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Abstract 

On March 2, 2017, a potential loophole to the United States Genetic Information Non-Discrimination Act 

(GINA) was presented to the United States Congress. Bill H.R.1313 seeks to amend the GINA, to allow 

companies to subject their employees to genetic testing as part of Workplace Wellness Programs 

(WWPs). By conducting an analysis of congressional hearings related to WWPs and the Affordable Care 

Act (ACA) as well as meetings held by the Equal Employment Opportunity Commission (EEOC), a civil 

rights group, this thesis argues that wellness programs have risen in popularity among US employers as a 

response to the ACA. Wellness programs are presented as an opportunity for employees to reduce their 

insurance premiums. I argue, however, that employers offer lower premiums to those who practice 

‘healthy lifestyles’ and are knowledgeable about their bodies and those who do not meet these outcomes 

pay more for their health. Wellness programs foster what some scholarship refers to as ‘biological 

citizenship’ (Rose and Novas 2003, Petryna 2002): the idea that individuals must take responsibility for 

their own health and well-being; as well as ‘technological citizenship’ (Barry 2001): the expectation that 

individuals must have technoscientific knowledge about the self as well as institutional knowledge about 

how to navigate the health care system. This thesis seeks to understand how wellness programs are 

grounded in particular conceptions of what it means to be healthy, and how the programs could open the 

door to discrimination based on genetics, but also based on categories of class, gender, age, race, and 

disability. As wellness programs can be used as a tool to assign more responsibility and cost to the 

individual, they could create a shift from health care to self-care. 
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 Introduction 

On March 2, 2017, a bill titled “The Preserving Employee Wellness Programs Act” was presented to the 

United States Congress which would amend the US Genetic Information Non-discrimination Act (GINA), 

creating a loophole for workplace wellness programs (WWPs). The bill seeks to clarify the regulations 

surrounding WWPs by exempting them from limitations under the Americans with Disabilities Act 

(ADA) of 1990, and under the GINA of 2008 on the collection of genetic information of employees (and 

their families) in connection with issuing insurance. The ADA is a civil rights law that ensures people 

with disabilities have equal rights and opportunities, and prohibits discrimination on the basis of 

disability. The US GINA prohibits a person from being genetically discriminated against. The Preserving 

Employee Wellness Programs Act would circumvent the GINA by allowing companies to use employee 

genetic information as part of a health risk assessment to lower or increase their insurance premiums. 

While the bill proposes a risk for genetic discrimination, the actuarial calculation that underpins wellness 

programs ignores social determinants of health which could allow for discrimination on the basis of 

gender, age, disability, race, and class. As companies offer their employees wellness programs as an 

incentive to reduce insurance premiums, they also work as a cost-containment strategy for companies 

who provide employer-sponsored health insurance (ESI) as a response to the Affordable Care Act (ACA) 

which imposes regulations on ESI, threatening their bottom line.  

Health care and health insurance have long been politicized as competing views of 

democratization and privatization dominate the discourse. The United States presents an exceptional case 

because of its long history of an absence of national health insurance. According to Jill Quadagno (2006: 

13) “the right to health care is recognized in international law and guaranteed in the constitutions of many 

nations… With the exception of the United States, all western, industrialized countries, regardless of how 

they raise funds, organize care, and determine eligibility, guarantee every citizen comprehensive coverage 

for essential health care services”. In Quadagno’s One Nation, Uninsured, a history of health policy in the 
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United States is detailed supporting the competing views of health insurance and privatization of health 

care. Quadagno explains that in 1910, state medical societies worked to defeat a plan for compulsory 

health insurance. Physicians were rallied against the proposal then, and through to the 1960’s in order to 

“erect a barrier against any third-party payer, especially the government, that might intrude in the sacred 

doctor-patient relationship” (ibid. 15). Quadagno explains that physicians’ power began to erode in the 

1950s when trade unions won a campaign for disability benefits, and then turned to support health 

insurance for the elderly under Medicare. Medicare was enacted in 1965 after a Democratic sweep of the 

House and Senate. Large corporations challenged physician’s autonomy and with powerful lobbyists and 

economic resources, lobbied for greater regulation of providers and a larger voice for business in health 

policy decisions and helped win the prospective payment system and physician fee schedules for 

Medicare. Quadagno explains that when they tried to exert their clout as large purchasers to negotiate 

lower fees and premium charges in their company health plans, the providers refused (ibid. 19). The main 

‘players’ in the history of health policy indicate divided interests at the institutional and organizational 

levels.  

Quadagno (2006: 19) largely attributes the medical care and political battles as the primary forces 

of the lack of national health insurance over other factors. These other factors include antigovernment 

sentiment, which supports the notion that Americans have an ambivalence toward government and a bias 

toward private solutions to public problems. Another factor Quadagno presents is a weak labour 

movement which attributes the failure of national health insurance in the US to an absence of a labour-

based political party. A third factor is the racial politics of the South, which attributes the lack of national 

health insurance to the opposition of southern politicians as they “opposed any government intrusion into 

the health care system as they feared federal intervention in local racial parties” (ibid. 21). The fourth 

argument Quadagno states is the political structure of the American state because the “decentralized 

structure impedes policy innovation by increasing the number of veto points (i.e., the courts, the 

legislative process, the states)” (ibid.). Considering all factors, it becomes clear that implementing 

national health insurance has long been, and long will be, a contested effort in the divided nation.  
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The ACA has faced similar push back especially as institutional-level health politics have placed 

certain regulations on the health insurance provisions offered by both small and large employers. The 

ACA seeks to insure more Americans under ACA compliant health insurance in order to spread costs 

across a broader population to make it more affordable for everyone. In order to do so, employer 

sponsored health insurance (ESI) is an important market to adopt in order to further extend the vision of 

the ACA. This thesis argues that the relationship between the ACA and employer-sponsored insurance 

has influenced the rise of workplace wellness programs as a cost containment strategy, and support for 

these programs is indicative of bi-partisan attitudes towards personalized health care and responsibility.  

 Under the ACA, employers must comply with the employer mandate guidelines. The “Employer 

Shared Responsibility Provisions”, also referred to as the “ACA Coverage Mandate” means that 

applicable large employers (ALEs) (50 or more full-time employees) must offer a certain quality of health 

insurance to full-time employees or otherwise pay a penalty. The American Internal Revenue Service 

(IRS, 2018) clarifies the qualifications for the Employer Mandate. To qualify, the plans must offer 

minimum essential coverage (MEC) which means that the plans cover 10 “essential health benefits”. 

MEC includes benefits such as prescription drugs, rehabilitative services, maternity and newborn care, 

preventive and wellness services, and chronic disease management. Additionally, qualifying plans must 

meet the minimum value (MV) requirement which requires the plans to have an actuarial value of at least 

60%, meaning that the employer pays for 60% of medical costs, and employees are responsible for 40% 

of the costs. The plans must also offer “affordable coverage” which means that the employee’s required 

contribution does not exceed 9.86% of the employee’s household income. Employers who fail to comply 

with these guidelines will be penalized. Employers could also face the ‘Cadillac’ tax which is a 40% 

excise tax on high-cost employer plans that exceed $10,200 in premiums per year for individuals and 

$27,500 for families (ibid.). The tax works to limit the tax preference for ESI as employer-provided health 

benefits are excluded from taxable income and payroll tax. Simply put, for many employers, the ACA has 

meant an increase in payroll tax. As a result, as employers work to comply with the ACA while 
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supporting their bottom line, many are motivated to find opportunities for cost-containment and cost-

sharing such as wellness programs.   

 The ACA supports wellness programs in their goal of engaging individuals in their own health 

and in the health insurance market place. The ACA seeks to make health insurance affordable by 

educating individuals on how to properly navigate the health care system, as well as to engage individuals 

in preventative health care which is fostered through wellness programs. This promotion of personalized 

health can be characterised by what some scholarship calls ‘biological citizenship’ (Rose and Novas 

2003, Petryna 2002). Biological citizenship is the idea that in contemporary societies, individuals must 

take on responsibility for their health and well-being to an unprecedented extent. It is part of a broader 

social change which shifts accountability from the state to the individual. Wellness programs foster 

biological citizenship by rewarding individuals who are knowledgeable of their own body and who 

practice ‘healthy living’, with lower insurance premiums. 

In turn, The Preserving Employee Wellness Programs Act can be seen as part of a bigger picture 

of the way health is viewed in the United States – as a personal responsibility. The bill is inextricable 

from the tensions regarding the ACA and ESI and values the commoditization of health data. The bill 

would allow for increased criteria to be included in the actuarial calculation of the ‘risks’ employees pose. 

While the bill itself seeks to clarify guidelines under the pre-existing regulatory framework of the Health 

Insurance Portability and Accountability Act (HIPAA), ADA, and GINA, the petition to include genetic 

information as part of the actuarial calculation presents new expectations for the ‘healthy’ individual. The 

Preserving Employee Wellness Programs Act raises sociological questions about the state of the health 

care system in the United States. How does the US government construct biological citizenship, and how 

is this translated in and stabilized by legislation and wellness programs? How does the state construct 

‘good’ citizens in their negotiations over the Wellness Programs amendment? How is responsibility over 

health distributed between companies, the state, and individuals? The bill also raises concern over the 

possibilities of discrimination as a result of the legislation: If companies wanted to, could they 

discriminate against groups of people? If so, against whom?  
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To begin to answer these questions, Chapter 1 describes the exceptional case of the United States 

in terms of the lack of national health insurance and how the most recent reform, the ACA, continues to 

face push back especially because of regulations placed on employer sponsored health insurance. Chapter 

2 presents the research design of the thesis, which details how congressional hearings, statements by 

congress people, employers, the wellness industry, civil rights agencies, and advocacy groups were 

analysed and grounded theoretically. My analysis addresses three main dimensions of the ACA-ESI-

WWP dynamic. Chapter 3 firstly, situates the analysis in the literature pertaining to the prevalence of ESI 

and the efficacy of the ACA and I consider the institutional level and argue that wellness programs are 

used as an organizational response to the ACA. I argue that the current push for WWPs is likely due to 

employers’ motivation to maintain their ESI as a way of supporting their bottom line. The above-

mentioned Cadillac Tax is a mechanism used by the government to fund the ACAs initiatives, and causes 

tension with employers as it further threatens to increase their taxes. Wellness programs then offer 

employers loopholes to contain costs in response to the ACAs efforts to supplant ESI. Chapter 4 details 

an analysis of the moralization of wellness programs offers insights into how wellness programs are 

legitimized in political discourse. I show that across party lines, individuals are expected to engage with 

their health competently and responsibly; an expectation I term ‘health literacy’. I situate these findings in 

the literature on the responsibilization of health and the Quantified Self (QS) movement to show that they 

are part of the larger neoliberal shift of health care to self-care. The neoliberal shift can be characterized 

by efforts to minimize government intervention, and by the support of the individualization of health 

(Ayo 2012). This shift is aided by data-driven technologies to provide individuals, or users, with 

technoscientific information about the body in order to become ‘healthier’. In turn, mobilizing the concept 

of ‘health literacy’ will reveal how employers, and potentially the state, understand what it means for an 

individual to be a ‘good’ (biological) citizen. Chapter 5 explores the potential wellness programs have for 

discrimination and inequality, as well as what disparities the new expectations of health could exacerbate. 

Through understanding how the actuarial calculation determines risk will ultimately reveal that the social 
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determinants of health could be ignored through wellness programs, therefore placing individuals in 

precarious situations and influencing their life-chances.  

I argue that as the ACA gives rise to wellness programs, the programs frame health as an 

opportunity thus hindering the current efforts of the ACA’s mission to redefine health as a right. The 

employees are encouraged to assume more responsibility for their health, and are penalized for not 

making ‘good’ decisions for their health and well-being. While the ACA promises more affordable and 

equal health care and insurance, wellness programs could be reversing these advancements. Legitimized 

by the institutional and organizational conceptions of health in the United States and with an emphasis on 

individualism, health care turns to self-care in the name of health literacy and at the expense of social 

equality.  

 Research Design 

Theoretical framing 

In conducting my research, I employed a theoretical framework that is useful for directing attention to the 

relationship of economic productivity and health. This section will present a theoretical framework which 

conceptualizes the actuarial calculation of employees’ premiums and how this classification system has 

emerged as a result of an extension of biopolitics through biological control (Rose 2007). Through this, 

contemporary biopolitics (Rose 2001) supports a potential shift to personalized health and individual 

responsibility and is upheld by the concepts of biological citizenship (Rose and Novas 2003) and 

technological citizenship (Barry 2001). It is worth acknowledging that I analysed documents, and not the 

experiences of people deliberating on legislation or those actively engaged in wellness programs. To this 

end, the situation at hand does not work as seamlessly as the theory suggests. For example, the 

institutional level may not be as powerful in enforcing biopolitical control as the framework indicates. 

Additionally, on the individual level, people have agency and may not be performing in the way that the 

framework presents either. Those involved have choice and opportunities for resistance, and subjects are 



 

7 

not produced in a uniform way. That said, the chosen theoretical framework is useful as it provides a way 

of thinking about various levels of the WWP-ACA relationship and how the individual may incur more 

responsibility. 

Biopower, in the context of WWPs can be understood in two ways. One, by making people up by 

classifying them according to categories relating to both risk and opportunity (Lyon 2002: 249). And two, 

through Foucault’s notion of vital characteristics that can be controlled and regulated as reflected in rates 

of birth, disease, productivity and mortality (Rabinow and Rose 2006 cited in Ruckenstein and Schull 

2017: 264). Lazzarato (2006: 12) supports these notions as he put forth that “biopolitics is the strategic 

coordination of these power relations in order to extract a surplus of power from living beings”. Wellness 

programs also preach productivity return, but are more focussed on the return on investment of their 

employees, and this is achieved through the categorization of risk and opportunity. In understanding 

biopower at the organizational level, the utility of actuarial calculation can be seen as an extension of the 

biopolitical control of employers as a response to the biopolitical control of the government. It is at this 

point that classification situations emerge at both the macro and micro levels. While the biopolitics may 

have originated at the macro or institutional level through the efforts and mission of the ACA, the ideals 

of control manifest at the more micro, organizational level as employers implement WWPs to produce the 

most productive and least costly employees by managing their health.  

The concept of governmentality is concerned with the ‘forces and capacities of living individuals, 

as members of a population, as resources to be fostered, to be used, to be optimized’ (Foucault cited by 

Edwards and Nicoll 2004: 165). Calculability is important to those in positions of power, especially over 

bodies when calculating risk associated with health and determining classification as a result. In the case 

of wellness programs, the concern with governing the body comes from a promotion of a healthy 

population. This population would be one that will not exhaust health resources, or in the case of 

employers, money. As the body is rendered visible to the actuarial calculation, classification situations are 

assigned to the employee. The effects of these situations are felt beyond the workplace as life chances are 

informed.  
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Fourcade and Healy (2013: 570) see classification situations as shaping an individual’s life-

chances and argue that they have become “the engine of modern class situations”. At the core of the 

stratifying effects of wellness programs are actuarial technologies that sort and slot employees into 

particular class-like hierarchies. And like credit scoring, the actuarial calculation of employees’ premiums 

operates on a logic of ‘risk’ to the company’s bottom line. Categories of vulnerable versus healthy are 

calculated by comparing health risk assessment scores to a norm based on their risk, and are assigned 

value in the form of insurance premiums: the ‘riskier’ an individual’s score is, the higher their premium. 

Following Fourcade and Healy’s (2013: 569) conceptualization, the result is a classification situation that 

informs the individuals life-chances through their financial position in health care consumer markets. 

They also recognize that inequality is a result of other social divisions beyond socio-economic attainment. 

The implications of the classification situations are amplified in the context of WWPs and health 

insurance as the individual’s annual income influences every aspect of their life in a capitalist economy, 

further restructuring and reproducing inequality beyond economic stratification. 

To understand the actuarial calculation that determines the classifications situations, I employ 

Espeland and Stevens (1998)’s ideas of commensuration as a social process. The phase of 

commensuration compares scores to a common metric beginning the actuarial calculation. Value is 

assigned by the insurance premium and is dependent on the risk present in the data as it is ranked against 

the common metric. I suggest this process is justified or legitimized through the meritocratic ideology that 

performance of health is an outcome of merit, and is further moralized by 21st century notions of health 

and health care which can be informed by the concepts of biological and technological citizenship. 

Espeland and Stevens (1998: 331) speak to commensuration’s “constitutive power” explaining that “once 

categories are in place, people’s behaviour increasingly conforms to them”. They say that it is a “passive 

power of discipline” that makes individuals governable (ibid.). I suggest that employees who are 

complicit with the actuarial calculation and commensuration of their health participate in WWPs and 

other initiatives of health promotion because of how engrained commensuration is in addition to 
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normalized conceptions of health and wellness. These conceptions are normalized similarly through 

contemporary biopolitics, which promote biological citizenship and technological citizenship.  

Rose (2001) presents a new understanding of biopolitics on a national level. Rose (2001:5) states 

that the political interest in the health of the population is “posed in economic terms – the costs of ill-

health in terms of days lost from work or rising insurance contributions – or moral terms – the imperative 

to reduce inequalities in health”. The efforts of the US government and employers alike to engage 

employees and citizens in their health are couched in these very economic terms. Rose goes on to explain 

that the intensification of health-promotion strategies developed in the 20th century, coupled with the rise 

of a private health insurance industry, enhances the obligations that individuals and families have for 

monitoring and managing their own health (ibid. 6). This is the basis of engaging “biological citizenship” 

(Rose and Novas 2003) as it can be understood as an ethic in which the maximization of lifestyle, 

potential, health and quality of life has become almost obligatory, and where negative judgements are 

directed toward those who will not adopt an active, informed, positive and prudent relation to the future 

(Rose 2007: 25). I argue that WWPs are morally underpinned by the individualization of health that 

contemporary biopolitics and biological citizenship characterize. 

The individualization of health in turn is aided by new data-driven technologies. WWPs rely on 

biometric screening, health testing and in some cases, wearable devices. All of these methods quantify the 

individual and promote the notion that “people seek a form of ‘self-knowledge’ so that they can lead 

‘better lives’” (Lyon 2017: 827). By creating ‘citizens’, the way in which persons are understood by 

authorities is reshaped – be they political authorities, medical personnel, legal and penal professionals, 

potential employers or insurance companies (Rose and Novas 2003: 13). This speaks directly to the 

classification situations determined by the actuarial technologies employed in the calculation of risk, and 

in turn, insurance premiums. The case of WWPs contributes to the literature related to health 

responsibilization and to the discussion of biological citizenship. In many cases, however, in order to 

participate in this shift, health literacy is required. Health literacy is an emergent concept that I use to 



 

10 

describe expectations to be competent in one’s personal health and the health care system. The term 

supports the individualization of health as biological citizenship and technological citizenship do. 

In Political Machines, Andrew Barry (2001: 128) discusses the logic and presence of the demand 

for understanding science. Health insurance and health in general is difficult to navigate for many 

individuals. Barry emphasizes the normative expectations of interactivity and participation in having 

scientific citizenship, the expectation of being “knowledgeable about the social relations of science and 

technology and the politics of expertise” (ibid.). Because interactivity is thought to improve the scientific 

and intellectual capital of an economy, citizens must be engaged with science as part of their 

responsibility. This imperative can be seen in the promotion of wellness programs as individuals are 

expected to be well versed in knowing about their health, bodies, and genes, in addition to health care and 

health insurance. Employees are expected to have technoscientific knowledge about their health, and be 

competent in health literacy, or the navigation of the health care system. This is largely connected to the 

notion of biological citizenship and responsibility as the obligation to be knowledgeable about science 

extends to the management of health and well-being in practice. Technological citizenship, like biological 

citizenship assigns more responsibility to the individual, rather than at the institutional or organizational 

levels.  

Thus, WWPs and their utility in the broader context of health and health care in the United States 

can be theoretically grounded through biopolitics, classification situations, and biological and 

technological citizenship. The commensuration and valuation process occur through actuarial 

technologies and determines the employee’s classification situation. Ideological support for this process is 

embedded in the ACA, and biopolitical control is exercised at both the institutional and organizational 

level. Employees are expected to actively engage in their biological citizenship and take control of their 

health and wellbeing to an unprecedented extent. Not only are they expected to make decisions to better 

their health as a biological citizen, but are also expected to be knowledgeable about the health care system 

and health insurance as part of their technological citizenship. As a result of these 21st century notions of 

health and responsibility, categories of ‘good’ and ‘bad’ are associated with the categories of ‘risky’ or 
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‘non-risky’ as determined through the actuarial calculation. These categories further extend the 

classification situations beyond the sphere of economic-attainment. Employees are subjected to 

classification that ignores other mitigating factors like social determinants of health. As a result of 

biopolitics in tandem with contemporary ideas about health responsibility, these classification situations 

systematically affect the life-chances of those categorized as unhealthy in the meritocratic vision of health 

care that views health as an opportunity to earn rather than a right. 

Research questions and modifications during the research process 

This project employs a qualitative approach using grounded theory (Corbin and Strauss 2015) for the 

analysis of congressional hearings and advocacy documents and meetings to understand the emergence of 

WWPs and explore their potential effects on inequality. Inspired by The Preserving Employee Wellness 

Programs Act (March 2017) which sought to amend the Genetic Information Non-Discrimination Act 

(GINA) to allow companies to subject their employees to genetic testing as part of workplace wellness 

programs (WWPs), I first sought to outline the history of the bill itself which revealed it was not a new 

effort. The same bill was proposed in 2015 but was pigeonholed, and died. Initially, I had intended to 

address the potential unintended consequences of WWPs in terms of genetic discrimination, but the scope 

of research grew in the process of this initial analysis of the bill’s history to explore health discrimination 

in the context of WWPs as one dimension of a broader push for personalized health care. Subsequently, 

my research questions changed to include the broader institutional landscape: What utility do wellness 

programs have in the landscape of health care in the US? What potential do these programs have to 

discriminate against employees? How does the utility of wellness programs speak to the attitudes about 

health and health care outside of the workplace?  

Data collection 

The body of collected data includes transcripts of 26 house committee hearings held between 2007 and 

2018, transcripts of two Senate hearings from 2015, transcripts of three Equal Employment Opportunity 

Commission meetings from 2013-2016, and five letters from advocacy groups from March 2017 
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following the proposal of the Preserving Employee Wellness Programs Act. Supporting these documents, 

a specific case of workplace health discrimination (teachers of West Virginia) was analyzed using local 

news reports to understand the current issues employees have faced with their health program.   

The United States House Committee on Education and the Workforce acted as a starting point for 

obtaining transcripts. This is because Representative Virginia Fox (R) was the sponsor of the Preserving 

Employee Wellness Programs Act in 2017 as well as the Chairman of the Committee on Education and 

the Workforce. The hearing transcripts of the Committee on Education and the Workforce revealed that 

the push for wellness programs was a part of a bigger picture. Realizing that wellness programs could be 

a strategy in response to the ACA was a major revelation that shaped the analysis and scope of the 

project. In turn, transcripts from hearings beyond the topic of wellness programs were obtained to provide 

insight into the Affordable Care Act (ACA) and the role it plays in the broader landscape of the bill, and 

attitudes towards health in the United States. Moving beyond the bill itself, transcripts gathered from the 

House Committees on Education and Labor, Energy and Commerce, and Ways and Means provided 

insight and context to the ways that employers navigated the ACA and its new regulations on wellness 

programs. This revelation broadened the scope of the research beyond wellness programs and their health 

criteria to the stages of deliberation prior the ACA and afterwards in hearings that debated the ACA’s 

efficacy. In order to capture the entire picture, documents from advocacy groups and transcripts of 

meetings of the Equal Employment Opportunity Commission (EEOC) were also analysed to juxtapose the 

opinions present in congress to those of individuals whose interest is explicit in protecting employees. All 

documents were obtained directly from their respective websites where transcripts and letters are publicly 

published.  

The documents were collected by searching the website of the former House Committee on 

Education and the Workforce (https://edworkforce.house.gov/), which is now called the Committee on 

Education and Labor (https://edlabor.house.gov/) since the transition to the 116th congress of 2019. 

Searching by key words ‘wellness programs’ and ‘workplace wellness’ provided transcripts of hearings 

relevant to these topics. Initially, transcripts from 2015 onwards were of interest because the first proposal 

https://edworkforce.house.gov/
https://edlabor.house.gov/
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of the Preserving Employee Wellness Programs Act was in 2015. While analyzing these transcripts, other 

hearings and related legislation were cited. These hearings and documents were obtained concurrently 

from the websites of the House Committees on Education and Labor (formerly the House Committee on 

Education and the Workforce site), Energy and Commerce (https://energycommerce.house.gov/about), 

and Ways and Means (https://waysandmeans.house.gov/). Moving forward, looking at the body of 

transcripts on the Committee’s website allowed for the collection of other transcripts as well. I searched 

for transcripts on the U.S Senate Committee on Health, Education, Labor and Pensions 

(https://www.help.senate.gov/hearings) website for relevant material using the same key word searches 

and by scrolling through the titles of the hearings. Many of the documents listed included key words, or I 

would read the introduction of the transcript delivered by the chairperson which detailed what the hearing 

would entail. If the hearing related to the ACA, wellness initiatives, or lowering costs of health care 

coverage I would obtain the transcript for analysis. Many of the transcripts proved to be useful to 

understanding the ACA and the perspectives for and against the health care legislation, but did not speak 

to wellness programs or their utility. Therefore, many of the transcripts that were obtained are not cited in 

the written empirical analysis component of the thesis. The EEOC meeting transcripts were acquired 

through their website (https://www.eeoc.gov/eeoc/meetings/index.cfm), and were selected on the basis of 

the listed agenda for each meeting. If the agenda included matters related to health discrimination, 

wellness programs and the ACA, they were obtained for analysis. Table 1 provides an overview of the 

collection of documents. A full list of the documents is provided in the Appendix.  

Table 1. Collection of Documents 

Committee/Group Document Type Years Number of Documents 

House Committee on 

Education and the 

Workforce 

Hearing Transcripts 2011-2017 16 

House Committee on 

Education and Labor 
Hearing Transcripts 2007-2010 8 

https://energycommerce.house.gov/about
https://waysandmeans.house.gov/
https://www.help.senate.gov/hearings
https://www.eeoc.gov/eeoc/meetings/index.cfm
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House Committee on 

Energy and Commerce 
Hearing Transcripts 2016 1 

House Committee on 

Ways and Means 
Hearing Transcripts 2012 1 

Senate Committee on 

Health, Education, 

Labor, and Pensions 

Hearing Transcripts 2015 2 

EEOC Meetings Meeting Transcripts 2013-2016 3 

Advocacy Groups Letter 2017 4 

 

Data analysis 

The analysis drew on coding strategies from Grounded Theory (Corbin and Strauss 2015) and was 

supported using NVivo 12. The initial report on bill H.R. 1313, The Preserving Employee Wellness 

Programs Act, acted as a starting point to develop initial codes and collect more data. The bill led to the 

subsequent collection of data from the various house and senate committees. With a preliminary 

collection of data, repeated concepts were coded. This open coding process involved tacking back and 

forth from coding useful phrases, and returning to a new line or section of data. Initial concepts that 

emerged, for example, included ‘incentives for employers’ and ‘individual responsibility’. As the coding 

system developed, the initial concepts could be grouped together into categories. For example, ‘individual 

responsibility’, ‘self-tracking’, and ‘navigating the health care system’ seemed to be dimensions of a 

broader category characterized by the concept of health literacy. Health literacy is a concept that was not 

explicitly defined in the transcripts but was operationalized with specific indicators. The term was 

characterised by various examples of what the concept means, such as knowing where to get appropriate 

care or understanding health plans and insurance premiums in addition to the initial concepts that were 

grouped to form the category. To build a theory, categories like health literacy led to the theorization of 

the concepts in terms of a larger concept like biological citizenship. This process was repeated and refined 
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as coding categories emerged and a theoretical model could be built up and strung together to make sense 

of the coding system.   

 The grounded theory approach fostered flexible coding stages that allowed me to develop 

categories from the analysis, return to the data, and collect and analyse more data based on the categories 

that were initially sparked in the early collection. This was a critical aspect of the analysis as the 

transcripts revealed that there were important aspects about the health care and insurance landscape to 

consider beyond the WWP context. The methodical collection and inductive analysis helped to build a 

theory that could make sense of the analysis at the institutional, organizational, and individual levels. This 

was especially useful when I came to the realization that the scope of the analysis would move beyond 

WWPs to the institutional level of the ACA. Using the categories and coded concepts I was able to 

theorize about how they were operationalized at each level in order to develop a theoretical framing of the 

analysis that included biopolitics, biological citizenship, technological citizenship, and classification 

situations.  

In terms of saturation, grounded theory allowed for an undetermined sample size, allowing for the 

analysis to run its course until a point was reached where the specific context of WWPs had been 

effectively mapped out, and potential generalizations about social processes and the shift of health 

responsibility could be made. 
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 Wellness Programs as an Organizational Response to the ACA  

In this chapter, I argue that employers use wellness programs as a tool to avoid switching over to ACA 

insurance so that they can continue offering their employer-sponsored health insurance (ESI). Originally, 

the ACA encouraged wellness programs to support goals of cost-containment, health improvement, and 

the reduction of discrimination in health care markets (Horwitz et al. 2013: 468). The idea was to promote 

healthy behaviours by expanding the scope of wellness programs to offer financial rewards for smoking 

cessation and weight loss (Cawley 2014, Simon et al. 2017). However, I argue that employers are seeking 

to appropriate WWPs as instruments to counter ACA provisions which would raise costs of ESI. The 

main provision that ignites this change is a proposed excise tax on generous employer-sponsored health 

plans called the Cadillac Tax. This is a proposed excise tax on high-cost health care plans that would 

impose a 40 percent tax on excessive or “Cadillac” health plans. The ACA has an interest in supplanting 

ESI to subsidize their mission to insure more American’s under ACA compliant health insurance. 

Employers have an interest in keeping their ESI because employer-paid premiums are exempt from 

federal income and payroll taxes. The portion of ESI premiums paid by employees is also typically 

exempt from taxable income. So, while ESI has not eroded under the ACA, employers are looking for 

ways to limit their spending to avoid the excise tax and maintain their ESI and support their bottom line. 

Thus, WWPs serve to share more costs of insurance premiums with employees. This chapter seeks to 

establish how the ACA has affected ESI, and provides evidence as to why employers could use wellness 

programs to circumvent cost increases caused by the ACA. 

The ACA’s effect on employer-sponsored insurance and wellness programs 

There is only a small body of work that looks into wellness programs as employers’ response to the ACA. 

In the following section, I will consider the literature which analyzes the changing dynamics of employer 

sponsored health insurance since the implementation of the ACA. Prior to the ACA, employer sponsored 

health insurance provided coverage to the majority of insured Americans. In 2009, ESI provided coverage 
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to over 70 percent of insured adults. This number includes 48 percent of individuals insured through their 

ESI plan, and an additional 29 percent receiving coverage through a family member or spouse’s 

employer-sponsored plan (Gutierrez 2018: 1147). Before the ACA, government health policy provided 

coverage for the mature population (65+) and for children under 18, but the majority of working age 

Americans sought benefits from their employer (Gutierrez 2018, Graves and Mishra 2016). A highly 

contested piece of legislation (Jost 2014, Selker 2014), its stated goal was to “extend health care coverage 

to tens of millions of US citizens and to simultaneously make the health care system more economically 

sustainable and thereby to benefit all Americans” (Selker 2014: 3). The ACA supports ideals of a welfare 

system of governance supporting the health and well-being of the citizens meaning that the government 

supporting the ACA seeks to promote social and economic well-being of citizens by creating equal 

opportunity to affordable health insurance. Under the ACA, more Americans, including those in more 

vulnerable economic and social situations, have the opportunity to receive health coverage. This is 

because the ACA extends coverage to working aged individuals who do not have access to employer-

sponsored health insurance.  

In order to fulfil its mission to insure more Americans, the ACA has imposed greater regulations 

on ESI to meet the promise of affordable health insurance. The ACA has made provisions that would 

penalize companies that do not offer ESI, or offer plans that do not meet affordability standards, while 

deeming individuals who do have access to affordable ESI ineligible for subsidies to offset the costs of 

plans purchased on the state and federal marketplaces (Graves and Mishra 2016: 738). The ‘Cadillac tax’ 

finances these very subsidies as well. The purpose of the Cadillac tax is to reduce “tax-preferred treatment 

of employer sponsored health plans”, reduce excess health care spending by employees and employers, 

and to help finance the expansion of health coverage under the ACA (CIGNA 2018). ‘Tax-preferred 

treatment’ refers to the exemption of ESI premiums from payroll taxes for the employer. Since the 

Cadillac tax has been postponed to 2022, there is little academic literature on the tax itself. That said, 

however, according to economic and health policy media platforms, the tax acts as a way to address the 

fact that compensation in the form of health insurance is exempt from income and payroll taxes. The tax 
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would charge employers for their generous health plans as a way to supplement profit that is lost since the 

money employers spend on health insurance avoids taxes. The provisions made to ESI, in turn, can be 

seen as strategies to subsidize the ACA’s goals, which can possibly be seen as a reason why employers 

are pushing back against the Cadillac tax, shifting costs onto employees to better support their bottom 

line, avoid the tax, and meet ACA regulations.  

 According to the federal government’s health insurance market place, the ACA seeks to make 

health insurance available to more people, expand the Medicaid program (designed for low-income 

earners), and to support medical care delivery methods to lower the cost of health care generally.  

Redirecting attention to the mission of the ACA, consider the various perspectives on the ACA since its 

implementation in 2010.  

Relevant to the dynamics between the ACA and ESI is the question of whether the ACA has been 

successful in expanding health insurance to more vulnerable groups who may face economic and social 

barriers to care. Carmen Gutierrez’s study on the institutional determinants of health insurance prioritized 

data from traditionally more difficult to access populations especially members of non-institutionalized 

groups, those who do not have access to ESI. The results speak to the ACA’s ability to increase coverage 

of less traditionally insured Americans. The findings show that generally, all sociodemographic groups 

showed a decline in their risk of being uninsured after the ACA. “The ACA decreased the effects of 

attachments to the labour market, marriage, and family on health insurance by 61 percent, 78 percent, and 

45 percent, respectively” (Gutierrez 2018: 1161). Kino and Kawachi (2018) conducted a study to assess 

the impact on ACA Medicaid expansion on socioeconomic inequalities in the use of health services. The 

findings showed mixed effects on socioeconomic disparities in health care utilization, indicating that the 

expansion “appeared to mitigate income-based inequality related to difficulties in accessing health 

services due to financial reasons” (Kino and Kawachi 2018: 7). They did not, however, see significant 

impact of the expansion in reducing pre-existing inequalities in utilization of preventive services like 

screening visits and dental visits. Preventive services are often cited in congressional hearings as a critical 

avenue to reduce health care spending by mitigating risky health behaviours. Griffith, Evans and Bor 
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(2017) provide evidence that socioeconomic disparities narrowed significantly under the ACA for low-

income households, those without post-secondary education and the unemployed. These results speak to 

the success of the ACA for those who are most likely to be excluded by the employer-based insurance 

system. Recall that the mission of the ACA to extend insurance to cover more vulnerable and typically 

uninsured populations would be partly subsidized by the funds accrued through the Cadillac Tax. In turn, 

the shift from ESI and ACA is a key factor that needs further exploration to understand how the ACA has 

paved the way for wellness programs to be used in health insurance negotiations under ESI.  

 This far, the ACA has been viewed as a potential threat to ESI. Literature from the years 

following the implementation of the ACA indicates that ESI has not eroded, however (Wilensky 2015, 

Blavin et al. 2015, Graves and Mishra 2016). In light of the projected Cadillac Tax, which would be 

implemented in 2022, the analysis reveals that some health policy makers view wellness programs as 

cost-containment strategies serving the company’s bottom line to avoid being taxed. It is here that the 

discussion will turn to wellness programs, to assess what literature says about their efficacy as a health 

promotion initiative and a cost containment strategy.  

 Wellness programs are promoted to support employee health, reduce costs, and increase 

productivity. They are aligned with the ACA’s promotion of preventive care as both preventive care visits 

and wellness programs seek to reduce risky health behaviors.  Literature on wellness programs often 

focus on the program cost savings, some are critical of the program’s ethics, and others praise the 

programs for their promotion of health. To understand wellness programs in the context of the ACA, 

exploring these different perspectives is important.  

Prior to the ACA, the federal Health Insurance Portability Accessibility Act (HIPAA) prohibited 

health plans from discriminating against individuals based on health status, with the exception of 

discounts or rebates in return for participating in health promotion and disease prevention programs 

(Downey 2014: 820). Under HIPAA, the maximum amount of a discount on health insurance premiums 

was 20 percent. The ACA increased the amount of the incentives and penalties an employer can impose 

from 20 percent to 30 percent in 2014. Under the ACA, two categories of wellness programs are 
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provisioned (McIntyre et al. 2017). Participatory wellness programs have no rewards or provide the same 

rewards to everyone. According to McIntyre et al. (2017: 63) these programs offer employees a financial 

incentive based only on their participation or they might receive a reward if they fill out the health risk 

assessment or attend a smoking-cessation class. That said, employees might be penalized for failing to 

participate (ibid.). Health-contingent wellness programs require employees to satisfy health outcomes like 

visiting a gym a certain number of times each month or keep their blood pressure at a certain level in 

order to receive the financial incentive (ibid.). Health contingent programs could discriminate against sick 

employees if they are unable to meet the health outcomes.  

In terms of employer cost savings, the literature differs depending on the year the research was 

produced. Many studies and industry reports indicate high returns on investment from health contingent 

wellness programs (Dailey et al. 2017, Hamar et al. 2015, Baicker et al. 2010, Parks and Steelman, 2008). 

Some studies suggest otherwise (Mattke et al. 2014) or suggest that the cost of implementing the 

programs and screening an entire workforce is a wasteful use of resources (Horwitz et al. 2013). 

Throughout my analysis, three issues with wellness programs emerged which suggest that they are less 

about promoting health, and more about shifting costs to employees. These are the incentivized nature, 

the voluntariness of the programs, and the increased number of criteria that factor into the health risk 

assessment.  

The incentivized nature of the programs has been supported through the ACA’s provisions to not 

limit incentives or penalties on the basis of employee participation in the programs (Hudson and Pollitz 

2017). Additionally, according to Hudson and Pollitz (2017), in 2016, the EEOC revised ADA and GINA 

regulations to redefine “voluntary” wellness programs, which has created confusion for wellness 

programs under the ACA. The risk of harmonizing the various regulations without clear guidelines can be 

seen in the promotion of the Preserving Employee Wellness Programs Act. In wellness programs, health 

information is collected, and without heavier regulation, the programs would face no limit on the 

incentives for getting employees to divulge information (Hudson and Pollitz 2017). This risk of increased 

criteria and the incentivized nature of ‘voluntary’ programs is an issue that could exploit social and 
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economic inequalities further and put vulnerable employees in worse situations (Hudson and Pollitz 2017, 

Horwitz et al. 2013).  

In terms of success in improving the health of employees, the literature is divided between 

commending wellness programs for their promotion of health but some also indicate that financial 

incentives do not change behaviour or improve health. Mattke et al. (2013) investigate characteristics of 

wellness programs and through their study found that wellness programs had positive effects on employee 

health. Their 2013 study also found that employer use of incentives to increase participation was 

relatively sparse. Horwitz et al. (2013), shows that in reviewing studies related to smoking cessation, 

weight loss, and lowering cholesterol levels, results show that although there may be improvement 

initially, individuals often relapse or regain weight (471). Therefore, while meeting health outcomes when 

there is an incentive may be initially effective, the efficacy of the incentivised programs may be weak.  

 As employers work to maintain their ESI as it is exempt from payroll taxes, the ACA’s policies 

are impeding on this cost-effective practice. The new policies, specifically the looming Cadillac Tax 

(2022), have influenced employers to look for ways to avoid the excise tax by shifting more costs onto 

employees. This strategy is legitimized by and reflective of neoliberal ideals of deregulation, and 

individualization. Emphasizing neoliberalism’s social and moral dimensions, Ayo (2012: 102) outlines 

five tenants of neoliberal rationality: minimal government intervention, market fundamentalism, risk 

management, individual responsibility, and inevitable inequality as a consequence of choice. In turn, 

increasing the number of criteria like genetic information as part of the health risk assessment and 

wellness program goals further this agenda and could potentially open the door to discrimination and 

reproduce categories of risk related to gender, race, ethnicity, age, disability, and class, which will be 

discussed further in later chapters.  

Cost shifting through wellness programs 

Workplace wellness programs (WWPs) are framed as a tool to engage employees, and to promote healthy 

living. However, an analysis of discussions of WWPs in congressional hearings reveal that they are being 
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utilized by employers as a cost containment strategy. By first further explaining how the ACA has 

impeded on ESI through proposal of the Cadillac Tax, the importance of wellness programs as a cost-

containment strategy will be articulated. Next, the chapter will establish what typically constitutes a 

WWP and will serve to consider how the programs shift more costs and responsibility onto employees. 

Ultimately the chapter will work to reveal the misleading nature of wellness programs through testimony 

of employers and wellness professionals called to testify in congressional hearings. This testimony 

demonstrates that WWPs are far more indicative of actuarial calculation than being supportive of the 

personal wellbeing of employees. This testimony reveals the opinions of individuals who may have more 

of a corporate interest in WWPs and will be contrasted with the testimony of those involved in the Equal 

Employment Opportunity Commission (EEOC). The EEOC is a federal agency that works to enforce civil 

rights laws against workplace discrimination, meaning they have more of an interest in advocating for 

employees. These contrasting perspectives will provide a more well-rounded view of how the ACA has 

been a major influence in the rise of WWPs.  

The ACA encourages more Americans to buy health insurance in order to spread the cost of 

health care across a larger population. A 2015 American Health Policy Institute report was submitted for 

the record in a February 1, 2017 congressional hearing before the House Committee on Education and the 

Workforce titled “Rescuing Americans From the Failed Health Care Law and Advancing Patient-

Centered Solutions”. The report indicates that 33 percent of Americans rely on government programs 

such as Medicare, Medicaid, and the new Affordable Care Act Exchanges (ACA affiliated health 

insurance), and 54 percent get health care from employer sponsored health insurance (No. 115-1, 2017: 

99). Many companies wish to offer their own health insurance as a benefit to attract the best workers, and 

might find it less expensive than offering higher wages as health insurance is not taxed. For example, 

companies might offer expensive health insurance, which would in turn lower the taxable income and 

hence the payroll tax companies would have to surrender. This logic is centered on supporting a 

company’s bottom line, which is threatened by the ACA guidelines for employer-sponsored health 
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insurance (ESI). A main vein for the ACA to insure more Americans under ACA compliant health plans 

is to supplant non-compliant employer-sponsored health insurance. 

The first way the ACA has tried to supplant non-compliant ESI is by way of the “Cadillac Tax”. 

The brunt of the costs imposed by the tax are felt by both the employer and employee, but the employer 

may turn to cost saving strategies to support their own bottom line at the expense of the employee. These 

strategies could be lowering salaries, or using WWPs to shift more of the premium cost onto the 

employee.  Congressman Polis (D), who was part of Congress when the ACA passed, stated that the 

Cadillac tax was “in part designed to transition from an employer-based health care system to an 

individual or exchange-based system” (No. 114 2016: 4). It is important to keep in mind that the Cadillac 

tax has not yet been enacted. However, the way it is discussed in congressional hearings suggests that 

employers and wellness professionals are planning institutional responses for the excise tax even as it still 

looms in the near future.  

For example, when the Subcommittee on Health, Labor and Pensions of the Committee on 

Education and the Workforce called expert witness Tevi Troy, President of the American Health Policy 

Institute, to testify in 2015 about the “five years of broken promises,” following the implementation of the 

ACA, he suggested that the very prospect of the excise tax had driven employers to reassess their health 

plans to limit their exposure. Troy went on to say that one of the ways employers could do so is by 

turning to cost-containment strategies, such as wellness programs (114-8 2015: 9). Citing a survey by the 

National Business Group on Health, Troy suggested that employers of small and large businesses are 

finding ways to avoid the tax, which could result in unintended consequences as more costs are shifted. 

Troy explains that the survey found over 38 percent of surveyed companies said they would be impacted 

by the excise tax unless they made changes to their plan designs and that an analysis of large employer 

plans found 33 percent are likely to trigger the excise tax in 2018 and 58 percent would by 2022 (No. 

114-8 2015:13).  According to Troy,  the survey revealed that 57 percent of employers are implementing 

or expanding account-based consumer driven health plans (which are high deductible plans paired with a 

tax-favoured account such as a Health Savings Account or a Health Reimbursement Arrangement), 53 
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percent are adding incentives for employees to participate in wellness programs, 42 percent are increasing 

employee cost sharing, and 30 percent are eliminating high cost plans all together (No. 114-8 2015: 13). 

Eliminating high cost health plans would make the ESI compliant under the ACA, avoiding the excise 

tax, or mean switching to ACA insurance obtained through the ACA Marketplace. Underlying each 

strategy is the goal to avoid the excise tax, supporting the notion that employers are already planning 

ahead in order to support their bottom line.  

As employers implement WWPs into their strategy, further restrictions under the current 

regulatory framework continue to impede on their delivery. The analysis of the following testimony will 

focus on three dimensions of the cost-shifting effects of WWPs, and how they support financial gain of 

the employer rather than the personal wellbeing of the employee. The first dimension is related to the 

incentivized nature of WWPs. Declining to participate and not meeting a health outcome set by the 

program assign risk to the individual. In both situations, employees are penalized because they either miss 

out on the opportunity to receive the reward for participation, or are penalized and must pay more if they 

fail to reach a health outcome. The second dimension is the voluntariness of WWPs. The voluntary nature 

of WWPs is largely contested by the EEOC because of the incentivised nature of the programs. This is 

because individuals who may in need of the financial reward could be influenced to participate, but if they 

are unable to meet the health outcome, they are penalized, leaving them in a more financially precarious 

position. In turn, the voluntariness is paralleled to the carrot and stick idiom because of its combination of 

reward and punishment for ‘good behaviour’, which in WWPs is participating, and meeting outcomes. 

The third dimension relates to the recent advancements of wellness programs, such as the use of wearable 

technology, which encourage an increasing number of criteria to be included in a comprehensive 

calculation of the employee, thus allowing for the possibility of more cost sharing.  

In a testimony for a March 24, 2015 hearing (No. 114-7) before the Subcommittee on Workforce 

Protections of the Committee on Education and the Workforce, Tamara Simon of Buck Consultants, a 

human resources and benefits firm, was called to testify on behalf of the American Benefits Council. The 

Council is a national trade association based in Washington, D.C that advocates for employer-sponsored 
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benefit plans. In her testimony, Ms. Simon asserted that WWPs have been implemented as a cost-

containment strategy for employers. Ms. Simon’s testimony focussed on deliberating the first proposal of 

the Preserving Employee Wellness Programs Act in 2015, which sought to make WWPs compliant with 

the Americans with Disabilities Act (ADA) and the Genetic Information Non-Discrimination Act 

(GINA), which would allow for the collection of otherwise prohibited information. This is a relevant 

starting point as the Preserving Employee Wellness Programs act encapsulates the three dimensions of the 

cost-shifting capabilities of WWPs as the act seeks to make WWPs compliant with the ADA and GINA in 

terms of its voluntariness, incentives, and its collection of genetic information as part of the complete 

health profile. Simon states:  

First, why are wellness programs good for America? Wellness programs help achieve better 

health outcomes for employees and also have the potential to increase employee productivity by 

helping to reduce absenteeism due to sickness and disability, improve workforce morale and 

engagement, and reduce health care spending. (No. 114-7 2015: 29). 

 

This statement is an example of many definitions of wellness programs that incorporate both financial and 

personal wellbeing as incentives for employers and employees alike. Employee health is couched on 

contemporary biopolitical interest similar to what Rose (2001:5) says about health promotion, “it is posed 

in economic terms like the costs of ill-health in terms of days lost from work”. The vision of the wellness 

program is not one concerned with the personal well-being of the employee, but rather, is concerned with 

the cultivating a more efficient and productive employee. In Ms. Simon’s written testimony, she 

highlights three phases of wellness strategies which are indicative of the direction that WWPs have and 

could be moving toward especially in response to the ACA and the threat to ESI.  

The first phase includes general health promotion and prevention activities, health risk appraisals 

and some intervention like tobacco cessation, and makes little or no measurement of outcomes (ibid. 33). 

Phase two, according to Simons, incorporates rapid adoption of health risk appraisals and biometric 

screening and are integrated with employee assistance programs (EAPs) or disease management 

programs, and track incentives. In phase two, the incentives, often financial, are used to motivate 

participation sometimes with the goal of meeting defined clinical outcomes (ibid. 34). Phase three 
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employs an integrated approach to supporting employees in their “health, wealth and careers” with 

employers taking a shared responsibility for well-being as part of a “compelling value proposition for 

employees” (ibid. 34). Additionally, phase three uses “a sophisticated measurement and metrics to guide a 

health and human resources strategy that is directly tied to the overall success of corporate objectives” 

and relies on “intrinsic incentives and motivators and the value of a supportive company culture and 

workplace environment to foster behaviour change” (ibid. 34). Phase three is often extended to family 

members and sometimes the community at large.  

Perhaps what is most important about these descriptions of wellness programs in the 

congressional debates is the emphasis on the success of corporate objectives, which were earlier defined 

as increasing employee engagement and productivity, and also to keep health costs low – for employers. 

The employees would effectively pay more because WWPs make health insurance premiums contingent 

on employee behaviour and facilitate cost shifting. I argue that above all, keeping costs low for the 

employer in preparation for the future Cadillac tax is a major motivation behind WWPs, and a 

straightforward way of doing so involves incentives and penalties for participation. Simons states that 90 

percent of U.S employers with wellness programs who responded to her company survey currently offer 

incentives, including rewards, penalties, or both, to encourage participation in wellness initiatives (ibid. 

35). What is not explicit in her descriptions is what is meant by “penalties, or both”. For every incentive 

and reward for meeting the desired outcome, there is another side to the coin. That side is the extent to 

which employees are penalized if they fail to meet the outcome as intended by the wellness strategies, or 

if they decline to participate entirely. It is important to assume as well, that employees wish to participate 

in order to lower their deductible, just as the employer wishes to lower their spending, particularly in the 

landscape of the ACA and ESI.  

As part of the WWP, employees are under an obligation to volunteer their participation or forego 

the incentive. In some wellness programs, as highlighted previously, meeting a desired corporate or 

clinical outcome is tied to financial incentives. Because wellness programs tie premiums to employee 

behavior, it allows them to shift cost onto the employee. Sabrina Corlette, a Senior Research Professor of 
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the Center on Health Insurance Reforms at Georgetown University’s Health Policy Institute, called by the 

Subcommittee on Health, Employment, Labor and Pensions by the Committee on Education and the 

Workforce, submitted for a hearing on “Free-Market Solutions in Health Care” held on April 14, 2016 

(No.114-45). Corlette expresses concern for the way that some programs tie employee achievement of a 

particular health outcome to their health insurance premiums or cost-sharing. She states that “there is very 

little evidence that doing so actually improves health, increases productivity or lowers costs…What they 

do instead, unfortunately, is raise the barriers for many individuals to access the support they need to 

achieve better health outcomes” (No. 114-45 2016:24). Corlette cites insurance providers as the key 

mechanism which drives the cost of the insurance (ibid.). In turn, WWPs may be more about cost shifting 

than actually improving health outcomes as employers work to keep their ESI under the ACA.  

On its face, the incentivized nature of WWPs can be seen as a profitable tool for employers in 

managing their employees’ insurance expenses; however, the incentivized nature of the programs may 

leave employees with few options. Corlette also states that “many employees face tremendous pressure to 

participate in these programs, especially when up to 30 percent of the cost of a family premium is at 

stake” (No. 114-45 2016:24). Employees, especially low-mid income earners may feel pressure to 

participate in the wellness program because of the potential to pay less for insurance premiums. That said, 

however, in a health contingent program, those that have cost-shifting and cost-containment capabilities, 

employees who cannot meet the set health outcomes may be burdened with more expensive health 

premiums. Therefore, volunteering for the programs may not be worth the risk. If genetic information 

were to be included in the health risk assessment, the potential for discrimination increases on the basis of 

aspects of health that the individual has no control over. The dangers of including more criteria in the 

wellness program criteria could position those in the most vulnerable situations to face larger penalties. 

The Preserving Employee Wellness Programs Act and genetic discrimination 

The ‘voluntariness’ of wellness programs under the current law protects employees from being penalized 

for declining certain tests or screenings as part of WWPs. GINA allows employers to request genetic 
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information about their employees from wellness programs, but protects employees by requiring that they 

sign written voluntary consent, prohibiting the sharing of genetic results to non-health care personnel and 

heavily restricts the rewards an employer can deny to non-complying employees. However, the 

Preserving Employee Wellness Programs Act, if passed, may allow employers to punish employees who 

refuse genetic testing. The current draft states that wellness programs offered in conjunction with 

employer-sponsored health plans comply with the applicable sections of the ADA and GINA relating to 

wellness programs. With regard to the collection of information bill H.R.1313 states:  

Notwithstanding any other provision of law, the collection of information about the manifested 

disease or disorder of a family member shall not be considered an unlawful acquisition of genetic 

information with respect to another family member as part of a workplace wellness program 

described in subsection (a) offered by an employer (or in conjunction with an employer-

sponsored health plan described in section 2705(j) of the Public Health Service Act (42 U.S.C. 

300gg–4(j))) and shall not violate title I or title II of the Genetic Information Non-discrimination 

Act of 2008 (Public Law 110–233). For purposes of the preceding sentence, the term “family 

member" has the meaning given such term in section 201 of the Genetic Information Non-

discrimination Act (Public Law 110–233). (H.R. 1313 2017: 3).  

 

This means that employers and insurers would be allowed to request genetic information like genetic tests 

and medical histories from employees and their families as part of the wellness program. 

The original proposal for the Preserving Employee Wellness Programs Act was sponsored by 

congressman John Cline (R), chair of the House Committee on Education and the Workforce from 2011-

2017. Chairman Cline stated in Hearing No. 114-7 (2015), that it is the EEOC’s lack of clear position 

which prompted the bill, meaning that the EEOC is unclear on whether employer-sponsored health plans 

and wellness programs that offer incentives are compliant with HIPAA, PPACA, the ADA and GINA. To 

contextualize what the bill is responding to, consider what current legislation deems legal in terms of 

incentives and WWPs. 

 Ms. Roberts was called by the House Committee on Education and the Workforce, 

Subcommittee on Health, Employment, Labor and Pensions to testify on behalf of the Society for Human 

http://uscode.house.gov/quicksearch/get.plx?title=42&section=300gg-4
http://uscode.house.gov/quicksearch/get.plx?title=42&section=300gg-4
https://www.gpo.gov/fdsys/pkg/PLAW-110publ233/pdf/PLAW-110publ233.pdf
https://www.gpo.gov/fdsys/pkg/PLAW-110publ233/pdf/PLAW-110publ233.pdf
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Resource Management regarding the legal constraints surrounding WWPs. Roberts explained that “a 

bipartisan provision in the ACA allows employers to discount health insurance premiums by up to 30 

percent – or 50 percent if approved by the Departments of Treasury, Labor, and Health and Human 

Services – for healthy lifestyle choices like quitting smoking or maintaining a healthy cholesterol level” 

(No. 114-8 2015: 36). Roberts, who is in favour of the Act, also stated that “recent litigation pursued by 

the EEOC, asserting that medical screenings to participate in wellness programs are not voluntary and 

therefore are in violation of the ADA and GINA, has threatened the certainty of law for employers that 

offer these programs” (No. 114-8 2015: 37). Considering how constraining voluntariness is for the 

employee when financial incentives are involved, it is plausible to interpret the bill as an opportunity for 

expanding employers’ possibilities to tie premiums to genetic and other medical information, supporting 

the budget of the employer.  

 On the other side of this debate are arguments about ‘voluntariness’ in meetings of the EEOC. 

EEOC Commissioner Barker expressed the difficulty in reconciling the ACA’s guidelines of WWPs and 

the safe harbor under the ADA which states that “a covered entity may conduct voluntary medical 

examinations, including voluntary medical histories which are part of an employee health program 

available to employees at that worksite” (EEOC Meeting of May 8 2013). A safe harbor is a regulation 

that clarifies that something will not violate a given rule. A covered entity can be institutions, 

organizations or people, and are defined under the Health Insurance Portability and Accountability Act 

(HIPAA) as health plans, health care clearinghouses, and health care providers (U.S Department of 

Health and Human Services 2017). A health care clearinghouse is defined as a third-party system such as 

a billing service or community health information system that processes and interprets claim data between 

provider systems and insurance payers (U.S Department of Health and Human Services 2007).  Here, 

Barker is referring to the guidelines of WWPs not violating the ADA. Barker also comments on the fact 

that the ADA does not refer to the program as voluntary, but rather the medical examinations and medical 

histories are permitted to be sought if they are voluntary. In the deliberation over what constitutes 

‘voluntary’ within WWPs, the idiom of the carrot and the stick is used to contrast incentives and penalties 
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and in what contexts programs are considered voluntary. As the EEOC works to clarify what should be 

considered voluntary and acceptable within WWPs, much of the discussion is focussed on how the 

programs would further marginalize individuals with disabilities and the aging population.  

The discussion came to a consensus of the importance of emphasizing ‘reasonable alternatives’ 

for individuals who cannot meet specific health outcomes, encouraging a more individualized assessment 

to fairly determine a ‘reasonable standard’ for that individual to meet (EEOC Meeting of May 8, 2013). 

This meeting was held prior to the 2015 proposal of the Preserving Employee Wellness Programs Act. 

What Commissioner Feldblum says about ‘voluntary medical histories’ instead of ‘voluntary programs’ is 

interesting as she asks: “does that in fact limit in any way the type of inquiries that an employer might be 

allowed to ask?” (ibid.). Ms. Simon, who testified in the meeting, states that “the conditions most often 

focused on in wellness programs are those that have been identified scientifically in an evidence-based 

way as most likely to lead to chronic health conditions down the road” (ibid.). Ms. Pollitz, also stated 

“incentives raise questions about when might well-intentioned wellness programs cross the line into 

pressuring people to disclose personal/private health information or price health benefits out of the reach 

of people who are in poor health” (ibid.). At the time of this meeting the EEOC was unaware of the 

proposal for the acquisition of genetic information to be compliant with the guidelines that would occur 

two years later. Considering the measures employers are taking in light of the Cadillac tax, and as seen 

through the Preserving Employee Wellness Programs Act, I suspect that however well-intentioned WWPs 

are, the demand for lawful acquisition of genetic information relates to the desire for expanded criteria for 

actuarial calculation, thus expanding possibilities for shifting more cost onto risky individuals or those 

who could become risky in the future.  

Healthy employees, healthy budget 

Having considered the utility of workplace wellness programs and their increasing criteria as a cost-

containment strategy under the ACA, it is evident that the programs are hypocritical of their ostensive 

justification. Wellness programs do not seem to be primarily about promoting employees’ health and 
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wellness, but about promoting employers’ interest of shifting cost and responsibility onto less ‘healthy’ or 

less ‘responsible’ people. The programs support the contemporary biopolitical control as they contribute 

to individuals being “governed at a distance, by shaping the ways they understand and enact their own 

freedom” (Rose 2001: 5). This development can be traced to the ACA which seeks to spread the cost of 

health care across a larger population by insuring more American’s under ACA compliant health 

insurance. This is in stark contrast to much of the congressional debate, which frames the ACA as having 

“increased the costs for everyone and subsidized a select few” (Rescuing Americans From the Failed 

Health Care Law 2017: 45). But closer analysis reveals that “everyone” are a select few employers with 

excessive health care plans, and the “select few” are the majority of employees, because the ACA has the 

greatest effect on employers who use ESI as a tax evasion measure. Switching to ACA-compliant plans 

would increase their payroll tax, leading them to prefer offering their previous ESIs. However, high-

premium ESIs are scheduled to be subjected to the Cadillac Tax, rendering them ineffective as a payroll 

tax evasion measure. Wellness programs then constitute a loophole to shift these costs onto employees by 

allowing employers to penalize their employee’s ‘risky’ behaviour, as defined by the actuarial calculation, 

with higher premiums. If wellness programs furthermore were allowed to include genetic information, 

this would dramatically expand employers’ ability to define riskiness and further shift costs to employees, 

also opening the door to genetic discrimination. Wellness programs thus can be understood as employers’ 

organizational responses to the ACA. 

 Having mapped out the landscape of ESI under the ACA and the use of wellness programs to 

share costs with the employee, a merit-based system emerges. The incorporation of more criteria and 

more demand for voluntary participation demonstrates a meritocratic vision of health care that rewards 

individuals for their merit and effort, while leaving employers in control of defining (and monitoring) 

what would constitute ‘merit’ and who would be considered ‘deserving’. Wellness programs are the 

institutional embodiment of this logic as individuals are expected to participate and meet benchmark 

health goals in exchange for financial incentives. This expresses a meritocratic idea of health which sees 

health and illness as a result of an employee’s lack of effort or responsibility rather than structural or 
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environmental factors which lay outside of their control. Although their ostensive justification is to 

inform and empower employees in making healthier lifestyle choices (H.R. 1313 Report 2017: 1), 

wellness programs are not as voluntary as they purport to be, as they may penalize employees for failing 

to participate.  

In conclusion, as the Affordable Care Act seeks to supplant employer provided health insurance, 

employers adopt new cost-containment strategies to avoid being taxed by the looming Cadillac tax, while 

also navigating the regulatory framework surrounding wellness programs. As they attempt to better serve 

their bottom lines, employers incorporate increasing criteria within wellness programs to expand 

possibilities to shift more responsibility and costs onto their employees. Although workplace wellness 

programs are framed in a positive light, a closer analysis of current draft legislation reveals that they are 

being rebuilt into a financial instrument in response to the ACA: employer’s main priority is their bottom 

line, and not the wellbeing of their employees.  
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 “Health Literacy”: Moralizing Wellness Programs  

This chapter discusses health responsibilization as a key moral justification which underpins employers’ 

attempts to shift more costs onto employees as discussed in the previous chapter. Health 

responsibilization can be understood as an element of “biological citizenship” (Rose 2007) or 

“technological citizenship” (Barry 2001), the normative idea that to be a ‘good’ citizen means having 

increasingly detailed medical and technoscientific knowledge of oneself. The chapter first considers how 

the literature explains how and why individuals take on responsibility for and practice prudence with 

respect to their health. The following empirical analysis then focuses on the idea of ‘health literacy’, 

described earlier as a competency for one’s health, body, and the health care system, which emerged as a 

key concept in congressional debates of wellness programs. These debates framed health literacy as a way 

for individuals to meet the expectations of being ‘good’ citizens in the sphere of health insurance and 

wellness initiatives. Individuals are expected to be knowledgeable about their bodies, their health, and 

their genetics, while also being competent in navigating the health care system and their health insurance. 

Health responsibilization thus works to link knowledge to responsibility.  

From health care to self-care: neoliberalism and digitized health promotion 

Health responsibilization, a term I use heavily throughout the analysis, is used to describe the shift of 

responsibility from one group to another. This is shift in responsibility has been shaped by the late 20th 

century. As Crawford (1980) explains, healthism positions the problem of health and disease at the level 

of the individual. In the context of wellness programs, the responsibility is shifted from the employer to 

the individual. The responsibility encompasses responsibility for health and wellbeing, and in WWPs, the 

cost of health insurance is tied to one’s health. Literature related to this idea of responsibilization can be 

situated using the concept of biological citizenship (Rose 2007); which is slightly different than 

‘healthism’ – the idea that everyone should work to maximize their own health (Ayo 2012). While being 

health-conscious is deeply engrained in the social fabric of North American society, health 
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responsibilization often includes an aspect of risk. To understand the difference, consider the perception 

of risk related to genetic screening and ancestry testing (Wang 2005, Wagner and Weiss 2011, Biebricher 

2011) or vaccines (Rabino 2003, Charles 2012). People favour vaccinations because they wish to equip 

themselves with “every weapon they can get” (Rabino 2003:372). It is part of the responsibility of a good 

citizen to be vaccinated because of a responsibility to taking care of their own health as well as promoting 

the health of others. Similarly, undergoing genetic screening and genomic testing may be viewed as 

taking responsibility of one’s health because more knowledge means a having a proactive advantage. 

Rose (2001: 5) states that “every citizen must now become an active partner in the drive for health, 

accepting their responsibility for securing their own well-being”. To extend these ideas to wellness 

programs, participating in the programs and meeting health outcomes would be viewed as the responsible 

thing to do. These ideas are influenced by the enthusiasm for health and health literacy both institutionally 

and culturally.  

WWPs can be squarely understood as part of a neoliberal regime of health care. Recalling Ayo’s 

(2012: 102) description of health under neoliberalism (minimal government intervention, market 

fundamentalism, risk management, individual responsibility, and inevitable inequality as a consequence 

of choice), WWPs are a result of this same neoliberal rationality. Many employers desire less government 

intervention, prefer a laissez-faire approach free from government taxes and subsidies on their ESI, 

exercise risk management by attempting to mitigate future threats to their bottom line using WWPs, and 

accept that inequality is inevitable as such a result is built into the actuarial calculation of employees. In 

turn, responsibility of health becomes a personal issue of the employee as health-related choices become 

moralized and employees absorb more costs as well. As argued in the previous chapter, the ACA has 

increased the popularity of WWPs because it would allow employers to shift costs to employees; and 

neoliberal rationality provides the broader ideological framework to justify this. 

 In terms of the practices wellness programs involve, there are similarities with the ‘Quantified 

Self’ movement (QS): Both involve the process of active health responsibilization based on expectations 

for individuals to take on new technologies and practices for self-tracking. Where they differ is who 
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‘owns’ the data and how the data is interpreted. Wellness programs not only quantify aspects of an 

individual’s health through measuring, tracking, and scoring; they also attach meaning to that 

quantification as individuals must meet certain health outcomes. There are many social, cultural and 

political dimensions of the use of these devices (Lupton 2012, 2014, 2015, Moore 2016) which can be 

found in wellness programs as well. These dimensions can be seen in the intended or unintended 

consequences that may arise as individuals are expected to take more responsibility and practice self-care. 

Drawing on Ruckenstein and Schull (2017: 265), wellness programs could be understood as a tool that 

turns “health care into self-care”. 

Wellness programs are offered in many different forms, often including health risk assessments 

for the evaluation of insurance premiums, and some of which use tracking technologies. In the 

congressional debates, Fitbit and other tracking devices are presented as a method of self-tracking for the 

employees to meet health goals. There is a double function to tracking devices in the workplace: They can 

be used in workplaces to evaluate productivity in addition to their use in WWPs. Whatever their use, 

employers can use self-tracking technology to “push workers towards adopting quantification and 

wearables as a means to control the uncontrollable” (Moore 2016: 2777). In turn, although not all WWPs 

use wearable technology, on a fundamental level, wellness programs can instill these same values in their 

employees, influencing them to adopt practices of self-care and self-tracking. Some literature regarding 

the QS can provide insight into the effects of wellness programs, particularly those that utilize wearable 

technology, but also beyond that as individuals must meet health outcomes, health is often quantified with 

or without devices. 

Scholarship on the QS movement has highlighted the capabilities of technologies to reconfigure 

the body which can be interpreted by outside parties. While the technologies grant individualized 

information for the users, when interpreted by others, social determinants of health are overlooked 

(Lupton 2014, Fox 2017). Furthermore, on the individual level, wearable technology and quantifying 

health generally articulate normative ideas about health, and individuals will compare their own habits to 

these ideas. Some scholars have concluded that this could ultimately make self-tracking practices less 
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about becoming healthy, but more about meeting the norms set by social standards (Fox 2017, 

Ruckenstein and Schull 2017). Crawshaw (2012: 200) sees this experience as “governing at a distance” as 

“the social marketing of health works to construct liberal subjects who are positioned as reflexive health 

entrepreneurs, willing and able to manage their own wellbeing under the guidance of ‘distant’ experts”. 

The process of self-governance, then, in the neoliberal context could be an illusion, especially in the 

context of incentivized WWPs as individuals assume responsibility for a situation that is not completely 

their own. Employers reconfigure and assess the data collected for the WWP based on risk, and interpret 

it differently than the employee may be interpreting their health information. In line with debates of 

empowerment versus surveillance and discipline of the QS movement (Sharon 2017), similar dynamics 

might apply to the WWP context.  

Moving away from the workplace, I would like to consider how personalized health and 

individual health responsibility fits into the context of the ACA, and then further, how health literacy is 

promoted within this larger scheme. I found that the ACA articulates a strong normative expectation for 

individuals to participate in their health, and to be competent in navigating the health care and health 

insurance systems. This idea of active participation based on knowledge and information is strongly 

compatible with the QS, self-tracking, personalized health model which shares the “vision of health care 

being preventive, participatory, and tailored to the specific characteristics of individuals” (Sharon 2017: 

95). Swan (2012: 94) describes personalized preventive medicine as “a form of medicine that uses 

information about an individual’s genome, current biophysical measures, and environment to prevent, 

diagnose, and treat disease”. This model of personalized medicine views health outcomes as tied to the 

individual’s active role in their health and health care, and to their knowledge and skills to manage their 

own health in order to engage in health-promoting behaviours (Simmons et al. 2014). The following 

analysis shows that despite diverging ideas about who should pay for health care (and how much), the 

ACA and promoters of wellness programs share normative ideas about the responsibility of employees: 

They have to have a level of health literacy; and having health insurance does not guarantee better health 

if they lack the knowledge and information to engage in proper conduct.  
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To be sure, there is evidence that many Americans do not have a firm understanding about health 

insurance or the appropriate ways to use it, as it is notoriously difficult to understand (Lowenstein et al. 

2013). Additionally, there are other barriers that may impede on an individual’s ability to get appropriate 

care. Just as individual health is determined by many factors, individual health statuses are also 

determined by social barriers (Gutierrez 2017). Accordingly, the ACA has made strides to simplify health 

insurance using their exchange market platform and establishing mandatory standards for employers to 

inform their employees of their plans and coverage in a simplified way. That said however, like the 

expectation to take responsibility of one’s health, the expectation that citizens are competent to navigate 

the health care system creates normative ideas about technological citizenship as well. Health literacy 

then represents another shift towards health responsibilization through the promotion of personalized 

health care.  

Health literacy: What it means to be a ‘good employee’ 

With the legislative and legal landscape of ESI and WWPs established, and keeping in mind the cost 

shifting capabilities of these programs, it is important to consider how along with cost, more 

responsibility for one’s health is encouraged through WWPs as well. I consider how, while health and 

wellness are framed as an empowering opportunity for employees, wellness programs might work as a 

coercive tool to shift more responsibility onto the individual. This section will provide insight into the 

expectations for citizens more broadly as they are expected to actively produce and take advantage of 

information to inform their health-related decisions. Ultimately, I suggest that the shift of health 

responsibility in the context of workplaces may indicate how the individual may be made legible not only 

to the employer, but in the eyes of the state as well.  

First, I will present my analysis of the testimony of employers and wellness professionals 

regarding wellness programs from hearings that focus on responsibility. Much of this discourse is framed 

in terms of both personal and social responsibility, asking employees to be active and engaged in their 

health. Next, focussing on the debates’ emphasis on genetics as part of a complete health profile, the 
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chapter will explore the extent to which they consider more information necessary to making prudent 

decisions for one’s future. In furthering the analysis of health responsibilization beyond the workplace, 

the chapter will illuminate how the acquisition of genetic information provides new insight and new 

expectations for the citizen and their health-related decisions. Necessary to the discussion as well are 

issues related to the intended or unintended consequences of these strategies to shift responsibility and 

cost.  

The wellness industry and employers have an obvious economic interest in supporting the new 

provisions for WWPs under GINA and the ADA as they stand to gain from this new legislation. 

However, they justify their support for wellness programs by framing them as promoting social and 

personal responsibility. Both parties of congress members and the wellness industry members agree about 

what this would require in practice – an increase in health literacy further cultivating ‘smart health care 

consumers’. Consider the testimony of Amy McDonough, Vice President and GM of Corporate Wellness, 

Fitbit. McDonough states: 

The fundamental goal of any wellness program should be to provide opportunities for 

individuals to improve their health and wellness. The need for wellness programs has 

never been greater and employers are uniquely positioned to improve population health 

by starting right in the workplace. Wellness should always be inclusive, voluntary, and 

should protect the privacy of the people it is aiming to serve (No. 114-45 2016: 8).  

Here, McDonough presents the basis for the argument that health and wellness can start in the workplace, 

with the goal that governance over one’s own health will extend to the larger population. Thinking about 

the use of ‘opportunity’ in McDonough’s statement raises the question of whether health insurance, like 

wellness programs, are an ‘opportunity’ or a right of the individual. She emphasizes that “…it’s all about 

making personal health and fitness data relevant and actionable to the individual. Individuals are able to 

make better decisions about their health and this has the potential to drive better health outcomes” (ibid. 

12). McDonough also confirms her motivations in support of ESI, though she emphasizes that there 

should be no penalty for individuals who do not volunteer to participate. This enthusiasm for individuals 

making better decisions about their health is compelling as it positively frames responsibility as 
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individuals incur new costs under the guidelines of WWPs. That said, the emphasis on the data being 

‘actionable’ to the individual supports the shift in responsibility as well. This is a critical point, as much 

of the testimony supports this individualized approach to the information obtained through the WWP, 

making wellness a personal responsibility of the individual.  

Cultivating social responsibility and workplace culture is often present in the promotion of 

wellness programs as they promote employee and workplace health, without acknowledging cost saving 

purposes for the employer. In the question period of the hearing, ranking member of the House of 

Representatives Jared Polis (D) asks the panel, including McDonough, “What mechanisms have you seen 

for incentivising employees to participate and for some of the savings to accrue to the benefit of the 

employer as well as the employee?” (ibid. 42). McDonough responded in emphasizing the importance of 

aligning incentives with the goals of the program, and provides the example: “…if you want someone to 

take a health screening or to get more active, running a collaborative or competitive program that ties into 

social responsibility and other things that are part of the culture of the organization actually has 

everyone’s incentives aligned in good health” (ibid. 43). The emphasis on aligning incentives and social 

responsibility is reminiscent of the discussion of the phases of wellness programs in the previous chapter. 

This suggests that the motivation to cultivate a social responsibility and corporate or workplace culture is 

important for the participation levels in the WWPs but also in cultivating a culture where health 

responsibility is normalized, and costs are shifted. 

In another hearing held before the House Committee on Education and the Workforce, Ms. 

Alison Klausner, Principal and Government Relations Leader at Conduent Human Resources Services, 

was asked by House member Rick Allen (R) specifically about nutrition and the kinds of savings that 

could be generated, “particularly in dealing with rising health care costs” (No. 115-8 2017: 82). Klausner 

responded:  

Wellness programs are ones that really are sought to help individuals identify for 

themselves where they have issues that ultimately they can work on… with their doctors 

individually, but the aggregate information gets collected in a way that can then help 
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employers to make changes, not only with their employer-sponsored plans, but also with 

the whole culture of the workplace (ibid. 82).  

Apparent in Klausner’s testimony is the idea that individuals are expected to equip themselves using the 

information acquired through wellness programs, to increase their competence and take responsibility for 

their health. What is missing from this context is the fact that the same employee may also be expected to 

reach specific outcome as directed by the WWP. In turn, the collection of information used to help 

employers make changes offers the employer an opportunity to exercise ‘workplace biopolitics’, using the 

disciplinary power of the wellness program to achieve this. On its face, educating or involving individuals 

in their own health seems like a positive experience for the employee involved. In the context of the 

WWP and in the current legislative landscape regarding ESI and the ACA, however, it is important to 

question whether the promotion of wellness is in the interest of the individual or the employer. After all, 

the incentivised nature of WWPs are problematic and are challenged by the ADA and GINA for their 

‘voluntariness’. Furthermore, and as will be discussed in more detail, the potential to make employees 

more legible based on their health ‘risk’ criteria is supported by the employer’s pursuit to save themselves 

money, even at the expense of marginalizing healthy individuals.  

Shifting perspective from wellness professionals, consider the questions and anecdotes provided 

by congress members of the House Committee on Education and the Workforce. Rob Andrews, senior 

Democratic member of the subcommittee on Health, Employment, Labor and Pensions discusses three 

strategies to control rising health care costs in his opening remarks. Andrews states: 

We want to do something so that we can control rising health care costs for employers 

and families while improving the quality of health care for employers and families and 

not rationing it or limiting it in any way. And I think there are three strategies that would 

help us achieve that objective. One is to encourage more people to take personal 

responsibility for their own health care—diet, exercise, wellness checkups—a sense 

where we all are the CEO of our own health care plan, in that respect. To the extent that 

we can educate and encourage people to do that, I think there is essential unanimity on 

that point. (No. 112-62 2012: 5).  

Andrews’ other strategies include changing the way that hospitals and doctors deliver health care, and 

having more competition in the health insurance market. Personal responsibility is presented as a key 
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strategy, revealing the alignment between the state’s view on health and wellness, and that of the 

employer in their cost-containment strategy. Andrews’ emphasis on educating and encouraging people to 

take responsibility for their health presents an important point, one that is echoed in the testimony of 

Congress member Bucshon (R) who is also a trained surgeon. Bucshon also comments on personal 

responsibility, and how educating people is critical to promoting diligence to health and wellness. 

Bucshon states: 

…this assumption that because you have health insurance coverage all of a sudden you 

have miraculously developed personal responsibility for your actions. I have had patients 

with the best insurance that money can buy and they take no care of themselves at all. 

They don’t take their medicine, they smoke, and they don’t follow advice of physicians. I 

have had people that have no health insurance that are diligent about taking care of 

themselves. They get their medications because there are ways for people who don’t have 

insurance to do that and they do the best job they possibly can to take care of themselves. 

That is not a direct connection, that if we suddenly provide people with health insurance 

we will change people’s moral character or their behavior. That is not true, in my view. 

(No. 112-62 2012: 39) 

In Bucshon’s view, health insurance alone will not influence people to take care of themselves or not, but 

an individual’s knowledge of how to use the health care system, and how invested an individual is in their 

health is how to achieve health responsibility. This idea points to a certain moralizing of health, and 

judgements about ‘good’ and ‘bad’ patients. Bucshon asks: 

Do you think the uninsured or the Medicaid population overutilize the E.R. the most?... It 

is the Medicaid population. And the reason is because the uninsured come to the 

emergency room when they truly have an emergency, and if you provide services for free 

with no skin in the game people take it willy-nilly, they just show up whenever they want 

because guess what, it is free. That data has been proven out many, many times (No. 112-

62 2012: 39). 

In the context of WWPs, consider the amount of risk the ‘skin’ an individual has in their health and their 

health insurance the ‘game’. The strategy to educate employees to make better decisions for their health 

and to become more involved in their health care is also promoted through ‘health literacy’, which would 

empower individuals with the knowledge necessary to navigate their health and health care more 

effectively.  
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The hearing that the following discussion comes from is titled “Innovations in Health Care: 

Exploring Free-Market Solutions for a Healthy Workforce” and was held in April 2016. In Chairman 

Roe’s (R) opening statement, he states that the hearing furthers the goals of the “Task Force on Health 

Care Reform” which seeks to develop a plan to replace the ACA’s “one-size-fits-all with free market, 

patient-centered solutions” (No. 114-45 2016: 1-2). Roe emphasizes the “critical role” employers and 

employer-sponsored coverage has in the health care system. He states that “employers of all sizes are still 

developing creative strategies to help control costs and meet the changing needs of the workforce” and 

that “these strategies include wellness programs, which are now an essential tool to help control costs and 

encourage healthy lifestyles” (No. 114-45 2016: 2). Ultimately, the hearing examines how innovations in 

ESI are “improving health care for workers and their families, and how Federal Policies can support 

rather than discourage free-market solutions”. This emphasis on the free-market solutions is indicative of 

the neoliberal ideology that dominates the discussion against the ACA. Health literacy emerges 

throughout the hearing as another theme or “strategy” within wellness initiatives that supports the 

individualization of health.  

Health literacy is defined in two different ways within the congressional hearing.  First, it is 

understood as people’s knowledge about themselves so that they can participate in a conversation about 

their health. McDonough explains that: 

…by giving the employee or the individual the availability to share that data with their 

practitioner in the future so that they can have a better and more informed conversation, I 

definitely think is where the market is growing, given it is empowering the consumer and 

also the practitioner to be able to have that conversation (No. 114-45 2016: 86).  

Chairman Roe (R), too, described wellness initiatives as a strategy to empower people, as “smart health 

care consumers”. In his explanation, Chairman Roe described that in order to provide lower costs and to 

improve health care for employees it is necessary to have empowered consumers, transparency and 

quality (No. 114-45 2016: 85). The individual is understood to have the most autonomy in the health 

insurance market, looking for the greatest deal and having more information available to assist one in 

being a “smart health care consumer”.  In turn, what can be gleaned from these descriptions of health 
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literacy is again, an emphasis on the individual’s responsibility and role in their own health, in navigating 

the health care system, and their insurance by having the knowledge to make them a competent market 

participant. These expectations are consistent in regards to an individual’s role as an employee and 

participant in WWPs, but also in their role as an active and prudent citizen and health care consumer.   

Second, health literacy is defined as knowledge about the health care system: What constitutes 

the smart health care consumer is health insurance literacy. Consider the following example, in which 

Democratic congress member Mark Takano asks Sabrina Corlette, a Senior Research Professor of the 

Center on Health Insurance Reforms at Georgetown University’s Health Policy Institute to discuss 

improving health literacy as a tool for workers to make more informed health care decisions. Corlette 

responds that there is not much health insurance literacy in the United States, which stems from the fact 

that health insurance is a complicated product, but then individuals need to figure out where the 

appropriate place to get care is (No. 114-45 2016: 83-84). The subsequent exchange between Takano and 

Corlette illuminates how health literacy is defined as a means for more efficient health care markets:  

Mr. TAKANO. This may be an obvious question, but I think it is important for us to kind 

of get the thinking out there for the public. I want to ask you a follow up. How does 

improved health literacy help to keep costs in check? 

Ms. CORLETTE. Well I think first and foremost, by helping people understand where an 

appropriate care setting is for a particular injury or illness or condition, that can help 

people get the right care at the right place at the right time. For example, you should not 

go to the emergency room for a sore throat or if you got the flu, you should go to a 

primary care setting, and that can lower costs dramatically. That is just one example. Just 

educating people about where the right place is to get care for a particular condition is 

important.  

Mr. TAKANO. Because people who have not been insured before really do not know the 

different aspects of a health care system.  

Ms. CORLETTE. That is right.  

Mr. TAKANO. They need to learn these things, these terms, copay, co-insurance, all new 

to someone who has not really been insured before. 

Thus, the notion of health literacy expresses on the one hand the idea of “technological citizenship” 

(Barry 2001) which demands that individuals have knowledge about their bodies and their health. On the 
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other hand, it articulates a normative expectation for institutional knowledge, that is, how to utilize the 

resources in the health care system, and use their insurance appropriately. Health literacy thus frames 

competency as a basis for distinguishing a ‘good’ technological citizen or health care consumer from a 

‘bad’ one. The view here is that it is up to the individual to take advantage of their competency and the 

opportunities to ‘have skin in the game’ in order to navigate a system that could otherwise marginalize 

them. The goal of the ACA is to insure more Americans, including non-institutionalized working aged 

adults. This welfare-based system is tried against these neoliberal ideals of health and health care 

consumption which indicates that there are tensions between the institutional goals of the ACA and the 

ideological underpinnings of the law. 

Converging ideas about ‘good employees’ and the legitimacy of wellness programs 

In summary, through new notions of what it means to be a good health care consumer, normative ideas of 

technological citizenship support the neoliberal American health care regime and the individualised 

nature of its health insurance system. Its actuarial logic more broadly is based on the notion that if you are 

deemed more of a risk, you should pay more. Minimal government intervention and individual 

responsibility are two tenants of neoliberal rationality detailed by Ayo (2012) and help to consider the 

role wellness programs play in the broader institutional and legal structure of health care. In the hearing 

on free-market solutions, wellness programs are framed as a tool that encompasses many major ideas 

present in the literature on neoliberalism, tracking technologies, and technoscientific knowledge about the 

self.  

The analysis shows a point of ideological convergence – despite disagreements about who should 

pay for health care, there is broad agreement about shifting more responsibility on to the individual or 

employee. Knowledge and information about the body and the health care system are framed as being 

necessary to be a competent market participant. As previously discussed, the ACA also supports the 

promises of wellness programs and the engagement of the individual in their health. This point of 

convergence in terms of responsibilization indicates a broader shift towards personalized health care. That 
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said, there is divergence in the institutional and legal structure. This is largely driven by a common 

interest in lowering health care costs, but differs in the method of coverage as the ACA seeks to insure 

more Americans under ACA compliant insurance, and employers fight to maintain offering their ESI to 

support their own bottom line. Thus, while those in favour of the ACA and those against it differ in terms 

of the neoliberal tenant of government intervention, they share similar views in the support of individual 

responsibility.  

 The possible proliferation of wellness programs is also dependent on legitimating ideas of who is 

financially responsible and who is morally responsible. The broad moral support for the idea that 

individuals are responsible for their own health could legitimize the current push to expand employers use 

of wellness programs as cost-containment strategies. The ACA is supportive of WWPs and wellness 

initiatives, after all. That said, the Preserving Employee Wellness Programs Act is a prime example of 

efforts to further the shift of responsibility, but, as I will argue in the next chapter, might have problematic 

consequences for existing inequalities. In the event that health care law changes dramatically, if the ACA 

is repealed, for example, efforts similar to the Preserving Employee Wellness Programs Act could 

succeed, increasing the information necessary to be a competent market participant, and technological 

citizen.  
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 What Wellness Programs Might Mean for Inequality 

This chapter addresses the potential consequences of workplace wellness programs (WWPs) for 

inequality. As touched on in previous chapters, their extended possibilities to adjust premiums based on 

risk could have unintended consequences for individuals who may face social and economic barriers 

ignored by the actuarial nature of the programs. The following analysis presents perspectives of advocacy 

groups critical of the ACA and of WWP standards. Though there are only few studies on the impact of the 

ACA on inequality, they indicate the success of the ACA in insuring less traditionally insured people, 

particularly those who are detached from the workforce. What is of particular interest in this chapter is the 

impact of the expansion of actuarial risk assessments on already vulnerable and marginalized groups.  

This chapter seeks to emphasize the ways that genetic and health screening ignore the social 

determinants of health. First, literature that emphasizes how health is an outcome of compounding social 

divisions will be considered to establish how the WWP actuarial calculation and classification of 

employees would further reproduce this inequality. As the ACA works to reduce inequality, WWPs have 

the capacity to effectively undo this progress by making invisible inequalities visible. The analysis 

presents perspectives of civil rights and advocacy groups in order to present a contrasting perspective to 

the testimony and opinions of those with more of a corporate interest in the WWP context. Ultimately, 

this chapter argues that WWPs have the potential of creating inequality or exacerbating pre-existing 

inequality which undermines the goals of the ACA.  

Anti-discrimination provisions under the ACA 

To begin, I provide an explanation for the ACA’s provision of the Pre-existing Condition Insurance Plan. 

According to the federal site for health insurance plans, the ACA protects people with pre-existing 

conditions from being denied coverage, from paying more or being refused from paying for essential 

health benefits for any condition one has before the coverage started. Women also cannot be charged 

more than men, and women are covered even if they are pregnant before the coverage begins. There is an 
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exception for ‘grandfathered’ plans. These plans could have been obtained through employment or 

through an insurance company or broker directly prior to March 23, 2010. Grandfathered plans do not 

offer all of the same protections that ACA Marketplace plans do. Grandfathered plans do not need to offer 

free preventative care, guarantee a right to appeal a coverage decision, protect choice of doctors and 

access to emergency care, be held accountable through rate review for excessive premium increases, end 

yearly limits on coverage, or accommodate pre-existing health conditions (healthcare.gov 2019). 

Grandfathered plans are now being phased out, by the end of 2018, all grandfathered health plans that 

were not fully ACA compliant were to transition to ACA health plans. Grandmothered plans, those 

obtained between 2010 and 2013, were granted a transitional year, meaning that by the end of 2019, all 

plans must be ACA compliant.  

As previously stated, employer sponsored health insurance has not eroded under the ACA. Many 

individuals with pre-existing conditions have faced challenges obtaining ESI coverage prior to the 

phasing out of grandfathered insurance under the ACA, however. While the ACA has made many 

provisions to mitigate insurance barriers, individuals with pre-existing conditions could still face cost 

barriers to health insurance without employer support (Kirchhoff et al. 2013). This could be because of 

factors of low income as a result of difficulty obtaining employment because of health issues, lack of 

education or necessary accommodations in the workplace. Thus, compounding social factors may impede 

on an individual’s ability to secure health insurance. Similarly, the actuarial technologies used in WWPs 

could exacerbate social inequality that might have been invisible. WWPs create a loophole to discriminate 

despite anti-discrimination provisions enforced by the ACA. If employer sponsored insurance is an 

affordable option for those with pre-existing conditions or disabilities, then the ACA provisions to ESI 

could complicate the situation more. This is because as invisible inequalities like a pre-disposition to a 

disease is calculated as a risk, and cost the individual based on indicators out of their control. In turn, 

WWPs reliance on health risk assessments and the Preserving Employee Wellness Act threaten the pre-

existing conditions accommodations under ESI. This is problematic as individuals who require the 

assistance of ESI as a more affordable option are forced to face the risk of health risk assessments. 
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Wellness programs, actuarial technologies, and the reproduction of inequality 

As previously shown, health risk assessments and quantified health data are a dimension of a neoliberal 

shift from ‘health care to self-care’. As Lupton (2014: 178) states, “most strategies render health states 

even more individualized, and draw attention away from the social determinants of health to a greater 

degree than ever before”. Actuarial techniques employed by wellness programs have the potential to 

reproduce situations of inequality and significantly influence the life-chances of employees. As Fourcade 

and Healy (2013: 570) state, actuarial technologies employed by markets often work in a way which not 

only makes the poor pay more than the wealthy, but that they create “much more specific categories of 

people, measured, and targeted by moralized market instruments and differentiated market 

institutions…Classification situations may have become the engine of modern class situations”. The 

actuarial process classifies the data acquired through the health risk assessments by contrasting it to a 

‘healthy’ norm. This classified data is then assigned a value which is reflected in the employee’s 

insurance premium. I again argue that this process is justified and legitimated by the meritocratic 

mentality that performance of health is an outcome of merit. The system is further moralized by the 

popular notions of health responsibility and literacy. As employees are reduced to a series of behavioral 

data, the structural forces which account for their situation are ignored, and it is only after the 

classification is determined that invisible inequality is made visible again.  

For example, behavior which WWPs target and penalize as ‘unhealthy conditions’ or ‘risky 

lifestyle’ is more prevalent among people of low socio-economic status (House et al. 1990, Horwitz et al. 

2013, McIntyre et al. 2017). Horwitz et al. (2013: 473) demonstrate these disparities by analyzing data 

from the National Health Interview Survey, which revealed that obesity, defined as a risk factor by 

wellness programs, is more prevalent among women than men, among non-whites than whites, and 

among those with low education than those with high education. In turn, the risk factor of obesity could 

compound with other risks as defined by the wellness program, like diabetes or cholesterol levels, for 

example, or simply the individual’s inability to meet certain objectives of the programs (like making a 

predefined number of steps per day). Ultimately, the life-chances of the individual would be influenced as 
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a result of this calculation. Women could be penalized more than men, people of colour more than whites, 

and less educated individuals will be penalized more than those who are educated. This penalization is 

made based on individual choices, and they alone will be held accountable, and pay more, even if their 

health is an outcome of racism, sexism or of various compounding structural, environmental, or genetic 

factors beyond their control.  

Consequently, as the strategies of personalized medicine and digitized actuarial technologies 

draw attention away from these social determinants, these invisible categories could be made visible 

again as a result of the outcome. This idea of making the invisible visible again, specifically through 

genetic testing, is an idea Nelson (2016) develops in her analysis of ancestry testing in African American 

‘root-seeker’ communities. Nelson comments on the ways these root-seekers use ancestry testing to make 

invisible oppression visible again; though she also solemnly points to the risks of these technologies in 

reducing race to a biological level (Nelson 2016: 17). Race and ethnicity are cultural and social 

categories, and revealing information about health in such a detached way, creating categories of risk, can 

be used to reinforce race or ethnic stereotypes (Poudrier 2003, Nelkin and Andrews 2003). As the 

actuarial calculation compares health data to a pre-determined norm, racist stereotypes could be drawn 

related to food and health as invisible categories are made visible again. Therefore, WWPs would 

reinforce the idea that people of colour are unhealthy and are irresponsible.  

Quantifying health opens the door for discrimination and marginalization based on classifications 

of risk that disregard the social lives of the body under scrutiny. The risk of this possibility is heightened 

given the proposal of the Preserving Employee Wellness Programs Act to include genetic information for 

WWPs’ risk assessment. Some conditions may be genetic rather than tied to ‘risky’ behavior: Poudrier 

(2003) offers an example of genetic testing to classify the onset of carpal tunnel syndrome as a result of a 

genetic condition instead of a result of repetitive work conditions. Stating, “these aspects of genetic 

surveillance, privacy, and discrimination are certain to persist as insurance companies and employers 

continue to press for legal access to genetic information” (Poudrier 2003: 112). The push towards access 

to genetic information in the Preserving Employee Wellness Programs Act would dramatically expand the 
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amount of health data visible to employers and health insurance providers, as well as consequently the 

possibilities for penalizing employees with higher premiums. Both reduce health to behavioral data as the 

single most responsible component for health and risk potential. Like geneticism, the digital tracking and 

quantification of employee health ignores “the socioeconomic, cultural and environmental conditions 

implicated in the etiology of disease” (ibid. 113).  

In turn, as the ACA has reduced the risk for all sociodemographic groups to become uninsured 

(Gutierrez 2018), these strides in reducing inequality may be contravened through WWPs under ESI. 

Even as the ACA is reducing inequality, inequality is reproduced in wellness programs through the 

actuarial calculation which ignores the social determinants of health. As shown in the previous chapter, 

the ACA and ESI both favour personalized medicine and personal engagement in health and health care. 

It is curious how the motivations of the employer to shift costs onto the employees is systematically 

undermining the ACA’s efforts and success in reducing inequality.  

The following analysis maps the perspectives of advocacy groups critical of WWPs, and who are 

actively working in the interest of protecting employees from discriminatory practices. The testimony of 

the EEOC provides perspective regarding the discriminatory capabilities of WWPs based on sex, race, 

age and disability that have been presented as possibilities in the literature. With regard for the potential 

inclusion of genetic information, the testimony of Americans who would be at risk having a pre-existing 

condition are presented and the literature regarding the social lives of DNA can be applied. Finally, as 

class is a social determinant of health is, present in the analysis are examples of low-income earners 

which detail the potential ramifications these programs could have on those who already may face class-

based inequality. 

Critiques of WWPs among advocacy groups 

This section analyzes which segments of the population WWPs target, and what intended or unintended 

consequences could be forthcoming. It is important to note that the Preserving Employee Wellness 

Programs Act has not yet been enacted. That said, it is critical to assess the potential ramifications that 
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could occur should genetic information be included in the biometric analysis of employees in WWPs in 

the current health care and insurance landscape. In order to do so, evidence of the discriminatory potential 

of WWPs using other biometric screenings will be presented in addition to the concerns voiced by 

advocacy groups about privacy violations should genetic information be included. This chapter draws 

primarily on an analysis of the panel presentations before the Equal Employment Opportunity 

Commission (EEOC) and letters from groups advocating for individuals who have genetic diseases or 

pre-existing conditions. This chapter will ultimately argue that the increased collection of information 

under WWPs would continue to marginalize already vulnerable populations, shifting more cost and 

responsibility onto those who are in the most need of quality health care and affordable health insurance. 

As discussed in the previous chapters, WWPs are implemented ostensively to encourage healthy 

living in the workplace, though they effectively might be used as strategies to shift more costs and health 

responsibility onto the employees. An employee will lose the opportunity for reduced insurance 

premiums if they decline to participate in the program. If they do participate, however, employees could 

also absorb more costs if they fail to meet specific health outcomes set by the company as part of the 

program. WWPs might not consider that individuals may face barriers that would hinder their ability to 

meet such outcomes. There are a number of barriers that may impede on an individual’s physical 

capabilities including sex, age, low income, disability, or pre-existing conditions. Thus, wellness 

programs have the potential of having disparate impact on employees, and could create burdensome 

situations as higher costs are imposed, or rewards are withheld based on blatant discrimination.  

To consider WWPs capability to disproportionately penalize employees, consider panelist 

presentations and discussion from an EEOC meeting held on May 8, 2013 with an agenda of addressing 

wellness programs under federal equal employment opportunity laws. Present at this meeting were the 

chair and four commissioners of the EEOC, three members of the EEOC Counsel, and seven panelists. 

Panelist Judith Lichtman, Senior Advisor of the National Partnership for Women and Families, details an 

extenuating circumstance in which a woman must pay more than other employees due to the precedents 

set by the employer and the wellness program. Lichtman (EEOC Hearing May 2013: 16) states:  



 

52 

…a woman whose initials are TK, whose employer requires its workers to pay higher 

insurance premiums if they don't participate in wellness programs or can't meet a body 

mass index benchmark. TK suffers from diabetes, and although she passed all five fitness 

tests, she didn't meet the body mass index of 24. As a result, her employer imposed an 80 

percent increase in her family's insurance premium resulting of an increase from $175 to 

$320 a month. After the birth of her baby, TK's doctor warned that any weight loss was 

medically inadvisable while she was trying to manage both her diabetes and breastfeed. 

Since TK's employer refused to exempt her from the BMI target and required her to work 

with a trainer outside of working hours despite her need to breastfeed and care for the 

new baby, TK was required to pay out of pocket for all these sessions, and she continues 

to pay significantly more for her family's health insurance, a financial burden not placed 

upon other employees. 

Keeping in mind the utility of WWPs as a cost-containment strategy, in the eyes of the employer, TK is 

viewed as a costly liability and in turn must pay more. WWPs are not subjective to the individual 

situation, but rather systematically calculate ‘health’ using rigid, biometric benchmarks, 

disproportionately penalizing ‘riskier’ workers. Lichtman expanded on their example explaining this idea 

further. Lichtman (ibid.) stated:  

Disproportionately, these programs have the potential for penalizing women, racial 

minorities, older workers, and people with disabilities. These groups are more likely to 

have to pay an increased cost associated with punitive wellness programs because they 

are more likely to experience significant health disparities and are particularly vulnerable 

to chronic illnesses, and therefore, these programs could have a very disparate impact on 

these groups…For example, women are more likely than men to have obesity and 

arthritis, people of color are more likely to suffer from heart disease and diabetes, older 

workers are more likely to have chronic conditions like obesity, hypertension, high 

cholesterol, and diabetes. 

As WWPs claim to support employees in their pursuit for a healthy lifestyle, a meritocratic agenda is set, 

insinuating that the programs reward people based on effort and achievement instead of race, gender, 

ethnicity, sexuality or age. Perhaps from the perspective of the employer, affordable health insurance 

premiums should be rewarded to individuals on the basis of their effort and ability to meet biometric 

benchmarks, but the process ignores the overt constraints that may impede on an employee’s achievement 

of the WWP standards. In this way, the right to health care is dependent on their ability to meet specific 

standards of health and a burden is placed on individuals who are likely in the most need of affordable 

health insurance.  
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 This calculation based on underlying conditions is not dissimilar from the recent debate regarding 

protection for people with pre-existing conditions under the ACA. Individuals with pre-existing 

conditions could be denied from health insurance prior to the ACA, or paid high premiums if they were 

able to get coverage. The ACA created two major protections that would guarantee issue of insurance and 

prevent the higher rates. Recalling the motivations for employers to offer employer-sponsored health 

insurance in lieu of ACA compliant health insurance, biometric benchmarks may further the cost-

containment strategy of WWPs as yet another attempt to shift more cost and responsibility to employees.  

The debate over pre-existing conditions was highlighted in a February 1, 2017 hearing before the 

Committee on Education and the Workforce entitled “Rescuing Americans From the Failed Health Care 

Law and Advancing Patient-Centered Solutions” (No. 115-1). Present at the hearing and in discussion 

were Chairwoman Foxx, 33 members of the Committee, and four witnesses called to testify before the 

Committee regarding the Republican initiative to repeal the ACA, also known as ‘Obamacare’. 

Chairwoman Foxx, a Republican from North Carolina, and also the sponsor of the Preserving Employee 

Wellness Programs Act, set the tone of the hearing in her opening remarks. Foxx stated:  

There is an urgent need to address the challenges facing working families and small 

businesses under Obamacare, and that’s exactly what this hearing is about. For nearly 

seven years, Americans have struggled as they’ve seen their health care costs skyrocket, 

their plans canceled, and their choices and access to quality care diminished…We have 

already taken steps to repeal Obamacare, and the Trump Administration is actively 

working to stabilize health insurance markets… We will put patients in control of their 

health- care decisions. That means eliminating one-size-fits-all rules that drive up costs 

and restrict choices (No.115-1 2017: 5) 

Ranking member Scott (ibid. 8) a Democrat, stated in their opening remarks:  

The so-called damage caused by the Affordable Care Act includes women no longer 

paying more for insurance than men. The costs have gone up but they’ve gone up at one-

half the rate that they were going up before. Those with preexisting conditions can get 

insurance at the standard rate… And instead of millions of people losing their insurance 

every year, 20 million more people have insurance. And all Americans, even if they had 

insurance before, are enjoying consumer protections. 

If genetic information were included as proposed in the Preserving Employee Wellness Programs Act, 

just as the inclusion of pre-existing conditions would allow for, employees would be discriminated 



 

54 

against based on factors entirely out of their control. This shift in responsibility would mean that 

individuals who are the most vulnerable must pay more because of the meritocratic ideology which 

understands health solely as a result of individual choices.  

 To understand how pre-existing conditions jeopardize an individual’s ability to secure health 

insurance, consider the testimony from the hearing on the repeal of Obamacare of Ms. Angela Schlaack, a 

widow from St. Joseph, Michigan. Schlaack presented her life story of how the ACA has impacted her 

life since her husband died from Acute Myeloid Leukemia (AML) in 2013. Schlaack stated: 

Though I am just a common person from a small town in the Midwest, I know my 

experience with devastating health issues and having my whole world turned upside 

down in the blink of an eye is not uncommon, and anyone can be one illness away from 

losing everything they have. Our bills were nothing a health savings account could have 

remotely covered. Had Michael survived, he would have had a major pre-existing 

condition. And being that AML has genetic links, our family is at risk for facing similar 

situations down the road. The Affordable Care Act has helped keep my life moving 

forward. It’s given me the ability to continue a healthy life with access to routine care and 

without worry that one hospital admission could cost me everything (No. 115-1 2017: 

33). 

Committee member and Democrat Suzanne Bonamici (ibid.) inquired further about the how a pre-existing 

condition for AML would impact her family if they were not protected by the ACA. 

MS. BONAMICI: …you mentioned that the type of leukemia your husband was 

diagnosed with has genetic links so your family might be at risk. Can you discuss how 

the repeal might affect your family if individuals with pre-existing conditions are no 

longer protected under the ACA? And if you might mention, what would a high-risk pool 

do? Do you think that’s an acceptable alternative for your family? 

Ms. SCHLAACK. No, not -- I mean, a high-risk pool, not at all. I mean, actually, the 

University of Chicago continues to work with samples from my husband to further 

educate themselves. And I’ve learned from my own family about some of the genetic 

links. And being that I have a young daughter who previously was almost a pre-existing 

condition for being a female, the thought that 30, 40 years down the road, if she sees the 

same thing, she won’t possibly have the choice of buying prescriptions or paying for 

groceries. 

As shown, the inclusion of pre-existing conditions in the actuarial risk calculation for health insurance 

could be detrimental to vulnerable individuals. As the Preserving Employee Wellness Programs Act 

pushes for the acquisition of genetic information as part of the WWP assessment, more individuals could 
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be subjected to discrimination based on factors out of their control. The programs could exploit 

differences in an employee’s DNA in order to construct risk and share costs as another contingency plan 

for the employer’s financial future.  

 Many organizations and advocacy groups for human rights, disease, mental health, and disability 

illustrate the injustice that including pre-existing conditions and genetic information would bring to 

vulnerable populations. First, consider a letter submitted to the Committee on Education and the 

Workforce on March 7, 2017 in response to the Preserving Employee Wellness Programs Act. The letter 

is signed by 69 organizations including the American Diabetes Association, the Alpha-1 Association, 

Global Genes – Allies in Rare Diseases, K-T Support Group, National Eating Disorders Association and 

the Usher Syndrome Coalition, to name a few. The letter details the collective concern for the bill and the 

acquisition of genetic information. The letter reads:  

We strongly oppose any legislation that would allow employers to inquire about 

employees’ private genetic information or medical information unrelated to their ability 

to do their jobs, and to impose draconian penalties on employees who choose to keep that 

information private…With respect to employees’ genetic information, the change would 

be particularly dramatic. Other than with respect to the medical history of employees’ 

spouses, the current regulation does not allow the imposition of any penalties for 

employees who choose not to disclose genetic information. However, H.R.1313 would 

allow penalties up to a maximum averaging many thousands of dollars per year if 

employees decline to disclose information from genetic tests that they, their spouses, their 

children or their other family members have had, or if they do not reveal their families’ 

medical histories. Allowing penalties of this magnitude would clearly allow employers to 

coerce employees into revealing their private genetic information. 

Individuals with pre-existing conditions are faced with the dilemma of volunteering genetic information 

and incurring more cost and responsibility, or declining to participate and being similarly penalized. The 

American Society of Human Genetics released a statement on the Preserving Employee Wellness 

Programs Act on March 8, 2017 emphasizing “…if enacted, this bill would force Americans to choose 

between access to affordable health care and keeping their personal genetic and health information 

private” (ASHG statement 2017: 2). Perhaps the most at risk for high medical costs, those with pre-

existing conditions, are made more vulnerable through the discriminatory nature of WWPs. HOPES, an 
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advocacy group and student run project at Stanford University that works to make information about 

Huntington’s disease (HD) for patients and the public accessible, released a letter in opposition to the 

proposed bill. The statement reads: 

This bill directly threatens sufferers of HD, as it leaves the door wide open for possible 

discrimination. Employers seeking to limit health care costs and maximize worker output 

might use employee data from wellness programs to selectively fire employees deemed to 

have long-term health risks. Though this would go against GINA, there would be little 

recourse to proving the intent of the firing, especially if the employee was not aware of 

their HD status. The bill might also pressure those at risk for HD into getting tested for 

their disease, something that many in the HD community have purposely avoided. 

Ultimately, it is clear that the inclusion of genetic information has the possibility of many ramifications 

beyond increased health and cost responsibility. Wellness programs have the potential to 

disproportionately impact populations with genetic diseases which lie beyond their control, without the 

possibility of legal recourse. 

Given the potential gravity of the consequences if genetic information is included in the wellness 

profile, or if protections against discrimination of pre-existing conditions are dissolved, it is critical to 

recall the context of the issue at hand. Health insurance is not responsive to individual situations, and 

evidently, neither are wellness programs, despite their claims for supporting healthy living and support for 

employees. Ultimately, attention must be paid to the inevitable shift of cost from the employer to the 

individuals, and what effect this could have on populations depending on their class, a factor that is often 

underlining other determinants of health.  

Class is a key social determinant of health. Financial means determine the level of access an 

individual has to health care (Griffith et al. 2017) as socioeconomic conditions also may produce an 

“underlying health lifestyle that similarly affects smoking, exercise, and diet” (Cockerham cited by 

Pampel et al. 2010: 352). With this being said, class is a determinant of health in more ways than 

producing a particular health lifestyle. Raphael (2011: 223) explains that social determinants of health 

“refer to the societal factors – and the unequal distribution of these factors – that contribute to the overall 

health… and inequalities in health”. Adverse social determinants of health are more prevalent in 
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communities who experience physically poor environments with poor employment prospects, and poor-

quality education services (ibid.). Raphael (2011: 227), explains that the experience of adverse social 

determinants of health occur as a function of class, gender, and race, but goes on to state that the problem 

is seen as being amenable to program interventions like literacy or counseling programs directed towards 

specific individuals or groups as opposed to recognizing that there is an inequitable distribution of the 

determinants of health. To this end, the compounding social determinants of health are perpetuated by 

racism and sexism in public policy and in society.  

Underlining the risks associated with the inclusion of genetic and wellness information into 

WWPs, is the perpetuation of existing racism, sexism, and class-based inequality. If class influences an 

individual’s health, then the biometric screening required by WWPs would effectively reproduce existing 

differences and further marginalize lower-income and vulnerable individuals. Not only would these 

individuals perhaps be the most eager to participate in the programs due to their incentive of lower 

premiums, but they may also have the most difficulty reaching the health outcomes because of societal 

conditions. In order to illustrate how lower-income individuals could be marginalized through WWPs, 

consider two examples of middle-to-low income workers and their experiences with WWPs. The 

following examples detail the experiences of teachers in West Virginia and employees of the chain 

restaurant ‘Red Robin’.  

 According to the U.S. Bureau of Labor Statistics (2016), an average salary of West Virginia high 

school teachers was $45,240, $44,420 for middle school teachers and $45,520 for elementary school 

teachers (Bureau of Labor Statistics 2018). These middle to low income earners went on strike in 

February 2018 demanding higher pay and contesting health insurance issues. According to a local report 

on the strike, teachers were concerned about their insurance provider, Public Employees Insurance 

Agency (PEIA), increasing premiums and costs associated with a program called Go365. Go365 is a 

health program that requires participants to earn a certain level of points in the program each year to avoid 

financial penalties including a $500 deductible and a $25 a month premium increase (Boothe 2018). 

Fitbits facilitate the collection of the data or ‘points’. In this case, the teachers are overtly penalized for 
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not participating and for not meeting the outcomes set by the program. This situation details how 

individuals, who already may face some financial struggle, are expected to pay even more for their health.  

 In March 2018, PEIA announced it would terminate its contract with Go365 on April 30, 2018. 

One reason given for the termination include the IRS making incentives offered under the program 

taxable income which would “result in a whole host of reporting issues for the plan” that [PEIA] have not 

been able to overcome” (PEIA 2018). PEIA also stated that another reason for the termination is related to 

their contemplation to remove the financial incentives from the program but they “reached the conclusion 

that the program would not be worth the investment as a voluntary benefit with no incentives for 

participation” (ibid.). Without incentives, penalties would not be issued for not meeting the health goals 

either. Interestingly, PEIA also details that they will continue their “Healthy Tomorrows” program, and 

for year 2020 its plan states:  

To avoid the additional $500 deductible, policyholders must have bloodwork completed 

between April 2, 2018 and May 15, 2019, report those numbers to PEIA on the form… 

and have their biometric numbers within the ranges specified on the form or a physician’s 

certification that those numbers cannot be met for a clinical reason. 

In turn, despite the resolution of the invasive expectations of the Go365 program, employees are still 

expected to be of a level of health as predefined by ‘ranges’. The circumstances of the 2018 West 

Virginia teachers strike exemplifies a struggle imposed by wellness initiatives that work to shift greater 

cost onto workers.  

Motivated by a demand for increased pay, the teachers strike is an example to consider the 

implications WWPs could impose on employees who are already limited by their income. Despite the 

knowledge that social, economic, and lifestyle conditions would lead to health issues, it seems that there 

is a persistence to confirm ‘riskiness’ through WWPs and their incentivized nature, and low-income 

earners could be an intended or unintended target. To further this discussion, consider the circumstances 

of Red Robin employees as detailed by the Red Robin Vice President of Human Resources, William 

Strietberger.  
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Streitberger testified before the Subcommittee on Health, Employment, Labor and Pensions of the 

Committee on Education and the Workforce in a May 31, 2012 hearing (No.112-62). The hearing was 

titled “Barriers to Lower Health Care Costs for Workers and Employers”, with an agenda to address 

policy changes under the Obama administration regarding employer-sponsored health plans/insurance and 

the pursuit to insure more Americans under the ACA. The hearing, held prior to the Preserving Employee 

Wellness Programs, as well as the Cadillac Tax, provides insight into the attitudes towards ESI before the 

controversy of the excise tax and the subsequent cost-containment strategies were in full force. Insight 

into what cost-sharing could mean for lower income earners is still prevalent in the hearing. Present in the 

testimony and subsequent discussion with Streitberger reveals not only precarity for part-time employees, 

but also the same attitudes towards employees taking responsibility for their own health, and eludes to a 

correlation between health outcomes and class position. 

During the question and answer period, Ranking Member Rob Andrews (D) discussed the 

logistics of Red Robin’s ESI with Mr. Streitberger. Of 24,000 employees, 8000 are eligible to enroll in 

Red Robin’s health plan because they are full time employees. Of those 8000, 6000 choose to enroll. The 

typical wage of someone who is eligible to enroll in their plan is $25,000-$30,000 per year. If an 

employee were enrolling their family, their lowest monthly premium would be $350 a month. Mr. 

Streitberger references personal responsibility as necessary to the employees’ health-related decisions and 

whether they seek health insurance or not. Consider the excerpt from a discussion between Committee 

Member and Rush Holt (D) and Mr. Streitberger. Mr. Holt asks: 

Mr. HOLT. Is there any reason to think that this $25,000-a-year employee would be less 

interested in having health care coverage than the executives? …  

Mr. STREITBERGER. Sure. Many of them make personal choices not to be insured 

because the money is spent on brand new cars, trips, tattoos. I mean, they have other 

choices. And having raised three children of my own I know at that age—the average age 

of our team members they feel they are a little invincible and they make other decisions 

with their money (No.112-62 2012: 27-28). 

Here, Streitberger is discussing primarily younger workers. The emphasis he makes on “personal choice” 

demonstrates the overt stereotyping of young people making reckless decisions. This attitude is also 
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prevalent in Streitberger’s comments on the older workers of Red Robin. Committee Member Andrews 

posed a hypothetical situation of a 61-year-old part-time employee, thus not eligible to be in the health 

plan, who got appendicitis and needed surgery. Committee Member Holt pressed Mr. Streitberger on the 

personal responsibility of this employee, hypothetically. Holt asked:  

Mr. HOLT. So the personal responsibility that you are talking about, does that apply to 

this woman getting appendicitis?... Did she fail to take responsibility for her appendix?  

Mr. STREITBERGER. With our team members, they have the ability to request 

schedules that could get them to that. In this situation why someone would request to be 

part time all the time and then have a health situation, again, we offer choices to our team 

members, full time and part time. And if she chose, for reasons I can’t explain, to stay 

part time then that is, again, a personal choice.  

Mr. HOLT. And it is your choice not to make it more affordable to her than you already 

do so that you can hire more employees who will not have this coverage (No.112-62 

2012: 35). 

The emphasis on the ‘personal responsibility’ of individuals in their choices implies that it is the 

individuals’ fault for choosing to be uninsured, and has nothing to do with how little they earn or the cost 

of insurance.  

 In turn, like constraints of gender, age, race, and pre-existing conditions, the negotiations of 

health insurance can reproduce class-based inequality. What becomes clear in the examples of the 

teachers of West Virginia and the attitudes towards Red Robin employees is the disregard for the 

relationships between individual health and class position. Especially prevalent in Mr. Streitberger’s 

testimony is the affirmation that the ‘real’ factor that influences an individual’s health, or ability to obtain 

health insurance, is their responsibility, or the fault of the individual. The repercussions of this ideology 

are heightened in lower-income populations. Considering the function of WWPs, the cost-shifting 

capabilities threaten less fortunate populations, and reproduce the effects of the social conditions that 

already affect health.  
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 Conclusion: Discrimination through the backdoor? 

In conclusion, I argue that these three dimensions: the ACA, the increased criteria, and the eventual 

discrimination are all a result of a broader meritocratic ideology of health. This agenda is pushed using 

wellness programs which serve as a mechanism that will shift costs to the individual, but also instil a 

sense of health responsibility as health is not a right, but is a personal opportunity meant to be achieved. 

To conclude, this chapter will summarize the key findings of this thesis, discuss the limitations of the 

analysis, and look to the future related to WWPs specifically considering the potential of big data 

technologies and the status of the ACA under the current government.  

In turn, through examining the testimony of employers and those in the wellness industry, whose 

main stake in the situation is supporting their bottom line, and contrasting this testimony with discussion 

of congress members that reveal bipartisan attitudes supporting personalized health care, the analysis 

offers a point of ideological convergence. Wellness programs are a tool to lower costs by shifting more 

responsibility on to the individual or employee. They also frame health literacy, having knowledge and 

information about the body and the health care system, as necessary to be a competent market participant 

also in the name of lowering health care spending. As previously discussed, the ACA also supports the 

promises of wellness programs and engaging the individual in their health. This point of convergence in 

terms of responsibilization indicates a broader shift towards personalized health care.  

In acknowledging the strain that the ACA has had on ESI in the regulations of their health plans 

and through the proposal of the Cadillac Tax, wellness programs are used first and foremost as a cost-

containment strategy to serve the bottom line of the company, and to avoid and plan for the Cadillac Tax. 

Furthermore, in order to make the programs more cost effective, the Preserving Employee Wellness 

Programs Act is indicative of a push for an increase in the criteria incorporated into the wellness 

programs allowing for more cost shifting opportunities. Finally, the unintended consequences that come 

with this actuarial calculation is the potential for discrimination against employees. The greatest 

ramification of the programs is their ability to exacerbate pre-existing inequalities based on the actuarial 
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calculation of health that is out of the individuals control as actuarial technologies ignore the social life of 

the data under scrutiny. 

 As employers implement wellness programs to shift more costs and responsibility onto the 

individual, existing inequalities might be exacerbated. Companies are the main benefactors of the 

outcome of the actuarial calculation. That said, it becomes clear throughout the analysis that 

organizational support for health responsibility and personalized health care stems from the institutional 

level. Not only does the ACA directly influence the prevalence of the programs through the proposed 

Cadillac Tax, but indirectly influences their popularity because of a broader meritocratic ideology of 

health. The Preserving Employee Wellness Programs Act demonstrates a push for the inclusion of more 

information in wellness programs to create a more complete health profile of the employees, and thus 

offering more opportunity to discover risk and shift costs on to the individual. The shift of responsibility 

is tied to these costs, but it is also encouraged through the nature and expectations of the program and the 

goals they promote. As a result, individuals who are deemed risky, potentially because of factors they 

cannot control, bear more financial burden, exacerbating inequality be it visible or not. 

It is important to keep in mind some caveats to the conclusions drawn in this analysis. Since 

neither the Preserving Employee Wellness Programs Act or the Cadillac Tax have yet been enacted, the 

conclusions drawn about WWPs within the ACA are based on the potential implications that could occur 

should either of the proposals go forth. This caveat is especially important when considering the 

theoretical framework of the thesis. As mentioned, the framework is useful for conceptualizing the ACA-

WWP relationship to contribute to a broader discussion of biopolitics and health responsibilization. The 

framework does not allow for narratives of agency or resistance to be included and therefore would not be 

seamless to apply to the situation beyond the analysis of documents. Additionally, because of the limited 

scope and time-frame of the research, the project cannot speak to more recent advancements of the health 

care legislation in the US. That said, the research reveals broader insight into the attitudes and current 

climate of the health care system of the United States since the implementation of the ACA. It also aligns 

with existing discussions of the democratization of health care versus its privatization, and the findings of 
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other empirical studies. This thesis details varying perspectives of those directly involved in the debate of 

the legality, utility and morality of wellness programs. Finally, this project raises questions for future 

research: First, regarding big data technologies, and second, regarding the future of wellness initiatives 

under new legislation considering the attempts by President Donald Trump to repeal the ACA entirely.   

Big data technologies are not dissimilar from actuarial technologies and could effectively pose 

the same risks. The difference is the size of the data collection and the intended use of the information. 

Just as individuals are sorted and slotted by the actuarial technologies of wellness programs, big data 

technologies could draw conclusions about various populations based on demographic information and 

draw dangerous conclusions. Like the actuarial technologies, big data capabilities could reproduce 

existing inequalities without considering the structural, environmental or genetic factors that might play a 

role. Especially considering the popularity of genetic screening and genome tracing, it is important to 

consider the potential uses of this volunteered information due to the unknowns.  

Digitized information infrastructures have taken shape over the past decades with an increase of 

data aggregated Personal Genome Services (PGS’s) like 23andme and AncestryDNA. I suggest their 

popularity could be seen as part of the broader ideological shift that moralizes wellness programs and 

other health promotion strategies that engage citizens in becoming “an active partner in the drive for 

health, accepting their responsibility for securing their own well-being (Rose 2001: 5). On one hand, 

genetic and genomic testing offer hopeful futures in terms of knowledge making and responsibility over 

one’s health. On the other, the meaning making of categories and results of DNA and genomic testing are 

dauntingly unknown. PGS’s offer consumers a wealth of information about their ancestry, as well as, (for 

a larger fee) potential genetic diseases and conditions they may be predisposed to. Participants in personal 

genome services have the option to participate in genetic research promoted by the company. Consent is 

required to share or sell individual-level information. 23andMe does however, explicitly state, they “may 

share anonymized and aggregate information with third-parties” (23andme 2017). ‘Anonymized and 

aggregate information’ is any information stripped of the customer’s name and contact information so that 

the individual cannot be identified. The suspicion with later clause, involves the lack of information about 
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the categories associated with the collected genomic and genetic data. Similar to the case of wellness 

programs, the life that health data takes on once it enters a database could pose potential ramifications 

beyond an increased insurance premium. WWPs and big ‘genetic’ data pose threats to undo the ACA’s 

success of reducing inequality. 

If the ACA were repealed, I suspect that wellness programs would still succeed. While the ACA 

has been a driving force for employers to implement the programs as a cost containment strategy, ESI has 

remained a main vein for Americans to obtain health insurance. The Cadillac Tax and the employer 

mandate are two main forces that have driven employers to plan contingently and find cost-containment 

opportunities. If the tax and the mandate were repealed, I suspect that employers would still offer 

wellness programs as they are morally legitimized by the broader shift towards individual health and 

responsibility, and also because they better support the company’s bottom-line. Wellness programs have 

been popularized for both reasons: engaging employees in their health and well-being, and for cost-

containment. Neither would erode should the ACA be repealed. In reality, employees would be more 

inclined to obtain their insurance from their employers, and to participate in wellness programs.  

Wellness programs would also succeed because of the ideological convergence for self-care, as 

characterized by the emergent concept of health literacy which characterizes both a shift to the 

individualization of health and personal responsibility. The term encompasses ideas of both technological 

and biological citizenship as knowledge and health become inextricable. Attitudes of congress people, the 

wellness industry, and employers emphasized support for individuals being competent in health 

information. From the body to health insurance, having health literacy was framed as being necessary in 

order to be a ‘good’ health care consumer. The term is framed in terms of health and economics as 

individuals who do have health literacy will use their knowledge to make decisions about their health and 

the health care system which would ultimately keep health care spending low.  

In terms of future policy that would best protect individuals from health discrimination and 

financial burden related to WWPs, health contingent WWPs should be eliminated. According to the 

Pollitz and Rae (2017), for a Kaiser Family Foundation report, the majority of wellness programs offered 
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in 2016 were not health contingent, and only 33 percent offered incentives. That said, however, 

considering the push towards health literacy as it supports health individualization and cost-sharing 

opportunities, these numbers could increase. Wellness programs should be employed if they are 

supporting healthy living and teaching employees how to care for their well-being. The programs should 

not penalize an employee based on their health because health-based measures are influenced by a host of 

other social determinants that would impede on their ability to be ‘healthy’ when compared to the 

common metric.  

As the ACA has influenced the rise in popularity of wellness programs as a cost-containment 

strategy, this shift is part of a bigger picture. This picture is framed by the idea that health is a personal 

opportunity, not a right. The moral legitimation is expressed at the institutional level in the vision of the 

ACA, supported by many congress people, employers, and those in the wellness industry. It is further 

legitimized by a cultural shift in attitudes towards health and individual responsibility, which is 

characterised by the push for health literacy, the QS movement, and the popularity of PGS’s. When 

exploited by cost-containment strategies like wellness programs, however, individuals may be at risk as 

more cost and responsibility is shifted onto the employee. As health is viewed as a personal opportunity, 

the result is a shift from health care, to self-care.  
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