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Few conversations with U.S. corporate leaders today 
do not include the issue of spiraling health-care costs. 
Employer-sponsored health insurance premiums 
increased 9% in 2006, and since 2000 have risen an 

astounding 73%. It is no surprise to find that companies are 
looking for new and innovative approaches to help temper 
rising health-care costs while at the same time looking to 
increase the value of their health care. Leading Colorado 
employers are finding that they can incent their workforce 
to get and stay healthy using a variety of different meth-
ods. With a healthier workforce, these employers are better 
equipped to manage the upward trend in health-care costs. 

The health-care system was originally designed to accom-
modate acute issues such as a broken bone or an acute 
infection. Today, 75% to 80% of our health-care dollars go to 
treat people with chronic conditions such as asthma, cardio-
vascular disease, and Type-2 diabetes. Expenses will only 
escalate as we add an aging population and an out-of-control 

obesity trend. While most employers 
are unable to do much to change the 
state of the entire health care system, 
they can make a difference by creat-
ing conditions at the worksite aimed 
at improving the health of their own 
employee population. Every workforce 
has employees  
who are not as healthy as they could  
be due to lifestyle, diet, or improper  
self-management of a chronic disease.  

If even a portion of these employees were healthy or just 
healthier, it would amount to significant costs savings in 
benefit dollars over time for the employee  
and the employer. 

Encouraging employees to better manage their health is 
essential to building a healthier workforce. Employers are 
successful when they provide employees with tools for better 
decision-making, whether it is in the area of wellness and 
prevention or in making better, more cost-effective health-
care decisions. The ability of employers to use the design of 
their health benefits to create incentives at the individual level 
becomes a lever to motivate employees to stay or get healthy. 
As employers begin to understand how incentives can play a 
critical role in health-care outcomes and costs, they become 
more willing to invest in these approaches.

To gain insight into the ways in which innovative Colorado 
employers are addressing this issue, the Colorado Business 
Group on Health (CBGH) surveyed its employer membership 
in 2007 to see what incentive programs they had imple-
mented and how those efforts impacted health-care costs and 
employee health. Twelve Colorado employers participated in 
the general survey and five share their stories and results in 
this report. 

This report describes various approaches and programs imple-
mented to address the individual needs of each employer. The 
profiles include which incentives were emphasized, measures 
of success as well as lessons learned along the way. The 
profiles are intended to highlight options and considerations 
for other employers as they examine their needs within their 
own companies.

Can Employers Influence a Culture of Health?

Introduction:
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A.	 	Risk	management	and	health-care	
costs:	strange	bedfellows?

Employers see the health-care line item as one of the most 
sharply growing and least controllable costs in their budget. 
Yet, risk management is seldom seen as a tool in the corporate 
arsenal to decrease health-care costs.

A couple of examples demonstrate the issue: Medical care 
for obesity and smoking-related diseases each cost an esti-
mated $93 billion more per year than care for non-smoking, 
non-obese people. The nation faces a tightening workforce, 
an aging workforce, and a population that is more than 
50% clinically obese, an incidence that increased by 70% in 
the past decade. When one calculates the productivity costs 
of absenteeism, presenteeism, and turnover in addition to 
health-care, the lifestyle choices made by employees becomes 
a significant fiscal issue for employers. Yet, most employees 
remain isolated from the direct and immediate impact of how 
their lifestyle choices contribute to health conditions and 
increased costs. Rather than being held directly accountable 
for the financial impact of their health, an individual employ-
ee’s risk is spread out over the entire workforce or “risk pool.” 

With a problem of this scope, attempts to control costs by 
only negotiating unit prices in vendor contracts or by shifting 
more cost to the employees does virtually nothing to chal-
lenge a status quo characterized by:

 • Poor health risks in the population

 •  Poor use of strategies to reward health and healthy behaviors

These approaches do nothing to promote alignment towards 
maximizing human capital investment and reducing health-
care costs.

One increasingly popular element used to decrease cost trend 
is the creation of incentive programs that reward employees 
for actively managing their lifestyle and health risks. A study 
of U.S. employers in 2008 showed a significant rise (from 62% 
to 71%) in employers using incentives to promote health and 
wellness programs. Companies that have successfully imple-
mented incentive strategies find that they have a cost and 
productivity advantage over their competitors.

B.	 	Finding	common	interest,		
forming	common	ground

As more companies attempt to influence behavior and thereby 
control cost, these and similar vignettes foster questions about 
how far employers can go. Should employers be allowed to 
restrict employees from driving unsafe cars, playing contact 
sports, or going skydiving? If astronomical health-care costs 
from these types of activities were as common as the high 
costs from obesity, diabetes, and heart disease, that might be 
a more relevant question. Realistically, employers should be 
looking at what mix of incentives and disincentives will effect 
lifestyle change and lower cost without alienating them from 
their most valuable resource—their employees.

Bringing these perspectives together can be challenging. 
Benefit design strategies may have unintended consequences, 
as with designs like health savings accounts (HSAs). While 
HSAs undoubtedly promote better consumption decisions 
among many consumers, they also result in deferral of needed 
visits or needed medications by some. One CBGH member 
observes, “Health savings accounts are great for more highly 
paid populations as one might find at law firms or architec-
tural firms or high tech. But when you start talking about 
lower-compensated populations, people have much less dis-
cretionary spending; they either will not participate or won’t 
save enough to cover the costs of the deductible for a major 
health event. Our local hospital has seen bad debt double and 
they attribute a lot of the problem to people with health sav-
ings accounts.”

Employer initiatives must first find a way to make health 
maintenance and illness prevention relevant and immediate to 
the workforce. They also need to find ways to make changes 
in lifestyle and health management seem possible and fit the 
cultural environment. They need an approach that energizes 
employees toward making needed changes. Engaging the 
employee/consumer more directly in lifestyle and health-care 
choices can be delicate—with unintended consequences for 
recruitment, retention, attendance, performance, and morale. 
But successfully enlisting the workforce can pay equally high 
dividends on all these fronts.

An Incentives Strategy for Risk Reduction and Cost Avoidance

Chapter One:
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C.		Using	incentives	to	influence		
behavior:	Motivating	members	to	
identify	and	manage	health	risks

These days, many savvy health-care purchasers are learning 
that they need a strategic, comprehensive, well-integrated set 
of tools and a combination of incentives and disincentives 
to influence trends in employee health and to curb growth in 
health-care costs. The overall design of the benefits, rather 
than any specific feature thereof, will spur successful change.

These programs must afford early, specific, and timely 
feedback about employee health risks and health status, 
information about minimizing risk, and feedback on outcomes 
that motivate employees to change behavior. The tools must 
allow the employee to see and track the effect of his or her 
changing choices over time. Moreover, as the employee makes 
choices about health-care treatment, the purchaser’s coverage, 
reimbursement and payment policies must reinforce choices 
that preserve health at the most reasonable cost—and discour-
age choices that do not.

The goal of health-related incentive strategies is to actively 
and positively engage employees in health maintenance, 
disease management, and prudent management of health-
care costs.

It is important to note that there are several distinct ways 
to look at the quantifiable targets of an incentive program. 
Whether the employer wants to reward employees based on 
participation in the programs, behavior change, outcomes, 
or any combination of the three, the employer needs to 
define their objectives through metrics. As you might expect, 
the progression of behavior change begins simply with the 
participation of targeted employees in these programs. This 
can range from participation in lunch-and-learns to enrolling 
in a smoking cessation program. As long as the employee is 
making the effort to participate in the offering then they will 
receive the incentive. 

The next step in this progression is an actual change in 
employee behavior. For example, an employee who is a 
smoker and has a sedentary lifestyle begins to exercise three 
times a week and quits smoking. As long as the employee is 
changing behaviors, then he or she will receive the incentive. 
The last step of this progression is showing that these behav-
ior changes have induced a measurable change in health. As 
long as the employee is meeting the requirements and goals 
set forth by the employer or disease management vendor, he 
or she will receive the incentive. 

Metrics to measure health:

 • Blood sugar control for persons with diabetes

 • Blood pressure control

 • Body mass index or waist-to-hip ratio 

 • Cholesterol control 

Sample metrics to measure success of program 
implementation:

 •  How many employees and spouses have the condition 
(such as heart disease)?

 • How many participants have joined the program?

 • What percent is the participation rate?

 •  What percent of the participants are making progress 
toward goal?

 •  What percent of the participants have attained the goal(s)? 
 

CBGH members in the survey report using a variety of 
tools and incentives to promote health and mitigate cost. 
Each member’s account differs in terms of how toolkits are 
comprised, which tools are emphasized, and what incentive 
strategies they employ. These specific strategies are discussed 
in depth in the next chapter. But first, some of the most com-
mon tactics and tools are outlined below.

�.  Tools to motivate members to identify and 
manage health risks 

 a. Wellness programs

Wellness programs are tools used by employers that moti-
vate their employees to adopt a healthier lifestyle. They offer 
information, assessment, and education about targeted disease 
conditions and ways that employee behavior can forestall or 
control them. 

“�More�than�three�out�of�four�major�employers�are�using�health�
and�wellness�programs�in�an�effort�to�rein�in�costs�that�con-
tinue�to�soar�year�after�year.”�(NAM-ERIC�Survey�6-26-08)

  —John Engler, President and CEO, National Association of Manufacturers
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Many companies offer Weight Watchers at Work, but one 
CBGH member bank ramped up its initiative to impres-
sive levels with some startling results. The bank’s director 
of benefits reports “Our company started a Headquarters 
Chapter of Weight Watchers in January 2006. We got 25% 
of our staff to join by picking up the full cost for employees, 
spouses, and adult children. Their results in attaining weight 
loss alone were unbelievable—100 people lost 2,000 pounds 

in just six months. But the value to the company went far 
beyond weight loss alone. 

“Once you reach a certain threshold of involvement, the 
stigma of participating melts away and the camaraderie 
of tackling something hard together starts to build mutual 
support. Because our participants came from all areas of 
the company, it really helped to break down barriers across 
the organization and improve morale. Our executives are 
as involved as participants, which really drives home the 
message of its importance. While it is too soon to tie 
participation or weight loss to lower medical costs, our CEO 
gets emails saying this is the best thing the bank has ever 
done for its employees. 

“We added Weight Watchers to the wellness program 
almost as an afterthought but it turned to be much more 
successful than we ever dreamed. We now have people 
reporting that they’ve been taken off blood pressure medi-
cine for first time in 20 years, and we’ve expanded the effort 
to our Minnesota office.”

Some programs sponsor events and activities, as well as pro-
vide employees with opportunities to practice better lifestyle 
choices. Wellness programs lend ongoing support for behavior 
change around chronic conditions with programs such as 
Weight Watchers, heart health, smoking cessation, and diabe-
tes education. In some programs, employees can earn wellness 
points for participating in scheduled programs and activities. 
These wellness points or credits can be redeemed for prizes, 
cash, health reimbursement account or health savings account 
deposits, increased limits on health reimbursement accounts, 
or health plan premium reductions. (Federal guidance on use 
of wellness programs is referenced in Chapter Three.)

 b. On-site screenings

Many companies offer free worksite screenings as a conve-
nient means to help employees assess their current health 
status against some key health risks. The most frequently 
screened health risks among the CBGH respondents included 
diabetes, depression, asthma, and heart disease. Bloods tests 
done as part of these screenings are used to evaluate glucose 

levels, cholesterol, and total lipid profiles. Screens for obesity 
include body-mass index and waist-to-hip ratios.

Companies frequently contract for nursing services or use staff 
from their occupational health clinics to conduct the screens. 
Most screenings give participants a printed handout that 
records their personal scores compared to clinically accept-
able thresholds. When scores fall outside clinical tolerances, 
follow-up to on-site screenings varies. Most companies simply 
refer the enrollee to a personal care physician for follow-up. 
Other companies get better results by engaging their on-site 
clinic personnel, health plan, or disease management program 
at this point, so that the member receives immediate support 
to address the risk conditions.

Nine of the 12 companies (75%) interviewed for the CBGH 
survey report use on-site screening tools, and two others 
intend to implement within the next two years. One employer 
reports first screening in 1997; all others have implemented 
since 2004.

Building a Critical Mass  
of Workers Confronting Obesity
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 c. Health risk assessments (HRA)

HRAs afford employees the broadest overview of their 
personal health risk. The construct uses a self-reporting 
questionnaire format to collect information on the employee’s 
personal characteristics, heritable risk factors, lifestyle choices, 
and general fitness. The value of this tool derives from its 
basis in comprehensive statistical models of risk associated 
with health characteristics, behavior, and demographics. The 
tool produces an individualized report of each employee’s 
health risks and suggests general strategies to mitigate or 
manage those risks.

Some assessment tools are available online so employees can 
complete them at their convenience. Many can be updated 
periodically so the employee can track how their health risk 
changes over time and with different behaviors. Early health 
risk assessments relied on consumer self-reporting rather than 
requiring any clinical values. Best practice developments now 
steer employees to first complete biometric screens or physical 
exams so the assessments can be run against actual clinical 
data. Health risk assessments may be designed to provide 
anonymity to the user; however, this variation in the use of 
the tool trades anonymity and lower administrative cost for 
data integration and follow-up.

Health risk assessments are common among the companies in 
the CBGH survey: of the 12 respondents, nine (75%) already 
use the assessments and two others have plans to implement 
them. One of the respondents, a large nationally based firm, 
has been using the tool since 2002. However, most of the 
companies in the survey implemented HRAs in 2004 or later.

 d. Disease management programs

Some disease management (DM) programs target the at-risk 
population. They take advantage of data mining technology to 
merge databases and predict which employees are at high risk 
of developing the most common and costly diseases. Private 
vendors develop proprietary risk models based on statistical 
data similar to the ones used in the health risk assessments. 
These programs then draw from large data sets in order to com-
pare individual data against their models. This allows them to 
identify individuals who may need help to bring health condi-
tions and costs under control. Claims and prescription data are 
most commonly submitted for review. Some companies also 
provide HRA and screening data, or solicit self-referral from 
enrollees in order to access personalized coaching services.

Discarding the Scale Improves  
Participation in Obesity Screening 

County employees once came to health screenings but 
pointedly avoided the weigh station. “Employees struggling to 
control their weight tend to see scales as condemnation. They 
are so tired of being told they’re obese,” stated a Colorado 
county benefits administrator. It was disturbing to watch 
the lines detour around the scales, but the wellness program 
could not ignore the phenomenon given the established 
correlation between obesity, diabetes, and heart disease. 

Paradoxically, participation in obesity screening improved 
when that same county decided to get rid of the scales 
altogether. “We substituted a tape measure and started 
recording waist-to-hip measurement ratios, which is a bet-
ter indicator of their health risk anyway.” Just moving away 
from the scales allowed workers to participate more freely 
in the health screenings. 
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More often, disease management programs target individuals 
who already have a serious health condition and who meet 
certain criteria for more significant costs. Once these at-risk or 
high-risk enrollees are identified, the disease manager initiates 
contact and works aggressively with these employees to affect 
lifestyle and medical management changes to bring the risk 
under control. Some companies award incentives to employees 
who enroll and participate in a disease management program. 
Other programs offer incentives based on the outcomes of the 
patient. Either way, most of the projected savings from disease 
management programs are based on assumptions regarding 
the average cost for employees with a specific disease condi-
tion and how cost-effective their intervention will be. The 
strength of these projections depends greatly on how robust 
the data models are and how closely their assumptions mirror 
actual practice.

Nine of the 12 CBGH survey respondents (75%) use disease 
management programs. Three of these contract with separate 
standalone carriers; the others contract with their health plans 
for the service.

 e. Online tools 

A rich variety of online tools are available to employers in 
order to help members assess health risks and educate them 
about mitigation. These tools include personal health records; 
tracking tools that monitor activity, nutrition, and weight for 
wellness credits; calculators; medical encyclopedia tools such 
as Web MD, Mayo Clinic, and Health Resources; and numer-
ous website links to disease associations and support groups. 
These tools are sometimes sponsored on the employer’s 
intranet behind corporate firewalls; others are linked to the 
web with its expanded links and the potential for enrollees 
to access information from home. On the other hand, many 
employers connect with these tools through their health plans 
instead. Eight of the 12 companies (67%) responding to the 
CBGH survey use some variation of these online tools.

One Colorado school district cautions that it is important 
for employers to examine the underlying assumptions of 
wellness and disease management program vendors. “We 
bought a disease management program through our local 
third party administrator (TPA) in a relationship that will 
end this month. The TPA has all our data, so it seemed 
reasonable that they would be able to show return on 
investment realistically, not just theoretically. When we 
began to request data and ask questions about results, 

everything they were doing was opaque. We followed up 
with questions about how they calculated ROI and received 
assumptions that seemed both faulty and unrealistic (for 
example, assuming that all diabetics they contacted would 
have gone to hospital without their intervention). Although 
they had all our actual claims data, their savings estimates 
still came out based upon their faulty assumptions rather 
than our real-life experience. As a result, the savings esti-
mates were highly unrealistic. Also, they were reimbursed 
a per-employee/per-month fee, which is a reimbursement 
methodology that does not incent providers to enroll high 
numbers of our employees into the program.”

The school district’s administrator believes they took a wrong 
turn in using a small local TPA whose core competency is 
maintaining good relationships with local physicians. The 
respondent still sees the importance of a disease manage-
ment program, but will look next for best-of-class disease 
management expertise in which better science and more 
realistic assumptions underlie savings projections.

Buyer Beware:  
Disease Management Program Assumptions
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Bridging the Quality Chasm Offers  
Potential to Lower Health-care Costs

Researchers have identified a “quality chasm” in the delivery 
of quality medical care. The result of this chasm is that 
consumers and purchasers get less value for the health-care 
dollars they spend. The resulting poor health outcomes feed 
the upward spiral of health-care costs.

In 1996, the Institute of Medicine initiated a multiphased 
ongoing effort to assess and improve the quality of health 
care in the United States. The scope of the issue was based 
on an intensive literature review conducted by RAND 
(Schuster). Chassen et al. constructed a framework that 
defined the nature of the problem as one of overuse, misuse, 
and under-utilization of health-care services. A smattering 
of statistics illustrates the quality chasm:

 •  Less than 50% of patients with diabetes, hypertension, 
tobacco addiction, hyperlipidemia, congestive heart 
failure, asthma, depression, and chronic atrial fibrilla-
tion are currently being managed adequately. 

   (Institute of Medicine, 2003c; Clark et al., 2000; Joint National 
Committee on Prevention, 1997; Legorreta et al., 2000; McBride et 
al., 1998; Ni et al., 1998; Perez-Stable and Fuentes-Afflick, 1998; 
Samsa et al., 2000; Young et al., 2001)

 •  The lag between the discovery of more effective forms 
of treatment and their incorporation into the standard 
practice of patient care averages 17 years. 

  (Balas, 2001; Institute of Medicine, 2003b) 

 •  18,000 Americans die each year from heart attacks 
because they did not receive preventive medications, 
although they were eligible for them. 

  (Chassin, 1997; Institute of Medicine, 2003a) 

 •  Medical errors kill more people per year than breast 
cancer, AIDS, or motor vehicle accidents. 

   (Institute of Medicine, 2000; Centers for Disease Control and 
Prevention; National Center for Health Statistics: Preliminary  
Data for 1998, 1999) 

2.	 	Tools	to	influence	members’	health	
services	utilization	

 a. Copays/benefit adjustment strategies

This group of strategies involves directing access to services 
by setting copay obligations or benefit levels to encourage 
certain behaviors (for example, consistent diabetic treatment) 
and discourage other behaviors (for example, overutilization 
of emergency rooms or retail pharmacies). Approaches in 
this category include substitution of coinsurance for copay 
on some benefits, setting differential copay levels or waiv-
ing copays altogether on certain services, and restricting 
reimbursable benefits or providers. Some approach in this 
classification is reported by 10 of the 12 (83%) responding 
CBGH member organizations. 

 b. Quality selection strategies

These strategies involve providing both information and 
financial incentives for enrollees to use physician and hospital 
providers that report on quality indicators (as with Leapfrog-
reporting hospitals) or are acknowledged to provide higher 
quality care (as with Centers for Excellence and high-per-
forming provider networks). Only two of the 12 (17%) CBGH 
respondents to this survey report initiating any variation of 
this strategy.

c. Premium adjustment strategies

In its simplest form, insurance companies set lower premiums 
on higher-deductible plans in which the enrollee assumes 
more risk, and they set the highest premiums on low-deduct-
ible plans in which the company bears more risk. Currently, 
no CBGH members are employing premium adjustment tools 
to encourage members to choose higher-quality health plans 
or providers, although research suggests this strategy has 
potential to improve health and reduce health-care costs.
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This chapter profiles how five companies in the CBGH survey 
combine these tools with incentive structures to improve the 
health of their workforces. 

A.	 	Company	A	(Co.A)—County	anchors	
approach	to	health	in	on-site	clinic	
and	pharmacy

Company A is a county government with a relatively stable 
workforce and an average age of 46 (almost 10 years older 
than the U.S. norm). Co.A has focused on health “mainte-
nance” for more than a decade, with a program marked by 
continual growth and constant change. 

In its first phase of implementation, Co.A relied solely on 
its medical insurance carrier for disease management, case 
management, and wellness activities such as newsletters and 
health checks for health plan members. 

About five years ago, they paired with another government 
entity in a joint effort to improve the health of employees and 
dependents. Both concluded that they were simply unable to 
tweak plan designs anymore and needed to change employee 
behavior to effectively impact costs.

�.    Motivating members to identify and manage 
health risks

 a. On-site clinic 

The on-site occupational health clinic is the focal point for 
Co.A’s health and wellness activities. In July 2004, Co.A and 
its employer collaborator implemented a plan that featured 

an on-site medical clinic using a nurse 
practitioner model. The clinic devel-
oped a model of scheduling 1/2-hour 
appointments for every patient visit—a 
whole person approach. This allows time 
to incorporate patient education and 
prevention into every visit, regardless of 
the original reason for the visit. Patients 
who come in for an illness or accident 
routinely leave with an assortment of 
health education and materials in addi-
tion to medical treatment.

In this entity’s experience, an employee seeing the same 
practitioner for health screening, information, prevention, 
treatment, and follow-up has been a successful strategy. The 
traditional physician/hospital contracting strategy was less 
successful for them. Co.A’s wellness administrators believe 
this lack of success can be attributed to employees feeling 
less obliged to follow through when they were dealing with 
numerous unknown health-care providers. 

 b. In-house pharmacy 

Co.A also uses an in-house pharmacy and formulary to better 
control prescription drug costs. The pharmacy benefit plan 
is designed to encourage use of generics over brand names, 
formulary over non-formulary, and in-house over outside 
retail pharmacies for maintenance medication. These incen-
tives come in the form of copays and restrictions: Copays 
are $5/$20/$35 respectively for the in-house pharmacy, and 
higher for external retail network claims on non-mainte-
nance medications. If members use an external pharmacy 
for maintenance medication, the plan requires them to pay a 
higher copay the first fill, and double that for the second refill. 
Members lose the plan’s drug coverage on that prescription 
altogether if they fail, by the third refill, to move a mainte-
nance medication to the in-house pharmacy. From that point 
forward, the employee ends up paying 100% out-of-pocket for 
the cost of their maintenance medication. 

The in-house pharmacy also provides diabetes supplies free to 
employees. Over-the-counter drugs are also available through 
the pharmacy and can be reimbursed through a flexible 
spending account, but are not covered by Co.A’s medical plan. 

Chapter Two: 
Five Company Profiles 
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 c. On-site screenings 

In 2005, Co.A and their collaborator started health screen-
ings and a health risk assessment (HRA) program that was 
outsourced to a local hospital. While both collaborators found 
that this contracted arrangement produced good screening 
data and follow-up, considerable staff time was required to 
analyze that data and arrange more consistent follow-up.

In fall 2006, Co.A hired two nurses as wellness specialists 
and completely redefined the screening process. In 2007, they 
brought health screenings to the in-house medical clinic. With 
two wellness specialists and nurse practitioners, the clinic now 
screens every patient and schedules follow-up as needed.

The clinic’s general health screening includes a data collection 
form that scans personal and family history for risks of heart 
disease, diabetes, etc. The screening process also includes a 
blood test for a total lipid profile (including cholesterol) and 
fasting blood sugar levels. It also includes blood pressure and 
measurement of the waist-to-hip circumference ratio. Co.A’s 
screening no longer measures weight or body mass index 
(BMI) as these were deemed to be of less overall value than 
the waist-to-hip circumference ratio. At the end of the screen-
ing, the participant is given a form with his/her personal 
screening numbers compared to acceptable thresholds, and 
a list of follow-up steps to take (follow-up doctor’s appoint-
ment, blood work, etc.). The employee also receives a voucher 
for a free visit to the in-house clinic for the initial follow-up. 

At one point Co.A included a depression screen as part of 
its measurement, but soon discontinued this feature. “We 
found that when you start asking a lot of questions to screen 
for depression, you need to have a trained counselor there 
to handle the fallout. You don’t pass out a little depression 
screen without having someone immediately available to fol-
low up. Our experience was beyond a train wreck. We found 
a substantial incidence of depression in the workforce, but we 
had too many people touching people who were too fragile 
without the requisite expertise.” 

Currently depression management is managed by their health 
plan. As depressive states are identified, employees are pre-
scribed medication, and referred to the Employee Assistance 
Program (EAP) or to a psychiatrist as appropriate.

 d. Health risk assessments 

Screening data is put in an online health risk assessment 
(HRA) tool, which asks additional lifestyle questions about 
factors such as the use of drugs, alcohol, seatbelts, and 
helmets. 

From spring 2005 until fall 2006, Co.A used an online pro-
gram that featured a robust tracking system that offered a 
combination of a health risk assessment, a coaching module, 
and comprehensive online seminars. Co.A estimates that 40% 
of their employees utilized these tools. The product itself is 
marketed as a modifiable alternative to a company having to 
hire its own wellness staff. 

However, the program did not give Co.A the requisite health 
data required for adequate practitioner follow-up. The 
company also found the program to be labor intensive and 
somewhat unworkable for employees who lack web access. 
It is estimated that the latter group comprises approximately 
50 percent of company’s workforce; therefore, selecting a 
web-based HRA tool alone automatically limits participation 
rates. While the product certainly has many strong features, 
negative feedback about the program was sufficient for the 
company to redirect the $37,000 annual cost of the propri-
etary software in an effort to reach members more efficiently 
and effectively.

In January 2007, Co.A shifted the HRA function to its health 
carrier and began using their online health risk assessment 
portal. This move eliminated some of the online tracking 
capabilities and reduced the employee’s incentive to utilize 
online tools. On the other hand, the health plan was able 
to combine health risk assessment and screening data with 
claims and pharmacy data in order to better manage chronic 
conditions and disease management for its members.

 e. Health coaching and education 

Co.A distinguishes between health coaching and health 
education, and offers both. Coaching is specific to a particular 
employee and their identified health condition in the fol-
low-up for an on-site screening, a health risk assessment, or 
clinic visit. For instance, the wellness staff at the clinic will 
likely coach a patient with newly diagnosed diabetes before 
being sent to diabetes education classes at the local hospital. 
Co.A does a lot of one-on-one lifestyle coaching and medical 
counseling. Health education is particular to a specific risk or 
prevention approach.

From the aggregate reports their health plan provides, Co.A 
chooses topics for targeted lunch-and-learns addressing issues 
such as stress, nutrition, walking groups, blood pressure, etc. 
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Education takes place in formal classes on specific subjects 
that the data suggests company members need. The wellness 
staff approves the curriculum and speakers. Co.A tends not 
to buy prepackaged, off-the-shelf informational programs. 
For example, if they need a program on colorectal cancer, the 
wellness staff goes out to the community to find a dietician 
with expertise on the best way to prevent this type of cancer. 
They also offer Weight Watchers and smoking cessation pro-
grams at work, for which employees can earn wellness credits.

This employer believes that an effective health education pro-
gram is one that identifies the right person at the right time 
and links him/her to the right program or intervention. Co.A 
conducts post-wellness follow-ups after each session to see if 
the member is incorporating information into daily life. This 
follow-up is a critical measure of whether the effort is having 
the desired impact.

 f.  Incentives 

Co.A gives incentives in the form of wellness credits to 
employees who use its wellness tools and health promotion 
activities. Employees who complete a given number of activi-
ties throughout the year are eligible for a premium reduction 
during the following plan year. Quarterly blood work, a 
review of health risks, and periodic meetings with wellness 
coordinators are required activities to qualify for the premium 
reductions. Co.A is anticipating 40% participation in on-site 
screenings and 30% participation in the HRAs.

 g. Estimated savings

Co.A is cautious about estimating savings that result from its 
wellness efforts. One program administrator notes: “We do 
cost/benefit analyses but nothing yet that is solid enough to 
stand up to actuarial scrutiny.” Measuring meaningful impact 
rather than simply projecting savings may take another three 
to five years. 

Changing health outcomes may take even longer since 
cultural change and shifting attitudes and behaviors are long-
term processes. “Anyone looking at a wellness program or an 
in-house clinic or pharmacy, should realize it is not a quick 
fix. When you buy into this option, you need to be in it for 
the long haul. That can be a hard thing for budget-minded 
people who want to see immediate results.”

Nonetheless, the assumption on which the company estimates 
savings and averted expenses seems conservative, reasonable, 
and hopeful:

 •  Co.A looked at its cost for primary-care visits, emer-
gency-room visits, and urgent-care visits. Conservatively, 
they assumed that employees sought the appropriate level 
of care for their health needs rather than utilizing higher-
cost care. Based on the actual costs for primary care, 
emergency rooms, and urgent care, the county calculated 
cost-avoidance savings associated with members going to 
the on-site clinic instead.

 •  Co.A also used CBGH data that show that poorly con-
trolled diabetics miss an average of 12 workdays each 
year vs. four days of work missed by well-controlled 
diabetics. They then conservatively estimated 6.3% of 
its workforce (the national average incidence rate for 
diabetes) multiplied by the resultant eight-workday cost 
savings per employee who successfully brought his/her 
diabetes under control. The product is a savings from 
reduced absenteeism, less presenteeism, and an over-
all increased amount of work time from the diabetic 
population.

 •  Finally, the wellness vendor originally estimated that the 
program would drive approximately $154,000 in annual 
savings starting in the second plan year.

Using this methodology, Co.A estimates that it saved	a	little	
more	than	$1	million	during	2006. That figure represents 
both hard (health plan) and soft dollar (employer) costs.
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Annual trends in medical costs have begun to show promise, 
at least some of which is attributable to the effectiveness of its 
in-house clinic and wellness programs. Medical costs, without 
pharmacy charges, between 2005 and 2006 showed an overall 
0.4% change (that’s 0.004) compared to a nationwide average 
trend of 6.1%. 

Conversely, prescription costs for Co.A rose by 17.4% com-
pared to 9.9% nationally. This suggests that county employees 
sought medications and complied with prescription regimens. 
This change is expected to ultimately reduce the likelihood of 
serious medical events such as stroke, heart attacks, and com-
plications from diabetes that force employees into hospitals 
or emergency rooms, with a resultant drop in overall medical 
costs.

Taken together, the increase in medical and prescription costs 
for the county showed an overall 3.4% increase from 2005 to 
2006, in contrast to national averages of approximately 16% 
(based upon trend data provided by Mercer Health & Benefits). 

Measuring potential savings is complicated by a host of 
variables: 

 •  Co.A’s workforce is aging in place, which tends to drive 
up the incidence of disease and disability, and corre-
spondingly, both pharmacy and medical costs. 

 •  Wellness program interventions continue to evolve over 
time, making a baseline hard to draw. 

 •  Furthermore, at least in the early phases of the program, 
wellness initiatives are pushing against an accumulated 20 
or 30 years of questionable lifestyle choices, and certainly 
after which some of the disease conditions being targeted 
by a wellness program may already have a foothold. 

But over time, the healthy lifestyle choices and better disease 
management of Co.A’s employees can expect to reap long-
term benefits. The test of an effective wellness program hinges 
on prevention, early intervention, and consistent disease 
management—all without violating HIPAA privacy rules.

 h. Improvements 

The county reviews its wellness initiatives annually and is 
ever ready with planned improvements. 

 •  They recently formed an employee-based wellness com-
mittee made up of representatives from every department. 
The wellness committee works throughout the organiza-
tion to engage employees through events such as cooking 
classes and lunch-and-learns. 

 •  They implemented a strategy that encourages employees 
to spread their wellness program participation out over a 
longer timeframe, awarding quarterly marks for sustained 
involvement. They anticipate that this approach will 
improve long-term health outcomes since previous incen-
tives could be compressed into a very small window of 
time each year. 

 •  They are constantly reviewing and looking for ways 
to offer more privacy as employees review and seek 
assistance in interpreting their health screening or HRA 
results.

 •  They started to allow screenings to occur with scheduled 
appointments rather than “cattle call” queuing.

 •  They allow employees to schedule screenings through the 
clinic if the site-based screening fairs aren’t convenient 
for them.

“One of the important things to recognize is that our health 
maintenance effort is not an event but a process; our selec-
tion and use of tools has evolved over time and we expect 
them to continue to evolve and change. Every year we fine-
tune and continuously improve the process.”

Co.A’s experience suggests the critical importance of senior 
level support for a wellness program. In 2007, performance 
in support of the wellness program is incorporated in the 
county’s management review process. This support is sig-
nificant both for its signal effect and its practical effect. If 
employees look around and see a lack of support among man-
agers or department heads, wellness staff will have an even 
harder time convincing them of the importance of prevention, 
maintenance, and follow-through.

A workforce that is expected to work elongated days and 
weeks is less likely to spend the time required to prevent ill-
ness and maintain health. For example, when policies allow 
people to take smoke breaks but not walking breaks, or inter-
departmental discrepancies occur regarding whether the time 
an employee spends in health screenings should be considered 
work time or sick time, executive-level buy-in is essential to 
change those policies. Especially in a public entity, time and 
money invested in employee health must withstand public 
scrutiny as a wise investment of taxpayer dollars. 
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Executive leadership needs to be sold on—and subsequently 
able to sell—the long-term commitment and value of such an 
investment. For the first time, in 2007, the annual manage-
ment review process for the company will include anchors and 
ratings related to how well the respective departments pro-
mote health and wellness for their subordinate workgroups.

�.  Influencing members’  
health services utilization

 a. Copays/benefit adjustment strategies 

Co.A structures copays and benefits to encourage generic, for-
mulary prescriptions, but its strongest push is for mail order 
and in-house pharmacy over retail. 

Copays range from $5 for generic drugs obtained in-house 
to $35 for a non-formulary brand. However, if members use 
a retail network pharmacy for maintenance meds, the plan 
requires them to pay the regular copay on the first fill, double 
that copay on the second fill, and 100% out-of-pocket for the 
cost of medications each fill thereafter. Essentially, the mem-
ber loses the pharmacy benefit if he/she elects to continue to 
fill maintenance medications at retail network pharmacies. 

Copays at retail network pharmacies are also higher for 
non-maintenance meds. The plan also specifically excludes 
coverage at certain retail pharmacy chains altogether because 
their costs are deemed too high. 

For ambulance and emergency room services, the company 
moved from a copay to a coinsurance strategy several years 
ago to discourage the emerging trend of employees overusing 
the emergency room as their primary-care provider.

 b. Quality selection strategies

Co.A provides online quality information to members about 
Leapfrog-participating hospitals through its health plan web-
site. However, they currently offer no discounts or incentives 
to employees who use this information. Some of their health 
plans exclude certain hospitals and other providers on the 
basis of cost. However, currently there is no effort to establish 
quality outcomes as a major selection criterion.

 c. Premium contribution strategy 

The county is evaluating a construct whereby employees 
who are actively attempting to improve their health risk can 
qualify for additional premium reductions. There is clear 
understanding that the employer can never insist people 
drive their health risk to “zero”—that is both unreasonable 
and impractical. There can be, however, support for positive 
movement on activities such as proper diet, regular exercise, 
and adherence to general wellness program initiatives. The 
county’s wellness program anticipates giving credit for con-
tinuous improvement and overall compliance. The company 
will at least reward the member’s attempt to improve health 
because it recognizes that making a commitment to better 
health is best taken one step at a time.

 

B.	 	Company	B	(Co.B)—City	pursues	
wellness	through	kaleidoscopic	
opportunities	and	tight	integration

Company B is the mid-size government entity that collabo-
rated with Company A. Co.B has a relatively stable workforce 
of 2,456 members with an average age of 43. In the 2006 plan 
year, they had 6,400 plan enrollees, which includes employees, 
retirees, and dependents. 

Co.B pays Co.A to use its general medical clinic (staffed by 
nurse practitioners), and subscribes to an in-house pharmacy 
program. Since 2003, Co.B has operated its own occupational 
clinic, which it takes “on the road” to various worksites. 
The occupational clinic does work-related physicals for city, 
county, and utilities employees. They also handle surveillance 
for effects from work-related risks such as hazardous materials 
poisoning, or hearing loss. They also administer immuniza-
tions. All other health needs are handled by the collaborative 
general medical clinic.

�.  Motivating employees to identify and manage 
health risks

 a. Pharmacy program—diabetes challenge

Co.B’s in-house and mail-order pharmacy program was 
implemented in 2005. They implemented copay pricing to 
motivate use of this pharmacy instead of retail pharmacies. 
The in-house pricing is particularly attractive for diabetic 
employees because it offers no copay on diabetic insulin, oral 
medications, and supplies as well as free diabetic insulin pump 
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supplies. The only condition is that the member obtains these 
items through the in-house pharmacy and provides proof of 
participation in an ongoing diabetes management program.

The manner by which members exhibit compliance is novel: 
Co.B participates in the Diabetes Ten City Challenge sponsored 
by the American Pharmacists Association (APhA) Foundation. 
The challenge is an effort to demonstrate the value of using 
the education and expertise of pharmacists as personal 
coaches to improve patient outcomes for people with diabetes. 

The challenge program entails having the member meet at 
least eight times over a 12-month period with the pharmacist 
from the city’s in-house pharmacy who has been specially 
trained and certified in diabetes care by the APhA Foundation. 
During these confidential sessions, the pharmacist works with 
the participant regarding diabetes management issues such as:

 •  Complying with protocols for obtaining cholesterol tests, 
blood pressure checks, foot exams, and eye exams

 • Setting goals

 • Reviewing medications and nutrition

 • Monitoring glucose levels

 • Creating an exercise program

 • Assessing self-management skills

 • Techniques for monitoring one’s own diabetes

 • Maintenance review

Success in controlling diabetes is defined as the eligible mem-
ber participating in the Ten City Challenge or providing other 
defined documentary evidence of ongoing diabetes manage-
ment. Currently 94 members are registered in the companies 
program and have completed at least the initial meeting with 
the pharmacist. 

The challenge attempts to replicate the success of an initial 
project by the City of Asheville, N.C., starting in 1996. The 
APhA Foundation sees the effort as an important step in 
transforming the nation’s sick-care system to something more 
nearly approaching a true health-care system. They look to 
acccomplish this by using the pharmacists to support physi-
cians and diabetes educators in order to help patients better 
manage their medications and complex conditions. Co.B sees 
this as an investment in the health of employees by providing 
incentives to prevent and care for chronic conditions. (For 
more information on the APhA Foundation’s Diabetes Ten 
City Challenge, see www.aphafoundation.org.)

Diabetes Ten City Challenge 

The Diabetes Ten City Challenge is an innovative program 
from the APhA Foundation that employers and communi-
ties can use to fight diabetes and reduce health care costs 
by implementing the APhA Foundation’s Patient Self-
Management Program. 

 •  A savings of approximately $918 per employee in total 
health-care costs for the initial year, with an even 
greater savings in subsequent years. 

 •  Return on Investment (ROI) of at least 4:1 beginning in 
the second year. 

 •  A 50% reduction in absenteeism and fewer workers’ 
compensation claims. 

 •  High employee satisfaction—95% approval for pharma-
cist care—and improved quality of life. 

 •  Employees saving an average of $400-$600 per year 
with incentives such as waived copays.

As employers are facing rising health-care costs, the 
Diabetes Ten City Challenge program model provides the 
employer with an enormous incentive with reduced overall 
medical costs.  
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 b. Wellness program and incentives

The city’s wellness program was implemented in 2005 and 
encompasses health-promoting activities and incentives in 
the form of wellness credits. These credits can be redeemed 
for up to an additional $250 in the employee’s tax-free 
medical expense reimbursement account or a retiree’s tax-
able health reimbursement account. This strategy has the 
added value of tying the financial incentive directly back to 
health-care spending rather than diffusing it to other forms of 
consumption. 

Employees can earn up to five wellness points for comple-
tion of a health screening (including blood draw), a health 
risk assessment, or a physical examination during each 
plan year. Members can earn up to 10 wellness credits per 
year for attending lunch-and-learns on topics such as high 
blood pressure, diabetes education, back pain, or depression 
management. An online personal health record allows the 
employee to track activity, nutrition, and weight for wellness 
credits. Members earn one wellness credit for enrolling in the 
disease management program and up to five additional credits 
for completing that program. Members who complete the 
health risk assessment and screenings also earn access to two 
fitness centers at a reduced $20 annual fee. And those who 
earn at least 10 credits each quarter receive a quarterly prize.

Over time, the program has broadened both its scope and 
number of activities offered. It reaches out to people who 
prefer to earn wellness points outside the office as well as 
through inside activities. Co.B feels it is imperative to keep 
activities fresh and new each year. In the second quarter of 
2007, the city will survey employees and retirees to see what 
they like and dislike about the wellness program.

Most long-range initiatives falter on the knees of employee 
boredom. Human brains are hard-wired to attend most to 
risks that are new and different, so it is understandable that 
awareness drifts to other priorities over time. Therefore, find-
ing a way to instill habitual patterns of healthy behavior in 
daily living, to address risk messages differently, and to find 
new incentives or rework old ones—all this is critical work for 
successful wellness programs. Engaging members is important 
but keeping them engaged is imperative. Co.B uses a well-
ness committee consisting of wellness champions throughout 
all departments to generate ideas and enthusiasm, improve 
participation, and keep its wellness program vital. Retiree 
champions also serve on this committee.

The wellness program begins each September, while the health 
plan runs on a calendar year. This staggering of dates allows 
administrators to calculate wellness credits as well as notify 
eligible members and vendors of accumulated benefits. Co.B 
highlights disease management, wellness program, and web 
programs when meeting with new employees during their 
initial orientation. They constantly refresh and post new infor-
mation about benefits on the wellness website.

 c. On-site screenings and health risk assessments

Co.B implemented an online health risk assessment in 2004 
and on-site screenings in 2005. Initially, they contracted with 
a local hospital to conduct health screens, but recently shifted 
that function to the in-house occupational clinic. Member 
reception of screenings is generally positive: one employee, 
who was rushed directly to a hospital in response to a screen-
ing of glucose levels, wrote to the company in gratitude for 
the program she believed literally saved her life. 

At this juncture, the city’s on-site screening consists of the 
following:

 • Body mass index 

 • Waist-to-hip ratio

 • Cholesterol levels

 • Glucose levels

 • Blood pressure

 • Total lipid profile including cholesterol

 •  Depression screening (conducted with a depression man-
agement vendor present at every screening)

The company conducts hearing exams annually for people 
whose jobs put them at risk for hearing loss. This exam is part 
of a hearing conservation program defined by worksite risk, 
not as part of a routine screening for all workers.

Employees leave on-site health screenings with scores they 
use to complete the online health risk assessment. In 2006, 
Co.B estimates that just over 10% of its members participated 
in the health risk assessment. The company is considering 
financially rewarding members immediately at the time of the 
initial screening and again at the six-month follow-up period 
to increase participation in the program.
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 d. Integration

Co.B’s wellness program is closely integrated with its health 
plan and disease management program. The functions are out-
sourced, and the vendors share data under business associate 
agreements. For example, a member who obtains diabetic sup-
plies triggers notification from the Pharmacy Benefit Manager 
to both the health plan and the Diabetic Ten City Challenge 
pharmacy coordinator. The wellness vendor shares informa-
tion with the health plan and the pharmacy. The Employee 
Assistance Program also sends referrals to the health plan as 
appropriate. The disease management vendor has a represen-
tative present at monthly on-site screenings. 

The city works with health-care consultants and the Colorado 
Business Group on Health to identify critical risks and disease 
conditions. They also target and recommend options that align 
pharmacy, health plans, disease management, and wellness 
programs. City administrators find it useful to keep their 
contracting vendors involved in the discussions since they are 
often the source of new policy recommendations. Ultimately, 
staff recommendations are considered by a trust fund board, 
which determines what incentives, structures, and data shar-
ing will be acceptable.

 e. Barriers and opportunities 

Member skepticism is chief among the barriers the company 
encounters in implementing its health and wellness initiatives. 
Members must be reassured that their personal information is 
being closely guarded, especially when different vendors and 
agencies undertake to coordinate disease management. 

City administrators learned first-hand about the need to be 
careful labeling members through their disease management 
efforts. In rolling out the depression management program, 

the city hit particularly rough ground. Members didn’t feel 
comfortable being identified as depressed persons and get-
ting phone calls from a depression management vendor. The 
implementation of depression management smoothed out as 
the city actively reassured employee groups that this informa-
tion was not available to the human resources department or 
to their managers. The administrator observes that guarantees 
were only effective because there was no breach of confiden-
tiality. “Trust is key to success of the entire wellness effort,” 
the company’s risk supervisor notes. “Members need to believe 
that you won’t take any type of adverse action against them, 
particularly ones that could jeopardize their livelihoods.” One 
particular and critical challenge the county faces with run-
ning an in-house clinic and pharmacy is getting an information 
firewall in place and making sure it is not breached. As admin-
istrators see it, the issue is beyond simple HIPAA compliance. 
If employees are not 100% confident that their privacy will be 
maintained, they will not use the benefit and the company will 
not have the mechanism to control health costs.

Checks and balances protect member privacy, but also pro-
tect the viability of the health and wellness promotion in the 
organization. If a manager or a human resource person is able 
to learn about an employee’s health condition or if employees 
begin to believe that their personal data could be used against 
them, the most sophisticated data matching tools are worth-
less. A significant group of members will stop seeking care, or 
will seek it secretly outside the health plan; the data and the 
corporate efforts to promote wellness will backfire. “You need 
to be able to say with absolute confidence—and, as a separate 
matter, have the employee believe—that the employer has no 
way of knowing about his or her health unless the member 
self-discloses to you.” 

Using the calculation method described in the previous chap-
ter, Co.B’s members’ use of the collaborative medical clinic 
produced an estimated return on investment of $1 million 
in 2006. The company’s implementation of other initiatives, 
and specifically in the current configuration, is too new to 
yield actuarial data about cost savings—such data may not be 
available for another three to 10 years. Administrators report 
that they are seeing more people take the stairs instead of the 
elevator, walking stairs during breaks as part of exercise rou-
tines, and carrying water bottles—small changes that present 
the biggest hope for permanent lifestyle changes.
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�.  Influencing members’ health  
services utilization

Co.B’s premium contribution strategy is a differential contri-
bution of 91% of the premium for employee-only coverage vs. 
70% for employee plus-dependent-coverage.

In 2005, Co.B implemented an in-house pharmacy program 
with copays priced to incent the use of this pharmacy vs. 
retail pharmacies. In 2006, they began offering free copays on 
diabetic supplies. In 2007, they expanded its offer to include 
the aforementioned incentives for diabetic control.

Co.B’s plan design and wellness program are geared toward 
well-informed consumer choices. Co.B is supporting quality 
care initiatives in the community through the CBGH Bridges 
to Excellence program. Co.B realizes that members must be 
able to access top-quality physician services in the community 
to optimize best practice within the employer environment. 
Co.B is providing financial incentives to physicians who attain 
national recognition for best practices management of patients 
with diabetes. In 2008, the company plans to provide addi-
tional incentives to physicians who manage cardiovascular 
conditions.

Employers need to know that better quality can cost less 
and that physician incentives work. 

�. What is Bridges to Excellence?

Bridges to Excellence® (BTE) is a not-for-profit organization 
that designs and creates programs that encourage physicians 
and physician practices to deliver safer, more effective, and 
efficient care by giving them financial and other incentives to 
do so. The Physician Office Link, Diabetes Care Link, Cardiac 
Care Link, Spine Care Link, and BTE Medical Home programs 
have thousands of physicians participating, and purchasers 
and their employees now have the information they need to 
make better health-care decisions while also obtaining cost-
effective care.

High-quality care can be cost-effective care. BTE’s analyses of 
claims data comparing patients that are seen by BTE-recognized 
physicians and those that go to non-recognized physicians 
shows conclusively that their average severity-adjusted cost 
of care is lower by about 10%. In addition, BTE has done a 
comprehensive evaluation and has published many articles 
describing the genesis and principles of the programs. A full 
review of its original four pilot sites is available (Boston, MA; 
Cincinnati, OH; Louisville, KY; Schenectady, NY), including an 
evaluation that demonstrates the program’s effectiveness:

 •  Incentives that reward physicians for adopting better 
systems of care result in physician practice reengineering 
and adoption of health information technology.

 •  Incentives that reward physicians for delivering good 
outcomes to patients with diabetes result in physicians 
changing the way in which they practice care—from reac-
tive to proactive—and in patients getting better care.

 •  Physicians that are recognized for adopting better sys-
tems of care and physicians that deliver better outcomes 
for patients with diabetes are more cost efficient (on a 
severity and case-mix adjusted basis) than physicians 
that are not recognized.

 •  Performance measures that focus on intermediate  
outcomes for patients with diabetes, hypertension,  
hyperlipidemia, coronary artery disease, and cardio-
vascular disease, and measures of effective treatment 
protocols for patients with recent cardiac events hold  
the highest clinical and actuarial value of most measures 
of ambulatory care. 
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C.	 	Company	C	(Co.C)—Governmental	
department	extends	scarce	resources	
through	collaboration	

Company C has about 3,400 employees, whose average age is 
49. It has 2.7 full-time equivalent employees to address health 
and wellness issues across its workforce; in the zeitgeist of 
program, role, and budget contraction that typifies similar 
companies around the country, adding resources—even for 
critical work—is unlikely. 

Most components of Co.C’s health promotion program have 
been active for many years. For example, it has always offered 
annual physicals, but no incentives for people to use them. 
The employee assistance program has existed for 25 years. 
The nurse line and wellness program started 13 years ago. 
Utilization of these programs grows year-by-year, but so do 
medical claims.

�.  Motivating members to identify  
and manage health risks

 a. On-site screenings and health risk assessments

In 2003, a group of employers were convinced that bet-
ter health across their member pools would improve every 
employer’s risk and make the community more marketable 
to new businesses. They undertook to realize this vision of a 
healthier community by choreographing a district-wide, city-
wide, county-wide, multi-employer diabetes initiative. Co.C’s 
benefits director admits, “We would not have been able to do 
the diabetes screen if not for the opportunity to piggyback 

onto the city and county effort.” The company started on-site 
screenings for diabetes first, then blood pressure, body mass 
index, and disease management the past three years.

The screenings and health risk assessments are offered free, 
but there are no other incentives for their use. Co.C attempts 
to maximize participation in the screens by scheduling them 
at times and places convenient for its members (7 a.m. for 
fasting blood draws, on three different days in three locations, 
and during already mandatory training days). All participants 
receive a written scorecard with benchmark thresholds com-
pared to their personal numbers. In 2005, Co.C had 42% of 
members self-reporting use of the HRA—the highest participa-
tion rate described in by any survey respondent.

Follow-up to on-site screening is limited, but the company 
sends members with worrisome clinical values away with 
printed information about how to address their disease condi-
tion, recommendations to see a personal physician, the nurse 
line phone number, and disease management contacts. In 
severe cases, members will receive a follow-up call to ensure 
follow through.

BTE programs have been implemented or are in the process 
of being implemented across the country by employers, 
health plans, and coalitions. The Colorado Business Group on 
Health and the employers initiated the program in January 
2006. Colorado patients now have access to more than 170 
recognized physicians, up from four available in 2006.
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 b. Disease management program 

Co.C relies heavily on its Disease Management (DM) program 
to help it manage chronic disease conditions and costs. It 
contracted with a third-party disease management company 
and attached nurse line three years ago. Co.C estimates that 
of its 6,800 members, about 30 people at any given time 
have enough serious health conditions to sour the health-
care budget. That’s why the benefits director concentrates on 
managing those cases through their TPA. However, he also 
uses disease management to reach out to the larger groups of 
employees who are at risk for costly chronic diseases.

 
Diagnostic Venue

Annual Physical

 
 
Employee Assistance  
Program

 
 
 
Wellness Program

 
 
 
 
 
 
 
On-site Screening

 
 
Health Risk 
Assessment (HRA)

 
Health Education

 
Disease Management 
(DM) Program

 
Type of Screening or Testing

Health plan conducts physicals as defined by AMA clinical guide-
lines for specific age and gender; includes mammograms, prostate 
checks, total lipid profiles, depression screens, etc, $30 co-pay level.

Triage screening for mental health issues, short-term face-to-face 
counseling (5 visits). Referral to medical program or pharmacy as 
appropriate for follow-up. Benefit is not integrated, nor its impact 
measured. Reports number of users by type of problem at an 
aggregate level.

Lifestyle and health maintenance program encourages physical 
fitness, activity, nutrition and weight loss, smoking cessation, 
seatbelt and helmet use, CPR and first aid training. Offers educa-
tion classes related to diet or nutrition, team and individual prizes 
(bicycles to coffee cups, discounted health club memberships; at 
a total cost of $15,000 annually). One-third of workforce enrolled 
in Shape Up Across Colorado although they have to pay $5 to join 
the initiative.

Targets diabetes, obesity, heart disease, asthma, and smoking. Free 
blood draws check glucose and cholesterol levels for members 
who fast. 

Member data is not currently being input into an HRA system. 
Member tracks progress manually on an individual basis. Data 
from HRA goes to health plan.

Free diabetes education; online intranet links to outside internet 
health information (fewer than 200 hits/month).

DM program identifies enrollees from claims and prescription 
data, and categorizes enrollees to target chronic illnesses. DM 
vendor conducts telephone screening and coaching, and follows 
up assertively through graduation. The program vendor follows 
claims and prescription data beyond graduation to be sure the 
enrollee continues to maintain control of clinical values.

Time Since 
Implementation

“Forever”

 
 
1980

 
 
 
 
September 1994

 
 
 
 
 
 
 
Spring 2005

 
 
Mid-2004

 
 
2004

 
2003

 
Participation Rate

 
 
3%–4% annually

 
 
 
 
33%

 
 
 
 
 
 
 
15%

 
 
42% (self-report)

 
 
 
2%

The vendor Co.C contracts with uses a proprietary model 
of health to predict disease risk. Every month, the vendor 
receives a download of claims and pharmacy data from the 
health plan. Using these data, the disease management vendor 
categorizes and monitors enrollees differentially, from:

 • Very healthy

 • At risk for chronic disease

 • Chronically ill but well managed

 • Chronically ill and not well managed

Health	Screening,	Testing,	and	Follow-up
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This vendor regularly sends out 3,000 letters to all members at 
risk for depression, obesity, back pain, pregnancy, hyperten-
sion, COPD, heart disease, diabetes, and asthma. The letter 
asks enrollees if they would like a personal health coach to 
help them manage risks. There is no cost to the employee 
or spouse to participate. In Co.C, diabetes is the number one 
voluntary participation category. Many members have clus-
tered risks for at least three different chronic illnesses, which 
significantly complicates care management.

Co.C’s disease management program is located in Maryland. 
DM personnel call the enrollees and, if accepted into the pro-
gram, they receive a free copayment to see a specialist, and an 
equivalent incentive when they graduate from the program. 
(The company’s disease management carrier does not contact 
physicians, only employees.) Graduation from the DM pro-
gram requires that the member be able to explain their disease 
risk, explain what they can do to fix it, maintain a relation-
ship with a physician, and comply with the doctor’s orders in 
relationship to the risk. The DM vendor continues to monitor 
the enrollee’s pharmacy and claims data after graduation to 
determine whether the member continues to be compliant with 
treatment protocols.

For most companies it is quite difficult to isolate and estimate 
the savings associated with health maintenance initiatives like 
those adopted by Co.C. However, by monitoring and collect-
ing clinical measures overtime, Co.C is able to do just that. 
For example, every member who volunteers to participate in 
disease management, the company’s carrier collects original 
clinical measures to construct a personal baseline. At certain 
times throughout the year, the carrier collects the values 
again, and computes changes from the baseline and savings 
based on national statistics. The carrier has algorithms that 
predict the value of lowering each clinical value by a percent-
age point relative to a given set of disease conditions. Using 
this estimating methodology, the company estimates that its 
disease management program has saved about 1.5 times the 
cost of the program in its most recent 12-month evaluation. 

�.  Influencing members’ health services 
utilization

 a. Copays/benefit adjustment strategies

In addition to using incentives to motivate positive member 
behavior, Co.C uses disincentives to discourage unwanted 
activity. The company introduced its first copay on emergency 

room and ambulance services in 2000, and has raised the 
copay every year to discourage inappropriate use of these 
costly services. At present, members pay $200 per emergency-
room visit if they are not admitted and $125 per ambulance 
ride. Over each of the past four years, the company has seen a 
1% increase in visits to emergency rooms.

In 2000, Co.C introduced a three-tiered copay structure 
skewed to steer employees toward generic, formulary choices 
on maintenance medications. For example, a 90-day supply 
of generic drugs from the formulary is $20 while a brand 
name drug is $75 and a non-formulary brand is $120. This 
strategy currently holds prescription growth to 6% per year 
compared to a national average growth of 8%. The company 
implemented a mandatory mail-order policy in July 2006 and 
practices automatic generic substitution. Co.C saw no growth 
at all in pharmacy claim costs during the six months follow-
ing the implementation of mandatory mail-order pharmacy. 
In addition, the pharmacy now charges the difference between 
the cost of a brand and its generic equivalent whenever a 
generic is available. 

Since 2004, Co.C has offered the lowest-possible copay for 
insulin and test strips in order to encourage active treatment 
of diabetes. They do not drive these items to mail order unless 
the employee situation elects to do so. The company coaxes its 
members toward generic diabetic supplies; the PBM (prescrip-
tion benefits manager) recently introduced a new plan to give 
away glucose meters to help members migrate onto generic 
test strips. 

 b. Quality selection strategies

Co.C encourages the use of Centers of Excellence as part of its 
self-funded stop-loss program. The third-party stop-loss car-
rier significantly discounts the use of Centers for Excellence 
over other facilities. Members are further motivated to use 
these centers because the plans pay for nearby hotel rooms 
for family members. This incentive has been in place since the 
mid-1990s. 

Co.C, located in a mid-size city, has a limited choice of 
hospitals. The benefits director chose the higher performing 
of the two hospital choices in an RFP competition, and offers 
that selection to all 6,800 members in his network. He also 
received approval to implement a tiered network of physicians 
that use minimally invasive procedures. Members will pay a 
50% higher copayment if they choose a physician who does 
not use minimally invasive procedures. These procedures pro-
duce fewer complications and return employees to work faster.
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 c. Barriers and opportunities

The greatest barrier Co.C encounters in promoting its health 
and wellness initiatives is the severe constraint on budgets in 
general (this barrier is reiterated by similar companies among 
the CBGH membership). This constraint dictates the creative 
collaborations wherein the company bears only the marginal 
cost of health-promotion initiatives. This forces extreme selec-
tivity about which wellness approaches the company pursues. 

Geography serves as both a barrier and a benefit to Co.C’s 
health-promotion efforts. While it may limit the availability 
of health-care choices, it promotes outdoor living, healthier 
lifestyles, and more collaboration among local employers.

Other challenges Co.C faces include:

 •  Lack of member proficiency in dealing effectively with 
physicians and managing their own health through a 
primary-care physician.

 •  Getting the various pieces of the health-care system to 
work smoothly together. With respect to this challenge, 
the company finds that its PBM does a good job at mak-
ing recommendations specific to its workforce and health 
plan.

 d. Improvements

By way of improvements, Co.C would like to see an online 
schedule that each employee could use to organize their visits 
with doctors and medical providers. They would also like tip 
sheets that help enrollees focus on exactly what they need to 
do in order to have most effective contact with practitioners.

Co.C is intrigued by alternate ways to manage the lifestyle 
risks of their enrollees. One option is to establish a high 
deductible (such as $2,000) and allow enrollees to buy down 
their risk to zero by making smarter choices. For instance, the 
company would pick four important health indicators (blood 
pressure, body mass index, cholesterol, smoking, etc.). People 
who maintain their measures within clinically normal toler-
ances could reduce or even eliminate their deductible (insured 
by a third-party carrier). They believe such an approach would 
change employee behavior rapidly.

 D.  Company D (Co.D)—IT company directs a young 
workforce toward a healthier future

Company D is a large, self-insured technology company 
employing about 1,800 people. The average age of employees, 
at 38, is closer to the national norm than other respondents to 
the CBGH survey.

Co.D approaches issues of health from a holistic long-term 
perspective. This perspective is paramount to both their 
programs and to their expectations of return on investment. 
“We value our highly paid employees and our relatively low 
turnover. We’ve shifted corporate culture to move us toward 
health, and we’re willing to invest to get there.” Indeed, the 
company expects that certain lines of care and costs (for 
example, physician visits and pharmacy) will spike in response 
to their health promotion—and furthermore, that is OK. They 
anticipate that hospitalization rates and costs associated with 
targeted conditions will start to decline in the near-term. The 
company thinks it is much too early to see changes in health 
risks resulting from changed behavior, but is tracking trends 
and looking at year-to-year HRA results to see when health 
risks begin to decrease.

One key to this approach is upfront and sustained executive 
management alignment, buy-in, and support. This company 
has health promotion as part of its corporate strategic plan-
ning. “Health and wellness can’t be an issue only driven by 
human resources,” their directors caution.

�.  Motivating members to identify and  
manage health risks

 a. Health risk assessments

Co.D has the earliest use of a health risk assessment reported by 
a CBGH member respondent; it implemented an HRA in 2002. 

The online assessment incorporates a presenteeism question-
naire, and gives employees information about risks and how 
to proceed with treatment or mitigation. Since late 2006, the 
company’s protocol has been for employees to get free screen-
ing blood work and biometric exams, and input the clinical 
values and other responses to the health risk questionnaire. 
All employees receive face-to-face coaching by trained health 
coaches. High-risk employees receive subsequent telephonic 
coaching. This can include nutritional counseling for specific 
conditions. Employees can also use online toolboxes that 
link to the specific diseases for which they are at risk. The 
company estimates employee participation in HRAs to be 10% 
and rising with recent implementation of cash incentives (gift 
cards valued at $50 for participating in annual assessment 
and coaching). A free online HRA is available to employee 
dependents who do not work for the company, although the 
free biometric screening is not provided.
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Using HRA data to the greatest advantage:

 •  The HRA integrates with health plan data and generates 
online aggregate management reports that look at risk 
factors across participants. 

 •  An individual’s health risk assessment effectively targets 
employees for tobacco cessation programs and other 
outreach initiatives. 

 •  Unlike most companies, Co.D maximizes the potential of 
HRAs by matching health risk assessment data to claims 
data to identify employees for participation in its disease 
management program since 2006.

As a technology company, the challenge of matching and 
swapping data is easier than for other employers. Therefore, 
this company is doubly cautious and clear about privacy 
issues given a workforce that combines both proficiency and 
an educated mistrust of data privacy. In order to distance 
themselves from the personal health data, the company out-
sources both HRA and screening functions to a third-party 
administrator. Disease management functions are managed by 
health plan vendors for the same reason.

 b. On-site screenings 

This company started free on-site biometric screening for 
employees in October 2006. The screenings target the most 
common and costly health conditions by looking at:

 • Body mass index
 • HDL/LDL cholesterol and triglyceride levels
 • Fasting glucose levels
 • Blood pressure
 • Mammograms (annually)

The online HRA asks questions about drug, alcohol, and 
tobacco use; seatbelt and helmet use; and depression; but the 
company does not screen for these risks at the on-site venues.

Screening results outside normative values trigger a one-
on-one private discussion with trained coaches. Employees 
receive their scores and information about online resources 
and condition management programs. They are referred to 
their personal-care physician for immediate problems, but the 
coaches do not set up appointments. Co.D looks at both risk 
and readiness to apply the information gained from its HRA 
and screening. The company uses the health benefit plans to 
handle ongoing intervention with members whom coaches 
identify as ready to improve their health risk status. 

Completion of the biometric screenings and discussion with 
the health coach triggers a $25 gift card for the employee. 

Participation in on-site screening is trending at 50% with 
implementation of this incentive.

 c. Online tools

At present, employees use personal health records (PHR) 
provided by their respective health plans. Co.D is entering into 
a partnership with other large employers to institute expanded 
use of online PHR tools for employees in 2007. Additionally, 
online health resource tools can be directly accessed by every 
employee through a vendor site from the company server. A 
new third-party administrator provides health-care resources 
that can be accessed from home. 

The company’s occupational health team focuses on a dif-
ferent topic each quarter; past subjects included exercise, 
depression, and the value of preventive health care. The health 
team also writes articles for the company’s intranet employee 
newspaper. 

�.  Influencing members’ health services utilization

 a. Copays/benefit adjustment strategies

In 2000, Co.D began charging higher copays for ambulance 
and emergency room services in cases for which the patient 
is not admitted to the hospital. These copays are waived with 
hospital admission. 

In 2002, the company implemented a pharmacy copay/benefit 
structure intended to influence utilization and steer enrollees 
toward mail-order generic drugs on the formulary. The com-
pany has 13 health plans across several states, and each plan 
offers different options, but 70% of the covered population 
elects a plan that offers this three-tiered strategy. The effect of 
this strategy is strong utilization of generics. 

The majority of the company’s health plans offer free needles 
and syringes to diabetic enrollees. Annual preventive exams 
are fully covered with no copay in certain health plans.

 b. Quality selection strategies

In 2005, Co.D partnered with the Leapfrog Group to drive 
increased hospital reporting of quality and safety data in 
multiple states. The company will continue to evaluate 
how to utilize this quality information in its plan design to 
increase patient use of this information and incent usage of 
higher-quality hospitals. In selecting health plan vendors, the 
company is contracting with consumer plans that encourage 
enrollees to look at quality and fully cover 100% of charges 
for preventive services.
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On behalf of the millions of Americans for whom many of 
the nation’s largest corporations and public agencies buy 
health benefits, The Leapfrog Group aims to: 

 •  Reduce preventable medical mistakes and improve the 
quality and affordability of health care.

 •  Encourage health providers to publicly report their 
quality and outcomes so that consumers and purchas-
ing organizations can make informed health-care 
choices. 

 •  Reward doctors and hospitals for improving the quality, 
safety, and affordability of health care.

 •  Help consumers reap the benefits of making smart 
health-care decisions. 

 c. Premium contribution strategy 

Co.D is moving from a fixed percentage contribution for each 
employee to a fixed dollar strategy. The migration will take 
place over two years; the company is now in the first transi-
tion year. They pay the full premium for employees who elect 
high-deductible plans. 

Co.D, as a large self-insured employer, owns the design of its 
health plans. Its human resources group determines which 
benefits are covered. Overall, the company is moving toward 
investing in and looking at health across the population, not 
just their employee population.

E.	 	Company	E	(Co.E)—Utilities	
company	emphasizes	choice	and	
consumerism	in	a	wellness	program	

Company E is a citizen-owned, public entity operating within 
a mid-size city. The company employs approximately 1,900 
people. The average age of employees is in the early 40s, but 
with low turnover, the workforce is multigenerational as well 
as ethnically diverse. Co.E considers diversity a key strength. 
The workforce is also a diverse mix of occupations, from plant 
and field operations and construction to engineering and busi-
ness-related jobs. 

Because employee turnover is low, Co.E can invest in well-
ness and health-management initiatives with the expectation 
that they will see a return on investment. As a public sector 
employer, Co.E strives to be a good corporate citizen in the 
community as well. 

Choice and consumerism are key themes in the company’s 
overall benefit program strategy. The benefit strategic plan 
has a diversified approach: Co.E begins with plan designs that 
offer employees choice in coverage and ranges of price shar-
ing. New plans recently introduced include consumer-driven 
health-care models with HRA funding and wellness incentives. 
The company is developing web access to health resources and 
quality report cards to further develop the consumer aware-
ness theme. Co.E ensures that plan designs include low- or 
no-cost preventive health options such as annual physicals, 
mammograms, specific health screenings, and well-child 
benefits, while also steering enrollees to statewide discount 
PPO networks and discount pharmacies. The company’s health 
plan provides diabetes and heart health education to enrollees 
through disease management and case management services. 

The program is also integrated with case management and 
disease management services to further complement and 
support patient needs. Co.E regularly markets vendor services 
through the procurement process, requires vendor perfor-
mance guarantees and performance reporting in contracts, 
and aggressively negotiates contract terms. 

Co.E is focusing on education in disease categories includ-
ing heart disease and diabetes in which lifestyle change and 
prevention can impact the overall risk and help control costs. 
Co.E supports an on-site health-screening program, on-site flu 
shot services, and a comprehensive wellness program, all of 
which are carefully integrated and customized to complement 
the overall business strategies.
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�.  Motivating members to identify  
and manage health risks

 a. Wellness program and incentives

In 2005, Co.E implemented an internal wellness program as 
a pivotal tool to motivate employees toward better health. 
Previous wellness efforts featured incentives such as mugs, 
T-shirts, and premium items intended to serve as anchors to 
remind people of their healthy living goals. While these incen-
tives produced high participation, they did not spur behavior 
and lifestyle change. Co.E applied their learning to new 
program design, and the current wellness program encour-
ages employee engagement and fosters real behavior changes 
through participation in activities. This approach is creating 
change in behavior after the first year. The results are mea-
sured through a confidential online health assessment tool. 
The activities are designed to require behavior change while 
providing education. After one year of operating the program, 
the company has seen in program participants measurable 
evidence of behavior changes toward better health. 

The online wellness program awards wellness points based on 
completion of each activity. Employees choose which activi-
ties are of interest to them. The online confidential health 
risk assessment is a required activity for employees who want 
to earn the monetary incentive. Upon reaching a specified 
number of points the employee can earn up to $225 ($150 for 
employee plus $75 for their spouse) added to the next year’s 
health reimbursement account (HRA). The number of points 
required the first year was 25, the second year this number 
was increased to 35. This health reimbursement account 
balance can be used to reimburse the employee for copays, 
deductibles, and qualified out-of-pocket medical expenditures. 
Any unused health reimbursement account balance can be 
rolled over for use the next plan year or for COBRA elections. 
Retirees may roll unused reimbursement account dollars into a 
separate plan offered only to qualified retirees.

 b. Using a health reimbursement account

Health Reimbursement Accounts (HRAs), also called Health 
Reimbursement Arrangements, are IRS-sanctioned arrange-
ments that allow an employer, as agreed to in the HRA 
plan document, to reimburse for medical expenses paid by 
participating employees. HRAs reimburse only those items 
(copays, coinsurance, deductibles, and services) agreed to by 
the employer that are not covered by the company’s selected 
standard insurance plan (any health insurance plan, not only 
high-deductible plans). These arrangements are described in 
IRS Section 105.

Qualified claims must 
be described in the 
HRA plan document at 
inception—that is, before 
reimbursing employ-
ees for those medical 
expenses. Arrangements 
(medical services, dental 
services, copays, co-
insurance, deductibles, 

participation) may vary from plan to plan, and an employer 
may have multiple plans in place, allowing much flexibility.

The employer is not required to prepay into a fund for reim-
bursements; instead, the employer reimburses employee claims 
as they occur. Reimbursements of qualified claims are tax-
deductible for the employer.

Reimbursements claimed by the employee are tax free (not 
included in W2 earnings), provided they are tied to quali-
fied health-care expenses (as defined in Section 105). HRAs 
are initiated by the employer and serviced by a third-party 
administrator or plan service provider; the employee does not 
pay for the right to participate. The employer may provide 
in the HRA plan that credit balances in an employee’s HRA 
account can be rolled over from year to year like a savings 
account. The employer decides if the funds are rolled from 
year to year and how much rolls over (either a flat amount or 
a percentage).

Communicating about the wellness program with employees 
across many worksites is challenging. Each employee has 
access to a computer at work, but not all employees work in 
an office setting. The company’s wellness website is accessible 
from home computers through a secure Internet connection. 
Co.E supplements web-based and email electronic commu-
nication with paycheck stuffers, flyers, tracking worksheets, 
and posters. Wellness champions (committee members) meet 
once each month. The champions are charged with helping 
communicate in ways that are most effective for employees 
they know. The personal relationships the champions have 
with other employees is a key to building momentum for the 
program. The HR benefits unit regularly supplies the committee 
with print fliers, notices, and electronic program information. 
Wellness champions work as advocates for the program in addi-
tion to performing their regular jobs. They also earn wellness 
points for their involvement on the committee. They commit for 
nine-month rotations and members are replaced each year.

Co.E has taken a multi-layered approach to its wellness initia-
tives. For instance, in addition to tobacco cessation classes 
tied to wellness points, cessation is also available through a 
health/nurse resource contractor. They also offer an on-site 
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tobacco cessation class and provide an online stop-smok-
ing campaign during a targeted period that culminates with 
national smoking awareness campaigns. 

After the first year, 57% of enrollees and dependents earned 
at least one wellness credit. 19% of the company’s employees 
qualified for the Health Reimbursement Account incentive 
on Jan. 1, 2007. A two-year comparison of online health 
assessments showed that participants reduced lifestyle risks in 
every metric/category. The company incorporates its wellness 
program on the human resource department’s annual perfor-
mance review scorecard and has increased the targets for the 
second year above the initial baseline.

Co.E is developing additional measures and methodologies for 
evaluating the financial impact of reductions in lifestyle risk 
factors on health risks and associated claims costs. Their plan 
is to deploy the new method to establish a baseline so that 
results can be monitored in real financial returns, rather than 
solely using cost-avoidance measures. 

 c. On-site screenings and health-risk assessments

Co.E implemented a confidential online health risk assessment 
in the fall of 2005 as part of the company’s wellness program. 
The assessment integrates with the company’s disease/case 
management program so that patients receive outreach, 
resource support, and guidance from qualified nurses as 
needed. Reports from the assessment provide critical informa-
tion about whether the wellness program is improving the 
health of the aggregate population. The assessment is the final 
and required step for participants to earn the HRA incentive. 

Co.E started free annual on-site biometric screening for 
employees and spouses in 2004, and began to integrate 
screenings with their wellness program in 2006. The company 
contracts with the local hospital nursing service to conduct 
the on-site screenings. Six separate screenings were conducted 
in 2006, including: 

 •  Fasting blood draw tested for LDL/HDL, triglycerides,  
and glucose

 • BMI index
 • Blood pressure

The company is adding an optional thyroid screen in 2007. 
Additional screenings (mammograms and PSA) have been 
suggested by employees but have not yet been offered. The 
slate of screenings chosen for the on-site program are meant 
to be universal to any adult of any age or gender and serve 
the greatest needs for basic biometric data.

Following the screens, the contracted nursing service sends a 
personalized report directly to each individual’s home. When 
an on-site screening shows dangerously high readings, the 
employee is contacted by the nursing vendor in confidence 
and may be referred immediately to a physician. Otherwise, 
following screening events, the contractors identify high-risk 
cases in which scores fall outside normative values and these 
are forwarded to the disease management vendor for outreach. 
Additionally, Co.E’s human resources department receives an 
aggregate results profile, indicating areas of greatest health 
risk. Communication/education campaigns are then devised to 
address those key issues.

The screening results at the company integrate with outreach 
and disease management. Employees enter the biometric 
scores into the health risk assessment. They receive wellness 
points for completed screenings. 

Co.E has seen participation in screening events increase 
dramatically with its current wellness program points and 
incentive. The company reports that, prior to the introduction 
of wellness points with an incentive, only 50 to 75 people 
participated in screenings per year. 

In 2006, the company screened more than 700 employees 
and spouses. For 2007, the same participation numbers are 
expected. The company’s benefits supervisor, who manages 
the wellness program, notes that, “Our employees have really 
started to pay attention to their health status.” The company 
scheduled six on-site screening events for 2007.

 d. Disease management program

Co.E contracts separately for its case/disease management 
program. The health plans share data with the Disease 
Management (DM) vendor under HIPAA-compliant business 
associate agreements. The third-party administrator and phar-
macy benefit manager provide data extracts to the DM vendor 
through a secure data exchange process. The online health 
risk assessment and the nursing/screening service vendors 
provide data to the DM vendor. The DM vendor makes regular 
outreach to the employees, who may also self-refer using a 
confidential Internet site or by calling a toll-free number. 

Once a case has been flagged as high risk, the case manager 
initiates telephone contact with the employee. Enrollees can 
then opt out of disease management if they choose. DM ser-
vices are offered at no charge to the employee. The company 
offers wellness points to employees who participate in disease 
management programs to create demand for disease manage-
ment services.
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Diabetes education is handled primarily through the DM 
vendor for individual cases. However, Co.E has developed 
a relationship with the American Diabetes Association for 
additional in-house and online education support. Similarly, 
Co.E has initiated a relationship with the American Heart 
Association to promote education and support fundraising.

Co.E began contracting with a new DM vendor as of Jan. 1, 
2007 in an effort to increase DM participation. After three 
months, reports already show that more than 200 disease/case 
management cases are under active management, representing 
the highly desired upward trend. 

 e. Online tools

The company uses both an external program site and an inter-
nal web page to meet more information needs and provide 
more flexibility for the workforce. 

Co.E, through vendors, developed access to a website for the 
wellness program. The site automatically tracks participation 
as well as each activity. It provides resources about nutri-
tion, health issues, diseases, and access to medical resources. 
Some limited plan benefits information is also made available, 
opening up more options for reaching out to employees and 
spouses. The website is accessible in the workplace as well as 
from home. 

The company provides access to the wellness program through 
the in-house intranet/web, also with a dedicated website to 
promote current activities. 

Co.E is developing a consumer website with links to health 
resources and provider quality information this year. As it 
develops the new consumer site, the company seeks to: 

 •  Increase transparency by providing consumers with 
detailed provider cost and quality information. 

 •  Provide more information about local resources available 
to assist with health-care needs.

 f.  Barriers and opportunities

One of the biggest challenges the company encountered 
in implementing its wellness program was winning upper-
management endorsement. Executives are most receptive to 
hard savings and are less inclined to buy into cost-avoidance 
metrics that may not materialize. 

Upper management became engaged after employees 
responded positively to the program, and more so when they 
saw employees were participating and excited. Some employ-

ees shared testimonials 
about weight loss and 
lowering cholesterol, and 
earned wellness credits for 
sharing their successes with 
others. The program design 
began conservatively and 
expanded in response to 
employee input. Using 
employee ideas helps 
solidify their commitment 
and engagement. 

As a public entity owned by ratepayers, Co.E must ensure that 
the financial investment in wellness has a legitimate financial 
return. The program must succeed financially or it will be 
difficult to justify. Based on other programs’ successes, having 
a healthier workforce correlates to lower claims and lower 
overall health-care costs. Lowering health-care costs correlates 
to lower labor costs and controlling these costs will help Co.E 
remain competitive in the market. 

Establishing predictable and consistent venues for commu-
nication with employees was another key to Co.E’s success. 
Especially in the first year of its wellness program, human 
resources staff needed to aggressively promote the concept. 
Once enrollees got accustomed to how the screenings and 
activities are communicated, they could find posted informa-
tion. The company’s human resources staff produces regular 
newsletters and periodic email and website updates. It also 
advertises the wellness activities upcoming in each quarter. 
The wellness program vendor has supported the routine com-
munications plan for the activities in the program year. A 
corporate communication department helps supplement the 
plan through management updates and short updates on the 
home page of the intranet.

 g. Measuring success and calculating savings

At this point, Co.E does not have actuarial data about how 
their wellness initiatives affect real claims costs. The company 
expects data collection and evaluation of company-specific 
measurement to take three to five years. After year one, 
preliminary estimates of cost avoidance are based on the 
estimated incremental costs for each health/lifestyle risk factor 
from the assessment.

The company uses a methodology for measuring risks and 
projecting associated costs developed by Winning Habits, LTD 
(recently acquired by Matria Health-Care). This formula is 
based on the annual cost per person from a study in a 2001 
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American�Journal�of�Health�Promotion, adjusted by a fac-
tor of 1.84 to convert estimates to 2007 dollars. The formula 
estimates that:

	 An	individual	with	 Costs	this	much	more	per	year	

 1 risk factor $1,122 
 2 risk factors $1,275 
 3 risk factors $1,457 
 4-plus risk factors $3,864 

Applying this formula to the individuals who took the online 
assessment, the company developed a 2005 baseline estimate 
of how its employee population is distributed among the fac-
tors. The 2005 baseline cost estimate totaled $3,760,787. Co.E 
then analyzed HRA data from 2006 and calculated change 
from the 2005 distribution for the same individuals. The 
total cost of the participating population’s risk factors for the 
second year was $3,351,510. 

A sample of 724 individuals who took the assessment in both 
2005 and 2006 shows that 9.5% fewer people reported four 
or more medical risk factors. The savings associated with the 
reduction in risk factors was the difference between the total 
costs, or $409,000. 

Human resources at the company is now looking at actual 
health claims and pharmacy claims data to see if this 
improved performance on health risk indicators has begun to 
affect claims costs. They are developing methods to evalu-
ate medical and pharmacy data and track the organization’s 
specific savings over time. This will permit the company to 
calculate return on investment. Evidence from other company 
programs leads Co.E to expect an ROI of at least 3 to 1.

�.  Influencing members’ health  
services utilization

 a. Copays/benefit adjustment strategies

Co.E implements a three-tiered copay strategy and requires 
that certain drugs go through a specialty pharmacy for price 
control and case-management services. The company sets 
advantageous pricing for 90-day supplies within its retail and 
mail-order programs. The companies’ pricing strategy was 
successful at moving enrollees from 30-day to 90-day retail. It 
has successfully steered enrollee utilization into its formulary 
and toward generics and mail order as well. To assure com-
pliance with diabetes prescription regimens, the company’s 
plans were enhanced to cover 100% of the cost of mail-order 
diabetes insulin and supplies. 

Co.E implemented a flat copay for each emergency room visit 
in 2005 in an effort to address the overuse of the emergency 
room for urgent care. The company found that it also needed 
to contract with more urgent-care facilities for after-hours 
urgent care within the community. The combined approach 
reduced over-utilization of emergency rooms and directed 
urgent care to other more appropriate facilities. The number 
of emergency room admissions increased as a percentage of 
emergency room visits, indicating that the emergency room 
is being used more appropriately. The direct contract with 
more urgent-care facilities offered a cost-effective alternative 
to physician office visits, reduced overuse of the emergency 
department at the hospitals, and increased access to urgent-
care services.

 b. Quality selection strategies

Co.E uses selection strategies based on quality of medical care 
with regard to transplants. The network contracts with Centers 
for Excellence to perform transplant services. 

Health plan designs steer employees toward discount net-
works, while also providing out-of-network benefits. The 
company has access to a national PPO network that discounts 
out-of-network benefits.

Co.E has partnered with other local businesses on the Bridges 
to Excellence initiative to reward NCQA-recognized physicians 
in the community. The company will promote NCQA-recog-
nized providers in diabetes and cardiovascular care through 
the online consumer page now under development and 
through its network directory. 

The company regularly conducts Request for Proposals (RFP) 
to select best value providers. The company benchmarks 
plan costs, premium sharing, and other benefit or premium 
costs to keep the self-funded health plans competitive and to 
ensure adequate funding. Information about these activities is 
shared with employees so they know the value of the benefits 
they receive and know that their program is competitive with 
competing employers.

Co.E issues an annual total compensation statement show-
ing the value of employer-paid benefits in real dollars along 
with cash compensation earned. The total compensation 
statement can be a real eye opener for employees—especially 
if they have been employed at the company for a long time. 
Reflecting the portion of total compensation that health care 
comprises helps to open dialogue with the workforce about 
the costs and prospective savings associated with health care 
and lifestyle.
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A.	Observations
The CBGH employer survey and profiles highlight a number  
of observations that can be useful to other employers.

 •  Employers do not need to provide huge incentives for 
every activity or even every participant in order to rouse 
participation. One of the highest participation rates for 
on-site screenings is 50%; that program enters partici-
pants who complete every screening into a raffle for a 
door prize and refunds program fees for enrollees who 
complete a weight control program.

 •  Participation rates alone may not be good indicators of 
lifestyle change. Tying incentives and metrics to change 
indicators (for example, biometric changes or verifi-
able completion of disease management or education 
classes) rather than only to activity indicators can help. 
Because these metrics take more time and commitment, 
their numbers may be lower than for one-time activi-
ties. Effective incentives are those that spur, support, or 
reward changed behavior. Giveaway items such as mugs, 
T-shirts, golf balls, etc., might usefully be thought of as 
advertising for the wellness initiative rather than incen-
tives for lifestyle improvement or health maintenance.

 •  The context and presentation of incentives and tools may 
need to change with some frequency to capture and keep 
the attention of the workforce against the flood of other 
inputs and demands. The path to information needs to 
stay predictable and reliable so enrollees can find infor-
mation when they are ready to access it.

 •  The effects of serial implementation changes or of any 
single tool or incentive may not be meaningfully viewed 
in isolation. Companies configure their use of tools and 
incentives differently to reflect their corporate culture. 
Return on investment is best measured on the total 
wellness/health maintenance picture—that is, by taking 
an aerial view rather than putting the frames under a 
microscope.

•  The ability to measure 
return on investment 
(ROI) takes time—an 
estimated three to five 
years from implementa-
tion of any baseline. The 
organization must first 

   move through predictable phases: implementation; 
communication to stir enthusiasm and participation; 
measuring effects on health risks, biometrics, and life-
styles; refinement and program recalibration. Employees 
move through a parallel cycle of information gathering, 
building commitment to healthier lifestyle, attempts at 
behavior change, refinement, mastery, improved health 
metrics, and maintenance. The changes in health risk 
assessments can be measured within the first year. 
Changes in absenteeism and presenteeism and some 
claims data may start to improve mid-cycle, but many 
savings associated with lower health risks accrue over a 
longer period of time.

 •  Do your own research before you buy best-of-class 
expertise in wellness, disease management, and screening 
programs. Employers should carefully scrutinize assump-
tions and metrics for any vendor product, and evaluate 
them against their own workforce. Establishing an 
in-house methodology for measuring change and savings 
against the employer’s own claims data will be important 
to assessing ROI.

 •  The straight path is not always the quickest path to 
lifestyle change. Employees struggling to control their 
weight tend to see scales as condemnation; a tape 
measure taking waist-to-hip ratio may be more accept-
able and a more useful metric for screening obesity. 
Employees with multiple risk factors or with highly 
abnormal ratings against a single risk may need to 
move step-wise toward their ultimate goal. The well-
ness programs and incentives must support and reward 
employees for incremental successes on a long and dif-
ficult journey in order to effectively lower health risks.

 

Chapter Three: 
Lessons Learned 
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•  ROI calculations, data analysis, and projections should take 
into account countervailing aspects of the larger culture in 
which a company operates (such as the age of population, 
increasing incidence of disease and disability with aging, 
labor market supply and demand). Only by offsetting these 
variables in relation to trends does the employer get an 
accurate picture of how much wellness tools and incentives 
affect business costs and risks.

•  Tool integration strengthens the value of every tool in the 
set and raises the power of health-promotion programs. 

•  Integration of health data raises concerns about safeguard-
ing privacy and the employees’ perception of confidentiality. 
Employers can use arms-length third-party administrators to 
guarantee privacy. These safeguards can create the expecta-
tion of confidentiality that is critical to effective incentives 
and wellness initiatives. Broken trust spreads quickly and 
lingers long in the folklore of any employee group, effec-
tively crippling a health-promotion agenda.

•  As a workforce reaches a tipping point of involvement, any 
stigma associated with health-promotion activities melts 
away, replaced by the camaraderie and mutual support of 
tackling something hard together. When participants are 
drawn from all areas of a company, barriers are breached and 
morale improves. Executive-level involvement drives home 
the importance of lifestyle change and health management. 
These aspects of culture change are foundational to an effec-
tive wellness initiative.

B.	 Conclusions
Creating a “culture of health” need not be an extremely 
expensive undertaking, especially as compared to the costs 
of premiums or direct health-care costs. Employers in this series 
used highly skilled human resource directors and benefits admin-
istrators to study best practice and energize a plan. They most 
often used employee workgroups to formulate strategy, commu-
nications, and implement by example at the worksite. However, 
creating the culture does take three critical components:

• Corporate buy-in

• Commitment to a long term strategy 

•  Communications that educate, incent, and motivate 
behaviors

The secret of making incentives and disincentives work to 
lower health risks and mitigate health-care costs is in finding 
the champions.

There are no silver bullets or quick fixes. Employers must use 
a number of approaches. It is probably not possible or useful 
to measure the differential impact of specific tools within an 
implementation set. The exact mix of tools and incentives that 
constitutes the organization’s sweet spot must reflect the cul-
ture of a particular workforce to effectively change health risk. 

“Getting it right” is necessarily a fluid process rather than 
a stable event because human nature is highly adaptive 
and requires change to feed its demand for interesting new 
challenges and experiences. Effective wellness initiatives in 
any given company likely require continuous attention and 
tweaking to create and sustain a buzz among employees. 
Implementation plans that begin with awareness and incen-
tives for participation in education or screening events are a 
good place to start. Raising the bar to provide incentives for 
improved outcomes is the desired endpoint. Strategies for the 
aging workforce and new employees must be developed. 

The employers in the survey have not yet fully explored 
strategies for helping their employees select high-quality pro-
viders in the marketplace. Premium contributions and network 
provider designation is generally targeted toward lower costs 
rather than focused on quality as a separate variable. Research 
suggests that this is an area with much untapped opportunity 
for saving health-care costs. Some CBGH members are begin-
ning to work with Bridges to Excellence, Leapfrog, Centers of 
Excellence, high-performing provider networks, and provider 
tiering strategies in efforts to introduce quality to the array of 
selection criteria. 

Tactics that combine posi-
tive, motivating incentives 
for good health along with 
deterrents to poor choices 
should be a permanent 
fixture of the risk manage-
ment and health benefits 
human capital strategy.
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C.	 Endnote
Employers in this series were all members of the Colorado 
Business Group on Health. This organization provides 
employers the opportunity to share best practices, compare 
implementation timelines, investigate available vendors, 
and learn from the experiences of others. Members develop 
shared communication tools such as the CBGH “Too Much to 
Munch” poster. CBGH members collaborate to solve shared 
problems, such as developing criteria and a database to evalu-
ate disease management vendors and products. Members of 
the CBGH know that value-based purchasing activities brings 
savings to their bottom lines. CBGH creates a platform from 
which employers can stand as leaders by example within 
the business community, and raise the level of expectations 
and accountability with regard to health-care outcomes for 
Colorado workers and citizens. 

D.	 	What	the	law	will	allow—	
Federal	guidance

The Department of Labor, the Internal Revenue Service, and 
the Department of Health and Human Services recently pub-
lished a final guidance for implementing wellness programs 
while complying with HIPAA nondiscrimination provisions.

Employers may reward workers up to 20% of coverage costs 
for meeting health-related goals in wellness programs. The 
guidance establishes five requirements for wellness programs 
that reward employees based on meeting a health standard: 

 1.  The total reward must not exceed 20% of the cost of 
employee-only coverage under the plan. 

 2.  The plan must be reasonably designed to promote health 
and prevent disease. 

 3.  Eligible employees must have the opportunity to qualify 
for the reward at least once each year. 

 4.  The reward must be available to all similarly situated 
individuals and provide a reasonable alternative standard 
for obtaining the reward to any individual who does not 
satisfy the initial standard. 

 5.  The plan must disclose the terms of the program and the 
availability of a reasonable alternative standard. 

HIPAA’s nondiscrimination provisions preclude an individual 
being denied eligibility for benefits or charged more for cover-
age because of any health factor, including health status, a 
physical or mental illness, claims experience, receipt of health 
care, medical history, genetic information, disability, and 
evidence of insurability.

The agencies decided to drop the term “bona fide” when 
describing wellness programs, saying the term was confusing. 
Consequently, they will treat all programs of health promotion 
or disease prevention as wellness programs.

The guidance is effective for plan years starting on or after 
July 1, 2007. The DOL’s updated answers to frequently asked 
questions on this topic can be found at www.dol.gov/ebsa.
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E.	 	Summary	Table	-	Tools	and	incentives	
As of June, 2007 

 
 

Employer  
A – County 
 
 

Employer  
B – City 
 
 
 

Employer  
C – School 
District

 
 
 
 
 
Employer 
D – Tech 
Company

 
Employer  
E – Utilities

 
 
HRA

I – Wellness  
Credits toward 
premium 
reduction

 
I – Wellness 
Credits up to 
$200/year; 
reduced 
fitness center 
fee

A

 
 
 
 
 
 
 
I – $50 gift 
cards

 
 
I – Wellness 
points toward 
enhanced 
health reim-
bursement 
account to 
$250

 
On-Site 
Screening

I – Wellness 
Credits toward 
premium 
reduction

 
I – Wellness 
Credits up to 
$200/year; 
reduced 
fitness center 
fee

A

 
 
 
 
 
 
 
I – $25 gift 
card

 
 
I – Wellness 
points toward 
enhanced 
health reim-
bursement 
account to 
$250

 
Wellness 
Program

I – Wellness 
Credits toward 
premium 
reduction

 
I – Wellness 
Credits up to 
$200/year  
 
 

I – prizes, 
discounted 
health club 
fees

 
 
 
 
A

 
 
 
I – Wellness 
points toward 
enhanced 
health reim-
bursement 
account to 
$250

Coaching 
and 
Education

I – Wellness 
Credits toward 
premium 
reduction

 
I – Wellness 
Credits up to 
$200/year 

 
 
 
A

 
 
 
 
 
 
 
I – $25 gift 
card

 
 
A

Disease  
Management 
Program

A

 
 
 
 
I – Wellness 
Credits up to 
$200/year 

 
 
 
I – $45 cash 
each for 
starting and 
graduating 
from DMP

 
 
 
A

 
 
 
A

 
Online 
Tools

A

 
 
 
 
I – Wellness 
Credits up to 
$200/year 

 
 
 
A

 
 
 
 
 
 
 
A

 
 
 
A

 
Occupational 
Health Clinic

I – convenient 
scheduling, 
longer visits

 
 
A

 
 
 
 
 
N

 
 
 
 
 
 
 
N

 
 
 
N

 
On-Site or  
Mail Pharmacy

I – free diabe-
tes supplies, 
copay adjust-
ment, benefit 
restrictions

I – Free dia-
betes supplies 
and medica-
tions, copay 
adjustment

 
I – mandatory 
mail order, 
hefty copay 
differential, 
free insulin, 
meter and 
test strips for 
diabetics

I – copay 
adjustment, 
free diabetic 
supplies

I – copay 
adjustment

I = Available w/ Incentives to Use  
A = Available, but w/o Incentives to Use  
N = Not Available at this Employer
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Employer  
F – State 

Employer 
G – School 
District

Employer  
H – College

Employer  
I – City 
 
 
 

Employer  
J – City

Employer  
K –  
Investment 
Company

 
 
 
 
 
Employer  
L – Bank

 
 
HRA

I – $10 cash

 
 
N

 
 
A

 
N

 
 
 
 
 
A

 
N

 
 
 
 
 
 
 
A

 
On-Site 
Screening

A

 
 
N

 
 
A

 
I – premium 
holiday to 
participate in 
both screening 
and wellness 
program

I – Raffle 

N

 
 
 
 
 
 
 
N

 
Wellness 
Program

N

 
 
N

 
 
A

 
I – premium 
holiday to 
participate in 
both screening 
and wellness 
program

A

 
A – now 
building an 
integrated 
program w/ 
incentives for 
HRA, screen-
ing, wellness 
and DMP

A

Coaching 
and 
Education

N 
 

A – diabetes 
education

 
N

 
N

 
 
 
 
 
A

 
N

 
 
 
 
 
 
 
I – free tuition 
for employee 
and family

Disease  
Management 
Program

A

 
 
A

 
 
A

 
N

 
 
 
 
 
N

 
A

 
 
 
 
 
 
 
N

 
Online 
Tools

A

 
 
N

 
 
N

 
N

 
 
 
 
 
A

 
N

 
 
 
 
 
 
 
N

 
Occupational 
Health Clinic

N

 
 
N

 
 
N

 
N

 
 
 
 
 
N

 
N

 
 
 
 
 
 
 
N

 
On-Site or  
Mail Pharmacy

I – copay 
adjustment 
coinsurance

A

 
 
I – copay 
adjustment

A

 
 
 
 
 
N

 
I – copay 
adjustment

 
 
 
 
 
 
N

I = Available w/ Incentives to Use  
A = Available, but w/o Incentives to Use  
N = Not Available at this Employer
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�0� Low-Cost Ideas for Worksite Wellness

The following ideas for worksite wellness were developed by a group of employees 
brainstorming about how to integrate worksite wellness into their companies with 
limited resources. Many of these ideas have been found to help employees of all 
physical abilities maintain their health.

PHYSICAL	ACTIVITY

1.  Encourage employees to walk to a specific location and log 
individual miles for incentive prizes.

2.  Participate in community walks (e.g., Heart, Cancer, March of 
Dimes). Ask company to sponsor employee participants or to 
match employee contributions.

3.  Develop indoor and outdoor wellness trails accessible to 
employees of all abilities. Convert stairwells to walking areas by 
increasing the lighting and adding colorful posters.

4.  Develop walking maps. Measure the distance in halls and around 
the building for setting walking goals.

5. Repair and maintain sidewalks and paths around the worksite.

6.  Encourage  managers to hold walking meetings when meeting 
with a small number of employees.

7.  Offer flexible lunch periods/breaks to encourage individual, group 
or “buddy” walks.

8.  Offer incentives for distance parking and for employees who walk 
or bicycle to work.

9. Promote a stair-climbing competition.

10.  Conduct an “Avoid the Elevator Campaign.”

11.  Suggest that employees stretch for one minute before work each 
day. Announce a one-minute stretch on the PA system.

12.  Encourage physical activity breaks during long meetings and 
conferences.

13.  Identify places within the worksite or around the building for 
physical activities.

14.  Start a running club, biking club, in-line skaters club, or line 
dancing club.

15.  Encourage employer-sponsored youth athletic teams, along with 
employee volunteer coaches.

16.  Have a Goal of the Week or Month (e.g., I will exercise every day 
for a week). Keep a chart of weekly or monthly exercise goals in 
the office.

17.  Negotiate corporate discounts for health club memberships.

18.  Place physical fitness bulletin board(s) in strategic area(s).

19.  Advertise exercise equipment to swap.

20.  Purchase workout DVDs and motivational CDs to be borrowed by 
employees.

21.  Invite shoe consultants from retail shoe stores or shoe manufac-
turers to be on site for a day.

22. Promote a bike helmet fitting day.

23.  Provide bicycle racks or fenced-in area for bicyclists in well-lit 
section of the property.

NUTRITION

24.  Ask vending machine company to add healthy foods.

25.  Use vending machine commissions to help fund wellness programs.

26.  Work with vending machine company and cafeteria to post 
calories and nutrient contents and amounts on vending machines, 
lunchroom tables, etc.

27.  Place incentive stickers on low-fat items in vending machines 
and on healthy choice selections in cafeteria.

28.  Develop a cookbook of employees’ low fat recipes, exchange 
recipes, and feature healthy employee recipes periodically on 
cafeteria menu.

29.  Hold recipe contests.

30.  Celebrate “free fruit day”—give apples away.

31.  Have a homegrown fruit and vegetable exchange.

32.  Request that cafeteria vendors serve low fat, low cholesterol, 
nutritious foods.

33.  Encourage fruit and vegetable day in the cafeteria.

34.  Identify one heart-healthy snack idea daily in the cafeteria.

35.  Add healthy snacks to snack cart (e.g., fruit, granola bars).

36.  Request that cafeteria foods be made from 1% milk instead of 
whole milk.

37.  Hold low-fat cooking demonstrations in cafeteria.

38.  Suggest that employees keep a list of healthy, low-fat snacks in 
their cars.

39.  Encourage employees to bring yogurt, fruits and no-fat toppings 
to work.

40.  Change a donut break to a bagel and low-fat topping break at 
meetings. Plan company functions with heart-healthy eating 
choices in mind.

41.  Conduct support group for weight management. Sponsor com-
pany weight reduction programs.

42.  Offer information on packing healthy brown bag lunches.

43.  Hold employee luncheon—bring a healthy lunch to pass, and 
share the recipe.

44.  Encourage employees to bring Crock PotsTM of heart-healthy soup 
and share with others.

45.  Promote “eat your greens” on St. Patrick’s Day.

46.  Share mocktails (non-alcoholic beverages) recipes.

47. Offer kitchen area accessible to all employees.

48.  Offer reasonable prices for healthy snacks (e.g., fresh fruit, 
yogurt), meals and salad bars.

49.  Put up food pyramid charts in break room/cafeteria areas.

50.  Have office water coolers readily available.

51.  Offer videos, books and brochures that can be borrowed and 
exchanged among employees.



STRESS MANAGEMENT
	 (Exercise	and	good	nutrition	are	great	stress-busters.)

52.		Offer	chair	massages	at	health	fairs.

53.		Take	stress	relief	breaks	(e.g.,	meditation,	walking,	close	the	door).	
Encourage	employees	to	take	time	out	for	themselves.

54.		Suggest	that	employees	volunteer	to	take	a	pet	from	a	shelter	for	
a	walk.

55.		Encourage	laughter	to	reduce	stress	at	the	worksite.

56.		Provide	employees	with	relaxation	CDs.

57.		Email	tips	about	taking	computer	breaks.

58.		Address	emotional	and	spiritual	concerns	with	self-help	books	
that	can	be	borrowed	or	exchanged.

59.		Get	involved	with	community	volunteer	activities.

60.		Encourage	employees	to	mentor	a	child.

61.		Encourage	staff	to	take	meal	breaks.

62.		Encourage	self-confidence	and	positive	outlooks.

63.		Promote	a	“Call-A-Friend”	campaign.	Provide	social	support.

64.		Hold	a	secret	pal	drawing.	During	the	month,	each	employee	is	
encouraged	to	do	nice	things	for	his	or	her	secret	pal	(e.g.,	email	
messages,	fax	messages	with	directions	to	a	healthy	snack,	secret	
message	left	on	a	chair,	special	gifts,	such	as	fat	free	candy	or	
homegrown	flowers).

TOBACCO

65.		Subsidize	nicotine	patches.

66.		Promote	smoke-free	buildings/meeting	rooms.

67.		Lower	health	insurance	costs	for	non-smokers.

68.		Provide	health	information	focused	around	monthly	or	seasonal	
events	(e.g.,	Great	American	Smoke	Out).

69.		Provide	on-site	smoking	cessation	programs.

70.		Reimburse	employees	for	enrolling	in	smoking	cessation	
programs.

71.		Give	a	$50	U.S.	Savings	Bond	to	expectant	mothers	who	agree	to	
avoid	alcohol	during	pregnancy.

PROGRAM SUPPORT

72.		Provide	incentives:	T-shirts,	caps,	aprons.	Arrange	paid	time	off.

73.		Hold	contests:	“Wellness	Project	of	the	Month”	or	“Set	Your	
Goal”	competition,	employee/management	and	interdepartmental	
challenges,	health	trivia	game	on	computer	with	prizes	to	the	
winners,	and	other	fun	worksite	competitions.

74.		Set	up	displays	in	the	reception	area/lobby.	Display	health	posters	
in	employees’	lunch/meeting	rooms.

75.		Provide	bulletin	boards	for	health	information	exchange	and	for	
people	to	write	milestones	they	have	achieved	in	health	(e.g.,	New	
Year’s	resolution,	miles	walked,	pounds	lost).

76.		Announce	and	publicize	a	monthly	health	theme.

77.		Conduct	recognition	activities	for	employees	making	efforts	at	
healthier	lifestyles	(e.g.,	bulletin	board	listings,	healthy	incentives,	
discounts	to	health	clubs).	Send	employees	personally	signed	

letters	from	CEO	congratulating	their	healthy	behaviors.	Promote	
success	stories/employee	of	the	month.	Recognize	the	coordinator	
of	wellness	activities.

78.		Kick	off	“lunch	and	learn”	programs.	Use	videos	and	guest	
speakers	on	various	health	topics	at	lunchtime.	Urge	employees	to	
bring	healthy	brown	bag	lunch.

79.		Include	children	of	employees	in	a	drawing	contest	with	health	as	
the	theme.

80.		Provide	child	care	so	that	parents	can	participate	in	wellness	
activities.

81.		Have	company	health	practitioner	set	a	time	(weekly/monthly)	to	
check	blood	pressures,	body	fat	and	weights.

82.		Provide	flu	shots	at	the	worksite	or	make	schedules	of	community	
clinics	available.

83.		Provide	one-on-one	counseling	for	high-risk	employees	and	
people	with	disabilities	by	establishing	wellness	mentoring	
programs.

84.		Develop	a	brainstorming	team	for	ideas	and	to	help	with	wellness	
activities.

85.		Conduct	survey	to	assess	what	topics	employees	want	to	pursue.

86.		At	meetings:
	 •		Start	with	a	stretch	and	take	a	relaxation	break	in	the	middle.
	 •	Conduct	a	wellness	activity.
	 •	Recognize	an	employee	birthday	or	other	special	event.
	 •	Vary	meeting	formats.	Include	surprises	for	good	ideas.
	 •	Allow	staff	members	to	occasionally	lead	a	meeting.

87.		Provide	information	on	back	care	(e.g.,	correct	way	to	lift,	stretch	
and	exercise	for	strength).

88.		Partner	with	other	local	organizations	to	sponsor	an	event.	Share	
expenses	and	other	resources.	Network/collaborate	with	other	
businesses	for	discounts	at	health	clubs.

89.		Obtain	book	company	discounts.

90.		Rotate	departmental	responsibility,	and	utilize	college	interns	to	
assist	with	wellness	projects/events.

91.		Gain	senior	management	support	by	showing	a	good	example.

92.		Create	a	wellness	newsletter.	Highlight	healthy	lifestyle	success	
stories.

93.		Conduct	employee	health	fairs	with	wellness	giveaways		
(e.g.,	gift	certificates	to	farmers	market,	fruit	stand).

94.		Provide	health	information	(e.g.,	fact	sheets)	for	employees	to	
take	home.	Distribute	safety	information	before	long	holiday	
weekends.

95.		Conduct	retirement	seminar—wellness	for	retirement.

96.		Conduct	“Wash	Your	Hands”	campaign.

97.		Insert	health	information	in	paychecks	(payroll	stuffers).

98.		Publish	weekly	health	tips	on	internal	email.

99.		Attend	classes	on	positive	management	styles.

100.		Change	and	clean	filters	on	air	conditioners	more	frequently.

101.		Track	illness	in	a	department,	and	alert	employees	by	providing	
precaution	and	prevention	tips.

Courtesy of: 
Physical Activity in the Workplace 
New York State Department of Health
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