Wellness Programs in Connecticut
Employees’ health issues cost U.S. employers an estimated $225.8 billion per year [8], piquing
employer interest in wellness programs. Between 2004 and 2006, the number of large firms (>500
people) offering wellness programs increased from 7% to 19% of all big employers [16]. Wellness
programs, which range from free gym memberships to healthy eating classes, smoking cessation
programs, and financial incentives, seek to improve employee health and prevent disease to reduce
health care service costs and increase productivity. Although wellness programs are effective, wrongly‐
implemented programs can have adverse consequences.
The Impact of Wellness Programs
Many studies have confirmed the varied benefits of wellness programs. For example, about 25%
of employers’ medical costs are caused by 11 alterable risk factors: lack of exercise, alcohol use,
overweight, current or former tobacco use, depression, stress, blood pressure, cholesterol, weight, and
blood glucose [3]. Well designed wellness programs that address these factors can reduce sick leave
absenteeism by 28%, reduce health care costs by 26%, and increase overall employee satisfaction [1, 7].
On average, the rate of return per dollar of investment in wellness programs can range from $3 to $15
and savings are usually realized within 12‐18 months [9].
Problems with Wellness Programs
Despite their efficacy, wellness programs can put some employees at a disadvantage. Lower‐
income workers, for instance, may be less likely to participate in wellness programs due to barriers such
as limited transportation options, longer working hours, and lack of access to child care or elder care [2,
12]. Moreover, financial penalties and rewards in wellness programs that affect the cost of employees’
health insurance might raise the price until insurance becomes unaffordable for employees, potentially
causing those who could benefit the most to drop coverage [2].
Employees at small firms are also at a disadvantage because nationally, small firms are less than
half as likely to offer wellness programs as large employers [4,5]. Small firms have fewer financial
incentives to start wellness programs because they provide fully insured plans to employees, meaning
that their premiums are set by an insurance company who determines premiums based on industry and
not the firm’s experience [4]. Large firms, on the other hand, are more likely to be self‐insured and pay
for their employees’ healthcare themselves. Self‐insured firms benefit directly from their wellness
investment with healthier employees and fewer claims. Small firms would require an industry‐wide
wellness effort for healthier employees for insurance companies to lower their premiums.
Women face additional obstacles in accessing wellness programs including pregnancy and family
responsibilities. In 2002, 77% of single mothers, over 60% of married mothers with children under the
age of 6 years, and 76.8% of married mothers with school‐aged children were in the labor force [13].
Considering women’s special time constraints, wellness programs will most effectively serve women if
they incorporate child care, flexible schedules, and consider the health effects of pregnancy [14].
Wellness programs without any incentives may also fail because of low participation rates [10,
11]. Many studies have shown financial incentives can effectively increase participation [2].
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Overcoming the Problems
The American Heart Association makes some recommendations to ensure the success of
wellness programs. Financial incentives, for example, should not be attached to health care premiums
or status so employees keep their coverage [2]. Also, employers should make wellness programs more
accessible by providing supportive services such as child care, transportation options, flexible working
schedules, and on‐site gyms or dieticians [2]. Employees should have the tools to effectively attain the
goals of the wellness program. To reduce smoking rates, for instance, the employer must cover smoking
cessation treatment such as counseling or nicotine patches. Employers should also constantly evaluate
the wellness program to pinpoint areas that need improvement.
According to the American Heart Association, effective, comprehensive wellness programs must
promote the following [2]:

Tobacco cessation and prevention‐ group counseling, nicotine patches, and indoor
smoking bans in the workplace are the most successful methods
 regular physical activity,

stress management/reduction
 early detection/screening of diseases
 nutrition education and promotion
 weight management
 disease management
 changes in the work environment to encourage healthy behaviors and promote
occupational safety and health

Government Policies Related to Wellness Programs
The federal health reform bill, the Patient Protection and Affordable Care Act, passed in March
2010 increases the limits on wellness program incentives offered by employers. Beginning in 2014,
employers can provide discounts or penalties of up to 30 percent on employee premiums [15]. The same
bill establishes a five‐year, $200 billion program that will provide grants to small firms (<100 employees)
to implement wellness programs [15].
The Health Insurance Portability and Accountability Act of 1996 (HIPAA) defines the legal
boundaries of wellness programs. It allows wellness programs that reward employees for participating
in a health‐promotion program without having to obtain or maintain a certain health standard [16]. It
also allows wellness programs that reward employees for reaching or maintaining a health standard but
sets specific criteria for fairness. For example, employees with a medical condition must be offered an
alternative health goal if the general standard is unreasonable [16].
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