/jmir.2171

10. Arena R, Guazzi M, Briggs PD, et al.: Promoting health and wellness in the workplace: a unique opportunity
to establish primary and extended secondary cardiovascular risk reduction programs. Mayo Clin Proc. 2013,

2016 Crowley et al. Cureus 8(10): e825. DOI 10.7759/cureus.825 9 of 11

https://dx.doi.org/10.1016/S0140-6736(12)61031-9
https://dx.doi.org/10.1016/S0140-6736(12)61031-9
http://www.ncbi.nlm.nih.gov/pubmed/23636025
https://dx.doi.org/10.1249/MSS.0b013e3181dc2e54
https://dx.doi.org/10.1249/MSS.0b013e3181dc2e54
http://www.ncbi.nlm.nih.gov/pubmed/21368739
https://dx.doi.org/10.1001/archinternmed.2009.119
https://dx.doi.org/10.1001/archinternmed.2009.119
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2864873/
https://dx.doi.org/10.1093/eurheartj/ehr007
https://dx.doi.org/10.1093/eurheartj/ehr007
https://dx.doi.org/10.1001/jama.298.19.2296
https://dx.doi.org/10.1001/jama.298.19.2296
https://dx.doi.org/10.2196/jmir.2171
https://dx.doi.org/10.2196/jmir.2171
http://dx.doi.org/10.1016/j.mayocp.2013.03.002


88:605–617.
11. Centers for Disease Control and Prevention: Steps to Wellness: A Guide to Implementing the 2008 Physical

Activity Guidelines for Americans in the Workplace. U.S. Department of Health and Human Services,
Atlanta; 2012.

12. Corporate wellness is a 13 million unit wearable wireless device opportunity . (2013). Accessed: October 6,
2016: http://www.abiresearch.com/press/corporate-wellness-is-a-13-million-unit-wearable-w/.

13. Mattke S, Liu H, Caloyeras JP: Workplace Wellness Programs Study: Final Report . RAND Corporation (ed):
2013.

14. Hobbs N, Godfrey A, Lara J, et al.: Are behavioral interventions effective in increasing physical activity at 12
to 36 months in adults aged 55 to 70 years? A systematic review and meta-analysis. BMC Medicine. 2013,
11:75. 10.1186/1741-7015-11-75

15. Ware JE Jr, Sherbourne CD: The MOS 36-item short-form health survey (SF-36): 1. Conceptual framework
and item selection. Med Care. 1992, 30:473–483.

16. Karageorghis CI, Vencato MM, Chatzisarantis NL, Carron AV: Development and initial validation of the
Brunel lifestyle physical activity questionnaire. Br J Sports Med. 2005, 39:23. 10.1136/bjsm.2004.014258

17. Schmidt MD, Freedson PS, Pekow P, et al.: Validation of the Kaiser Physical Activity Survey in pregnant
women. Med Sci Sports Exerc. 2006, 38:42–50. 10.1249/01.mss.0000181301.07516.d6

18. Quan SF, Howard BV, Iber C, et al.: The Sleep Heart Health Study: design, rationale, and methods . Sleep.
1997, 20:1077–1085.

19. Chasens ER, Ratcliffe, SJ, Weaver, TE: Development of the FOSQ-10: a short version of the Functional
Outcomes of Sleep Questionnaire. Sleep. 2009, 32:915–919.

20. Hays RD1, Sherbourne CD, Mazel RM: The RAND 36-Item Health Survey 1.0 . Health Econ. 1993, 2:217–227.
21. Buysse DJ, Reynolds CF 3rd, Monk TH, et al.: The Pittsburgh Sleep Quality Index: a new instrument for

psychiatric practice and research. Psychiatry Res. 1989, 28:193–213.
22. Ryff C, Almeida DM, Ayanian JS, et al.: National Survey of Midlife Development in the United States (MIDUS

II), 2004-2006. Inter-university Consortium for Political and Social Research, Ann Arbor, MI; 2012.
23. De Cocker KA, De Bourdeaudhuij IM, Cardon GM: The effect of a multi-strategy workplace physical activity

intervention promoting pedometer use and step count increase. Health Educ Res. 2010, 25:608–619.
10.1093/her/cyp052

24. Shephard R, Aoyagi Y: Seasonal variations in physical activity and implications for human health . Eur J Appl
Physiol. 2009, 107:251–271. 10.1007/s00421-009-1127-1

25. Kiernan K, Tobias R, Gibbs P, Tao J: CONTRAST and ESTIMATE Statements Made Easy: The LSMESTIMATE
Statement. SAS Global Forum, 2011.

26. SAS/STAT(R) 9.22 user's guide: LSMESTIMATE statement . (2010). Accessed: June 18, 2015:
http://support.sas.com/documentation/cdl/en/statug/63347/HTML/default/viewer.htm#statug_introcom_a0000003030.htm

27. Krueger PM, Friedman EM: Sleep duration in the United States: a cross-sectional population-based study.
Am J Epidemiol. 2009, 169:1052–1063. 10.1093/aje/kwp023

28. Steptoe A, Peacey V, Wardle J: Sleep duration and health in young adults. Arch Intern Med. 2006, 166:1689–
1692. 10.1001/archinte.166.16.1689

29. Bhattacharyya N: Abnormal sleep duration is associated with a higher risk of accidental injury . Otolaryngol
Head Neck Surg. 2015, 153:962–965. 10.1177/0194599815604103

30. Liu Y, Wheaton AG, Chapman DP, Cunningham TJ, Lu H, Croft JB: Prevalence of healthy sleep duration
among adults — United States, 2014. MMWR Morb Mortal Wkly Rep. 2016, 65:137–141.
10.15585/mmwr.mm6506a1

31. Tuckera P, Gilliland J: The effect of season and weather on physical activity: a systematic review . Public
Health. 2007, 121:909–922. 10.1016/j.puhe.2007.04.009

32. Chan C, Ryan D: Assessing the effects of weather conditions on physical activity participation using
objective measures. Int J Environ Res Public Health. 2009, 6:2639–2654. 10.3390/ijerph6102639

33. McCormack GR, Friedenreich C, Shiell A, et al.: Sex- and age-specific seasonal variations in physical activity
among adults. J Epidemiol Community Health. 2010, 64:1010–1016. 10.1136/jech.2009.092841

34. Prochaska JO, Velicer WF: The transtheoretical model of health behavior change . Am J Health Promot. 1997,
12:38–48.

35. Todd J, Mullan B: The role of self-monitoring and response inhibition in improving sleep behaviours . Int J
Behav Med. 2014, 21:470–477. 10.1007/s12529-013-9328-8

36. Brown FC, Buboltz WC, Soper B: Relationship of sleep hygiene awareness, sleep hygiene practices, and sleep
quality in university students. Behavioral Medicine. 2002, 28:33–38. 10.1080/08964280209596396

37. Singh NA, Clements KM, Fiatarone MA: A randomized controlled trial of the effect of exercise on sleep .
Sleep. 1997, 20:95–101.

38. Yang PY, Ho KH, Chen HC, et al.: Exercise training improves sleep quality in middle-aged and older adults
with sleep problems: a systematic review. J Physiother. 2012, 58:157–163. 10.1016/S1836-9553(12)70106-6

39. King AC, Oman RF, Brassington GS, et al.: Moderate-intensity exercise and self-rated quality of sleep in
older adults: a randomized controlled trial. JAMA. 1997, 277:32–37. 10.1001/jama.1997.03540250040029

40. King AC, Pruitt LA, Woo S, et al.: Effects of moderate-intensity exercise on polysomnographic and subjective
sleep quality in older adults with mild to moderate sleep complaints. J Gerontol A Biol Sci Med Sci. 2008,
63:997–1004.

41. Buman MP, King AC: Exercise as a treatment to enhance sleep . Am J Lifestyle Med. 2010, 4:500–514.
10.1177/1559827610375532

42. Kline CE: The bidirectional relationship between exercise and sleep: implications for exercise adherence
and sleep improvement. Am J Lifestyle Med. 2014, 8:375–379. 10.1177/1559827614544437

43. Holfeld B, Ruthig J: A longitudinal examination of sleep quality and physical activity in older adults . J Appl
Gerontol. 2014, 33:791–807. 10.1177/0733464812455097

44. Yang PY, Ho KH, Chen HC, et al.: Exercise training improves sleep quality in middle-aged and older adults
with sleep problems: a systematic review. J Physiother. 2012, 58:157–163. 10.1016/S1836-9553(12)70106-6

45. Osilla KC, Van Busum K, Schnyer C, et al.: Systematic review of the impact of worksite wellness programs .
Am J Manag Care. 2012, 18:68–81.

2016 Crowley et al. Cureus 8(10): e825. DOI 10.7759/cureus.825 10 of 11

http://www.cdc.gov/physicalactivity/worksite-pa/toolkits/pa-toolkit.htm
http://www.abiresearch.com/press/corporate-wellness-is-a-13-million-unit-wearable-w/
http://www.abiresearch.com/press/corporate-wellness-is-a-13-million-unit-wearable-w/
http://www.rand.org/content/dam/rand/pubs/research_reports/RR200/RR254/RAND_RR254.pdf
https://dx.doi.org/10.1186/1741-7015-11-75
https://dx.doi.org/10.1186/1741-7015-11-75
http://www.jstor.org/stable/3765916?seq=1#page_scan_tab_contents
https://dx.doi.org/10.1136/bjsm.2004.014258
https://dx.doi.org/10.1136/bjsm.2004.014258
https://dx.doi.org/10.1249/01.mss.0000181301.07516.d6
https://dx.doi.org/10.1249/01.mss.0000181301.07516.d6
http://www.ncbi.nlm.nih.gov/pubmed/9493915
http://www.ncbi.nlm.nih.gov/pubmed/19639754
http://www.ncbi.nlm.nih.gov/pubmed/8275167
http://www.ncbi.nlm.nih.gov/pubmed/2748771
http://doi.org/10.3886/ICPSR04652.v6
https://dx.doi.org/10.1093/her/cyp052
https://dx.doi.org/10.1093/her/cyp052
https://dx.doi.org/10.1007/s00421-009-1127-1
https://dx.doi.org/10.1007/s00421-009-1127-1
http://support.sas.com/resources/papers/proceedings11/351-2011.pdf
http://support.sas.com/documentation/cdl/en/statug/63347/HTML/default/viewer.htm#statug_introcom_a0000003030.htm
http://support.sas.com/documentation/cdl/en/statug/63347/HTML/default/viewer.htm#statug_introcom_a0000003030.htm
https://dx.doi.org/10.1093/aje/kwp023
https://dx.doi.org/10.1093/aje/kwp023
https://dx.doi.org/10.1001/archinte.166.16.1689
https://dx.doi.org/10.1001/archinte.166.16.1689
https://dx.doi.org/10.1177/0194599815604103
https://dx.doi.org/10.1177/0194599815604103
https://dx.doi.org/10.15585/mmwr.mm6506a1
https://dx.doi.org/10.15585/mmwr.mm6506a1
https://dx.doi.org/10.1016/j.puhe.2007.04.009
https://dx.doi.org/10.1016/j.puhe.2007.04.009
https://dx.doi.org/10.3390/ijerph6102639
https://dx.doi.org/10.3390/ijerph6102639
https://dx.doi.org/10.1136/jech.2009.092841
https://dx.doi.org/10.1136/jech.2009.092841
http://www.ncbi.nlm.nih.gov/pubmed/10170434
https://dx.doi.org/10.1007/s12529-013-9328-8
https://dx.doi.org/10.1007/s12529-013-9328-8
https://dx.doi.org/10.1080/08964280209596396
https://dx.doi.org/10.1080/08964280209596396
http://www.ncbi.nlm.nih.gov/pubmed/9143068
https://dx.doi.org/10.1016/S1836-9553(12)70106-6
https://dx.doi.org/10.1016/S1836-9553(12)70106-6
https://dx.doi.org/10.1001/jama.1997.03540250040029
https://dx.doi.org/10.1001/jama.1997.03540250040029
http://www.ncbi.nlm.nih.gov/pubmed/18840807
https://dx.doi.org/10.1177/1559827610375532
https://dx.doi.org/10.1177/1559827610375532
https://dx.doi.org/10.1177/1559827614544437
https://dx.doi.org/10.1177/1559827614544437
https://dx.doi.org/10.1177/0733464812455097
https://dx.doi.org/10.1177/0733464812455097
https://dx.doi.org/10.1016/S1836-9553(12)70106-6
https://dx.doi.org/10.1016/S1836-9553(12)70106-6
http://www.ncbi.nlm.nih.gov/pubmed/22435887


46. Berry L, Mirabito AM: Partnering for prevention with workplace health promotion programs . Mayo Clin
Proc. 2011, 86:335–337. 10.4065/mcp.2010.0803

47. Carnethon M, Whitse LP, Franklin BA, et al.: Worksite wellness programs for cardiovascular disease
prevention: a policy statement from the American Heart Association. Circulation. 2009, 120:1725–1741.

48. Ancoli-Israel S, Cole R, Alessi C, et al.: The role of actigraphy in the study of sleep and circadian rhythms .
Sleep. 2003, 26:342–392.

49. Pampel FC, Krueger PM, Denney JT: Socioeconomic disparities in health behaviors. Annu Rev Sociol. 2010,
36:349–370.

50. Tuckera P, Gilliland J: The effect of season and weather on physical activity: a systematic review . Public
Health. 2007, 121:909–922.

51. Biswas A, Oh PI, Faulkner GE, et al.: Sedentary time and its association with risk for disease incidence,
mortality, and hospitalization in adults. A systematic review and meta-analysis. Ann Intern Med. 2015,
162:123–132. 10.7326/M14-1651

52. Patel AV, Feigelson HS, Talbot JT, et al.: The role of body weight in the relationship between physical
activity and endometrial cancer: results from a large cohort of US women. Int J Cancer. 2008, 123:1877–
1882. 10.1002/ijc.23716

53. Knutson KL, Spiegel K, Penev P, et al.: The metabolic consequences of sleep deprivation. Sleep Med Rev.
2007, 11:163–178.

54. Chaput JP, Sharma AM: Is physical activity in weight management more about 'calories in' than 'calories
out'?. Br J Nutr. 2011, 106:1768–1769. 10.1017/S0007114511002844

55. Fogelholm M, Kronholm E, Kukkonen-Harjula K, et al.: Sleep-related disturbances and physical inactivity
are independently associated with obesity in adults. Int J Obes (Lond). 2007, 31:1713–1721.

2016 Crowley et al. Cureus 8(10): e825. DOI 10.7759/cureus.825 11 of 11

https://dx.doi.org/10.4065/mcp.2010.0803
https://dx.doi.org/10.4065/mcp.2010.0803
http://circ.ahajournals.org/content/120/17/1725
http://www.aasmnet.org/Resources/PracticeReviews/cpr_Actigraphy.pdf
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3169799/
http://www.sciencedirect.com/science/article/pii/S0033350607001400
https://dx.doi.org/10.7326/M14-1651
https://dx.doi.org/10.7326/M14-1651
https://dx.doi.org/10.1002/ijc.23716
https://dx.doi.org/10.1002/ijc.23716
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1991337/
https://dx.doi.org/10.1017/S0007114511002844
https://dx.doi.org/10.1017/S0007114511002844
http://www.ncbi.nlm.nih.gov/pubmed/17579634

	The Impact of Wearable Device Enabled Health Initiative on Physical Activity and Sleep
	Abstract
	Objectives
	Methods
	Results
	Conclusions

	Introduction
	Materials And Methods
	Participants
	Measures

	Results
	TABLE 1: The sample’s demographic and clinical characteristics (N=510)
	FIGURE 1: Defining final sample size included in the data analysis
	Physical activity
	TABLE 2: Significance of fixed effects tested in the model (Type 3): Steps
	TABLE 3: Average steps per month
	TABLE 4: Average steps among young, middle-aged, and older men and women

	Sleep
	TABLE 5: Significance of fixed effects tested in the model (Type 3): Sleep
	TABLE 6: Average hours of sleep per month


	Discussion
	Conclusions
	Additional Information
	Disclosures
	Acknowledgements

	References


