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Executive Summary 
 
Any effective strategy to rein in health care costs must embrace prevention and wellness as a 
core tenet.  However, historically, wellness programs – designed to promote prevention – have 
been plagued by poor participation rates.  How can health promotion and wellness programs be 
better designed and implemented to encourage participation and heighten effectiveness? 
 

Stages of Behavior Change   
Historically, intervention strategies have assumed, incorrectly, that every individual is ready to 
immediately and permanently make behavioral changes, resulting in very low participation 
levels.  An effective wellness program must engage all employees regardless of their immediate 
willingness to embrace behavioral change.  The program must recognize and address the stages 
of behavioral change as identified in the Transtheoretical Model of Behavior Change and tailor 
communication and intervention strategies to each stage.  The six stages are: 

• Precontemplation – individual has no intention of starting to take action in next  
six months  

• Contemplation – individual intends to start in the next six months  



• Preparation – individual is practicing the behavior and intends to start in the next 
30 days 

• Action  – individual has made specific overt modifications in their life 
styles/behaviors for less than six months  

• Maintenance – individual has overtly changed behavior for six months or more  
• Termination – individual has sustained their behavior goals for more than five 
years and has zero temptation and 100% self-efficacy.  They are sure they will not 
return to their old unhealthy habit as a way of coping, even in stressful situations. 

  

Effective Engagement 
Since most employees are not considering a behavior change, engagement strategies must be 
proactive, rather than passively waiting for the employee to come to the program.  They must 
include an effective and comprehensive communication campaign and they must include plan 
design incentives (more about this in the Key Elements of Effective Program Design 
section below).  The communication plan must resonate with everyone, not just those who are 
ready for the action stage. 
 
Effective engagement must increase the pros of change (e.g., home or work based to save time) 
and decrease the cons (not clinic or group based to save time) of change.  When pros outweigh 
the cons, progress is made; when cons outweigh pros, regression occurs.   

 
Retention 
Traditional interventions often have very high dropout rates.  With a disconnect between their 
needs and their readiness to change and the intervention proposed, they quickly drop out.  
Using the Transtheoretical Model of Behavior Change, interventions are tailored to the 
individual’s readiness for change and needs, resulting in much lower dropout rates.  
 

Measuring Success 
Interventions should be measured by their overall impact on an entire population – the 
recruitment rate times the efficacy – rather than looking at only the effectiveness.  For example, 
a smoking cessation program could have a high efficacy rate, but a low recruitment rate, 
resulting in a nominal impact on the smoking rates in a given population.  Alternatively, the 
intervention could be somewhat less effective, but with a high recruitment, would have a critical 
impact on smoking rates resulting in significant cost savings.  If a high recruitment rate were 
coupled with a high efficacy rate, the impact on a population could be substantial. 

 
The State of our Nation’s Health 
Despite the continued increases in health care costs, there is no evidence that the health of 
Americans is improving.  To the contrary, by various measures, the health of the American 
population is trending worse.  Presently: 

• 30% of the population has high blood pressure with one-third not knowing it 
• 67% of the population is overweight or obese 
• 7.8% of the population has diabetes with one-fourth not knowing it 
• 21% of the population smokes, resulting in more than $193 billion in medical and 
lost productivity costs annually  



• Less than one-third of adults engage in regular physical activity 
• 77% of adults eat fewer than 5 servings of fruits and vegetables a day 

 

Key Elements of Effective Program Design 
Against this backdrop of a generally unhealthy national populace, what are key design elements 
of an effective wellness program?   

• Contrary to the engagement strategies of some wellness programs, trinkets and cash 
prizes don’t work.  Instead, incentives should take the form of benefit plan design 
changes (e.g., modifications to co-pays and deductibles).   

• Communication strategies must utilize multiple channels (e-mail, mailings, posters, 
etc.) 

• A Health Risk Assessment (HRA) should evaluate and incorporate an individual’s 
level of readiness for behavioral change 

• Data from various vendors (e.g., disease management, case management, health plan, 
EAP) should be integrated with data from the wellness vendor and provided to the 
employer via a singular data feed. 

• Health-related productivity costs for an employer, in the form of absenteeism and 
more importantly presenteeism, are greater than direct medical and pharmacy costs.  
Any wellness program should address and measure its impact on productivity costs, 
in addition to medical costs 

 

A Case Study 
Quality Health Solutions presented a case study of a client with the following demographics: 

• 14,000 lives in 26 states 
• 53% male 
• Average age 44.3 years 

 
The health plan design included two options: 

• Option I “high deductible” - $1,000 deductible 
o $1,050 placed in HRA (HRA rolls over; when employee retires they keep 
and use for medical expenses such as Medicare premiums) 

o When employee retires, the Client pays 75% of health care costs 
• Option II “low deductible” - $300 deductible 

o At end of year, if health care premium cost of employees in the low 
deductible is higher than the high, the employee pays the increase 

o When employee retires, Client pays 50% of health care costs 
To participate in Plan Option I, employees had to actively participate in the health management 
program – defined as annual biometric screening, annual completion of health survey and 
enrollment and participation in appropriate care management program. 
 
Key program results include for this employer included: 

• Participation rates between 88% and 95% (95% in the last year measured – 2009)  
• Between years 1 and 5, 35% of smokers quit smoking 
• 99% of participants had their cholesterol and blood pressure checked 



• While expecting a $140 million increase in health care costs in 2008, actual costs 
were flat compared to previous year – the first time in the company’s history 

 
In order to see the slides accompanying presentation, please click here. 


