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The actuarial model described in this report, as well as the design of the risk reduction scenarios and the calculation of their impact on cost,
were developed and validated by Ingenix Consulting under a consulting engagement from Healthways. Ingenix Consulting combines business
insight of its experienced consultants with the unmatched health care data resources and analytics of Ingenix to provide advanced solutions to
meet client needs. Senior Ingenix Actuarial consultants and practitioners with representative experience, led by Ingenix senior vice-president
Joel Hoffman, spearheaded this work.

INTRODUCTION

Health care costs present a substantial threat to the United States economy. U.S. health care spending has risen dramatically as
a percentage of gross domestic product (GDP) over the past 30 years and is projected to rise 38% faster than GDP over the next
decade, reaching 19.3% of GDP, or $13,387 per U.S. resident, by 2019.1, 2 Three trends suggest that without significant changes
to the demand for or supply of care, these rising costs will become unsustainable.
The Patient Protection and Affordable Care Act, signed into law in March 2010, has a goal of decreasing costs by improving
the efficiency and quality of the delivery system.25 These supply-side approaches are needed, but they are not likely to reduce
the rate of growth in spending; rather, these approaches can adjust the level of spending at a point in time.3 Currently, the
uninsured population spends 62% less on health care than the insured population.4, 5 Much of that difference is attributable
to the lack of economic access,6 raising serious concerns about system capacity and total expenditures when these 41 million
individuals secure coverage.4, 5 For these reasons, the new law also introduces new demand-side strategies, notably including a
requirement for the provision of health, wellness and prevention services for the entire insured population.
Ultimately, bending the cost curve will require a substantial decrease in the demand for care.7 Although the expansion of
coverage may help, the underlying cost driver in the system is chronic disease. In 2005, 133 million Americans suffered from one
or more chronic conditions, and the prevalence is increasing at an unprecedented rate.8, 9 Health care for people with chronic
diseases already accounts for 75% of the nation’s total health care costs, a number that will only increase without widespread
and effective efforts to prevent and manage these conditions as a means to reduce demand and control costs.8, 10 Strategies may
include the expansion of programs that improve the health of the population through the promotion of self-efficacy, behavior
change, and the ongoing management of health and disease.7 Such programs have already proven effective on a small scale.
Employers who have implemented wellness programs for employees have experienced short-term medical cost savings more
than three times what they invested in the programs.11 However, less is known about the opportunity for long-term reductions
in medical costs from health, wellness and prevention initiatives across the entire commercially insured population.
In the present study, which complements our recently reported savings impact of risk reduction in the Medicare population,12
we determined the average cost of commercially insured health care from birth until entry into Medicare based on levels of
health risk. Using standard actuarial modeling, we evaluated the progression of risk and projected health care costs at each age
for the cohort of U.S. residents who were under the age of one in 2008. Specific risk reduction scenarios were applied against
the net present value of health insurance coverage from birth through age 64 to estimate the long-term savings potential of
programs that reduce risk, or the rate of risk progression.

METHODS

We developed a model to determine average allowed
medical costs based on age and health risk using 2003 to
2007 Ingenix benchmark commercial health plan data for
approximately 20 million individuals and Vital Statistics age/
gender-specific mortality rates. Prescription cost data were
not included. Full methods are detailed in Appendix A. In
brief, the model was used to project the costs of a cohort
of 4,257,000 individuals, the number of U.S. residents under
age one in 2007.13 The cohort was stratified into three health
status groups—Low Risk, Medium Risk and High Risk—
using Resource Utilization Bands (RUBs), an output from the
Johns Hopkins Adjusted Clinical Groups (ACG) system,14, 15 as
an approximation of health risk. RUBs represent simplified
morbidity categories based on aggregations of ACGs.16 The
model used numerical representations of assigned risk level,
as well as survival, for all individuals in the data sample.
Continuous coverage until age 64, or until death prior to
that age, was assumed for all members. Tables based on
individual age (“life tables”) were developed for each of the
three health status groups. The tables calculate the overall
weighted average per member per month (PMPM) and

2

average lifetime costs from age 0 through 64 years. Both risk
levels and costs change dynamically as the cohort ages, and
these transitions are projected in the model based on the
trends experienced in the benchmark data sample.
Risk-reduction scenarios were modeled to evaluate the
impact on medical costs from age 0 to 64. The tested
scenarios of decreased or delayed risk progression (see box)
were chosen as estimates of risk reduction that might be
achieved by effective health promotion initiatives, although
the model can estimate cost changes based on any userchosen scenario. For each scenario, average PMPM, annual
and age 0 to 64 total costs were calculated by the model.
As opposed to PMPM costs, evaluation of annual and 0 to
64 total costs incorporated the death rate; however, the low
death rate in this age group had minimal impact on costs.
Total annual savings were calculated by multiplying annual
per member savings by the size of the commercially insured
population in 2008 (N = 201 million).17
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RESEARCH FINDINGS
Population Risk Distribution by Initial Risk
Profile

Scenario Variables:
Decreases in the percentage of upward
risk transition

The risk levels and costs for a cohort of over four million
individuals were modeled over time, from age 0 to 64,
beginning in 2008. The distribution of the population by
gender into Low, Medium and High Risk groups shows that
risk levels fluctuate until age 25, after which the cohort
moves progressively into higher risk categories (Figure 1).
Although a greater proportion of males are Low Risk in early
adulthood, males show a more dramatic shift into higher risk
groups as they age compared with females. Both genders
have similar risk distributions at age 64, at which age just
over 10% of the population remains at Low Risk status, with
over 60% categorized as Medium Risk.

– A percentage of people who would
otherwise have moved into a higher
risk group (i.e. from Low to Medium
or High Risk, or from Medium to High
Risk) do not make that transition
–	Natural downward transitions in risk
(i.e. moving into a lower risk group)
are allowed
– Applied from age 0 to indicate the
impact across all years in the model

FIGURE 1. natural RISK DISTRIBUTION BY AGE for males (a) and females (B)
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Age 0 to 64 Costs and Impact of Scenario Testing

To determine the savings impact of reductions in risk
progression over time, we modeled the average PMPM
savings that would accrue at each age if risk transitions
were reduced by 10% and 25% from age 0 (Figure 3). The
savings increase as individuals age, demonstrating the
accumulating benefits of health promotion efforts that help
to establish healthy behaviors early in life.

The modeling of allowed medical costs with no changes to
underlying risk levels or transition rates estimated that the
average total cost of an insured person prior to Medicare
eligibility at age 65 is $243,804 (2008 dollars). Costs for the
two genders diverged after adolescence, with females being
more expensive until a reversal occurs between age 58 and
59 (Figure 2A). An analysis of cost by risk level for both
genders combined demonstrated that, as a general trend,
the High and Medium Risk groups become more expensive
with age, whereas the Low Risk group maintains extremely
low costs at all ages (Figure 2B). It is expected that the Low
Risk group maintains low costs because members who
develop costly medical conditions transition into higher risk
groups. It is noteworthy that the cost of the High Risk group
increases steeply, surpassing an average cost of $2,000 per
month after age 50. Increasing total expense is driven by
two factors: actual costs of increasing utilization and the
increase in the number of individuals in the High Risk group
as the population ages.

Table 1 summarizes the cost estimates for all tested riskreduction scenarios and the change in costs compared to
baseline. Risk reduction scenarios applied in this model did
not appreciably decrease the death rate (relatively low from
age 0 to 64); therefore, percentage changes in PMPM and
total costs for each scenario were similar. Each scenario,
described in Methods, leads to a reduction in both PMPM
and age 0 to 64 total costs. As would be expected, the more
pronounced the reduction in risk status, the greater the cost
savings. However, even relatively modest and therefore likely
achievable reductions in the percentage of the population
experiencing upward transitions would result in meaningful
savings, as indicated by the 10% decrease scenarios.

FIGURE 2. per member per month (PMPm) medical costs by gender (a)
and by risk level (b)
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Most scenarios were modeled from age 25, since risk trends
from this age are more likely a representation of unhealthy
behaviors and accumulating chronic disease; however,
reduced risk levels from age 25 would be maximized by
programs implemented earlier in life that establish healthy
behavioral habits as a foundation for the remainder of
life.18-20 Estimates of total annual savings are conservative
since these values were calculated only for the number of
commercially insured U.S. residents in 2008. Much greater
savings could ultimately accrue with the expansion of
coverage and broadly applied health promotion and
management programs.

management programs provides a solid evidence base
for expanding such programs to the larger population.11, 21
Examples of such studies are listed in Appendix B. The work
presented here demonstrates the opportunity for reducing
the costs associated with commercially insured medical care
by making modest changes to the increasing prevalence of
health risk and chronic disease as a cohort of Americans age.
Inherent to the use of RUBs as an approximation of health
risk, risk levels are affected not only by chronic disease but
also by other causes of medical utilization. Since risk levels
defined in this manner would be expected to have a weaker
relationship to chronic disease at younger ages, we applied
most risk-reduction scenarios beginning at age 25, when
the steady risk progression that ensues is more likely a
representation of declining health stemming from unhealthy

DISCUSSION

The success that employers and others have achieved
in controlling costs through prevention and disease

FIGURE 3. per member per month (pmpm) savings by age for scenarios of
decreased upward risk transitions from age 0
10% decrease, age 0

25% decrease, age 0

PMPM Savings from Baseline
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TABLE 1: commercial per member per month (pmpm), annual per member (pmpy) and age 0 to 64 total costs,
changes in costs from baseline, and savings estimates based on risk-reduction scenarios

Risk-Reduction Scenarios
Baseline
Decrease upward transitions
from age 0 by:
10%
25%
Decrease upward transitions
from age 25 by:
10%
25%
Delay upward transitions
from age 25 by:
1 year of age
5 years of age
10 years of age

PMPM
Cost
($)
$329

Annual PM
Costs
($)
$3,903

-

PMPY
Savings
($)
-

Total Annual
Savings*
($ Billions)
–

Ten Year
Savings
($ Billions)
–

0-64 Total Cost
($)

Change

$243,803

$310
$281

$3,687
$3,340

$230,196
$208,435

-5.6%
-14.5%

$216
$563

$43
$113

$434
$1,131

$313
$289

$3,723
$3,433

$232,428
$214,231

-4.7%
-12.1%

$180
$470

$36
$95

$363
$945

$319
$290
$267

$3,793
$3,441
$3,169

$236,871
$214,731
$197,655

-2.8%
-11.9%
-18.9%

$110
$462
$734

$22
$93
$148

$220
$929
$1,475

* Annual per member savings mutiplied by the number of commercially insured U.S. residents in 2008, N=201 million.17
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behaviors and accumulating chronic disease. We emphasize,
however, that achieving the levels of risk reduction modeled
from age 25 (or even more aggressive estimates) would
likely require that programs begin much earlier to establish
the foundation for a lifetime of healthy behavior.18-20 Further,
the importance of such programs is becoming increasingly
important as children and youth are increasingly burdened
with chronic conditions. The magnitude of this problem
was revealed in a recent study that followed children age 2
through 8 for six years. The researchers compared a cohort
beginning in 1988 to a cohort beginning in 2000 and found
that the incidence of chronic disease increased by 9.7% for
the first group and 20.4% for the second group.22
Programs that could most effectively reduce health risk
and associated costs should not be limited to adults but
should begin with the education of expectant parents,
emphasizing how to establish healthy behaviors in children
from birth by serving healthy foods, establishing portion
control and encouraging physical activity. There is a noted
shortage of programs for children 0 to 6 years of age, which
is of great concern because the years before school begins
may be a critical period for obesity prevention—indicated
by the association of the adiposity rebound and obesity
in later years.23 School and community-based programs
have proven effective. For example, the Bogalusa Heart
Study, a prevention program for children that addresses
behaviors and lifestyles associated with cardiovascular risk,
has demonstrated favorable outcomes including reduction
in obesity, increased physical activity, improved decision
making, and healthy attitudes.24
Our previous report modeling risk progression in the
Medicare population, using the Centers for Medicare and
Medicaid Services Hierarchical Conditions Categories (CMSHCC) method of risk categorization, found that between
$650 billion and $1.4 trillion could be saved over 10 years
by increasing the proportion of Low Risk individuals at entry
into Medicare (age 65) and reducing the progression of risk
during the years of Medicare.12 Because the Americans aging
into Medicare include not only those who were previously
insured by a commercial health plan, but also the Medicaid
population and the previously uninsured, it is unrealistic to
directly combine the results of the two models. However,
it is clear that the cost impact of risk reduction early in
life would extend to generate savings during the years of
Medicare. Lifetime savings, therefore, would be greater than
the estimates presented in either the previous paper or this
one.

6

Limitations

The stratifications of the commercially insured population
presented here were based on age, gender and the risk
categories assigned by ACG RUB score. The stratifications
serve only as an approximation of actual risk levels since
actual risk data is not available in the benchmark data used
to build the model. Therefore, the results are limited by the
fact that unavailable factors contributing to overall risk
could not be accounted for in the model.
The risk reduction scenarios presented are purely theoretical
and are not based on measured outcomes of any actual
past or present wellness, health or disease management
program. The model does not have the capacity to estimate
the risk-reduction outcomes that could be achieved by
such initiatives. It estimates the savings that could result
from defined changes to health risks among commercially
insured Americans.

Conclusions

In conclusion, substantial savings can be achieved
by initiatives aimed at keeping the healthy healthy,
mitigating and slowing the progression of disease
associated with lifestyle choices, and optimizing care
for those with chronic disease. Early education and
health promotion can establish a groundwork that
reduces the prevalence of obesity and other chronic
conditions throughout life. The establishment of
wellness programs is thus a means to save money
and simultaneously improve the quality of life for
Americans of all ages. This study’s savings scenarios
reflect a conservative estimate of what can be
achieved by nationwide health promotion and
prevention strategies and the widespread availability
of health and wellness programs, which would reach
a much larger population than used here for savings
calculations.
Further, the savings presented are specific to the
allowed costs of commercial insurance and only
represent a fraction of the lifetime savings that would
continue to accrue during the years of Medicare, when
annual healthcare spending is higher. As a whole, the
model provides a means to understand the potential
savings from health and wellness initiatives, and the
presented scenarios provide compelling evidence
of the direct cost reduction benefits that may be
achieved by such initiatives. It is also worth noting that
this model makes no attempt to quantify the impact of
improved workforce productivity, which would also be
associated with successful risk reduction initiatives.11, 27
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Policy Implications

The fundamental truth that healthier people cost less,
even after allowing for a resulting increase in longevity,
points the way to the most effective, sustainable approach
for gaining control of the nation’s runaway healthcare
costs—helping people avoid becoming sick in the first
place. The reform legislation passed in March 2010 begins
to recognize the value of health promotion and prevention
services to achieve that end by providing federal funding
for community- and employer-based programs, and also
by increasing the allowable premium-reduction incentive
employers may provide to employees as a reward for
participation in wellness programs.25
Much of the recently concluded health care debate has
focused on providing coverage to the uninsured, who account
for approximately $56 billion per year in uncompensated
care, 75% of which is financed with government funds.5
The remainder of this substantial bill is paid for by private
charity care and by cost-shifting to commercial health plans.
While the uninsured population spends 62% less than their
insured counterparts, much of that difference is attributable
to the lack of economic access,6 raising serious concerns
about system capacity and total expenditures when an
estimated 41 million of these individuals secure coverage.
Taking demographic, health and socioeconomic factors
into account, if uninsured persons were covered by private
insurance for a full year, individual spending would increase
by 70%.4,5 This projection re-emphasizes the continuing
importance of solutions that prove effective in controlling
costs.26

Models that demonstrate success with each of
these individual elements abound; few models have
demonstrated the ability to weave these elements together
into a comprehensive solution that will produce the results
that our analysis shows to be possible. Such efforts are
underway, however, and given the potential savings we have
shown from even modest improvements in risk profiles, the
government should look favorably on providing maximum
support to those efforts.
By providing a sound actuarial model of what can be
achieved through risk reduction and prevention strategies,
the groundwork has been laid to end the debate over
whether or not such strategies are “worth it.” The answer is
clearly “Yes.” The challenge now, for all involved, is designing,
implementing and effectively and efficiently operating
programs that will maximize our ability to achieve those
results.

History suggests that solutions focused on the supply-side
of our health care system, while necessary and desirable,
will prove insufficient and may well be overwhelmed by
the increasing demand that will be generated by a rapidly
aging population and by new access to the system for the
previously uninsured population. These facts highlight the
need for political and financial support of a national initiative
emphasizing sustained health behavior change as the best
long-term strategy to achieve meaningful cost reductions,
improved workforce productivity and our continued ability
to compete in a global marketplace.
Success for a national health promotion and prevention
initiative will depend on the coordination and support of
all the elements necessary to create and sustain individual
health behaviors. These include:
–	Experts – both traditional (physicians, nurses,
pharmacists, hospitals, diagnostic facilities, etc.)
and supportive (health and lifestyle coaches, fitness
centers, personal trainers, complementary and
alternative providers, etc.)
–	Employers and schools
– Communities
–	Friends and family
7
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APPENDIX A
DETAILED METHODOLOGY

All data presented were generated from a standard actuarial
model built to generate health care cost estimates for the
commercially-insured under-65 population based on health
risk levels and progression within this population. The model
projects risk progression and allowed medical costs of a
cohort of 4,257,000 individuals, the number of U.S. residents
under age 1 in 2007, using Ingenix Consulting commercial
health plan benchmark experience over five years, from
2003-2007. Data elements from this source include average
allowed medical cost and death rates by age, gender, and
health status; probabilities of death by age, gender, and
health status. With the exception of death, continuous
enrollment during each 12-month period was assumed.
Model projections span from 2008 (corresponding to age 0)
through 2072 (corresponding to age 64). Allowed medical
costs include all health plan covered medical expenditures
(medical costs paid by the plan and the member’s share),
but exclude prescription drug costs. Probabilities of death
were adjusted to match the age/gender-specific metrics
from the National Vital Statistics Report for December
2007. All of the data was organized into life tables that are
numerical representations of mortality and survival for a
patient cohort, based on individual age.

Life Table Methodology

Life tables were developed for each of the three risk
categories, defined in the next section. The information
from these three tables was compiled into a final table that
provides information about the death rate, population size,
and medical cost averages for the total population and by
age (from 0 to 64) and gender (Box 1). Costs are expressed
as the overall weighted average per member per month
(PMPM) and average total cost from age 0 to 64. The data
were trended to a starting point of 2008 corresponding to
age 0; therefore, age 64 corresponds to the year 2072.

Box 1: Contents of Each Life Table
–	Death rate
–	Number of lives starting a given year
– Average member months from age 0 to 64
–	Number of total member months lived in
each year
– Total medical PMPM for each year and age,
developed by trending the allowed cost for
that age, gender, and status forward to the
given year
– Total allowed medical PMPM for each year
and age discounted back to 2008
– Total discounted medical costs and
distribution of the total. Total dollars equals
member months times the discounted PMPM.

Risk Segmentation

The benchmark data was segmented into Low-, Mediumand High-Risk groups based on health status derived from
RUBs, the output from the Johns Hopkins Adjusted Clinical
Groups (ACG) system. The five bands – which range from ‘no
diagnoses’ to ‘very high risk’ – were condensed into three
broad categories of high, medium and low risk.
The risk groups were defined from ACG RUBs as follows:
1. Low Risk – RUBs 0 (no diagnoses) and 1 (healthy)
2. Medium Risk – RUBs 2 (low) and 3 (moderate)
3. High Risk – RUBs 4 (high) and 5 (very high)

Death rates were calculated based on age and health
risk using the 5 years of commercial benchmark data and
probabilities of death were adjusted to match the age/
gender-specific metrics from the National Vital Statistics
Report for December 2007. For costs, each of the 5 years was
trended to 2008 then averaged together. An annual trend of
4.5% was used, together with an annual discount rate (i.e.
adjusted for future inflation) of 4.0%.
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Calculation of Health Status Distribution Based
on Risk Transitions

Changes to population risk levels over time were modeled
using risk transition rates calculated from the benchmark
data set. For this project, transition rates were defined as
the probability of moving from one risk category to another.
These rates were calculating by determining the number of
people transitioning from one risk category to another for
each age and gender, and also for the 5 years available in the
dataset. For example, the calculation of the chance of being
in the Low-Risk group for a 54-year-old man in 2006 is based
on 30 observations. The dataset covers the years 2003–
2007, so the thirty observations for the Low-Risk group at
age 54 years includes men who were Low Risk in 2003 and
remained Low Risk up to the age of 54 years, plus those
who were initially Medium Risk who became Low Risk by
the age of 54 years, and so forth (Table A2). Similarly, there
are 30 observations each for individuals at Medium Risk and
those at High Risk at age 54. Together, the three sets of 30
observations provide the Low/Medium/High distribution at
age 54. This longitudinal assessment of risk transition was
performed for beneficiaries of every age from 0 through 64
years.

Modification to Population Risk Levels
and Scenario Testing

The model is built to allow the user to make modifications
in primary assumptions about risk levels or distribution to
determine how these changes impact health care costs.
Any change in underlying risk in the population results in
a change in trended PMPM allowed medical costs, and
in some cases, a change in death rates and thus average
member months. All of these changes are reflected in the
average cost projected by the model.

TABLE A2: illustration of risk category calculation for a 54-year old man based on transitions
between risk categories

Chance of Assignment to Low-Risk Group= Sum of:

Number of Observations

– Low-Risk males aged 50 in 2003 and still Low-Risk in 2007
– Low-Risk males aged 51 in 2003 and still Low-Risk in 2006
– Low-Risk males aged 52 in 2003 and still Low-Risk in 2005
– Low-Risk males aged 53 in 2003 and still Low-Risk in 2004
– Medium-Risk males aged 50 in 2003 who are Low-Risk in 2007
– Medium-Risk males aged 51 in 2003 who are Low-Risk in 2006
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– Medium-Risk males aged 52 in 2003 who are Low-Risk in 2005
– Medium-Risk males aged 53 in 2003 who are Low-Risk in 2004
– High-Risk males aged 50 in 2003 who are Low-Risk in 2007
– High-Risk males aged 51 in 2003 who are Low-Risk in 2006
– High-Risk males aged 52 in 2003 who are Low-Risk in 2005
– High-Risk males aged 53 in 2003 who are Low-Risk in 2004
– Values beginning with the 2004 data

9

– Values beginning with the 2005 data

6

– Values beginning with the 2006 data

3

Total observations:

10

30
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APPENDIX B
SELECTED RESEARCH SUPPORTING
WELLNESS AND DISEASE MANAGEMENT
Healthways Research
The Impact of Health Risk Awareness on
Employee Risk Levels

Tobacco Cessation through Participation in a
Comprehensive Multi-Media Program

Rula, EY, Hobgood, A. Am J Health Behav. 2010;34(5):532-543

Severtson, L et al. Outcomes & Insights in Health
Management 2009;1(1). Available www.healthways.com/
success/library.aspx

Key Findings:
This study demonstrated that American workers are
largely unaware of their health risk status and found that
a workplace health promotion program that provides
employees with objective health metrics can motivate
health risk reduction. Significant improvements were
achieved in 5 of 7 risk measures by the 5403 program
participants, and participants who initially underreported
their level of health risk made more dramatic improvements
during the program.

The Impact of Post-Discharge Telephonic
Follow-Up on Hospital Readmissions
Harrison, PL et al. Popul Health Manag, In Press.
Key Findings:
This study of a telephonic support and education program
for patients recently discharged from the hospital found
that patients who received a telephone call within 14 days
of discharge were 23.1% less likely to be readmitted to the
hospital compared with discharged patients who did not
receive a call.

Incentives for Health and Wellness:
Strategies, Evidence and Best Practice
Rula, EY and Sacks, R. Outcomes & Insights in Health
Management 2009;1(3). Available at www.healthways.com/
success/library.aspx
Key Findings:
This review of studies of incentives provides evidence that
incentives are effective at improving participation in health
and wellness programs. Additionally, providing incentives
on an ongoing or periodic basis can motivate behavior
change and prevent attrition, and thus improve program
outcomes.

Key Findings:
This study of a smoking cessation program that provides
options for telephone coaching and/or Web-based support
found that 27.2% of all enrollees had successfully quit
smoking 7-months after program enrollment, with survey
non-responders counted as smokers. When only survey
responders were considered, the quit rate was 44.7%.
Greater engagement with program support elements,
including telephone coaching and online social networking,
was associated with a greater likelihood of cessation.

Increased Adherence to Cardiac Standards of
Care During Participation in Cardiac Disease
Management Programs
Coberley, C et al. Dis Manag 2008;11(2):111-8.
Key Findings:
This study of a cardiac disease management program aimed
at improving adherence to standards of care found that
members significantly improved in medication adherence
and in testing rates for low-density lipoprotein (LDL) after
a single year in the program, with a corresponding relative
increase of 36% in LDL control.

External Research
Workplace Wellness Programs Can Generate
Savings
Baicker K et al. Health Affairs 2010; 29(2)
Key Findings:
This recent meta-analysis demonstrated that workplace
wellness programs improve health and lower costs. On
average, these programs generate medical cost savings
of $3.27 for every dollar spent and savings from reduced
absenteeism of $2.73 for every dollar spent over 2 to 3 years.
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A Comprehensive Worksite Wellness Program
in Austin, Texas: Partnership Between Steps to
a Healthier Austin and Capital Metropolitan
Transportation Authority
Davis L et al. Prev Chronic Dis. 2009 Apr;6(2):A60
Key Findings:
Participants in the wellness program reported improvements
in physical activity, healthy food consumption, weight
loss, and blood pressure and health care cost trends
decreased progressively over the course of the study period.
Additionally, absenteeism decreased by approximately 25%
and the overall return on the investment was 2.43.

Impact of Worksite Wellness Intervention on
Cardiac Risk Factors and One-Year Health Care
Costs
Milani RV and Lavie CJ. Am J Cardiol. 2009 Nov
15;104(10):1389-92
Key Findings:
This randomized study of a 6-month worksite health
intervention found significant improvements in quality-oflife scores and total health risk. Of employees categorized as
high risk at baseline, 57% were converted to low-risk status
and average claim costs decreased 48% for the 12 months
after the intervention, whereas control employees’ costs
remained unchanged.
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