Appendix B-6. Presentation to the Green Mountain Care Board
December 11, 2014




Green Mountain Care:
Lay of the Land for Covered Services
and Level of Cost Sharing

Robin J. Lunge, J.D., MHCDS
Director of Health Care Reform, AOA

Devon J. Green, J.D.
Special Counsel on HCR, AOA

December 11, 2014

7~ VERMONT

HEALTH CARE REFORM

12/13/2014 1



Discussion for Today

Covered Services
Today’s covered services
Overview of covered services in other states
Overview of covered services in other countries

Level of Cost Sharing
Level of cost sharing in Vermont today
Overview of level of cost sharing in other countries

Benefit design public input
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Health Care Reform Goals: Why Reform?

12/13/2014

Reduce health
care costs and
cost growth

Assure greater
fairness and
equity in how we
pay for health
care

Assure that all
Vermonters have
access to and
coverage for high
quality care

Improve the
health of
Vermont’s
population
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GMC Benefits

Cove red e What services are

paid in whole or in

Services oart by GMC?

Level| of Cost ° How much should

you pay when you

Sharing get services?

Type of Cost = Do you pay throueh

co-pays, deductibles,

Sharing or co-insurance?
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Design Considerations

Federal and state requirements for benefits
Equity

Administrative cost & complexity

Options fit together, easy to explain
Individual out of pocket cost (average & max)
Medical cost & utilization

Change from current/expected

Federal & state tax implications
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GMC Benefits and Covered Services

Covered e What services are paid

in whole or in part by

Services GMC?

L evel of Cost ® How much should you
pay when you get

Sharing services?

Type of Cost ° Do you pay through

co-pays, deductibles,

Sharing or co-insurance?
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Covered Services Today

Essential | State Employee and Retirees VEHI
Health Education Employees and
Benefit Retirees

SelectCare Total Choice

Chiropractic Limit 12 Limit 60 visits Limit 60 visits Prior approval Prior approval
visits then per year (total per year (total required after required after
prior visits for PT, OT,  visits for PT, OT, 12th visit 12th visit
approval ST, Chiro) ST, Chiro)
required

Infertility Not Up to $50,000 Up to $50,000 Not covered Not covered
covered lifetime max lifetime max

Bariatric Surgery Covered Covered, Covered, With prior With prior

medical medical approval approval
necessity necessity

Fertility Drugs Covered Covered Covered Covered Covered

Routine Eye 1/year for $100/2 years $100/2 years Not covered 1/year
children

Exams



Covered Services Today

State Mandates stay in place:

Maternity coverage Child Vaccine benefits
Outpatient contraceptive services, Prostate screenings

including sterilization Colorectal cancer screening
Home health care Diabetes treatment

Emergency room services Mental health and substance abuse
Newborn coverage Clinical trials for cancer patients
Autism spectrum disorders for Chemotherapy treatment
children Orally administered anticancer
Chiropractic services medication

Prosthetic devices Treatment of inherited metabolic
Mammograms diseases

Anesthesia for dental procedures Craniofacial disorders

performed on certain covered Off-label use

persons /Q\QVERMONT

12/13/2014 8 HEALTH CARE REFORM




GMCB’s Legal Parameters

Green Mountain Care must have all of the ACA’s
essential health benefits (EHBs)

State law requires GMCB to consider adding the
following services:

Adult dental

Adult vision

Hearing

Long Term Care

Vermont will not receive any extra federal funding to
cover these services

7~ VERMONT
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Covered Services State Comparison— Dental EHB

At the last meeting, GMCB requested an overview of
how adult dental is covered in other states

We examined the essential health benefits package
of each state as well as the Medicaid covered
services to compare adult dental coverage
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Covered Services State Comparison— Dental EHB

All essential health benefits packages must include coverage
of pediatric dental. Vermont covers pediatric dental up to age
21:

Prevention, evaluation and diagnosis, including radiographs when indicated
Periodic prophylaxis, including topical fluoride applied in a dentists office
Periodontal therapy

Treatment of injuries

Treatment of disease of bone and soft tissue

Oral surgery for tooth removal and abscess drainage

Treatment of anomalies

Endodontics (root canal therapy)

Restoration of decayed teeth

Replacement of missing teeth, including fixed and removable prosthetics (i.e.
crowns, bridges, partial dentures and complete dentures)

7~ VERMONT
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Covered Services State Comparison— Dental EHB

Adult dental & health insurance: no states cover as EHB

7~ VERMONT
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Covered Services State Comparison— Dental EHB

Adult dental & health insurance:
The U.S. Territories, except for Puerto Rico, covers:

2 check-ups per year

NOTE: Feds chose federal health insurance as benchmark
plan due to unique nature of territory markets

Puerto Rico covers
2 check-ups per year
X-rays once every three years
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Covered Services State Comparison— Dental Medicaid

Under Vermont Medicaid, adults with income up to
138% FPL receive dental under Medicaid

S510 per beneficiary per year
Beneficiaries pay $3.00 per visit for dental services

Benefit primarily limited by access to providers

Source: Green Mountain Care Board: Vermont Dental
Landscape Study, 2013.
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Covered Services State Comparison— Dental Medicaid

= Adult Dental & Medicaid

B Extensive ™ Limited EEmergency ®None

Source: Yarbrough C, Vujicic M, Nasseh K., More than 8 Million Adults Could Gain Dental O ] : T
Benefits through Medicaid Expansion. Health Policy Resources Center Research Brief. /\\@ v 14

American Dental Association. February 2014. 15
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Covered Services State Comparison— Dental Medicaid

Benefit Level

Definition

None

No dental benefits.

Emergency

Relief of pain and infection. While many
services might be available, care may only
be delivered under defined emergency
situations.

Limited

Includes benefits that have a per-person
annual expenditure cap of $1,000 or less.

Extensive

12/13/2014

Includes benefits that have a per-person
annual expenditure cap of at least $1,000.
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Covered Services International Comparison

Health care systems in other countries generally
cover:

Inpatient

Outpatient

Specialists

Clinical laboratory tests

Diagnostic imaging

Physical therapy

Pharmacy

There is more variation in vision and dental coverage

Comparisons of mental health coverage aren’t
readily available 7~~~ _VERMONT
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Covered Services— International

Out- Clinical Imaging Phys. Pharmacy
patlent Therapy

Canada v v v v %
France 7 v v v v v 7
Germany v v v v v v v
Japan v v v v v v v
Sweden v v v v v x v
Switz. v v v v v v v
U.K. v v v v v v v

Source: Paris, V., M. Devaux and L. Wei (2010), “Health Systems Institutional Characteristics: A
Survey of 29 OECD Countries”, OECD Health Working Papers, No. 50, OECD Publishing. Data
from 2007 or last available year, http://dx.doi.org/10.1787/5kmfxfq9qgbnr-en
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Covered Services— International

Eyeglasses and/or Dental Care Dental Prostheses
contact lenses

Canada

France A YA ¥
Germany Y v Y2
Japan X v v
Sweden x Y )
Switzerland A X e
United Kingdom X v v

Source: Paris, V., M. Devaux and L. Wei (2010), “Health Systems Institutional Characteristics:
A Survey of 29 OECD Countries”, OECD Health Working Papers, No. 50, OECD Publishing.
Data from 2007 or last available year, http://dx.doi.org/10.1787/5kmfxfg9qgbnr-en
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GMC Benefits and Covered Services

Cove red e What services are paid
: in whole or in part by
Services GMC?

Level of Cost ¢ How much should you
pay when you get

Sha ring services?

Type of Cost ° Do you pay through

co-pays, deductibles,

Sharing or co-insurance?
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Level of Cost Sharing Today— Vermont

| | | |
> 0.95%

90-95%
80-90%
70-80%

60-70%

AV Level of Private Health Insurance Plans

< 60%

0% 5% 10% 15% 20% 25% 30% 35%
Percentage of Insured Population- 2013
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Excise Tax on “Cadillac” Plans

In 2018, a 40% excise tax will be assessed on the cost
of coverage for health plans that exceed a certain
annual limit

510,200 for individual coverage

$27,500 for couples and family coverage

Numbers are for 2018, will be indexed to inflation
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Excise Tax on “Cadillac” Plans

EXHIBIT 1

Employers’ Responses to the Excise Tax, 2013

The International Foundation of Employee Benefit Plans asked 879 single-employer
plans if they were taking action to avoid the 2018 excise tax.

Yes 16.8%
No, but considering 40.0%
No, no plantodo so 13.5%
Not sure 9.6%
Not applicable, have no high-cost plans 20.0%
Employers that answered “yes,” by size

0-50 41%
51-499 13.1%
500-4,999 18.2%
5.000-9,999 18.5%
10,000+ 29.4%

sounrcek International Foundation of Employee Benefit Plans, “2013 Employer-Sponsored Health Care:

ACA’s Impact: Survey Results,” 2013.
o T
7~ VERMONT
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Level of Cost Sharing— International

Coverage of Basic Medical and Diagnostic Services
| | | |

Canada | 98.7%
72.9%

France oy ° W Share of Out of

Germany 80.4% Pocket
. Share of Private
Japan 83.6% Health Insurance
Sweden 84.1% Public Health
Coverage

Switzerland ——— 60.4%
U.K. r 98.0%

Source: Paris, V., M. Devaux and L. Wei (2010), “Health Systems Institutional Characteristics: A Survey
of 29 OECD Countries”, OECD Health Working Papers, No. 50, OECD Publishing. Data from 2007 or

last available year http://dx.doi.org/10.1787/5kmfxfq9gbnr-en /%\ VERMONT
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Spending and Health Outcomes

Life Expectancy at birth and health spending per capita, 2011 (or nearest year)

Life axpectancy in yaars

B0 L&A

5

7D

F® =051

=15 1 1 I 1 1
0 2000 4 DDO & 000 3 000 10 000

Haalth spanding pear capita (USD PPP)

Source: OECD Health Statistics 2013, http://dx.doi.orq/10.787/health-data-en; World Bank for non-OECD countries
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PUBLIC INPUT
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2012 Listening Sessions

During the spring of 2012, AHS and AoA held a series
of listening sessions around the state of Vermont to
gather input on GMC'’s benefit design

April 25 — Brattleboro, Marlboro College Grad Center

May 2 — Burlington, City Hall Contois Auditorium

May 8 — Rutland Free Library, Fox Room

May 31 — Public Hearing with GMCB held at 11 VIT video-
conferencing sites around the state

June 7 — St. Johnsbury, Catamount Arts
June 13- Bennington, Firehouse
June 20 — White River Junction, Hartford High School

7~ VERMONT
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2012 Listening Sessions

Listening Session Participation
60

50

40

30

20

10

Brattleboro  Burlington Rutland  St. Johnsbury Bennington White River
junction
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2012 Listening Sessions

The listening sessions were divided into three
components:

Information- Health care reform implementation
timeline and background information to frame
discussion on benefit design.

Exercise #1 - Gathering open-ended feedback on
hopes and fears from the public surrounding benefits
and the single-payer system.

Exercise #2 - Setting priorities and examining the
boundaries and limitations of a publicly financed
system.

7~ VERMONT
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2012 Listening Sessions

Hopes & Fears
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2012 Listening Sessions

Participant Preferences

140

120

100
80
60
40
20

0

Adult Dental Adult Vision Long-Term Care Eliminate/Reduce Other Services
Cost-Sharing




2012 Listening Sessions

How would you raise additional funds or save money?

100




Questions?
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Appendix B-7. Presentation by Ellen Meara, Ph.D on Health
Economics: Value Based Benefit Design
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Americans’ (Lack of) Understanding of Health Insurance, 9/13

0% 10% 20% 30% 40% S50% 60% 70% B0% S0% 100%

| | | : | | | | dogon
—— Il
| I
Co-pay 515 how much pay = i !||||||||'|
Generics cost more than brand ﬂ m ""ll""l

—
O ik o :
ighr it pramiomshuld e e MM

Describe deductible - A |||“ ‘]

|
WA e o roe revion .

I
I
1
I

= Correct Answer = Incorrect Answer |11 Don't know
| E

Source: Barcellos SH, Wuppermann AC, Carman KG, et al. Preparedness of Americans for the Affordable Care Act. PNAS. 2014.
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Goals
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Tradeoff Between Insurance and Cosfts

Why do we want How is health
health insurance®? Insurance different?¢
Profection in case of Not a one-time event
(major) illness/injury like fires / accidents
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Patients are

not fully Providers paid

iInformed

to do more
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Deductible and Coinsurance

Copayment

Tiered Formularies

How Has Cost-Sharing Been Used?
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How Has Cost-Sharing Been Used?

Deductible and Coinsurance
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Cost-Sharing Effects: Deductible and
FOR HEALTH Ili":j;l:iI-LEAL PRACTICE C Oi n S U rO n C e

GEISEL SCHOOL OF MEDICINE AT DARTMOUTH

RAND Randomly Assigned 5,800 People

; Max Out-of-
Plan (arm) Coinsurance Pocketas % of Deductible
Income
and the \
ealth Insurance e
l-|:‘)emand for Medical Car Free Care 0% NA $0
Evidence ed Experiment 25% 257 5% $0
.o Joseph P. Newhouse. 50% 50% ] O% $O
Wilard G- r;ﬁ:ﬂgﬁﬁ;eﬂ Keeler. . .
armadette Berjamn, Afeen LEC T 95% 95% 15% $0
M, Susan Marquis. J2¢ ! ° ° °
. $150 —single
Deductible 0% NA $450 - family
HEALTH INSURRNCE

EXPERIMENT SERIES
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Dartr?qouth Cost-Sharing Effects: Deductible and
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GEISEL SCHOOL OF MEDICINE AT DARTMOUTH

Percent of Beneficiaries Getting Any Medical Care

100

70 -
60 -
50 -
40 -
30 -
20 -
10 -

Free care 25% coins. 50% coins. 95% coins. Deductible

p-value<.0001 for difference across plans

Source: Manning et al. (1988). Health Insurance and the Demand for Medical Care: Evidence from a Randomized Experiment. 11
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GEISEL SCHOOL OF MEDICINE AT DARTMOUTH

Percent of Beneficiaries with One or More Inpatient Admissions
12 -

10 -

Free care 25% coins. 50% coins. 95% coins. Deductible

p-value=.0006 for difference across plans

Source: Manning et al. (1988). Health Insurance and the Demand for Medical Care: Evidence from a Randomized Experiment. 12
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EEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEE

Annual Number of Face-to-Face Visits Per Beneficiary
5

4.5 -
4 -

3.5 -
3

2.5 -
5

1.5 -
-

0.5 -
0 -

Free care 25% coins. 50% coins. 95% coins. Deductible

p-value<.0001 for difference across plans

Source: Manning et al. (1988). Health Insurance and the Demand for Medical Care: Evidence from a Randomized Experiment. 13
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EEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEE

Total Annual Expenditures Per Beneficiary (1984 Dollars)
800 -

700 -

600 -

500 -

400 -

300 -

200 -

100 -

O _
Free care 25% coins. 50% coins. 95% coins. Deductible

p-value=.003 for difference across plans

Source: Manning et al. (1988). Health Insurance and the Demand for Medical Care: Evidence from a Randomized Experiment. 14



FOR HEALTH POLICY & CLINICAL PRACTICE
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Dartr?qouth Cost-Sharing Effects: Deductible and

7‘ . .

| 1 Higher coinsurance reduces

\ effective and ineffective care by
1 \z same amount. A 10% rise in cost to
| Heatn insurance and ne 1 patients led to 2% lower spending.
‘ pemand for Medica i

\
g::s:;?ztgng:peﬂme“‘

Outcomes

Higher coinsurance does not affect
health outcomes for healthy
beneficiaries.

NCE
HEALTH INSURA
EXPERIMENT SERIES

Low-income groups at-risk of illness
had adverse effects.
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Copayment

How Has Cost-Sharing Been Used?
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Cost- i
Sharing Effects: Copayment

e ——
erican Ecanomic Review 2010, 100:1, 193
etp/ W aeaweb.org/a .h-rn.pJgpf.J.-i 10.1257/aer-

Patient Cost-Sharing and HOSpitallzation Offsets in the Elderly
By AMITABH CHANDRA, JONATHAN GRUBER, AND RoOBIN McKNIGHT®

In the Medicar® program, increases in cost sharing bya suppIemrmal insurer
can exert ﬁnanmai externalities. We study a poticy change that raised patient
cost sharing for the suppiemcnm.l insurer for rerired public employees in
California- We find that physician visits and prt:cnp:ion drug usage have elas
sicities that aré similar 0 those of the RAND Health Insurance Experiment
(HIE). Unlike the HIE, however, We find substantial “offset” effects in terms of
increased hospital utilization. The savings from increased cost sharing GecTue
mostly to the ;upplemenm! insurer, while the costs nfmcrmsed hospitalizafion

10% rise i :
ccrue mostly 10 Medicare: (EL G221\ 118, J14) % Zseecllr’] p rI.C e | e O d S 'I'O ‘| 57
ine in utilization.

The clderly 8 the most iptensive consumers of health cart in the United States today.

ndividuals over age 65 consume 36 pereent of health care 18 the US, despit¢ represcating only

13 percent of the population { enters for Medicaid and Medicare Services 2005). The Medicare
program hat insures {he nation’s claerly (85 well as the disabled) is the third Jargest expenditure
jtem for the federal government and i8 pfujcctcd 1o exceed Social Security by 2024 (Centers
for Medicaid and Medicare Services 20054). This rapid growth in program cxpenditures Was

Reducti
reinforced bY the recent introduction of Medicar® pan D, a new plan providing coverage for the gikl]? n s . O C C U rre d fo r O C U 'I'

outpatient pn'..\r:r'bp‘mn drugs used by Medicarc peneficiancs.

The federal government has undertaken & varicty of strategic® 1o control Medicare program
rowth on (e supply sides from the introduction of prospective reimbursement for hospitals
1o reductions in provider reimbursement rates. Yet Medicart spending growth has continued
unabated. Recently, therefore, there has been @ growing interest in demand-side approaches 1©
controlling system costs, through higher patient COStS which would induce more price sensitivity
in medical spending.

Demand-side approaches, however, 416 cumplicalcdby the fact that Medicare beneficiaries are
often covered by multiple insurers a1 once. Because Medicare alrcady has quite substantial cost
gharing, most enrullees have some form of hupplcmdnwl coverage for their medical spending.
pwv‘\dcd by a0 employer, p\nchau:d on their own, OF provided through staté Medicaid programs.
The incentives of the suppl:mcmal jasurer and Medicare aré not necessarily readily aligned.

o Ovicomes

+ Chandra: Kennedy School of Goverpment, HarY ard University, T
~uber: Department

{c-mail Amitabh Chaodra@ o Edu}. G qment of e ES2-33
Cambridge. MA 02142, @ BER (c-mail: &M  Wellesley
College, 106 Centrdl 5 Wllesiey, MA 02481 and N

o two apony mous fefcrecs for very neipful comments, Kathy Donpesd
invalusble weehnical asSIStanee: Dan Gattlich and Weiping
care datd. Drs. Phrey Bansal. Phoutic Bansal
a of prescription 4B James deBenedetid
ser, and seminat participants at the Annus! Healt
of Missourl. wellesiey Coll

e itute om AgInE
ip, and the Ne partmouth.

Hospitalizati
izations wen
(especially for sickeis’lrj)p

meats. Graber acknowlcdges support from the

Chandra from NIA PO1 AGI9783-02, &0 NBER
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moral h.uuu Butitis pus)uh that lowi- income recipients are uo upable to cut
s a resull. hghcr cost-shanng will tead to worse heatth and higher
downstream cost throught u:uux-d use of mpa 1 and outpaticnt care. We Us¢ exogenous vanation
in |h|. copaymenls faced by Massactusetis (uurwnwuﬂ th Care program
to study these effects. We ﬁuma re >=|;u >pm:' cl.tsuuw:s of demand by tyPe of service. ce. Overall, we
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The recently € nacted Patient Pmrcnunand Aﬂnrdahlecarem The motivation for the subsidies is rwofold: © make the
(PPACA) includes the Jargest expan nsiol n of health jnsurance cover transfers in PPACA more pmgtasswe and 10 protect 1ow-income
age o jow-income pupum’mns inour nnnensmsm:y The rederal popummns from sacrificing necessary medical care pecause of
gnvrmmemwﬂl spend over §1 mlhunovef the actdecadrmsuh cost. The optimal tevel of such subsidies, therefore. depends
sidize insurance for those below 400% of the Federa overty Line critically 08 the way in n which the medical care utilization of low-
[FPL) (Coni agressional pudget Ofhce 2013) Roughly. ha!l that total income groups responds 0 cost sharing. and how any changé
will be through exparmons of the Medicaid program. which will in utilization impacts their health. On oné hand. greate? patient
provide p\ml icly find 4 health care for those e below 133% of the COst: sharingcould.he\p(!du:e the fiscal pressure res 3550C! medwuh
poverty‘im sser\muy 10 patient nt COSL The other half will be insurance expansion py reduc ing the scope for moral hazard.
inthe form of subsidies 1o unv.ue insurance for those berween 133 gut on the other hand there has been speculation that low

Ovutcomes

and 400 percent of the poveny line. These W ubsidies are of Two jncome panem y be more price sensmve than other patients
types: the first ype s s premium sU ubsidies. which offset the pre- or that low-in me pmenis may be m e likely 10 experience
miwm cost of insurancé by llrmlmg the per:enbage of income that adverse nealth consequ.mces asa pesult uf cost-sharing U (Baicker

ow income in ndividuals must ust pay. The sacond Lype is cost sharing and Goldman 2011
subsidies. W whichoffsett® some exlemthc(opnymems coinsurance Differential effects on jow income patients could anse for a
and deductibles (hlnhcse\uw fncome pupu!a‘ions face. number of reasons. First, Jow-income patients may simply be moTe

rzspcns'wt because they face 3 tghtef budget cnnsnaml in this

case, we would expect low income patients to cut back on care

with the lowest marginal penefit. second, it1S posnble that lnwer

= We are gratcful 10 Kaitlyn Kenoey and the staff at e Magsacisetts Health VA

Camnector for mald g these dath avallabie. ¥ ank, without thmm& u.n of their care than highet income mdmduals and,asa result, may

ph Newhouse: nd wmuul participants ¥ have ahighef propensity 10 cut hxkunhighmacgma! penefit care.

cipful suggesions o eariier ver 1o their study of drug copaym™ mentsin Medicaid. for cxample_!{eeﬂ.e:

and Nels yn (198! 5) i i i

autivor 2 rwp.mmrn n:t - nomics, Wellesiey CONCE® 106 nd Nelson (198 arguedthat heuuszedu:.mmls positively cof
¢+ Massachus 0248 4 Stab related withh m:mm' fow-income individuals may be 1ess able 0
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The Effect of Incentive-Bas
on prescription-Drug Utliza

ABSTRACT
_— e _4_4_4_4_4_4_,_4_,_,____—
BACKGROUND

Erom the Depanmént of tiealth Care Polich: Many employets and health plans have adopted inccmivc—bawd formularies in.an at-

Fvard Medical Scheol (M ter) tempteocontmol prcaﬂ'ipliundmg costs.
oot of Health Policy and Mat

arvard ool of public Hest wh

ith Serv-

~ ETHODS

we nsed chxmsdatamcumpm the utilizabon ofand spending on drugs Intwe employ-
:pspnnso:cd health plans that 'ampkmmu.-d changesin formulary admin'xstmicnwiﬂ'l
. thosein comparison groups of enrollecs covered by the same Insurers. Oneplan simul-
rancously swil hed froma one-tier o & three-tier formulary and increased all enrollee

Franklin Lakes,
). Address repniT

Drug spendi
ing decli
regardless of drug (I:lr:]escs:l

copayments for medications- The second switched from 3 wortier 10d three-tier for-
Longwood Awe- Bosion WA 02115, 0r 3 mulary, changing only the copayments for tier-3 drugs- We examined the utilization

hostamp o med. harars o of angiotct\sm—cuuvcmnthnzymr (ACE) inhibitors: proton-pump inhibitors,
N Engh) Med a3 3822243 B-hydroxy-}mcmylgluun,d coenzyme Arednctase inhibitors (statins)-
[ P Mpdical SosmH
RESULTS

Enrollees covered by the employer that implemented more dramatic changes expest
enced slowet growth than the comparison group inthe pmbability of the use ofadrug
and 2 major shiftin spending from the plan t© the enroilee- Among the enrollees Who
were initially taking tier-3 stating, MOTe enrollees inthe intervention BrOUP thanin the

\ comparison group switched 10 ter-1 or ter-2 medications (49 percent Vs 17 pereenty
p<0.001) 07 smppcdukings.:anuscnd.rciy (21 percentys- 11 percent, p=0.04). Pagerns
were similar o8 ACE inhibitors and prumn-pummnhibimrs.Tbu enrollees covered by O U
the mpluy:rd-ﬂlhnplcnwnnd more modera® changes Were more likely than the cOmD- ‘ o m
pa:isoncnrulkcs o switch 10 tier-107 ter-2 medications butnot tostop raking a given e s

dass of medication$ altogether:

comCLY SIONS

Different changes i formulary ndmimsuﬂ\iun may have dramatically different effects
on utilization and spending and may in some {nstances Jead enrollees © discontinu€
therapy. The associated changes in copayments can substantially alter out-of-pocket
spending by enrollees, the continuaton of the us¢ of medicadions, and possibly the
qualify of care.

Some patie
nts sto

w EGL | MED 3AT33 WwW.NEJW-ORG oECEMBER 4. 2093
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Percent Discontinuing Use in Drug Class

35

30

25

20 Hm Infervention

Comparison

10 -

ACE PPI Statins

* P <.0001 for difference between intervention & comparison groups
N P =04 for difference between intervention & comparison
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Percentage Point Change In Spending,
Intervention — Control Group

200 -
%
%
150 - *
100 - Total
Plan
50 -
H Enrollee
O ] [ [ l '
ACE PP Statins
*
-50 - *
-100 -

*P <.0001 for difference between intervention & comparison groups
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DRrRUG COPAYS

I

tmpact Of Decreasing
Copayments On Medication
Adherence Within A Diseas¢
Management Fnvironment

Valuebased cost sharing can increase patients‘ adnerence o
important medications.

by Michaet E- Chernew, mayur R. Shah, Arnold wegh, stephen N.
Rosenberg wer A. Juster, Allison B. Rosen, Michael C- Sokol, Kristina
Yu-lsenberg and A. Mark pendrick

ABSTRAGT; This papef estimates the effects of @ \arge amptoyer'svalue-based insurance
initative designed 1© improve adherence to remmmended treatment regimens. The irter-
vention reduced copayments 1or five chronic medication classes in the context of 8 disense
managemenl (DM} program. Cormpared 10 2 control employer \hat used the same DM pro-
gram, adnerence 10 medications inthe value-based intervention increased for four of five
medication classes, reducing nunadhatenoe w?—lﬂ percent. The results damunslra{e the
polemial for copaymenl reductions for Righty valued services 10 increase medication adher-
ence above e effects of existing DM programs- lHealih Affairs 27,70 4 (2008): 103-112;
30~1371/h|\haﬂ.?7.1,103|

'I:i 2002 PITNEY BOWES REDU CED CUPATMEN'L’ RATES for %ﬂ‘r‘ﬁ[al classes 0‘

6% o fa ot
Prfscriptinn drugs thatare jmportant i the treatment of chronic disease This ° rO p I n p rl C e | e O d S io ‘I 47
=5 /0

intervention represents a0 early example of Valye-Based Insurance Design

communities.

o o
vices.! This initiative received considcrablc arrention in he employer and policy rISe I n RX U S e

\ (VBID) because it connects patients’ cost sharing t@ the value of health care s&°
\ Although Pitney Bowes reported favorable clinical results and cost

Michael Chernew (:Mﬂm@‘iwpmzvlhmwdcduj {sa professer of health care policyal Harvard Medical School
in Boston, Massachusetts MOV Shah is directo” ‘Hcalth Economics. dt .-‘nrli\mml:h}!anq;.:wm in New York
City Arnold Weghis & SAS Wmmtr-‘mjcmanisumhﬂ there; Stephen Rosonberg is sio” vice president,

Qutcomes Rescarch; and Iver Juster 2 sonior vice presidents Health Informatics Allisom Roscn s an assistant
yrojrsmrnfmimﬂi medicine and o}i.ml!hmamgrmml and policy at che University of Michigan andasta]
physician ot the Ann Arbor Vetcrans Affairs Medical Center: Michad Skl is medical director Yealth
‘Management Innonations (HMI), at GlaxoSmithKline &1 ‘Montvale, New Jersey Kristina Yu-lserberg 1 senior
manages M1 & GlaxoSmithKline 1 Rescarch Triangle Park, North Carolind Mark Fendrick 8@ professor i
he Departmentof fealth Management and Policy, School of Public Health, University of Michigan.
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POLICY

Healthcare Spending and Preventive Care in Hi h-Deduc(i\\le
t=1
and Cun:;umcr-Dircctcd Health Plans

and Neeraj S¢
ibing increases in be incare costs s a 10p priorkY for policy
Objectrve o invesiigne e giects of high*
O e health plans e Per and comume® sakers and for employess Many believe that igh-deductible
dinected health plans (COHPs) 00 nealthcare health (HDHPs) also known & €€ nsumer-Hirecte d
:.“.:L‘::.“J::-T“m e of recemereeed caleh plans (CDHPS), whet coupled with personal S0 £6 nts.
Shudy Design ‘Fstrospective sWdY might be one way 1o hold down cost™ These pl intended to make

Mathods We analyzed clams and snroliment patients more cost COTBCIOu ape becoming Incre asngly popula and

data for 808,707 Inusd-dmflmﬂs’.ﬂugeus health £ )
calthcare el ay foste ther growth inenfolf Asof 2009,

mployers, 29 ol wivich e HDHPS of ‘COMPs. healthcare reform may fost ¢ further growth 10 nrollment

med or A Americans with employer coverage Wete enrolled in 3 plan

seductible high enough to be cligible for Ihealth saving

1y, 41 % had a ded

m-mm.ga....mmg'wmnqvmwlmmamm count Among those purchasing ¢

;;-wmhuumrc?m o he st e in ible at least this hit A survey | crs at the beginning o
with cost growth for ammilies who were not i ik

oftered MDHPlurCnMP- Control familes were 2010 fourw hat more dhan 54% ofte red at least 14 DHP opt i
waighted using propemsity 01 weghts another %, werd planming 0 o1l w adopt one Growth is F ected
wh L i " it th- y |

. ..'l:,'if.':ﬁ"ﬂ.::;:l *’:';g;':"co':‘: from 2 sources, fasely GpHPs KithJow premion ffered through
saroliment 0N the use 6! prevantive car® and the health insufance exchif 1 move L PHP offerings in the emf foyer

affects of HOHP 8 COHP offeting by employers

market becaus of taxes ¥ wn'.nh)gnnnnk»‘i adillac” plans
on the mean cost growth

ol me,m,,,"wm,,{,mcw,.ﬂm Despite growing oroliment; Ntdle ¥ Kowis about the eflect® £
the first fima spedt 14% fess than sirvlar families: HDHPs of CDHPs on healthcare costs and om the use of mecessary
O e im convantional P Familios in s & a P
ununnamHWFnrncDHPapnnﬂasﬂMnmnn care. Even Jess is known shout the influenee of specitic HDHFP o
in othet firms Significam sawngs for enrollees CDHP provisions cluding de ductible jevels and ccC i offerimes.
B reaiized only for Plafe o0 \ deductibles of =

Boch quessions are of Ke7 imP tance for those who arc newly insured

e yor contrbutions 18 T hcare acEOUntS through exchanges and 0 dhrose who are sclecting lans in the em
ot in HDHPs oF COHPs was algq asS0CH
with odel sle reductions i the use of

Dreventive care. pre-post

ployer o¢ rividual market Part ot the problem s the Jack of good

Jdata for person® enrolling ™ diverse HDHP or ¢ DHT and

)

s single CATICh & single employet, ¢ ) single year therefore, the find-

from

Conclusions: The HOHPs o1 COHPS with at least ® conventio
§1000 daductible sigmificantly reducad health-

2are spending. but hey sl veduced the use of

praventive care 10 e first year. This marits ad- ings may 0ot apply outside of th
‘itional study because of cancarns about enroliee concluded t
nealth

J plans, Most evidenee * Yimited to scudies with

Reductioni -
eVenﬁ‘iclacr,? in ufilization overall
ree preventive care

o setings. A review of these swudies

hat moving consumers from wadi

sl plans 1o bil

uctible plams could T T gnificant savings: howeS coupling

these plans with funded personal account® could reduce this effect.!
sts that some CDHP plan Jesigns might

More recent work

o higher spendiv wer time, © Jiscontinuation of chronic discase

medications by patien®® and to decreased e Of SHCE visits, hosph
palizations. and emerReney depart

ment care>* Othet peer-reviewed

studies™ have found Instances tn this article

in which ¢ DHP encollment hhas Take-Away points | p223
e discernible effect on the Ut of ol 1t ::'F‘DF
preventive €are Reviewing 2 set Wieh exclusive

of industry studies. the American ehppendicss 1105

a wwwajmecom &
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J. Frank Wharam, MB, BCh, MpPil Context Pztiemsevaluazeda‘errwl
Bruce E Land MDD, MBA gency conditions that can be treated
Al ~an. MPH —  plans have been plomo'ced a5 a means of reducing ove

related to worse outcomes #§ patients defer necessary care

Objectives To determine the relationshiP petween transiion fwa hngl-\—deduchble
health plan and emergency department use or low- and h»gh—seven‘:y conditions af
10 examing changes in subsequent hospitalizations

Siophen B

Dennis Ross-Degnan, Sci}
Design, Setting: and participants Analysis of emergency departmemvmis and
ATIENTS EVALUATED AT EMER- subsequent hospitalzations among 87241 viduals for 1 year betore and after their
gency departments often pre- employers mandated 2 gwitch from 2 raditional health maintenance organization plan
toa hlgh-d.edmhble health plan, compared with 59557 contemporaneous controls
who remained inthe traditional plan- All persons were aged 1 to 64 Y2 and insured
bya Massachusetts health plan between ‘March 1, 2001 and June 30. 2005.
n Outcome Measures Rates of first and repeat emergency department visits.
L oW, indeterminate, oF high severity during the baseline and follow-up Pe-

ment overcrowding is associated ‘with rods, aswell 25 rates of inpatient admission after emergency department visits.
adverse clinical outcomes 1 and Pro- Results Beweenﬁwbaseimudldoﬂ-uppemﬂ.emdgm department visis among
members who switched to‘nlghdeducdble coverage decreased from 197510 178.1 &7

visits amat

sent with qonemergency o
ditions, an expensive practice

1hat contributes 10 overcrowding and
decreased continulty of care.t® Evi- Mai
dence SUBgests {hat emergency depant-

osed solutions have ranged from

creamlining mpautnladmf.s\omm ex- meemibers ai per
&ﬁefememdrﬂefenﬁ.%%mnfdmcﬂ terval [C1],~16.6% tp_2 8%; P=007)

ad

panding E';Tar} care and insurance  Thehigh deductible plan Was notassodiated withachangein the rate of first visits ocour

coverage Others _‘fg"d overutl- nngdumg\hesl\dy period (4.1 o, adjusted difference " difference; 95% c,-118%

Jization as SympLomaLe of inadequate 104 o0y Repeatvisitsin the igh-deductible group decreased rom 334 6102553 Vsl
menbeﬂmonhds (249

consumer engagement I medical de- 92 1000 members 1110334 Aper ¢ %
cision making. suggesting that pa- difference in difference. 95% O, 37 5% t0-9.7%: P= .cOZ).Lcm-sevcrrty repeat emer-
tients will reduce use of discretionary gency department sisits decreased in the hi ~deductible grouP from 142510 92.1 per

1m“arbeﬁadmmdmnmhukﬁwus0m132.5vsispa1ummnbeﬁ(—364%
adjusted differenc® in difference; 9% ci,-51.1% 10 _17.2%:P< 001), whereas asmall
decrease i high-severity visits in th _deductible group could not be exch
percentage of patients admitted from the emergency, departmentin the high-dedud)b\e
group casedfrom118% t0109% andmxeas.edirom‘n 9% t012.6% among con-
ok (-24.7% adjusted difference i difference; 95% €1, -41.0% to -3 9%; P=02)
; : Conelusions Traditional health plan members who SWitc -
deduaiible ‘f'm“h F']a“"mDHPSJ \ocon-  grage visited the emergency el ent less frequently fhan controls, with reductions
ol costs. These plans have Jlowmonthly  occumng primarily 0 repeat yisis for conditions that
remiums but subject most services 10 and had decreases It the rate of hospitalizations $rom the emergency department. Fur-
deductibles averag §2085 10 $4008 ther research s mpded\ndctenﬂne long-term health care tilization pattems under high-
A deductible coverage and 1o assess cisks and benefits related to dinical outcomes.
JAMA. 2007:297:1093 1102 s JAra.COM
e 4_,_,_,_,_4_4_4(r_

Reduction i

ion In EM

v ergency R

en for severe eme?f/ge%%rigs

services if they chare a greater proper-

tion of health care costs >
With health care premiums continu-
ing 10 INFTeast, policy makers.” public
17-1% and employers”

have shown interest In using high-

dcdu:uhle—assucmlcd pla
) : - WWWWWWW ocxu-e«-smm&mr(crwm) ‘Boston, Mass-
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Selection on Moral Hazard in Health {nsurance’

By Linan Eanav, AMY FINKELSTEIN, STEPHEN P. RYAN,
PavL SCHRIMPE, AND MARK R, CuLLEN®

We use employée- level panel data from @ single firm 10 explore the
possrblhry that individuals may select insurance coverage in part
pased on thel r ansicipated behaviora (“moral hazard”) response
to insurancé, & phenumenan we label wselection on moral hazard”
Using @ model of plan choice and medical utilization, W€ present
evidence of heremgenous moral hazard 65 well as selection on ity
and explore some of 15 implications. For example, W€ show that,
at least in OKT context, abs!ruu:ling from selection on moral hazard
could lead 10 ovzrem mates of the spending reduction associared
with introducing a high- Lfrduchble health insurance option. (JEL
DE2, G22, 113, 132)

Economic analysis of market failure in insurance markets tends 10 analyze selec-
tion and moral hazar azard as distinct phenomena na. In this papen we explore the pol:nual
for selection OR ‘moral hazard in insurance markets. BY this we mean the pnssmﬂny
that moral pazard effects ar¢ heterogenous across individuals, and that individuals’
selectionof insurance coveT geis affected by the ir anticipated pehavioral response 10
coverage: We e:ammc (hese issues empmcn]ly in the context of employer-| pwwdcd
health insurance in the United States. Specnﬁcauy. o break down the general

Outcomes

- of Economics, ganford University. 579 Serra > \ull S ranford Am\u\mn and NBER
Finkelein- Deparument of Economics, M T, 50 \kmanl Cambridgs.
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renda Bariek, Chance (usudy
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Ivoe of cost sharin Utilization fell as Adverse events vs.
yP 9 price rose? better health care?
Deductible ves= .
. indiscriminately  Perhaps for low income,
Coinsurance : : )
by service & sickest patients
Copay :
population
Some evidence in
Tiered formularies Yes — all drugs asthma patients over

age 5

Increased medication

Value-based design Yes - )
compliance

Yes — even for
High deductibles Yexempt” Not studied
services
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Things to keep in mind

Estimated effects of cost-sharing are
remarkably consistent across settings:

« Every 10% rise in price causes fall in
use/spending that is 4% or less (most are
around 2.0%]

Health effects hard to demonstrate
« Average, healthy patient not affected

« Adverse events possible for sicker, poorer
patients
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Will cost-sharing contain medical
spending?

* YES, by about 20% if cost-sharing doubles

Will cost-sharing contribute to Act 48 goals
of high-quality care & sustainable costs?

* Not nearly as likely for sickest, most
vulnerable Vermonters

» Should be exercised strategically
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Appendix B-8. Department of Human Resources Benefit
Summary SELECTCARE 2014




The SelectCare POS Plan

Summary of Benefits for the
Employees and Retirees of the
State of Vermont

What Does “POS” Mean?

The “SelectCare POS Plan” is a “Point-of-Service”
(POS) plan. In this plan, you decide whether or not
to use a network doctor or hospital at the “point of
service”, meaning, each time you use a medical
service. When you use a network provider, the plan
is similar to an HMO, with no annual deductible and
small copay per visit.

It’s Your Choice

You get access to quality care at the lowest out-of-
pocket costs available under your plan by having
your care coordinated through your Primary Care
Physician and by seeing network providers. You also
get the freedom to choose providers who aren’t
part of the network. Your copays are lowest when
you see participating providers, but you're still
covered for visits to non-network providers at a
higher cost share.

Revised 10/2013

Important Medical Plan Features

You may choose a Primary Care Physician (PCP) —
your personal doctor -- to coordinate your care. As
your needs change, you may change your Primary
Care Physician for any reason.

Preventive care services for every covered family
member and paid at 100%.

See a participating OB/GYN — no referral required.

Emergency and urgent care are covered
wherever you go, worldwide, 24 hours a day.

Drug Plan

The program is administered by Express Scripts,
Inc. The annual deductible is $25 per covered
person per year. The plan covers 90% of the cost of
generic drugs, 80% of the cost of preferred brand
drugs and 60% of the cost for non-preferred brand
drugs. For the 2014 Plan Year, the maximum out-
of-pocket cost per individual per year is $775 (which
includes the deductible). 40% copay drugs do not
contribute to the maximum out of pocket limit.
At the local pharmacy, you show you drug plan card
and pay your copay; the State is automatically billed
for the balance of the cost. The drug plan also
features a mail order option, with the convenience
of direct home delivery for long-term maintenance
drugs.

DHR_SelectCarePOS_Plan_Summary 2014.pdf



BENEFIT HIGHLIGHTS

Primary Care Physician (PCP) Office Visit such as:
Preventive Care/Well Care:
Periodic Physical Exams (Children and Adults)
Routine Immunizations and Injections
Adult/Child Medical Care for lllness or Injury
Procedures performed in a Physician’s Office
Routine Mammograms

‘ IN-NETWORK

YOUR COST IS THE COPAY — WITH NO
ANNUAL MEDICAL DEDUCTIBLE.

Paid at 100%

Paid at 100%.

$20 Copay per office visit
$20 Copay

Paid at 100%

OUT-OF-NETWORK

THE PLAN PAYS 70% AFTER
THE ANNUAL MEDICAL
DEDUCTIBLE.

70%

70%

70%

70%

Paid at 100%

Specialist Office Visits such as:

Consultations and Referral Physician Services $20 Copay per office visit 70%

Well Care (Includes Pap Test and PSAs) Paid at 100% 70%

Procedures performed in Physician’s office $20 Copay per office visit 70%
Inpatient Hospital Services:

Semi-Private Room and Board $250 Copay per admission 70%

Physician Services
Diagnostic/Therapeutic Lab and X-ray
Drugs and Medication

Operating and Recovery Room
Radiation Therapy and Chemotherapy
Anesthesia and Inhalation Therapy

All inpatient hospital
admissions require
Precertification. Call the toll-
free number on your ID Card.

Inpatient Surgeon’s Charges Paid at 100%. 70%
Second Surgical Opinion $20 Copay per office visit. 70%
Outpatient Facility Services including:
Operating Room, Recovery Room, Procedure Room Paid at 100%. 70%
and Treatment Room including:
Physician Services
Diagnostic/Therapeutic Lab and X-rays
Anesthesia and Inhalation Therapy
Outpatient Preadmission Testing Paid at 1005 200
Office Visit aid a 0. 0
Outpatient Facility Paid at 100%. 70%
Laboratory and Radiology Services such as:
MRIs, MRAs, CAT Scans and PET Scans Paid at 100%. 70%

Other Laboratory and Radiology Services

Short-Term Rehabilitative Therapy including Physical,
Speech, Occupational and Chiropractic Therapies.

$20 Copay per office visit — Maximum of 60
visits per year in aggregate.*

70% Maximum of 60 visits per
year in aggregate.*

Prescription Drugs
For both Retail and Mail Order Drugs Combined:
Annual Deductible (Separate from your medical deductible)

Plan Pays

Your 2013 Annual Maximum Copay, excluding deductible
2013 Maximum Out-Of-Pocket expense per year

$25 per individual/$75 per family

90% for generic drugs, 80% for preferred
brand drugs, and 60% for non-preferred
brand drugs

$750 per person

$775 per person ($750 maximum copays
plus $25 annual deductible.) , then the plan
pays 100% for the rest of the calendar year

Not Covered

Emergency and Urgent Care Services at:
Physician’s Office
Emergency Room, Urgent Care or Outpatient Facility
Ambulance

$20 Copay
$50 Copay per visit, (waived if admitted)
Paid at 100%.

If true emergency, benefits are
the same as the in-network
benefits. If not a true emergency,
benefits are paid at 70%.

Maternity Care Services
Initial Office Visit to Confirm Pregnancy

All other office visits

Delivery
Hospital Charges
Physician Charges

$20 Copay
Paid at 100%.

$250 Copay per admission
Paid at 100%.

70%
70%

70%
70%

npatient Services at Other Health Care Facilities
including: Skilled Nursing, Rehabilitation and Sub-Acute
Facilities

Paid at 100%.60 days maximum per
calendar year

70%. Precertification applies.
60 days maximum per calendar
year

Home Health Services

Paid at 100%.

70% ; 40 visits per calendar yr.

Family Planning Services
Office Visits (tests, counseling)
X-ray/lab if billed by separate facility
Vasectomy/Tubal Ligation (excludes reversals)
Inpatient Facility
Outpatient Facility

$20 Copay
Paid at 100%.

$250 per admission
Paid at 100%.

70%
70%
70% Precertification applies
70%

Surgery in Physician’s Office $20 Copay 70%
Infertility Treatment — Up to $50,000/lifetime
Office Visits (tests, counseling) $20 Copay Covered in-network only

X-ray/lab if billed by separate facility
Treatment/Surgery (includes In-vitro Fertilization, Artifi-
cial Insemination, GIFT and ZIFT) done at an inpa-
tient or outpatient facility or physician’s office.

Paid at 100%.
Paid at 100%.

Covered in-network only

POS-BEN.SUM(ME)




BENEFIT HIGHLIGHTS ‘ IN-NETWORK OUT-OF-NETWORK
Mental Health and Substance Abuse

Precertification Required

Inpatient Mental Health 100% 70%
Inpatient Substance Abuse 100% 70%
Inpatient Substance Abuse Detoxification 100% 70%
Inpatient Substance Abuse Rehab Facility 100% 70%
Outpatient Mental Health 100% 70%
Marital/Family Counseling 100% Not Covered
Outpatient Substance Abuse 100% 70%
Durable Medical Equipment Paid at 100%. 70%

$700 Calendar year maximum

External Prosthetic Appliances

Paid at 100%.

70%

$1,000 Calendar year maximum

Vision Care

Annual Deductible

lenses.

$100 every two calendar years, no deductible or coinsurance, routine exams and

OTHER BENEFIT INFORMATION

Individual None $500
Family None $1,000
Annual Out-of-Pocket (OOP) Maximum
. $2,000 plus deductible
'Frg%'@”a' Ngﬂg $6,000 plus deductible
Coinsurance None The plan pays 70% of eligible

charges after the annual
deductible is met. You pay 30%
of the charges after the annual
deductible is met.

Precertification (Inpatient, Outpatient, and MRI’s)

Handled by your physician

Member must obtain approval

Lifetime Maximum

Unlimited

Unlimited

* Qut-of-network treatment maximums are reduced by in-network services used.

If you use an In-NetworkProvider (In-Network Services):

m  All services must be provided by or referred by your Primary Care Physician (PCP) in order to be covered except for: emergency
services, routine care provided by a participating OB/GYN, and mental health and substance abuse services..

If you use a Out-of-Network Provider (Out-of-Network Services):

m  All out-of-network hospital admissions, outpatient surgeries and MRI’'s must be precertified by the member. Precertification is not
required for emergency admissions. To precertify, call the telephone number on the back of your ID card.

m  Benefits which are not covered out-of-network are: Organ Transplants, Infertility Treatment and Prescription Drugs.

m  Once the out-of-pocket maximum for Out-of-Network services is reached, the plan pays 100% of eligible charges for the remainder of

the calendar year.

POS-BEN.SUM(ME)
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Appendix B-9. Scenarios lllustrating Benefit Designs




State of Vermont

Estimated Out of Pocket Costs
Based on Plan Designs as of December 16, 2014

APPENDIX B-9. SCENARIOS
For illustrative purposes only

Copay 93.5% (State

Deductible 87.0%

Deductible Subsidy

Scenario Adj) (Catamount Adj) 93.5% HDHP 80%

Pregnancy $872 $1,705 $695 $2,100
Mental Health $620 $900 $520 $1,445
COPD $1,122 $2,140 $850 $2,100
Multiple Sclerosis $2,155 $1,713 $850 $2,100
Family of Four $515 $984 S544 $2,790

[llustrative purposes only. Based on estimated provider payment rates and a set number, type and

order of services.




State of Vermont

Estimated Out of Pocket Costs - Pregnancy Scenario
Based on Plan Designs as of December 16, 2014

Scenario:

27 year old female on Single insurance. Pregnant. ER visit/delivery/surgery due to Ectopic pregnancy.

APPENDIX B-9. SCENARIOS
For illustrative purposes only

Deductible
87.0%
Allowed Cost| Allowed Copay 93.5% (Catamount Deductible

Pregnancy Services # Units per Service Costs (State Adj) Adj) Subsidy 93.5% HDHP 80%

OB/GYN exams 8 S98 $781 $280 $160 $160 $620
Ambulance 1 $1,081 $1,081 SO $616 $296 $15
Drug - preferred brand 3 $237 $710 $217 $105 $45 $710
ER services 1 S5,220 S$5,220 S75 $1,044 $1,044 S75
Surgery 1 $16,820 $16,820 SO S3,364 S3,364 $1,550
Hospitalization 1 $5,406 S5,406 $300 $1,081 $1,081 $250
Total Potential Member Costs $30,018 $872 $6,370 $5,990 $3,220
Total Potential Member Costs - Medical $29,308 S655 $6,265 $5,945 $2,510
Total Potential Member Costs - Drug $710 $217 $105 $45 $710
Maximum Out of Pocket - Combined N/A N/A N/A $2,100
Maximum Out of Pocket - Medical $5,000 $1,600 $650 N/A
Maximum Out of Pocket - Drug $1,300 $1,250 $200 N/A
|Total Paid by Member $872| $1,705| $695| $2,100|

[llustrative purposes only. Based on estimated provider payment rates and a set number, type and order of services.



State of Vermont

Estimated Out of Pocket Costs - Mental Health Scenario
Based on Plan Designs as of December 16, 2014

Scenario:

35 year old male with bipolar disease. Lithium maintenance meds. PCP visits twice per year for testing. Also sees psychiatrist 18 times per year.

APPENDIX B-9. SCENARIOS
For illustrative purposes only

Deductible
87.0%
Allowed Cost| Allowed Copay 93.5% (Catamount Deductible

Mental Health Services # Units per Service Costs (State Adj) Adj) Subsidy 93.5% HDHP 80%
PCP visit 2 $102 $204 S50 S20 S20 $107
Drugs - maintenance (generic) 12 S46 $557 $120 $120 $60 $101
Lab tests 1 $901 $901 SO $580 $260 $901
Psychiatrist visits 18 $240 $4,325 $450 $180 $180 $335
Total Potential Member Costs $5,987 $620 $900 $520 $1,445
Total Potential Member Costs - Medical S5,430 S$500 $780 $460 $1,344
Total Potential Member Costs - Drug $557 $120 $120 $60 $101
Maximum Out of Pocket - Combined N/A N/A N/A $2,100
Maximum Out of Pocket - Medical $5,000 $1,600 $650 N/A
Maximum Out of Pocket - Drug $1,300 $1,250 $200 N/A
|Total Paid by Member | | $620| $900| $520| $1,445|

[llustrative purposes only. Based on estimated provider payment rates and a set number, type and order of services.



State of Vermont

Estimated Out of Pocket Costs - COPD Scenario
Based on Plan Designs as of December 16, 2014

APPENDIX B-9. SCENARIOS
For illustrative purposes only

Deductible
87.0%
Allowed Cost| Allowed Copay 93.5% (Catamount Deductible

COPD Services # Units per Service Costs (State Adj) Adj) Subsidy 93.5% HDHP 80%

PCP 2 $108 $216 S50 S20 S20 S113
Hospitalized twice 2 $7,208 $14,417 $S600 $3,283 $2,963 $1,800
Drugs (generic) 12 $23 $278 $120 $120 S60 $96
Drugs (brand) 12 $122 $1,460 $352 $420 $180 $393
Home oxygen and equipment 1 $3,364 $3,364 SO $673 $673 $917
Total Potential Member Costs $19,735 $1,122 $4,516 $3,896 $3,320
Total Potential Member Costs - Medical $17,997 $650 $3,976 $3,656 $2,830
Total Potential Member Costs - Drug $1,738 S472 S540 $240 $490
Maximum Out of Pocket - Combined N/A N/A N/A $2,100
Maximum Out of Pocket - Medical $5,000 $1,600 S650 N/A
Maximum Out of Pocket - Drug $1,300 $1,250 $200 N/A
Total Paid by Member | | $1,122| $2,140] $850| $2,100|

[llustrative purposes only. Based on estimated provider payment rates and a set number, type and order of services.



State of Vermont

Estimated Out of Pocket Costs - Multiple Sclerosis Scenario
Based on Plan Designs as of December 16, 2014

APPENDIX B-9. SCENARIOS
For illustrative purposes only

Deductible
87.0%
Allowed Cost| Allowed Copay 93.5% (Catamount Deductible

Multiple Sclerosis Services # Units per Service Costs (State Adj) Adj) Subsidy 93.5% HDHP 80%

PCP visits 6 S96 S577 $150 S60 S60 S121
Neurologist 3 $360 $1,081 $105 S60 S60 $390
Rehab visits 24 S60 $1,442 S600 S673 $368 S405
Durable medical equipment 1 $6,007 $6,007 SO $260 $240 S15
Drugs - Specialty 12 $1,201 $14,417 $5,812 $660 $360 $1,263
Total Potential Member Costs $23,524 $6,667 $1,713 $1,089 $2,195
Total Potential Member Costs - Medical $9,107 $855 $1,053 $729 $932
Total Potential Member Costs - Drug $14,417 $5,812 S660 $360 $1,263
Maximum Out of Pocket - Combined N/A N/A N/A $2,100
Maximum Out of Pocket - Medical $5,000 $1,600 S650 N/A
Maximum Out of Pocket - Drug $1,300 $1,250 $200 N/A
Total Paid by Member | | $2,155/ $1,713] $850| $2,100|

[llustrative purposes only. Based on estimated provider payment rates and a set number, type and order of services.



State of Vermont

Estimated Out of Pocket Costs - Family of Four Scenario
Based on Plan Designs as of December 16, 2014

Scenario:

Family of four. One child with diabetes. Dad with cholesterol and high blood pressure meds. Mother to receive colonoscopy.

ski accident.

APPENDIX B-9. SCENARIOS
For illustrative purposes only

Other child breaks arm in

Deductible
87.0%
Allowed Cost| Allowed Copay 93.5% (Catamount Deductible
Family of Four Services # Units per Service Costs (State Adj) Adj) Subsidy 93.5% HDHP 80%
PCP visits 8 $100 $961 $200 $80 $80 $389
Drug - Diabetes (generic) 12 $173 $2,072 $120 $120 S60 $1,066
Drug - Cholesterol, BP (generic) 12 $S95 $1,141 $120 $120 S60 S60
ER services 1 $1,322 $1,322 S75 S664 $344 $1,275
Colonoscopy (preventive) 1 S5,166 S$5,166 SO SO SO SO
Total Potential Family Costs $10,662 $515 $984 $544 $2,790
Total Potential Family Costs - Medical $7,449 $275 $744 S424 $1,664
Total Potential Family Costs - Drug $3,214 $240 $240 $120 $1,126
Maximum Out of Pocket - Combined N/A N/A N/A $4,200
Maximum Out of Pocket - Medical $10,000 $3,200 $1,300 N/A
Maximum Out of Pocket - Drug $2,600 $2,500 $S400 N/A
|Total Paid by Family $515| $984| $544/ $2,790|

[llustrative purposes only. Based on estimated provider payment rates and a set number, type and order of services.



Appendix B-10. GMC Secondary: Adding an Out of Pocket Limit
to Medicare




Appendix B-10
Calculation of Medicare FFS AV at Various MOOP levels

State 93.5%

Catamount Subsidy HDHP 80% =$5,000
(93.5%) = $650 (medical |Catamount (87%) = $1,600] = $2,100 (medical
only) (medical only) (includes Rx) only)
MOOP I $250 500 I $1,000 $1,250 I $1,800 $2,100 $2,400 I $2,500 I $3,000 I $3,600 I $4,000 | $4,800 5,100 $5,750 I $6,600 | $6,750 | $999,999,999

Results with LDS Dual/Non Dual Mix

Allowed PMPM - 2012 $770 $770 $770 $770 $770 $770 $770 $770 $770 $770 $770 $770 $770 $770 $770 $770 $770
Allowed PMPM - 2017 $888 $888 $888 $888 $888 $888 $888 $888 $888 $888 $888 $888 $888 $888 $888 $888 $888
Implied Annual Trend 2.9% 2.9% 2.9% 2.9% 2.9% 2.9% 2.9% 2.9% 2.9% 2.9% 2.9% 2.9% 2.9% 2.9% 2.9% 2.9% 2.9%
Cost Share PMPM $17 $32 $52 $60 $74 $79 $84 $86 $92 $99 $102 $108 $110 $113 $117 $118 $132
Impact of MOOP $115 $101 $80 $72 $59 $53 $48 $47 $40 $34 $30 $24 $22 $19 $15 $15 S0
Paid PMPM $870 $856 $835 $828 $814 $808 $803 $802 $795 $789 $785 $779 $778 $774 $771 $770 $755
Resulting AV w/MOOP 98.0% 96.4% 94.1% 93.2% 91.7% 91.1% 90.5% 90.3% 89.6% 88.9% 88.5% 87.8% 87.6% 87.2% 86.8% 86.8% 85.1%
Medicare FFS AV (no MOOP) 85.1% 85.1% 85.1% 85.1% 85.1% 85.1% 85.1% 85.1% 85.1% 85.1% 85.1% 85.1% 85.1% 85.1% 85.1% 85.1% 85.1%

For discussion and illustrative purposes only. Uses Medicare limited data set to estimate the impact of various maximum out of pocket levels on the Medicare FFS population. Parts A and B only.
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