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ACO movement going almost nowhere…–Brian KlepperCEO, National Business Coalition on Health

Facts always win out 

in the long run.

–Meg Murray

CEO, Association 

for Community Affi liated Plans

…A clarion call 

to improve our 

performance…

–Paul Markovich

CEO, Blue Shield of California

ACA stakeholders voice
hopes, fears going forward

November 2014    
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Narrow networks…aremaking the provider world nervous
–Greg Vigdor CEO, Arizona Hospital and Healthcare Association
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Want more? We’ve got it.
Just go mobile.

Our mobile app for iPad® brings you 

expanded content for a tablet-optimized 

reading experience. Enhanced 

video viewing, interactive data, easy 

navigation—this app is its own thing. 

And you’re going to love it.

get it at managedhealthcareexecutive.com/gomobile

iPad is a registered trademark of Apple Inc.
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MISSION STATEMENT: Managed Healthcare Executive provides senior-level decision makers the trends, 
analysis, strategies and applications they need to innovate value in a rapidly changing healthcare landscape.
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Joel V. Brill, MD is chief medical ofcer of 
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Paula M. Sauer is senior vice president of 
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the founder and chairman emeritus of the American 
Association of Integrated Healthcare Delivery Systems.
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Cleveland Health Network Managed Care Organization.
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Medicaid Director.

INDEPENDENT THOUGHT LEADERS

Don Hall, MPH is principal of DeltaSigma LLC, 
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president and CEO of a non-proft, provider-sponsored 
health plan.

J.D. Kleinke is a medical economist, author and 
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Perry Cohen, PharmD is chief executive 
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products and services.

Paul J. Setlak, PharmD is an associate 
director for Baxter Healthcare. He provides expertise 
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policy. He teaches at Loyola University in Chicago.

PHARMACY BENEFIT MANAGERS 

David Calabrese, RPh, MHP is vice 
president and chief pharmacy ofcer of Catamaran, 
a pharmacy benefts manager that manages more 
than 200 million prescriptions each year on behalf of 
25 million members. Catamaran is headquartered in 
Lisle, Ill.

TECHNOLOGY

Mark Boxer is executive vice president and global 
chief information ofcer for CIGNA. He is an expert on 
public health as well as technology infrastructure and 
strategy.

Dennis Schmuland, MD health plan industry 
solutions director for Microsoft Corp., is responsible for 
the company’s strategy and solutions for the managed 
care industry.

EDitoRiAL ADViSoRy BoARD editorial

david a. depinho

Executive Editor
(732) 346-3053 
ddepinho@advanstar.com

tracey l. walker 
Content channel manager 
(440) 891-2732 
twalker@advanstar.com

jill wechsler 
Washington bureau chief

robert mcgarr 
Group art director

Send editorial materials to:  
Managed Healthcare Executive 
24950 Country Club Blvd. #200 
North Olmsted, OH 44070

Production

karen lenzen

Production director 
klenzen@media.advanstar.com

audience 

develoPment

joy puzzo

Corporate director 
(440) 319-9570 
jpuzzo@advanstar.com

christine shappell

Director 
(201)-391-2359 
cshappell@advanstar.com

joe martin

Manager 
(218) 740-6375 
jmartin@advanstar.com

subscription services  
888-527-7008

Publishing & sales

georgiann decenzo

Executive vice president   
(440) 891-2778 
gdecenzo@advanstar.com

ken sylvia

Vice president, group publisher 
(732) 346-3017 
ksylvia@advanstar.com

mike weiss

Group publisher 
(732) 346-3071 
mweiss@advanstar.com

margie jaxel

Dir. of Business Develpment,  
Healthcare Technology Sales 
(732) 346-3003 
mjaxel@advanstar.com

patrick carmody 
Account Manager,  
Display/Classifed & Healthcare 
Technology 
(440) 891-2621 
pcarmody@advanstar.com

joanna shippoli 
Account manager,  
recruitment advertising 
(440) 891-2615 
jshippoli@advanstar.com

don berman 
Business director, emedia 
(212) 951-6745 
dberman@advanstar.com

meg benson 
Special Projects Director 
(732) 346-3039 
mbenson@advanstar.com

gail kaye

Director of Marketing &  
Research Services 
(732) 346-3042 
gkaye@advanstar.com

hannah curis

Sales support 
(732) 346-3055 
hcuris@advanstar.com

reprints

877-652-5295 ext. 121/  
bkolb@wrightsmedia.com

Outside US, UK, direct dial:   
(281) 419-5725. Ext. 121

renee schuster

List Account Executive 
(440) 891-2613 
rschuster@advanstar.com

maureen cannon 
Permissions 
(440) 891-2742 
mcannon@advanstar.com

The board members and consultants contribute expertise and analysis that help shape  

the content of Managed Healthcare Executive
joe loggia 
Chief executive ofcer

tom florio 
Chief Executive Ofcer 
Fashion Group, 
Executive Vice-President

tom ehardt 
Executive vice president,  
chief administrative ofcer  
& chief fnancial ofcer

georgiann decenzo 
Executive vice president

chris demoulin 
Executive vice president

rebecca evangelou 
Executive vice president, 
business systems

julie molleston 
Executive vice president, 
human resources

tracy harris 
Senior vice president

michael bernstein 
Vice president, legal

francis heid 
Vice president,  
media operations

adele hartwick 
Vice-President, Treasurer & 
Controller

EXECUTIVE

©2014 Advanstar Communications Inc. All rights reserved. 
No part of this publication may be reproduced or transmitted in 
any form or by any means, electronic or mechanical including 
by photocopy, recording, or information storage and retrieval 
without permission in writing from the publisher. Authorization to 
photocopy items for internal/educational or personal use, or the 
internal/educational or personal use of specific clients is granted 
by Advanstar Communications Inc. for libraries and other users 
registered with the Copyright Clearance Center, 222  Rosewood 
Dr. Danvers, MA 01923, 978-750-8400 fax 978-646-8700 or visit 
http://www.copyright.com online. For uses beyond those listed 
above, please direct your written request to Permission Dept. fax 
440-756-5255 or email: mcannon@advanstar.com.

Advanstar Communications Inc. provides certain customer 
contact data (such as customer’s name, addresses, phone 
numbers, and e-mail addresses) to third parties who wish to 
promote relevant products, services, and other opportunities 
that may be of interest to you. If you do not want Advanstar 

Communications Inc. to make your contact information available 
to third parties for marketing purposes, simply call toll-free 866-
529-2922 between the hours of 7:30 a.m. and 5 p.m. CST and 
a customer service representative will assist you in removing your 
name from Advanstar’s lists. Outside the U.S., please phone 
218-740-6477.

Managed HealtHcare executive  does not verify any claims or other 
information appearing in any of the advertisements contained in 
the publication, and cannot take responsibility for any losses or 
other damages incurred by readers in reliance of such content.

Managed HealtHcare executive welcomes unsolicited articles, 
manuscripts, photographs, illustrations and other materials but 
cannot be held responsible for their safekeeping or return.

Library Access Libraries offer online access to current and back 
issues of Managed Healthcare Executive through the EBSCO 
host databases.

To subscribe, call toll-free 888-527-7008. Outside the U.S. call 
218-740-6477.

ES521282_MHE1114_006.pgs  10.29.2014  00:26    ADV  blackyellowmagentacyan

mailto:ddepinho@advanstar.com
mailto:twalker@advanstar.com
mailto:mweiss@advanstar.com
mailto:mjaxel@advanstar.com
mailto:pcarmody@advanstar.com
http://managedhealthcareexecutive.modernmedicine.com/
mailto:klenzen@media.advanstar.com
mailto:jshippoli@advanstar.com
mailto:dberman@advanstar.com
mailto:mbenson@advanstar.com
mailto:jpuzzo@advanstar.com
mailto:cshappell@advanstar.com
mailto:jmartin@advanstar.com
mailto:gdecenzo@advanstar.com
mailto:ksylvia@advanstar.com
mailto:mcannon@advanstar.com
mailto:rschuster@advanstar.com
mailto:bkolb@wrightsmedia.com
mailto:hcuris@advanstar.com
mailto:gkaye@advanstar.com
http://managedhealthcareexecutive.modernmedicine.com/
http://www.advanstar.com/
http://www.copyright.com/
mailto:mcannon@advanstar.com


7Managed Healthcare Executive.com MANAGED HEALTHCARE EXECUTIVE ❚ NOVEMBER 2014

EXECUTIVE

C
o
v
e
r: Getty Im

ages/iStock Vectors/AlonzoDesign (road); Getty Im
ages/iStock/360/ram

bo182 (signs)

Volume 24  Issue 11

NOVEMBER 2014

…A clarion call 

to improve our 

performance…

–Paul Markovich

CEO, Blue Shield of California

Facts always win out 

in the long run.

–Meg Murray

CEO, Association 

for Community Affi liated Plans

ACO movement going almost nowhere…
–Brian KlepperCEO, National Business Coalition on Health

Narrow networks…aremaking the provider world nervous
–Greg Vigdor CEO, Arizona Hospital and Healthcare Association

COVER STORY

ACA OUTLOOK
17  Leaders rate success 

of law so far

28   BUSINESS STRATEGY

   Employers are looking for health plan 

partnerships with broader objectives.

by Joanne Sammer

 30 HEALTH MANAGEMENT

  Autism has no cure and many costly  

  treatments, but health plans still have  

  options to curb costs.

  by Scott Baltic

 32 PHARMACY BEST PRACTICES

  Anti-obesity drugs: Weighing the  

           benef ts.

  by Mari Edlin

 34 TECHNOLOGY

  Are bundled payments the f rst steps  

  toward care coordination?

  by Jamie J. Gooch

DEPARTMENTS

 6 EDITORIAL ADVISORS

 12 MHE ONLINE

  14 INDUSTRY ANALYSIS

 35 AD INDEX

 36 NEED TO KNOW

COMMENTARY

13  FOR YOUR BENEFIT

   It takes commitment to make ACOs 

work, but the results are big.

by Roy Beveridge, MD

16   POLITICS AND POLICY

  Will health plans have a harder time  

  attracting new enrollees during ACA  

  open enrollment?

  by Jill Wechsler

ESSENTIALS

25    SPECIAL REPORT

   CO-OPs doing well; better rates, 

website improvements could boost 

enrollment.

by Bob Pieper 

Microf lm or microf che copies of annual issues available through 
Advanstar Marketing Services, (800) 346-0085 ext. 477. 
Printed in U.S.A.

Twitter.com/MHExecutive

Facebook.com/ManagedHealthcareExecutive

Managed Healthcare Executive (ISSN 1533-9300, Digital ISSN 2150-7120) is published monthly by Advanstar Communications Inc., 131 W First St., Duluth MN 55802-2065. Subscription rates: 1 year $99.00, 2 years $145.00 
in the United States & Possessions; 1 year $122.00, 2 years $173.25 in Canada and Mexico; 1 year $192.00, 2 years $295.00 in all other countries. For air-expedited service, include an additional $87.00 per order annually. Single 
copies (prepaid only): $9.00 in the United States, $22.00 all other countries. Back issues, if available: $15.00 in the U.S.; $17.00 all other countries. Include $6.85 per order plus $2 per additional copy for U.S. postage and handling. 
If shipping outside the U.S., include an additional $10 per order plus $3 per additional copy. Periodicals postage paid at Duluth MN 55806 and additional mailing of  ces. POSTMASTER: Please send address changes to Managed 
Healthcare Executive, P.O. Box 6178, Duluth, MN 55806-6178. Canadian GST number: R-124213133RT001, PUBLICATIONS MAIL AGREEMENT NO. 40612608, Return Undeliverable Canadian Addresses to: IMEX Global Solutions, 
P. O. Box 25542, London, ON N6C 6B2, CANADA. Printed in the U.S.A.

ES522746_MHE1114_007.pgs  10.29.2014  21:35    ADV  blackyellowmagentacyan

http://managedhealthcareexecutive.modernmedicine.com/
https://twitter.com/MHExecutive
https://www.facebook.com/ManagedHealthcareExecutive
http://www.ashpe.org/
http://www.asbpe.org/
http://www.americanbusinessmedia.com/abm/
http://www.pressclubcleveland.com/
http://www.ammonline.org/
http://www.bpaww.com/
http://managedhealthcareexecutive.modernmedicine.com/


NOW  
APPROVED
)RU�WKH�WUHDWPHQW�RI�LGLRSDWKLF�SXOPRQDU\�ƬEURVLV��,3)�

To learn more about patient support services available through 

the BI OPEN DOORSTM patient support program, please call 

1-866-OPENDOOR (673-6366) to speak with an OPEN DOORSTM 

customer service representative. 

To help your members with IPF, and learn more about OFEV capsules, please visit  

www.OFEV.com. You may also contact your Boehringer Ingelheim Representative to 

schedule a presentation about OFEV.

INDICATION AND USAGE
OFEV is indicated for the treatment of idiopathic 

pulmonary fibrosis (IPF).

IMPORTANT SAFETY INFORMATION
WARNINGS AND PRECAUTIONS

Elevated Liver Enzymes
The safety and eHcacy of OFEV has not been studied in 
patients with moderate (Child Pugh B) or severe (Child 
Pugh C) hepatic impairment. Treatment with OFEV is 
not recommended in patients with moderate or severe 
hepatic impairment.

In clinical trials, administration of OFEV was associated 
with elevations of liver enzymes (ALT, AST, ALKP, GGT) 
and bilirubin. Liver enzyme increases were reversible with 
dose modification or interruption and not associated with 
clinical signs or symptoms of liver injury.

Conduct liver function tests (ALT, AST, and bilirubin) prior 
to treatment with OFEV, monthly for 3 months, and every 
3 months thereafter, and as clinically indicated. Dosage 
modifications, interruption, or discontinuation may be 
necessary for liver enzyme elevations.

Gastrointestinal Disorders
Diarrhea

Diarrhea was the most frequent gastrointestinal event 
reported in 62% versus 18% of patients treated with OFEV 
and placebo, respectively. In most patients, the event was 
of mild to moderate intensity and occurred within the first 
3 months of treatment. Diarrhea led to permanent dose 
reduction in 11% of patients treated with OFEV compared to 
0 placebo-treated patients. Diarrhea led to discontinuation 
of OFEV in 5% of the patients compared to <1% of placebo-
treated patients.

Dosage modifications or treatment interruptions may be 
necessary in patients with adverse reactions of diarrhea. 
Treat diarrhea at first signs with adequate hydration 
and antidiarrheal medication (e.g., loperamide), and 
consider treatment interruption if diarrhea continues. 
OFEV treatment may be resumed at the full dosage  
(150 mg twice daily), or at the reduced dosage (100 mg 
twice daily), which subsequently may be increased to the 
full dosage. If severe diarrhea persists despite symptomatic 
treatment, discontinue treatment with OFEV.

Nausea and Vomiting

Nausea was reported in 24% versus 7% and vomiting 
was reported in 12% versus 3% of patients treated with 
OFEV and placebo, respectively. In most patients, these 
events were of mild to moderate intensity. Nausea led to 
discontinuation of OFEV in 2% of patients. Vomiting led 
to discontinuation of OFEV in 1% of the patients.

For nausea or vomiting that persists despite appropriate 
supportive care including anti-emetic therapy, dose 
reduction or treatment interruption may be required. 
OFEV treatment may be resumed at the full dosage  
(150 mg twice daily), or at the reduced dosage (100 mg 
twice daily), which subsequently may be increased to the 
full dosage. If severe nausea or vomiting does not resolve, 
discontinue treatment with OFEV.

Embryofetal Toxicity
OFEV is Pregnancy category D. It can cause fetal harm 
when administered to a pregnant woman. If OFEV is used 
during pregnancy, or if the patient becomes pregnant 
while taking OFEV, the patient should be advised of 
the potential hazard to a fetus. Women of childbearing 
potential should be advised to avoid becoming 
pregnant while receiving treatment with OFEV and to 
use adequate contraception during treatment and at 
least 3 months after the last dose of OFEV.
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WARNINGS AND PRECAUTIONS (cont’d)
Arterial Thromboembolic Events
Arterial thromboembolic events have been reported  
in patients taking OFEV. In clinical trials, arterial 
thromboembolic events were reported in 2.5% 
of patients treated with OFEV and 0.8% of  
placebo-treated patients. Myocardial infarction 
was the most common adverse reaction under 
arterial thromboembolic events, occurring in 1.5% of  
OFEV-treated patients compared to 0.4% of  
placebo-treated patients. Use caution when treating  
patients at higher cardiovascular risk including 
known coronary artery disease. Consider treatment 
interruption in patients who develop signs or 
symptoms of acute myocardial ischemia.

Risk of Bleeding
Based on the mechanism of action (VEGFR 
inhibition), OFEV may increase the risk of bleeding. 
In clinical trials, bleeding events were reported in 10% 
of patients treated with OFEV and in 7% of patients 
treated with placebo. Use OFEV in patients with 
known risk of bleeding only if the anticipated benefit 
outweighs the potential risk. 

Gastrointestinal Perforation
Based on the mechanism of action, OFEV may increase 
the risk of gastrointestinal perforation. In clinical trials, 
gastrointestinal perforation was reported in 0.3% of 
patients treated with OFEV, compared to 0 cases 
in the placebo-treated patients. Use caution when 
treating patients who have had recent abdominal 
surgery. Discontinue therapy with OFEV in patients 
who develop gastrointestinal perforation. Only use 
OFEV in patients with known risk of gastrointestinal 
perforation if the anticipated benefit outweighs the 
potential risk.

ADVERSE REACTIONS
•  Adverse reactions reported in ≥ 5% of patients  

treated with OFEV and more commonly than in 
patients treated with placebo included diarrhea 
(62% vs. 18%), nausea (24% vs. 7%), abdominal pain 
(15% vs 6%), liver enzyme elevation (14% vs 3%), 
vomiting (12% vs 3%), decreased appetite (11% vs 
5%), weight decreased (10% vs 3%), headache (8% 
vs 5%), and hypertension (5% vs 4%).

•  The most frequent serious adverse reactions 
reported in patients treated with OFEV, more 
than placebo, were bronchitis (1.2% vs. 0.8%) and 
myocardial infarction (1.5% vs. 0.4%). The most 
common adverse events leading to death in 
patients treated with OFEV, more than placebo, 
were pneumonia (0.7% vs. 0.6%), lung neoplasm 
malignant (0.3% vs. 0%), and myocardial infarction 
(0.3% vs. 0.2%). In the predefined category of major 
adverse cardiovascular events (MACE) including MI, 
fatal events were reported in 0.6% of OFEV-treated 
patients and 1.8% of placebo-treated patients.

DRUG INTERACTIONS
P-glycoprotein (P-gp) and CYP3A4 Inhibitors and 
Inducers
Coadministration with oral doses of a P-gp 
and CYP3A4 inhibitor, ketoconazole, increased 
exposure to nintedanib by 60%. Concomitant 
use of potent P-gp and CYP3A4 inhibitors (e.g., 
erythromycin) with OFEV may increase exposure 
to nintedanib. In such cases, patients should 
be monitored closely for tolerability of OFEV. 
Management of adverse reactions may require 
interruption, dose reduction, or discontinuation 
of therapy with OFEV. Coadministration with oral 
doses of a P-gp and CYP3A4 inducer, rifampicin, 
decreased exposure to nintedanib by 50%. 
Concomitant use of P-gp and CYP3A4 inducers 
(e.g., carbamazepine, phenytoin, and St. John’s 
wort) with OFEV should be avoided as these 
drugs may decrease exposure to nintedanib.

Anticoagulants
Nintedanib is a VEGFR inhibitor, and may increase 
the risk of bleeding. Monitor patients on full 
anticoagulation therapy closely for bleeding and 
adjust anticoagulation treatment as necessary.

USE IN SPECIFIC POPULATIONS
Nursing Mothers
•  Excretion of nintedanib and/or its metabolites 

into human milk is probable. Because of the 
potential for serious adverse reactions in nursing 
infants from OFEV, a decision should be made 
whether to discontinue nursing or to discontinue 
the drug, taking into account the importance of 
the drug to the mother.

Hepatic Impairment
•  Monitor for adverse reactions and consider 

dose modification or discontinuation of OFEV 
as needed for patients with mild hepatic 
impairment (Child Pugh A). Treatment of patients 
with moderate (Child Pugh B) and severe (Child 
Pugh C) hepatic impairment with OFEV is not 
recommended.

Smokers
•  Smoking was associated with decreased exposure 

to OFEV, which may alter the efcacy profile of 
OFEV. Encourage patients to stop smoking prior 
to treatment with OFEV and to avoid smoking 
when using OFEV.

OFHCPISIOCT15

Please see accompanying Brief Summary for OFEV on next page.

OFEV is a registered trademark of and used under license from Boehringer Ingelheim International GmbH. 

Copyright © 2014 Boehringer Ingelheim International GmbH. ALL RIGHTS RESERVED. (10/14) NIN633306MHC 

IMPORTANT SAFETY INFORMATION
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OFEV® (nintedanib) capsules, for oral use

BRIEF SUMMARY OF PRESCRIBING INFORMATION

Please see package insert for full Prescribing 
Information, including Patient Information

INDICATIONS AND USAGE: OFEV is indicated for the 
treatment of idiopathic pulmonary fibrosis (IPF).

DOSAGE AND ADMINISTRATION: Testing Prior to 
OFEV Administration: Conduct liver function tests 
prior to initiating treatment with OFEV [see Warnings 
and Precautions]. Recommended Dosage: The recom-
mended dosage of OFEV is 150 mg twice daily adminis-
tered approximately 12 hours apart. OFEV capsules should 
be taken with food and swallowed whole with liquid.  OFEV 
capsules should not be chewed or crushed because of a 
bitter taste. The effect of chewing or crushing of the cap-
sule on the pharmacokinetics of nintedanib is not known. 
If a dose of OFEV is missed, the next dose should be taken 
at the next scheduled time. Advise the patient to not make 
up for a missed dose. Do not exceed the recommended 
maximum daily dosage of 300 mg. Dosage Modification 
due to Adverse Reactions: In addition to symptomatic 
treatment, if applicable, the management of adverse reac-
tions of OFEV may require dose reduction or temporary 
interruption until the specific adverse reaction resolves to 
levels that allow continuation of therapy. OFEV treatment 
may be resumed at the full dosage (150 mg twice daily), 
or at the reduced dosage (100 mg twice daily), which 
subsequently may be increased to the full dosage. If a 
patient does not tolerate 100 mg twice daily, discontinue 
treatment with OFEV [see Warnings and Precautions and 
Adverse Reactions]. Dose modifications or interruptions 
may be necessary for liver enzyme elevations. For aspar-
tate aminotransferase (AST) or alanine aminotransferase 
(ALT) >3 times to <5 times the upper limit of normal 
(ULN) without signs of severe liver damage, interrupt 
treatment or reduce OFEV to 100 mg twice daily. Once 
liver enzymes have returned to baseline values, treatment 
with OFEV may be reintroduced at a reduced dosage  
(100 mg twice daily), which subsequently may be increased 
to the full dosage (150 mg twice daily) [see Warnings 
and Precautions and Adverse Reactions]. Discontinue 
OFEV for AST or ALT elevations >5 times ULN or  
>3 times ULN with signs or symptoms of severe liver 
damage.

CONTRAINDICATIONS: None

WARNINGS AND PRECAUTIONS: Elevated Liver 
Enzymes: The safety and efficacy of OFEV has not been 
studied in patients with moderate (Child Pugh B) or severe 
(Child Pugh C) hepatic impairment. Treatment with OFEV 
is not recommended in patients with moderate or severe 
hepatic impairment [see Use in Specific Populations]. In 
clinical trials, administration of OFEV was associated with 
elevations of liver enzymes (ALT, AST, ALKP, GGT). Liver 
enzyme increases were reversible with dose modification 
or interruption and not associated with clinical signs or 
symptoms of liver injury. The majority (94%) of patients 
with ALT and/or AST elevations had elevations <5 times 
ULN.  Administration of OFEV was also associated with 
elevations of bilirubin. The majority (95%) of patients with 
bilirubin elevations had elevations <2 times ULN [see Use 
in Specific Populations]. Conduct liver function tests (ALT, 
AST, and bilirubin) prior to treatment with OFEV, monthly for 
3 months, and every 3 months thereafter, and as clinically 
indicated. Dosage modifications or interruption may be 
necessary for liver enzyme elevations. Gastrointestinal 
Disorders: Diarrhea: Diarrhea was the most frequent 
gastrointestinal event reported in 62% versus 18% of 
patients treated with OFEV and placebo, respectively [see 
Adverse Reactions)]. In most patients, the event was of 
mild to moderate intensity and occurred within the first 
3 months of treatment. Diarrhea led to permanent dose 
reduction in 11% of patients treated with OFEV com-
pared to 0 placebo-treated patients. Diarrhea led to dis-
continuation of OFEV in 5% of the patients compared to 
<1% of placebo-treated patients. Dosage modifications 
or treatment interruptions may be necessary in patients 
with adverse reactions of diarrhea. Treat diarrhea at first 
signs with adequate hydration and antidiarrheal med-
ication (e.g., loperamide), and consider treatment inter-
ruption if diarrhea continues. OFEV treatment may be 
resumed at the full dosage (150 mg twice daily), or at the 

reduced dosage (100 mg twice daily), which subsequently 
may be increased to the full dosage. If severe diarrhea  
persists despite symptomatic treatment, discontinue 
treatment with OFEV (nintedanib). Nausea and Vomiting: 
Nausea was reported in 24% versus 7% and vomiting 
was reported in 12% versus 3% of patients treated with 
OFEV and placebo, respectively [see Adverse Reactions].  
In most patients, these events were of mild to moderate 
intensity. Nausea led to discontinuation of OFEV in 2% of 
patients. Vomiting led to discontinuation of OFEV in 1% of 
the patients. For nausea or vomiting that persists despite 
appropriate supportive care including anti-emetic therapy, 
dose reduction or treatment interruption may be required. 
OFEV treatment may be resumed at the full dosage  
(150 mg twice daily), or at the reduced dosage (100 mg 
twice daily), which subsequently may be increased to the 
full dosage. If severe nausea or vomiting does not resolve, 
discontinue treatment with OFEV. Embryofetal Toxicity: 
OFEV can cause fetal harm when administered to a  
pregnant woman. Nintedanib was teratogenic and embry-
ofetocidal in rats and rabbits at less than and approximately  
5 times the maximum recommended human dose (MRHD) 
in adults (on an AUC basis at oral doses of 2.5 and 15 mg/
kg/day in rats and rabbits, respectively). If OFEV is used 
during pregnancy, or if the patient becomes pregnant 
while taking OFEV, the patient should be advised of the 
potential hazard to a fetus. Women of childbearing poten-
tial should be advised to avoid becoming pregnant while 
receiving treatment with OFEV and to use adequate con-
traception during treatment and at least 3 months after 
the last dose of OFEV [see Use in Specific Populations]. 
Arterial Thromboembolic Events: Arterial thrombo-
embolic events have been reported in patients taking 
OFEV. In clinical trials, arterial thromboembolic events 
were reported in 2.5% of patients treated with OFEV and 
0.8% of placebo-treated patients. Myocardial infarction 
was the most common adverse reaction under arterial 
thromboembolic events, occurring in 1.5% of OFEV-
treated patients compared to 0.4% of placebo-treated 
patients. Use caution when treating patients at higher car-
diovascular risk including known coronary artery disease. 
Consider treatment interruption in patients who develop 
signs or symptoms of acute myocardial ischemia. Risk 
of Bleeding: Based on the mechanism of action (VEGFR 
inhibition), OFEV may increase the risk of bleeding. In 
clinical trials, bleeding events were reported in 10% of 
patients treated with OFEV and in 7% of patients treated 
with placebo. Use OFEV in patients with known risk of 
bleeding only if the anticipated benefit outweighs the 
potential risk. Gastrointestinal Perforation: Based on 
the mechanism of action, OFEV may increase the risk of 
gastrointestinal perforation. In clinical trials, gastrointesti-
nal perforation was reported in 0.3% of patients treated 
with OFEV, compared to 0 cases in the placebo-treated 
patients. Use caution when treating patients who have 
had recent abdominal surgery. Discontinue therapy with 
OFEV in patients who develop gastrointestinal perforation. 
Only use OFEV in patients with known risk of gastrointes-
tinal perforation if the anticipated benefit outweighs the 
potential risk.

ADVERSE REACTIONS: The following adverse reac-
tions are discussed in greater detail in other sections of 
the labeling: Liver Enzyme and Bilirubin Elevations [see 
Warnings and Precautions]; Gastrointestinal Disorders 
[see Warnings and Precautions]; Embryofetal Toxicity 
[see Warnings and Precautions]; Arterial Thromboembolic 
Events [see Warnings and Precautions]; Risk of Bleeding 
[see Warnings and Precautions]; Gastrointestinal 
Perforation [see Warnings and Precautions]. Clinical 
Trials Experience: Because clinical trials are conducted 
under widely varying conditions, adverse reaction rates 
observed in the clinical trials of a drug cannot be directly 
compared to rates in the clinical trials of another drug 
and may not reflect the rates observed in practice. The 
safety of OFEV was evaluated in over 1000 IPF patients 
with over 200 patients exposed to OFEV for more than 
2 years in clinical trials. OFEV was studied in three ran-
domized, double-blind, placebo-controlled, 52-week 
trials. In the phase 2 (Study 1) and phase 3 (Studies 
2 and 3) trials, 723 patients with IPF received OFEV  
150 mg twice daily and 508 patients received placebo. 
The median duration of exposure was 10 months for 
patients treated with OFEV and 11 months for patients 
treated with placebo. Subjects ranged in age from 42 to 

89 years (median age of 67 years). Most patients were 
male (79%) and Caucasian (60%). The most frequent 
serious adverse reactions reported in patients treated 
with OFEV (nintedanib), more than placebo, were bron-
chitis (1.2% vs. 0.8%) and myocardial infarction (1.5% 
vs. 0.4%). The most common adverse events leading to 
death in patients treated with OFEV, more than placebo,
were pneumonia (0.7% vs. 0.6%), lung neoplasm malig-
nant (0.3% vs. 0%), and myocardial infarction (0.3% 
vs. 0.2%). In the predefined category of major adverse 
cardiovascular events (MACE) including MI, fatal events 
were reported in 0.6% of OFEV-treated patients and 
1.8% of placebo-treated patients. Adverse reactions 
leading to permanent dose reductions were reported in 
16% of OFEV-treated patients and 1% of placebo-treated 
patients. The most frequent adverse reaction that led to 
permanent dose reduction in the patients treated with 
OFEV was diarrhea (11%). Adverse reactions leading to
discontinuation were reported in 21% of OFEV-treated
patients and 15% of placebo-treated patients. The most
frequent adverse reactions that led to discontinuation in
OFEV-treated patients were diarrhea (5%), nausea (2%),
and decreased appetite (2%). The most common adverse
reactions with an incidence of ≥ 5% and more frequent 
in the OFEV than placebo treatment group are listed in 
Table 1.

Table 1  Adverse Reactions Occurring in ≥ 5% of 
OFEV-treated Patients and More Commonly Than 
Placebo in Studies 1, 2, and 3

Adverse Reaction OFEV,  
150 mg

n=723

Placebo

n=508

Gastrointestinal disorders

     Diarrhea 62% 18%

     Nausea 24% 7%

     Abdominal paina 15% 6%

     Vomiting 12% 3%
Hepatobiliary disorders

     Liver enzyme elevationb 14% 3%
Metabolism and nutrition 
disorders

     Decreased appetite 11% 5%
Nervous systemic  
disorders

     Headache 8% 5%
Investigations

     Weight decreased 10% 3%
Vascular disorders

     Hypertensionc 5% 4%
a  Includes abdominal pain, abdominal pain upper, abdominal pain

lower, gastrointestinal pain and abdominal tenderness.
b  Includes gamma-glutamyltransferase increased, hepatic 

enzyme increased, alanine aminotransferase increased, 

aspartate aminotransferase increased, hepatic function 

abnormal, liver function test abnormal, transaminase increased, 

blood alkaline phosphatase-increased, alanine aminotrans-

ferase abnormal, aspartate aminotransferase abnormal, and 

gamma-glutamyltransferase abnormal.
c  Includes hypertension, blood pressure increased, hypertensive 

crisis, and hypertensive cardiomyopathy.

In addition, hypothyroidism was reported in patients 
treated with OFEV, more than placebo (1.1% vs. 0.6%).

DRUG INTERACTIONS: P-glycoprotein (P-gp) and 
CYP3A4 Inhibitors and Inducers: Nintedanib is a 
substrate of P-gp and, to a minor extent, CYP3A4.
Coadministration with oral doses of a P-gp and CYP3A4 
inhibitor, ketoconazole, increased exposure to nintedanib 
by 60%. Concomitant use of P-gp and CYP3A4 inhibitors 
(e.g., erythromycin) with OFEV may increase exposure to 
nintedanib. In such cases, patients should be monitored 
closely for tolerability of OFEV. Management of adverse 
reactions may require interruption, dose reduction, or 
discontinuation of therapy with OFEV. Coadministration 
with oral doses of a P-gp and CYP3A4 inducer, rifampicin,
decreased exp sure to nintedanib by 50%. Concomitant 
use of P-gp and CYP3A4 inducers (e.g., carbamazepine,
phenytoin, and St. John’s wort) with OFEV should be 
avoided as these drugs may decrease exposure to nin-
tedanib. Anticoagulants: Nintedanib is a VEGFR inhibitor,
and may increase the risk of bleeding. Monitor patients on 
full anticoagulation therapy closely for bleeding and adjust 
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anticoagulation treatment as necessary [see Warnings 
and Precautions].

USE IN SPECIFIC POPULATIONS: Pregnancy: Pregnancy 
Category D. [See Warnings and Precautions]: OFEV (nin-
tedanib) can cause fetal harm when administered to a 
pregnant woman. If OFEV is used during pregnancy, or 
if the patient becomes pregnant while taking OFEV, the 
patient should be apprised of the potential hazard to a 
fetus. Women of childbearing potential should be advised 
to avoid becoming pregnant while receiving treatment 
with OFEV. In animal reproduction toxicity studies, nin-
tedanib caused embryofetal deaths and teratogenic 
effects in rats and rabbits at less than and approximately 
5 times the maximum recommended human dose (MRHD) 
in adults (on a plasma AUC basis at maternal oral doses 
of 2.5 and 15 mg/kg/day in rats and rabbits, respectively). 
Malformations included abnormalities in the vasculature, 
urogenital, and skeletal systems. Vasculature anoma-
lies included missing or additional major blood vessels. 
Skeletal anomalies included abnormalities in the thoracic, 
lumbar, and caudal vertebrae (e.g., hemivertebra, miss-
ing, or asymmetrically ossified), ribs (bifid or fused), and 
sternebrae (fused, split, or unilaterally ossified). In some 
fetuses, organs in the urogenital system were missing. In 
rabbits, a significant change in sex ratio was observed in 
fetuses (female:male ratio of approximately 71%:29%) at 
approximately 15 times the MRHD in adults (on an AUC 
basis at a maternal oral dose of 60 mg/kg/day). Nintedanib 
decreased post-natal viability of rat pups during the first  
4 post-natal days when dams were exposed to less than 
the MRHD (on an AUC basis at a maternal oral dose of 
10 mg/kg/day). Nursing Mothers: Nintedanib and/or its 
metabolites are excreted into the milk of lactating rats. Milk 
and plasma of lactating rats have similar concentrations 
of nintedanib and its metabolites. Excretion of nintedanib  
and/or its metabolites into human milk is probable. There 
are no human studies that have investigated the effects of 
OFEV on breast-fed infants. Because of the potential for 
serious adverse reactions in nursing infants from OFEV, a 
decision should be made whether to discontinue nursing 
or to discontinue the drug, taking into account the impor-
tance of the drug to the mother. Pediatric Use: Safety and 
effectiveness in pediatric patients have not been estab-
lished. Geriatric Use: Of the total number of subjects in 
phase 2 and 3 clinical studies of OFEV, 60.8% were 65 
and over, while 16.3% were 75 and over. In phase 3 stud-
ies, no overall differences in effectiveness were observed 
between subjects who were 65 and over and younger 
subjects; no overall differences in safety were observed 

between subjects who were 65 and over or 75 and over 
and younger subjects, but greater sensitivity of some older 
individuals cannot be ruled out. Hepatic Impairment: 
Nintedanib is predominantly eliminated via biliary/fecal 
excretion (>90%). No dedicated pharmacokinetic (PK) 
study was performed in patients with hepatic impairment. 
Monitor for adverse reactions and consider dose modifi-
cation or discontinuation of OFEV (nintedanib) as needed 
for patients with mild hepatic impairment (Child Pugh 
A). The safety and efficacy of nintedanib has not been 
investigated in patients with hepatic impairment classi-
fied as Child Pugh B or C. Therefore, treatment of patients 
with moderate (Child Pugh B) and severe (Child Pugh C) 
hepatic impairment with OFEV is not recommended [see 
Warnings and Precautions]. Renal Impairment: Based 
on a single-dose study, less than 1% of the total dose 
of nintedanib is excreted via the kidney. Adjustment of 
the starting dose in patients with mild to moderate renal 
impairment is not required. The safety, efficacy, and 
pharmacokinetics of nintedanib have not been studied in 
patients with severe renal impairment (<30 mL/min CrCl) 
and end-stage renal disease. Smokers: Smoking was 
associated with decreased exposure to OFEV, which may 
alter the efficacy profile of OFEV.  Encourage patients to 
stop smoking prior to treatment with OFEV and to avoid 
smoking when using OFEV.

OVERDOSAGE: In the trials, one patient was inadvertently 
exposed to a dose of 600 mg daily for a total of 21 days. 
A non-serious adverse event (nasopharyngitis) occurred 
and resolved during the period of incorrect dosing, with no 
onset of other reported events. Overdose was also reported 
in two patients in oncology studies who were exposed to a 
maximum of 600 mg twice daily for up to 8 days. Adverse 
events reported were consistent with the existing safety 
profile of OFEV. Both patients recovered. In case of over-
dose, interrupt treatment and initiate general supportive 
measures as appropriate.

PATIENT COUNSELING INFORMATION: Advise the 
patient to read the FDA-approved patient labeling (Patient 
Information). Liver Enzyme and Bilirubin Elevations: Advise 
patients that they will need to undergo liver function test-
ing periodically. Advise patients to immediately report 
any symptoms of a liver problem (e.g., skin or the whites 
of eyes turn yellow, urine turns dark or brown (tea col-
ored), pain on the right side of stomach, bleed or bruise 
more easily than normal, lethargy) [see Warnings and 
Precautions]. Gastrointestinal Disorders: Inform patients 
that gastrointestinal disorders such as diarrhea, nausea, 

and vomiting were the most commonly reported gastro-
intestinal events occurring in patients who received OFEV 
(nintedanib). Advise patients that their healthcare provider 
may recommend hydration, antidiarrheal medications (e.g., 
loperamide), or anti-emetic medications to treat these 
side effects. Temporary dosage reductions or discontinu-
ations may be required. Instruct patients to contact their 
healthcare provider at the first signs of diarrhea or for 
any severe or persistent diarrhea, nausea, or vomiting  
[see Warnings and Precautions and Adverse Reactions]. 
Pregnancy: Counsel patients on pregnancy planning and 
prevention. Advise females of childbearing potential of the 
potential hazard to a fetus and to avoid becoming preg-
nant while receiving treatment with OFEV. Advise females 
of childbearing potential to use adequate contraception 
during treatment, and for at least 3 months after taking 
the last dose of OFEV. Advise female patients to notify 
their doctor if they become pregnant during therapy 
with OFEV  [see Warnings and Precautions and Use in 
Specific Populations]. Arterial Thromboembolic Events: 
Advise patients about the signs and symptoms of acute 
myocardial ischemia and other arterial thromboembolic 
events and the urgency to seek immediate medical care 
for these conditions [see Warnings and Precautions]. Risk 
of Bleeding: Bleeding events have been reported. Advise 
patients to report unusual bleeding [see Warnings and 
Precautions]. Gastrointestinal Perforation: Serious gastro-
intestinal perforation events have been reported. Advise 
patients to report signs and symptoms of gastrointesti-
nal perforation [see Warnings and Precautions]. Nursing 
Mothers: Advise patients to discontinue nursing while 
taking OFEV or discontinue OFEV while nursing [see Use 
in Specific Populations]. Smokers: Encourage patients to 
stop smoking prior to treatment with OFEV and to avoid 
smoking when using with OFEV. Administration: Instruct 
patients to swallow OFEV capsules whole with liquid and 
not to chew or crush the capsules due to the bitter taste. 
Advise patients to not make up for a missed dose [see 
Dosage and Administration].

Copyright © 2014 Boehringer Ingelheim International 
GmbH

ALL RIGHTS RESERVED
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FDA’s new hepatitis C approval: 
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forefront of a cure.

http://bit.
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[BLOG] 
5 ways formulary 
managers can help control 
Enterovirus D68

In recent months, the incidence of Enterovirus 

D68 (EV-D68) infection has markedly 

increased across the United States, notably 

af ecting young pediatric patients. What 

can be done by hospital-based formulary 

managers to assist in the prevention, 

evaluation and treatment of EV-D68?

http://bit.ly/1tD3uIm

[ANALYSIS] 
Speciality drugs: A good value 
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While specialty drugs tend to be much more 

expensive than traditional drugs, they also 
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new drugs were an improvement over 

existing drugs—despite often being more 
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FOLLOW US ON TWITTER

twitter.com/MHExecutive

LIKE US ON FACEBOOK

facebook.com/ManagedHealthcareExecutive

ES522812_MHE1114_012.pgs  10.29.2014  22:27    ADV  blackyellowmagentacyan

https://itunes.apple.com/us/app/id526705704?mt=8
http://bit.ly/1sN5dKO
http://formularyjournal.modernmedicine.com/
http://bit.ly/1tD3uIm
http://bit.ly/1E1kWJS
https://www.youtube.com/user/formularyjournal
https://www.facebook.com/Formulary
https://twitter.com/formulary_news
http://managedhealthcareexecutive.modernmedicine.com/managed-healthcare-executive/enewssignup
http://www.modernmedicine.com/
https://twitter.com/MHExecutive
https://www.facebook.com/ManagedHealthcareExecutive
https://twitter.com/jvbrill
https://twitter.com/safetynetplans
https://twitter.com/DeltaDonH
https://twitter.com/DennisSchmuland
https://twitter.com/whynobodybeliev
http://managedhealthcareexecutive.modernmedicine.com/
http://managedhealthcareexecutive.modernmedicine.com/


ManagedHealthcareExecutive.com MANAGED HEALTHCARE EXECUTIVE ❚ NOVEMBER 2014 13

For your Benefi t
from ROY BEVERIDGE, MD

here are many engaging debates about 

the ways we can improve the healthcare system: Telemedi-

cine, the Af ordable Care Act, and electronic health records. 

One of the more important, but less-known initiatives 

also has the potential to truly impact the healthcare sys-

tem: accountable care.

Challenge is opportunity
Most of us know the benef ts of accountable care, a health-

care delivery approach that focuses on improving patient 

outcomes, quality and cost. It’s widely seen as a superior 

method for structuring healthcare than the traditional 

model, known as fee-for-service.

In the fee-for-service system, physicians earn more 

money by ordering more procedures and the patient’s ul-

timate health outcome isn’t a factor in the provider’s com-

pensation formula.

It is also widely accepted in the medical community 

that fee-for-service has contributed to problems of over-

treatment for some patients, resulting in increased costs.

It delivers results
Many providers are entering into these value-based agree-

ments, yet we still have a long way to go. How do we help 

providers transition from a fee-for-service model to an ac-

countable care model?

Start with results. In my 20-plus years of experience as 

a medical oncologist, I have seen f rsthand that a value-

based approach is benef cial for everyone involved, phy-

sicians, patients and insurers. T e Medicare Advantage 

program, where health coverage companies operate un-

der an accountable care model, has led to better health 

outcomes at a lower cost than traditional Medicare.

In the accountable care model, providers are rewarded 

for taking steps that produce the best results. Accountable 

care requires putting the primary care physician at the 

center, where he or she can focus on the patient’s overall 

health by coordinating care with other providers. T is can 

help prevent duplicative procedures and tests and also en-

sure one prescription medication isn’t negatively interact-

ing with another. 

It takes commitment
Providers must understand that you get out of accountable 

care exactly what you put in. It requires increased collabo-

ration between doctors and health coverage companies 

that process claims data and may have information (ER, 

urgent care visits) that the patient’s primary care physician 

might not be aware of otherwise. T is helps address gaps in 

care that are all too common in the fee-for-service system. 

T is cooperation can also mean that a patient not only 

gets treatment for the cold that ails her today, but also a 

f u shot to keep her healthy in the future. Likewise, pa-

tients with colon polyps receive colonoscopies and those 

with diabetes receive regular eye examinations.

When practitioners are held accountable for the health 

of the people they treat, engagement with patients goes 

up; there is greater trust, and a greater likelihood for 

healthier outcomes.

It’s a new world
I spend a great deal of time thinking about how to help 

consumers change their behavior in order to achieve their 

best health. A consumer-centric, accountable care ap-

proach to providing and managing healthcare will foster 

a patient/physician relationship that can help modify un-

healthy behaviors that result in chronic diseases.  

For patient care to be ef ective and af ordable, it must 

also be accountable. Accountable care not only will im-

prove our healthcare system, it’s also inevitable. Its imple-

mentation will require a continued adjustment, certainly, 

but it’s one we need to make. If we do it right, we’ll improve 

the health of our patients and our long-ailing healthcare 

system for generations to come.  

ABOUT THE AUTHOR  ❚  

Roy Beveridge, MD, is chief medical of  cer at Humana, 

and serves on the Editorial Advisory Board of MHE.

Results show better 

patient care, lower costs

ACCOUNTABLE 
CARE WORKS

T
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Ebola’s impact on hEalth insurErs

The economic impact of an Ebola 
pandemic could reach $32 billion by 
2015, according to the World Bank, 
with costs to the healthcare insurance 
industry dependent on how quickly 
the disease is controlled in countries 
with high insurance penetration, ac-
cording to the Insurance Information 
Institute. 

Te World Health Organization 
(WHO) warned on Sept. 22 that “un-
less the Ebola control measures in 
West Africa are enhanced quickly,” 
more than 20,000 people will be in-
fected in that area by November. Te 
Centers for Diesease Control and Pre-
vention (CDC) says new cases could 
number 1.4 million by January 2015 if 
current trends continue.

In areas of the world where there is 
little or no health insurance, the eco-
nomic impact to insurers will be mini-
mal, according to Stephen Weisbart, 
Ph.D., CLU, senior vice president and 
chief economist for the III.

“Tere is a wide variation in the 
use of insurance worldwide,” Weis-
bart tells Managed Healthcare Execu-

tive. Because there is almost no life or 
health insurance in West Africa, the 
cost of treatment and control “is pret-
ty much a governmental expense,” he 
notes, with help coming from outside 
agencies such as the CDC and WHO.

But in the U.S, where insurance 
penetration is high along with the 
cost of treatment, a signifcant rise 
in infections will likely lead to losses 

among healthcare insurers. Tose 
losses can be spread worldwide be-
cause “many of the reinsurance com-
panies are overseas,” says Weisbart.

Te U.S. government will bear the 
economic costs of patients who are 
on Medicare and Medicaid, notes 
Weisbart.

Meanwhile, healthcare workers in-
fected in the course of their jobs will 
likely be covered by worker’s com-
pensation insurance. While some of 
those policies are managed by state 
agencies, the providers are generally 
private insurers, says Weisbart.

Healthcare facilities that might be 
impacted by government shutdowns 
or quarantines also carry insurance 
to protect themselves from revenue 
losses, adds Weisbart. NAS Insurance 
Services of California announced Oct. 
14 that it would ofer coverage against 
business losses resulting from Ebola-
related government-ordered closures, 
according to the Denver Post, and Bos-
ton-based brokerage William Galla-
gher Associates announced a similar 
business interruption insurance prod-
uct on Oct. 15, according to Business 

Insurance.

Richard Bryant, a senior under-
writer at Ark Syndicate Management 
Ltd., which is underwriting the policy 
for Gallagher, notes that coverage for 
Ebola-related losses is a necessity. 
“Tis could be potentially catastroph-
ic for any medical-related facility,” he 
says in a statement. 

Some insurers have already in-
dicated that they are launching 
awareness campaigns, a move that 

the Insurance Information Institute 
strongly encourages.

“One would expect them to do 
that,” says Weisbart. 

Te CDC is recommending that 
anyone traveling to countries where 
outbreaks of Ebola have occurred 
have full health insurance coverage, 
including coverage for emergency 
medical evacuation. 

■ Educate healthcare personnel about 
Ebola, its symptoms, and the risk of 
transmission in the hospital setting

■   Help prevent by emphasizing 
appropriate infectious control 
measures

■ Coordinate work practices that can 
detect persons possibly infected with 
Ebola or other infectious diseases

■   Communicate plans for administrative, 
environmental, and communication 
measures before any potential Ebola 
case occurs

■ Stay updated on the latest 
developments concerning Ebola and 
help make this information available 
to hospital colleagues

For more in-depth information visit 
http://bit.ly/1zEbT2S

World Bank estimates global cost  
could reach $32 billion by 2015

5 ways formulary managers 

can brace for ebola

Lisa Smith

c o n t r i b u t o r
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Celebrating one year as  
Texas’ largest not-for-profit, 

all-for-patient.

Just one year ago, Baylor Health Care System and Scott & White Healthcare became one. Today, we’re looking 

toward the future of health care for everyone—a future we’re building together.

Because even in a time of tremendous growth, we sharpened our focus on our patients.

We’ve increased access to quality care for patients with more than 800 access points for 5.3 million patient 

encounters annually. We’ve expanded our commitment to community needs through $861 million in  

community benefit spending*. And we’ve created the Baylor Scott & White Quality Alliance, a 3,700 

physician-strong network designed to deliver a new level of wellness-based, compassionate care to our patients.

Separately, we shared a vision for vibrant future for our communities and patients. One year later, we share  

the resources to bring that vision to life.

*Calculated for Baylor Scott & White not-for-profit hospitals in accordance with Texas Health and Safety Code Chapter 311

BaylorScottand White.com

Photography may include models or actors and may not represent actual patients. BSWH_48_2014 Moroch
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Politics and Policy
thoughts from  JILL WECHSLER

s many as 7 million new enroll-

ees could sign up for health insurance during the Af ord-

able Care Act’s second open enrollment cycle which be-

gins November 15, according to the Congressional Budget 

Of  ce (CBO).

Last year 8 million individuals signed up during the f rst 

open enrollment cycle, and 7.3 million paid their premiums. 

T e CBO predicts that there may be as many as 25 million 

new enrollees through the federal marketplace by 2017.

Sylvia Burwell, secretary of the U.S. Department of 

Health and Human Services (HHS), has been in of  ce for 

four months and during that time she’s overseen a major 

ef ort to f x the problems experienced last year when the 

healthcare.gov website went live. Burwell has brought in 

new management and industry IT pros to streamline the 

system and subject it to testing by outside f rms, alpha 

testing with plan issuers, and end-to-end testing of the 

whole system.

T e aim is to make the healthcare.gov website more 

consumer friendly so that enrollment will be faster and 

easier. Most new customers will face only 16 screens when 

completing a basic application versus 76 from the last 

enrollment cycle, and they’ll be able to shop on a limited 

basis for insurance before signing up. HHS of  cials say the 

system can handle at least 125,000 simultaneous users. But 

searching for specif c providers in plans does not yet work.

Attracting new enrollees might be a challenge, though. 

Many of the initial participants had pre-

existing conditions or suf  ciently low 

income to qualify for subsidies and were 

eager to sign up. Now it might be more 

dif  cult to bring in those who sat out last 

year’s sign-up period. But the program’s 

success has attracted more insurers, 

with HHS anticipating a 25% increase in 

f rms of ering coverage through the fed-

eral marketplace this year. T e increased 

competition could limit premium hikes, 

but the range of options and rates will 

vary greatly from state to state. 

An important issue for industry is 

whether the improved system will be able 

to transfer enrollment information to insurers, a shortcom-

ing that took months to f x. Work on the program’s back-end 

may not be f nished until early next year, creating uncer-

tainty about just when plans will be able to obtain updated 

data on benef ciary income and appropriate subsidies.

Retaining is key
To reach even unof  cial enrollment goals, the program 

needs to retain those who signed up during the initial 

open enrollment cycle, which ran through March 2014. In-

surers have sent out renewal notices with 2015 premium 

information, and returning plan members who take no ac-

tion will be automatically renewed as of January 1. 

However, it’s not clear what benef ciaries should do if 

a plan has changed or is no longer the best deal for the 

individual in terms of costs, provider networks and drug 

coverage. HHS is encouraging enrollees to revisit the 

marketplace to make sure their personal information is 

correct so they get the right subsidy. But accessing cur-

rent coverage information requires a 14-digit identity 

code, which many consumers may not know. Returning 

users will not be able to use the revised application pro-

cess to make changes in coverage. And some 6 million 

benef ciaries with subsidized coverage may not realize 

there are changes. 

An added problem for insurers is that current benef -

ciaries have until February 15 to change coverage, which 

means it will be uncertain just who is staying in a plan un-

til the end of the sign-up period. 

ABOUT THE AUTHOR  ❚  

Jill Wechsler, a veteran reporter, has been covering Capitol 

Hill since 1994.

HHS, INSURERS 
GEAR UP FOR ACA 
OPEN ENROLLMENT
Will health plans have a harder time 

attracting new enrollees this year?
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Two signif cant goals of the Af ordable Care Act (ACA) are to provide more 
Americans with health insurance and lower the overall cost of healthcare.

What it’s actually wrought so far hasn’t always aligned 
with the original vision. Healthcare cost growth has slowed, 
but  experts disagree as to how much that is due to the ef ects 
of the ACA or the sluggishness of the economy.

On the consumer side, the use of the healthcare.gov web-
site as the primary vehicle for enrolling people in health plans 

backf red initially when the technology failed.
In spite of that misstep, 20 million Americans 

have gained health insurance coverage as 
a result of the ACA, according to T e 

Commonwealth Fund. T at includes 
eight million who purchased new 

healthcare plans through the 
insurance marketplace—out-

pacing the Congressional 
Budget Of  ce’s (CBO’s) es-
timate of six million young 
adults who gained coverage 
under their parents’ policies.

T e number also includes 
adults and children eligible 

for Medicaid or the Children’s 
Health Insurance Program, 

and individuals buying policies 
directly from insurers. T e CBO estimates that 

by 2017 the ACA will result in 26 million fewer 
Americans being uninsured.

leaders rate success of law so far

By MARI EDLIN, JEFFREY BENDIX and LISA SMITH

executive 
vieW

❚  the aca has helped 

more americans 

obtain healthcare 

insurance.   

❚  the aca has 

not affected 

the underlying 

factors driving up 

healthcare costs. 

❚  efforts to repeal 

the aca probably 

will not succeed.

ACA stakeholders voice
hopes, fears going forward

Continued on page 18
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ACA Stakeholders

Te ACA also set minimum standards for 
all health insurance policies, including cover-
age for preventive services and immunizations. 
In addition, it prohibits insurers from drop-
ping members for any reason other than fraud 
and from rejecting anyone due to pre-existing 
conditions.

Critics of the legislation, including most 
Republicans, point to the penalty for not ob-
taining health coverage, the growth of narrow 
networks, new taxes, cyber threats, increased 
bureaucracy, and potentially higher premiums 
as reasons for repeal.  

To gain perspective on whether the ACA is 
achieving its goals, Managed Healthcare Ex-

ecutive recently asked four key stakeholders to 
share their thoughts on what the legislation has 
accomplished thus far and its potential future 
impact.

Brian Klepper

Brian Klepper, Ph.D., is chief executive 

officer of the National Business Coalition on 

Health, a national, non-profit membership 

organization of purchaser-led healthcare 

coalitions. 

Klepper credits the law with helping to solve 
America’s uninsurance problem, but says the 
bill was distorted by excessive lobbying by the 

health industry—“$1.2 billion in 2009, the year 
the law was formulated.”

“Te industry successfully focused on two 
major goals. It achieved a 10% enhancement of 
coverage at public expense, increasing funding 
for their services. To my mind, this was a good 
thing because America’s uninsurance problem 
has been and continues to be a national dis-
grace,” Klepper says.   

But that same lobbying “really did a number 
on any meaningful ability to control costs,” he 
adds. “Te result is that current cost patterns 
that are so excessive haven’t changed much, and 
there’s not much prospect for them to change, 
particularly until we move away from fee-for-
service and go onto some form of risk. And 
things have gone very slowly in that direction.”

“So far the ACO [accountable care organiza-
tion] movement is going almost nowhere. And 
that’s because they’re still being paid efectively 
on fee-for-service, so there’s really no incentive 
for them to change the way they deliver care or 
cost.” 

Pricing data transparency and safety and 
health outcomes are other areas that have yet 
to be impacted by the ACA, notes Klepper. “So 
far, still, the Medicare Physician database is only 
available to a few players. It’s not really publicly 
available yet. So far we don’t really have a na-
tional payer claims database that allows us to 
get access to health information that’s more 
meaningful.” 

Another area yet to be reformed is primary 
care, which is “still subjugated very signifcant-
ly,” says Klepper. As a result, “we have a system 
that’s upside down. Everyone else in the indus-
trialized world has 70% primary care and 30% 
specialists. We have exactly the opposite. And 
our costs are double.”

“One of the things we know in our system is 
that primary care has been subjugated in order 
to give people a more direct route to more lu-
crative services, to specialists and all the down-
stream procedures they do to make money. You 
see this most clearly in the work that’s been 
done in the RUC [Relative Value Scale Update 
Committee],” says Klepper.

“What has happened over the last 20 years 
or so is that the RUC has systematically reduced 
the value, the weight of the evaluation and man-
agement codes in primary care, which in turn 
has caused primary care doctors to make their 
ofce visits shorter and shorter so they can get 
more visits in during the day and keep their rev-

Continued on page 20

One of the things we know in our system 

is that primary care has been subjugated 

in order to give people a more direct route 

to...specialists and all the 

downstream procedures they 

do to make money.”
— Brian Klepper, ph.D., chief executive Officer, natiOnal 

Business cOalitiOn On health

Continued from page 17
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enue up,” says Klepper.
A primary care physician who’s only getting 

paid for the of  ce visit is f nancially incented to 
refer complex cases. “So whereas 25 years ago 
they might have handled it in their of  ce, now 
they send it on,” says Klepper. 

“If you look at any commercial health plan 
claims data, you’ll see somewhere between 25% 
and 35% of all employees and their family see a 
specialist during the course of a year. If you look 
at any industrialized country with a more ratio-
nal primary care system, you’ll see that system 
is around 10% to 12%.” 

Regarding recent slowdowns in the growth 
of healthcare costs, Klepper belives it’s due to  
the economy. “T ere’s good data now on that. If 
you knock a bunch of people out of work you get 
cost slowing. But there’s nothing structurally in 

the ways that care is delivered or cost is created, 
there are no major changes in that. And that’s 
ultimately what matters.”

Klepper says narrow networks are useful 
when done right. “Some organizations, particu-
larly conventional health plans, are going into 
the market and saying, ‘Okay, who’ll take the 
least amount of money?’ And that’s the wrong 
way. T e right way is to use analytics to say, ‘Okay, 
with a given condition in a given market, which 
physician, which hospital, consistently get better 
health outcomes that are quantif able?’” 

According to Klepper, using a narrow network 
to “focus my business on the people who get the 
best outcomes at the lowest costs is a great way 
to say: ‘I only want the people who perform best,’ 
and ‘I’m going to put f nancial pressure on poor 
performers to come up to speed.’ So there are all 
kinds of healthy things that come out of these.” 

ACA Stakeholders

Summary of the Affordable Care Act

2010

❚  Prohibit individual and group health plans 
from placing lifetime limits on the dollar 
value of coverage and prohibit insurers from 
rescinding coverage except in cases of fraud.

❚  Provide dependent coverage for children up 
to age 26 for all individual and group policies.

❚  Require all plans to of er screenings 
and preventive services without charging 
a copayment or deductible.

❚  Improve care coordination for dual eligibles 
by creating a new of  ce within the Centers 
for Medicare and Medicaid services to more 
ef ectively integrate Medicare and Medicaid 
benef ts

❚  Provide small employers with no more than 
25 employees and average annual wages 
of less than $50,000 that purchase health 
insurance for employees with a tax credit.

❚  Authorize the Food and Drug Administration 
to approve generic versions of biologic 
drugs and grant biologics manufacturers 12 
years of exclusive use before generics can be 
developed.

2011

❚  Create the Center for Medicare and 
Medicaid Innovation to test new payment 
and delivery system models that reduce 
costs while maintaining or improving 
quality.

❚  Restructure payments to Medicare 
Advantage (MA) plans by setting payments 
to dif erent percentages of Medicare fee-
for-service (FFS) rates.

❚  Require pharmaceutical manufacturers to 
provide a 50% discount on brand-name 
prescriptions f lled in the Medicare Part D 
coverage gap.

❚  Develop a national quality improvement 
strategy that includes priorities to improve 
the delivery of healthcare services, patient 
health outcomes, and population health.

❚  Provide a 10% Medicare bonus payment for 
primary care services and  general surgeons 
practicing in health professional shortage 
areas

❚  Require insurers to spend at least 80% of 
premiums collected on medical care.

2012

❚  Reduce Medicare payments to 
hospitals that exceed the cap for 
excess (preventable) hospital 
readmissions.

❚  Establish a national Medicare pilot 
program to develop and evaluate 
paying a bundled payment for acute, 
inpatient hospital services, physician 
services, outpatient hospital services, 
and post-acute care services.

❚  Impose new annual fees on the 
pharmaceutical manufacturing sector

❚  Allow providers organized as 
accountable care organizations 
(ACOs) that voluntarily meet quality 
thresholds to share in the cost 
savings they achieve for the Medicare 
program.

Source: The Kaiser Family Foundation. More at http://bit.ly/1tRjRTO

Continued from page 18

ES522827_MHE1114_020.pgs  10.29.2014  22:42    ADV  blackyellowmagentacyan

http://bit.ly/1tRjRTO
http://managedhealthcareexecutive.modernmedicine.com/


ManagedHealthcareExecutive.com Managed healthcare executive ❚ November 2014 21

Paul Markovich

Paul Markovich is president and chief 

executive offi cer of Blue Shield of 

California, a 3.3-million-member,

not-for-profi t health plan serving the state’s 

commercial, individual and government 

markets. 

According to Markovich, “there’s a tendency to 
attribute to the ACA everything good and bad 
that’s happened in the healthcare system since 
the law’s enactment. Clearly, that’s unfair.” 

“T e ACA had three major goals: expand
access to care to lower- and middle-income 
people; reform the individual and small group 
health insurance markets; and nudge the 

healthcare system toward higher quality and 
greater cost ef  ciency. T ose are the bench-
marks that ought to be used to judge the law’s 
success.”

As for the intended versus actual ef ects 
of the law, Markovich says they are largely the 
same.

“Millions have gained coverage, pre-existing 
conditions are no longer a barrier to buying 
health insurance, and ACOs and other initia-
tives to reduce costs and improve quality have 
been launched all across the country,” says 
Markovich. 

“Unquestionably, there have been glitches 
and disruption, as is inevitable with any policy 
change as sweeping as this one. But those have 
been implementation problems that can and 
will be ironed out, as opposed to defects in the 
basic policy design of the law.” 

ACA Stakeholders

2013

❚  Require states to maintain 
current income eligibility 
levels for children in 
Medicaid and the Children’s 
Health Insurance Program 
(CHIP) until 2019 and extend 
funding for CHIP through 
2015.

❚  Increase Medicaid payments 
in fee-for-service and 
managed care for primary 
care services to 100% of the 
Medicare payment rates for 
2013 and 2014.

❚  Require disclosure of 
f nancial relationships 
between health entities, 
including physicians, 
hospitals, pharmacists, 
other providers, and 
manufacturers and 
distributors of covered 
drugs, devices, biologicals, 
and medical supplies.

2014

❚  Expand access to coverage by requiring most U.S. citizens 
and legal residents to have health insurance.

❚  Prohibit insurers from denying coverage based on a pre-
existing condition.

❚  Create an essential health benef ts package and  four 
categories of plans to be of ered through the exchanges.

❚  Limit deductibles for small group health plans to 
$2,000 for individuals and $4,000 for families unless 
contributions are of ered that of set deductible amounts 
above these limits.

❚  Provide refundable and advanceable premium credits to 
eligible individuals and families with incomes between 
100% to 400% federal poverty level (FPL) to purchase 
insurance through the exchanges. 

❚  Optional, state-level Medicaid expansion to all non-
Medicare eligible individuals under age 65 with incomes 
up to 133% of the FPL based on modif ed adjusted gross 
income.

❚  Impose an annual fee on the health insurance sector.

❚  Create state-based Small Business Health Options 
Program (SHOP) Exchanges where individuals and small 
businesses with up to 100 employees can purchase 
coverage.

2015 AND BEYOND

❚  Assess employers with 50 or more full-time 
employees (FTEs) that do not of er coverage 
and have at least one FTE who receives a 
premium tax credit a fee of $2,000 per FTE, 
excluding the f rst 30 employees from the 
assessment. 

❚  Assess employers with 50 or more FTEs that 
of er coverage but have at least one FTE 
receiving a premium tax credit: $3,000 for 
each employee receiving a premium credit 
or $2,000 for each FTE, excluding the f rst 30 
employees from the assessment.

❚  Require employers with more than 200 
employees to automatically enroll employees 
into health insurance plans of ered by 
the employer. Employees may opt out of 
coverage.

❚  Impose an excise tax on insurers of employer-
sponsored health plans (Cadillac tax) with 
aggregate values exceeding $10,200 for 
individuals and $27,500 for families.

Signed into law March 23, 2010 (not a comprehensive list)
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As for the ACA’s progress, Markovich believes 
that its best assessed on a state-by-state basis.

“Tere has been a wide variation in success 
by state. As someone who supported from the 
outset the goals of the ACA, I feel good about 
what the law has accomplished so far, particu-
larly in California. First and foremost, we’ve 
seen enormous progress in helping people with 
modest incomes become covered at an aford-
able cost. Expanded eligibility for Medicaid and 
premium tax credits are now helping make cov-
erage afordable for millions of Americans. Tat 
alone is a huge accomplishment. 

“In addition, the individual insurance mar-
ket has been transformed so that coverage is 
now available on a guaranteed issue, modifed 
community-rated basis and with a level of stan-
dardization that makes it a lot easier for con-
sumers to do comparison shopping,” Markovich 
says. “All of that has been done while avoiding 
the huge price spikes that many were worried 
would be an unavoidable side efect. 

“While it is way too early to judge the 
efectiveness of the myriad experiments in 
quality improvement and cost containment 
launched by the ACA, the law has already had 
a big impact on the mindset within the health-
care industry on these issues,” he says.

“Te ACA has been a clarion call to all of us 
in the industry to improve our performance on 
costs and quality, and that will deliver benefts 
that go well beyond those envisioned by the law 
itself.”

Stakeholder reaction in California has been 

“quite supportive,” notes Markovich. “State of-
cials have received signifcant help from insur-
ers, as well as consumer advocates, in setting 
up a health insurance exchange that, despite 
growing pains, has succeeded in signing people 
up for coverage and keeping rates reasonable. 
Te law and the attention it has focused on the 
need for reform has also helped to spur doctors, 
hospitals and insurers to collaborate on cost 
reduction and quality improvement. Tis is evi-
denced by the steady stream of new ACOs that 
we and other insurers and providers across the 
state launched.“

Markovich says he expects opposition to the 
law to subside as outcomes emerge.

“I think with a little more time, the partisan 
heat around the ACA will dissipate and Re-
publicans and Democrats will be able to work 
together on the reforms we still need,” he says. 
“As we saw with the broad bipartisan support 
last year for draft legislation to move Medicare 
provider payment from volume-based fees to 
value-based fees, agreement exists between the 
two parties on key reforms. We’ll get there; it’s 
just a question of how soon.”

Meg Murray

Margaret A. (Meg) Murray, MPH, is chief 

executive officer of the Association for 

Community Affiliated Plans, (ACAP), which 

represents 58 nonprofit Safety Net Health 

Plans in 24 states. 

Murray says that health reform’s frst measure 
of success “is the degree to which it reduces the 
prevalence of uninsurance or underinsurance 
in the United States. Te high rate of uninsur-
ance is our health system’s most glaring defect.”  
To that end, Murray says, the ACA is succeeding.

As for critics, Murray notes that “facts always 
win out in the long run.”

“We’re getting to the point where the facts 
on the ground are beginning to win out over po-
litical rhetoric,” Murray says. “Uninsurance rates 
are going down. Premiums haven’t skyrocketed; 
they’ve risen very modestly. Consumers in the 
individual market with pre-existing conditions 
can now fnd reasonably priced, full-beneft 
coverage through the marketplaces.”

She cites several provisions of the law that 
could reform healthcare delivery, including 
the collection of a core set of quality measures 

While it is too early to judge the effectiveness 

of the...experiments in quality improvement 

and cost effectiveness launched 

by the aca, the law has already 

had a big impact on the mindset 

within the healthcare industry  

on these issues.”
— paul MarKOvich, presiDent anD chief executive Officer,  

Blue shielD Of califOrnia
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for children and adults enrolled in Medicaid. 
“While data on pediatric care has been col-
lected for a couple of years, we’ll see the frst 
report on adult core measures this fall. Collect-
ing these data nationally will be a crucial guide 
for policymakers to better analyze what we 
purchase for our healthcare dollar and improve 
Medicaid,” she says. 

State reporting, however, is voluntary, notes 
Murray. “Only two-thirds report anything, and 
most report on a subset of measures. Sen. Jay 
Rockefeller (D-W.V.) has proposed a bill that 
would mandate states report on all the core 
measures.” 

Murray says the U.S. Supreme Court decision 
leaving Medicaid expansion up to each state 
altered the course of the ACA. “It’s allowed for 
some creative implementations of the expan-
sion. Te Arkansas model is a well-covered 
example of this and there are some interesting 
features in Pennsylvania’s recently approved 
waiver.

“However, more than 20 states have not yet 
expanded Medicaid. While ACAP believes that 
states will eventually do the right thing and ex-
pand their programs, this is of little comfort to 
people in those states who urgently need care 
today.” 

She expects more states will continue to 
expand Medicaid as results become known. 
“When states with Republican-controlled state-
houses like Pennsylvania, Wyoming and Indi-
ana are taking up the Medicaid expansion, that 
sends a clear signal about the direction in which 
we’re headed,” she says.

Murray says the ACA has sparked new initia-
tives like the Safety Net Health Plans and accel-
erated others already in the works. 

“Te Medicaid expansion in particular has 
served as a real opportunity for Safety Net 
Health Plans and others to demonstrate the 
value that they add to the healthcare system. 
Many plans are devoting resources to addressing  
social factors that have an outsized infuence on 
health. For instance, it’s sometimes less costly 
and more efective for a Safety Net Health Plan 
to connect a member to housing than to keep 
them in a nursing home.

“Our plans have also expanded into new 
spaces: Sixteen Safety Net Health Plans have 
entered the marketplace. Another 17 are par-
ticipating in, or planning for, dual demonstra-
tion programs in states around the country,” she 
says.  

Murray adds that the law has the potential 

to reform the nation’s healthcare delivery sys-
tem “in a way that puts health above healthcare, 
that moves purchasers towards being smarter 
healthcare shoppers, and that gets us away 
from reimbursing care by the encounter or by 
the procedure.” 

Her organization is exploring the use of 
bundled payments that would provide a single 
payment for a given medical episode. “Tis has 
appeal to payers,” notes Murray, “because it pro-
vides greater cost certainty while at the same 
time providing incentives for better quality and 
fewer avoidable complications. Accordingly, we 
have established a collaborative of a small num-
ber of Safety Net Health Plans that are working 
together such that they can implement bundled 
payments where they’re called for. It’s an excit-
ing development.” 

Greg Vigdor

Greg Vigdor, JD, is president and chief 

executive officer of the Arizona Hospital 

and Healthcare Association, which serves 

as an advocate for issues that impact the 

quality and accessibility of healthcare in 

Arizona.

Vigdor urges patience when assessing the 
ACA’s progress. “History is replete with ex-
amples of policy initiatives prematurely—and 
incorrectly—judged a success or failure. And 
few of these compared to the ACA in terms of 

When states with republican-controlled 

statehouses like pennsylvania, Wyoming 

and indiana are taking up Medicaid 

expansion, that sends a clear 

signal about the direction in 

which we are headed.”
— Meg Murray, Mph, chief executive Officer, 

assOciatiOn fOr cOMMunity affiliateD plans
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scale and scope.
“It seems clear the ACA has already suc-

cessfully provided additional health coverage 
to many of the uninsured in the country and in 
Arizona, where I live—and prospects are good 
that these expansions of coverage will sustain, 
at least in the near term,” notes Vigdor.

Less clear, he says, “is whether the Act will 
trigger real reductions or control in our level 
of healthcare spending and, if it does, whether 
these are positive savings related to real im-
provements in care, or just government or 
private-sector price cutting. Sustainability of 
improvement will be key to identifying whether 
these changes are embedded into long-term 
policy or merely aberrations.”

As for Republican promises to repeal the law, 
Vigdor notes they appear to be subsiding. “Tis 
was predictable, as large numbers of Americans 
are now receiving health coverage per the ACA, 
so its repeal would come at a signifcant politi-
cal cost. We saw a similar evolution in recent 
decades with regard to political support for 
Medicare.

“Now, both political parties scramble for the 
high ground when it comes to protecting Medi-
care. In Arizona, we are hopeful the prolonged 
fght over Medicaid restoration and expansion 
is fnally concluded. In the recent primary elec-
tion, voters overwhelmingly sided with legis-
lators who supported the Medicaid initiative, 
giving wins to every Republican lawmaker who 
voted in support of the law. Now it appears cer-
tain neither the next legislature nor governor 
intends to undertake an efort to repeal the law.”

Vigdor faults the ACA for trying to be all 

things to all stakeholders. “Several times we 
have seen deadlines come and go, replaced 
by signifcant delays in moving forward with 
key parts of the act. Whenever this happens, 
it communicates that government remains a 
great source of unpredictably for those trying to 
implement the most difcult pieces of the law- 
providers trying to reshape delivery systems to 
provide better care at lower cost,” he says.

“Te government needs to become far more 
reliable in this regard,” Vigdor adds. “Providers 
are highly sensitive to these abrupt changes, as 
it can mean the diference between success and 
failure in what are already high-risk strategic 
responses.”

Vigdor says the narrow networks model “as 
a contracting strategy is making the provider 
world nervous.

“It may be seen as an opportunity by some, 
but it makes most wonder how these networks 
will afect their current patient relationships.  
Even if communicated well, many patients are 
unhappy to discover that they can no longer see 
‘their’ physician or hospital.  It isn’t usually com-
municated that well, which makes this change 
even more difcult for continuity of patient 
care.  Worse yet is when patients discover that 
they have to travel great distances to access 
care under that ‘cheaper’ plan they selected. We 
have seen that occur across our very large and 
geographically dispersed state and it is a real 
hardship.”

As far as the ACA advancing the move away 
from fee-for-service, Vigdor says that’s happen-
ing in the private insurance world too, but “mov-
ing from a volume-based payment approach to 
one of value is far easier said than done.

“For one, the shift must be comprehensive 
enough or providers will be in the nightmare 
scenario of trying to deliver care within both 
models. While providers do now see the need to 
shift to a new model, they also know that mov-
ing too soon will put them in fnancial peril.

“Te ACA is critical to this transformation in 
approach because Medicare is such a large book 
of business for most,” says Vigdor. “And… one of 
the problems is that the government has been 
a most unpredictable partner in this transi-
tion, moving timelines and approaches without 
enough sensitivity to how this impacts provid-
ers trying to change this core payment model.

“Tey’ve got to do better in this regard, or 
providers will be forced to hang on to the fee-
for-service payment model for dear life—and 
even fght the change itself.” 

it seems clear that the aca has already provided 

additional health coverage to many of the 

uninsured in the country...and 

prospects are good that these 

expansions of coverage will 

sustain, at least in the near term.”
— greg vigDOr, JD, presiDent anD chief executive Officer, 

arizOna hOspital anD healthcare assOciatiOn
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C
onsidering the challenges they faced during 
the frst Afordable Care Act (ACA) health 
insurance marketplace open enrollment 
period, Consumer Operated and Oriented 
Plans (CO-OPs) overall are doing “very well,” 
according to Janice VanRiper, JD, PhD, execu-
tive director and chief executive ofcer of the 
National Alliance of State Health CO-OPs 
(NASHCO).

Te new consumer-directed, not-for-prof-
it health plans have signed up some 450,000 
members across the nation—less than the 
575,000 originally forecast for their frst year, 
but still representing 18% of all ACA exchange 
plan enrollees to date. While NASHCO has 
not established a national enrollment target 
for the next ACA open enrollment period, 
which begins Nov. 15, CO-OP organizers are 
cautiously optimistic.

Under-performance among CO-OPs dur-
ing the last enrollment period is generally at-
tributed to several factors, VanRiper said. 

CO-OPs rely heavily on Healthcare.gov 
and state insurance exchange websites—
which were famously subject to technical 
problems last year—as an enrollment mech-
anism. Enrollment through the websites is 
generally expected to be much improved this 
year, VanRiper notes.

Although the nonproft CO-OPs were de-
veloped in part to help ensure the availability 
of low-cost health plans on the exchanges, 
lacking sufcient actuarial data, many of 
them set premium rates above those of com-
peting commercial plans. Tis year, with bet-
ter data in hand, most CO-OPs are either cut-

ting premiums or not raising them as much 
as competing commercial plans, meaning 
they should be attractive to consumers dur-
ing the upcoming enrollment period, Van-
Riper says.

In addition, the Obama administration’s 
decision to allow anyone with insurance to 
keep their existing plans reduced the market 
for all new entrants in the health insurance 
market, including CO-OPs, VanRiper notes.

CO-OP plans face “the challenges of any 
new product entering the insurance market,” 
VanRiper says. Many consumers may not be 
familiar with the concept of an insurance CO-
OP or its potential advantages for enrollees. 
Federal law prohibits the use of federal CO-
OP funding for marketing, although some 
CO-OPs have raised additional capital with 
which to undertake advertising or marketing.  

Despite challenges, all 23 of the CO-OPs 
that ofered health plans on exchanges last 
year will be back for 2015 and some are even 
expanding. Te Montana Health CO-OP will 
ofer coverage in Idaho. Te Kentucky Health 
Cooperative will start selling plans in West 
Virginia. Minuteman Health of Massachu-
setts and Maine Community Health Options 
both are expanding into New Hampshire. 
InHealth Mutual will enter Ohio’s health in-
surance marketplace in 2015 after selling of-
marketplace plans during 2014.

Because last year’s “fscal clif ” budget 
agreement cut of federal CO-OP start-up 
funding, no new CO-OPs will be entering the 
market this year. However, no CO-OPs are 
dropping out of the market, VanRiper says.

Better rates, website improvements could boost enrollment

CO-OPs
cautiously optimistic

by BoB pieper
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Among the 24 organizations that have 
applied for ACA CO-OP funding, only one, 
the Vermont Health CO-OP, is not opera-
tional. Te Centers for Medicare and Med-
icaid Services (CMS) recalled the Vermont 
cooperative’s federal loans in September 
2013—before the opening of the ACA in-
surance exchanges—after state regulators 
refused to issue the CO-OP an insurance li-
cense. Regulators doubted that the CO-OP 
could attract sufcient membership with 
the state moving to establish a single-payer 
insurance program in 2017.

CO-OP critics, including U.S. Rep. Darrell 
Issa, chair of the House Oversight and Gov-
ernment Reform Committee, have expressed 
concern that CO-OPs may not be able to re-
pay their government loans, leaving taxpay-
ers with a sizable bill, or may dissolve, leaving 
benefciaries with unpaid medical bills.

Federal CO-OP start-up funding pro-
vides separate loans for working capital 
and to meet state solvency requirements. 
Repayments for both classes of loans are 
not required for fve years. For that reason, 
CO-OPs are generally expected to have little 
trouble meeting state solvency require-
ments, maintaining operations, or paying 
claims through 2017.

VanRiper reports that all of the nation’s 
ACA CO-OPs are currently meeting state sol-
vency requirements and “absolutely” will be 
able to repay the loans provided by the fed-
eral government.

“If there were any danger of that, plans 

would already be talking with CCIIO [Center 
for Consumer Information and Insurance 
Oversight], the agency within CMS that 
regulates CO-OPs, and none are,” VanRiper 
said. All CO-OPs have been submitting re-
quired state and federal flings in a timely 
manner, she adds.

However, internal government reviews 
and a federal audit suggest 10 or more CO-
OPs may encounter fnancial problems. 

Attracting sufcient enrollment this 
year to maintain fscal viability will be im-
portant, VanRiper acknowledges. In addi-
tion, frst-year enrollment results among 
the nation’s health insurance CO-OPs has 
been “varied,” she says.

Nine of the nation’s 23 CO-OPs met or ex-
ceeded targets for their frst open enrollment 
period, according to an analysis by the Wall 

Street Journal, with several greatly exceeding 
expectations. Tose nine accounted for the 
overwhelming majority of CO-OP enrollment 
for 2014, with several under-performing 
CO-OPs substantially missing targets. 

surpassing expectations
Among those surpassing enrollment goals 
during their initial enrollment period was 
Health Republic Insurance of New York ( for-
merly the Freelancers Health Service Corpo-
ration) cooperative, which is often cited as 
the nation’s most successful ACA CO-OP. Te 
CO-OP had some 112,000 enrollees as of April 
2014—compared with a goal of 30,000—at-
tracting 19% of those who purchased insur-
ance through New York State of Health, the 
state’s ACA insurance marketplace. 

Te CO-OP ofered some of the lowest pre-
miums on the exchange. It was developed by 
the Freelancers Union, an association of inde-
pendent New York workers, which has been 
ofering a highly popular health insurance 
program for decades. However, the union re-
cently spun of the CO-OP as a separate entity 
and sold its traditional insurance program to 
Empire BlueCross BlueShield.

Others exceeding their expectations in-
clude Maine Community Health Options, 
which attracted 44,000 members—more 
than 80% of the exchange plans purchased 
by Mainers for 2014. CoOportunity Health 
has more than 85,000 members in Iowa and 
Nebraska. Te Kentucky Health Care Coop-
erative is also widely cited as a CO-OP suc-
cess story. Te CO-OP captured 75% of the 
business on Kentucky’s health insurance 

For 2014, 
premiums for 
health insurance 
exchange plans 
were 9% lower  
in states with 
CO-OP plans.
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exchange during its initial open enrollment 
period.

Among those pretty much hitting enroll-
ment projections were the Montana Health 
CO-OP with 5,400 enrollees, and Colorado 
HealthOp, which garnered about 10% of ex-
change enrollment in its state. New Mexico 
Health Connections enrolled about 10,000 
members.

Te Nevada Health Cooperative, ham-
pered by problems with the state’s malfunc-
tioning Nevada Health Link exchange, fell a 
bit below its enrollment goal, despite signing 
up 37% of the 13,000 Nevada residents who 
purchased insurance through the exchange.

Among the CO-OPs facing challenges is 
Illinois’ Land of Lincoln Mutual Health In-
surance Company, which enrolled just 2,451 
members and lost more than $4 million in its 
frst quarter of operations. Over that period, 
the Chicago-based insurer recorded $1.9 mil-
lion in premium revenue against $6.1 million 
in expenses, including $1.6 million in pay-
ments for medical services and prescription 
drugs and $4.5 million in claims adjustment 
and administrative expenses, according to a 
fling with the National Association of Insur-
ance Commissioners.

Massachusetts’ Minuteman Health, Inc. 
is re-launching, after attracting about 2,000 
members against projections of 37,000. Te 
CO-OP got of to a late start with no products 
listed on the marketplace until January 1, 2014.

Massachusetts Health Connector’s web-
site failures presented additional problems. 
Because of technical glitches, ofcials allowed 
300,000 residents to enroll in temporary Med-
icaid and another 100,000 to remain in the 
state’s Commonwealth Care program for an-
other year—thereby reducing the potential 
market for Minuteman’s products.

CO-OPs everywhere will be aggressively 
pursuing membership growth during the 
upcoming marketplace enrollment period, 
VanRiper says. However, enrollment is not the 
sole measure of success, she adds.

CO-OPs were included in the ACA to pro-
vide additional competition for commercial 
plans in health insurance exchanges and 
exert downward pressure on premiums. For 
2014, premiums for all health insurance ex-
change plans were 9% lower in states with 
CO-OP plans, compared with states having 
no CO-OPs, according to NASHCO.

A McKinsey & Company report found 
that CO-OPs ofered the most products 

among all new insurance companies in the 
marketplaces, creating more choices for con-
sumers. Te same report showed that CO-
OPs ofered 37% of the lowest priced plans 
in the states in which they operate, and were 
the most likely of all insurers to have plans 
within 10% of the lowest priced option. Sav-
ings realized from lower premiums could be 
in the billions for both consumers and tax-
payers as a result of fewer subsidies paid out, 
according to NASHCO.

“CO-OPs and HMOs exhibited signifcantly 
lower premiums than other plan types,” Amy 
Burke, Arpit Misra and Steven Sheingold say in 
a June research brief from the U.S. Department 
of Health & Human Services Ofce of the As-
sistant Secretary for Planning and Evaluation.

Although CO-OPs are intended to appeal 
to price-conscious consumers, most CO-OPs 
reported that their members generally have 
selected premium-level plans, according to 
NASHCO.

CO-OPs are intended to facilitate develop-
ment of a more patient-centered healthcare 
system, VanRiper says. As defned in the ACA, 
CO-OPs must be consumer-directed, with a 
majority of board members being premium-
paying plan enrollees. All 23 CO-OPs will 
meet that requirement this year. Many have 
already held board elections and some boards 
are composed entirely of CO-OP members.

Proponents believe that consumer 
orientation ultimately will be a key factor in 
making CO-OPs a force in the healthcare in-
surance marketplace. “When you have that 
kind of direct consumer input to the plan 
management, you really know what your con-
sumers want,” VanRiper says.

Te ACA also stipulates that CO-OPs should 
facilitate high-quality, patient-oriented care—
a requirement they have begun to meet in just 
their frst year of operation, VanRiper says. Coor-
dinated care is heavily emphasized by virtually 
all CO-OPs, with one maintaining its own net-
work of four patient-centered medical homes 
(PCMH) and others maintaining relationships 
with one or more PCMHs. 

Many CO-OPs ofer provider incentives for 
coordinated care and have integrated behav-
ioral health services. At least one has medical 
homes with a behavioral health component. 
Another ofers benefciary incentives for early 
utilization of behavioral care resources, she 
says. 

Bob Pieper is a freelance healthcare writer based in St. Louis.
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mployer-sponsored healthcare 
benefts are not insulated from the 
changes taking place in the broader 
healthcare marketplace. However 
employers, particularly large em-
ployers, are attempting to drive the 
conversation and actions toward 
issues that are important to them. 
One of the best ways to do that is to 
pressure health plans to help them 
achieve their healthcare goals.

Quite simply, given the large 
cost increases employers continue 
to face, they want more for their 
money and they expect health plans 
to help them get it. Whether they 
are self insured with administrative 
services only (ASO) arrangements 
or fully insured, employers expect 
more from health plans.

Data analytics 
No matter what their size or 
situation, employers are looking 
for data. “Tey want data 
to support how pricing was 
developed [and to understand] 
what kinds of claims are driving 
costs and what kinds of wellness 
or education programs can 
be implemented to improve 
health and productivity,” says 
Rudy Garcia, president of 
Qandun Insurance Agency, Inc. 
in Glendale, California. Better 
health and productivity can not 

only control the cost of health 
beneft programs but also “reduce 
workers compensation claims 
and keep employees healthy and 
at work, reducing absenteeism, 
presenteeism and overall turnover 
of the workforce,” he says.

If that seems like a tall order, 
it is. But that doesn’t mean 
employers won’t stop asking for 
what they want. “Te data and 
analytics piece in healthcare 
is becoming increasingly 
sophisticated,” says Ash Shehata, a 
partner at KPMG LLP. 

“Employers are demanding 
greater transparency in the 
cost and quality of healthcare,” 
Shehata says. He notes that data 
analytics can allow health plans 
to be more predictive about the 
expected costs of healthcare even 
down to the individual employee 
level. 

Another way employers want 
to use data is to identify whether 
their eforts at managing costs 
and care are working as expected 
and where to concentrate those 
eforts. “Tis can include data that 
highlight where an employer’s 
experience with medical service 
price variation or inappropriate 
care—seeking behaviors can 
be addressed through new 
programs or consumer tools,” 

says Greg Mansur, a principal 
in the healthcare practice of 
PricewaterhouseCoopers in Los 
Angeles.

New performance 
metrics 
In the past, strong administration 
and customer service were key 
employer focuses when evaluating 
health plans. Employees and 
their dependents had to have 
access to the care they needed 
and the health plan had to deal 
with the resulting claims quickly 
and accurately. Te performance 
metrics employers used to 
measure health plan performance 
refected this and tended to focus 
on performance guarantees for 
areas such as claims service, 
customer service, network 
adequacy, and various process 
measures around other service 
functions such as ID card 

What employers Want 
from health plans

by JOANNE SAMMER

Defned contributions help control costs

E
The Triple Aim  
is on the minds 

of many employers today:

1  improving the health 
of their populations,

2  improving outcomes 
for patients while 
improving the patient/
care experience and

3  reducing per capita 
costs.”

--GreG MAnsur, A principAl  

in The heAlThcAre prAcTice  

of pricewATerhousecoopers  

in los AnGeles
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delivery and medical management 
performance, says Mansur.

Now, employers are looking for 
health plan partnerships focused 
on much broader objectives. 
“Te ‘Triple Aim’ is on the minds 
of many employers today: (1) 
improving the health of their 
populations, (2) improving 
outcomes for patients while 
improving the patient/care 
experience and (3) reducing 
per capita costs,” says Mansur. 
“Health plans are viewed as critical 
partners in these objectives.”

Metrics associated with 
wellness extend beyond health 
insurance claims. “Employers 
are also looking at managing 
disability costs and what the 
health plan is doing to keep people 
well,” says Shehata. To that end, 
employers are focused on metrics 
relevant to those goals, such as 
days lost to disability. In addition, 
employers want to identify what 
can prevent large medical claims, 
such as metrics on the success of 
smoking cessation programs, how 
well individuals adhere to their 
medication regimens, and the 
outcomes of disease management 
programs. For example, the 
latter might translate into simple 
questions such as, “Are my diabetic 
employees staying out of the ER?” 
says Shehata.

Meeting performance 
expectations is not the only metric 
of success in today’s employer/
health plan relationship. “We are 
seeing a greater emphasis now on 
how carriers achieve outcomes 
that reduce costs, improve 
health or improve consumer 
engagement,” Mansur says.

Defned contribution 

health benefts 

One of the most signifcant devel-
opments in employer-provided 
healthcare benefts is the slow but 
growing shift toward a defned 
contribution approach to fnanc-
ing these benefts. Much like the 

shift from traditional pension plans 
to 401(k) plans for retirement, 
the move to defned contribution 
healthcare benefts would provide 
employees with a defned contri-
bution toward their healthcare 
coverage rather than a set beneft. 
In other words, instead of employ-
ers ofering one or more plans 
with employees contributing a 
certain percentage or amount for 
the coverage, employers using a 
defned contribution approach 
would provide employees with a 
lump-sum amount that employees 
can use to purchase healthcare 
coverage. If the coverage costs 
more than the employer’s contribu-
tion, the employee must make up 
the balance.

“Employers see a defned con-
tribution as a way to better control 
their costs,” says Shehata. In sup-
port of this shift, “private exchange 
products are gaining a lot of 
traction among employers.” Health 
plans that work with employers 

moving toward this defned contri-
bution approach will also need to 
do things a bit diferently. 

For one thing, “a defned con-
tribution model needs to operate 
within the parameters of the health 
reform law and this means that 
the cost of plans that meet the 
minimum thresholds for plan value 
and afordability stay that way,” says 
Mansur. “Health plans need to de-
liver better trend performance for 
employers to make the transition to 
defned contribution a real success.”

A major part of that is fnding 
ways to help individuals become 
better and more informed 
consumers of healthcare services. 
“Being able to efectively engage 
consumers so that they make good 
care decisions [will help to ensure] 
that the health plan network is 
delivering real value in terms of 
cost and quality,” he says. 

Joanne Sammer is a freelance writer based 
in Kansas City.

In this environment, brokers will continue 

to play an important role, especially for 

small and mid-sized employers. However, 

instead of transactional relationships, 

smart brokers are developing more 

consultative client relationships. In 

addition to ofering expertise and advocacy 

when choosing and evaluating health 

plans, brokers are looking for ways to add 

value by providing new insight, services 

and expertise to help employers do 

everything from managing their regulatory 

requirements under the Afordable Care 

Act, to managing costs and providing 

needed insight and advice on how to 

achieve goals for their employee health 

beneft programs.

For example, brokers can “provide 

a third-party perspective on the cost, 

service and value propositions of diferent 

carriers,” says Mansur. Then, they can help 

match the carrier to that employer’s unique 

business needs and the characteristics 

of the covered population. Beyond that, 

brokers can also help “employers analyze 

contribution strategies, value the impact 

of plan changes, negotiate with carriers 

on price and service and assist employers 

in monitoring the results, helping them to 

understand how the service and value they 

are receiving compares to the current state 

in the marketplace,” he says.

How well brokers are meeting these 

expectations is open to question. According 

to the 2014 Broker Services Survey of 

3,725 insurance buyers conducted by 

technology frm Zywave, the vast majority 

of employers expect more from their 

brokers but are not always receiving it. 

While almost all employers surveyed want 

help keeping current with regulatory and 

legal requirements and help with wellness 

programs, only about half actually receive 

the help they want.  

A continuing role  
for brokers,  
but for how long?
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Best practices for optimal outcomes

n many ways, autism is a 
nightmare condition for 
health plans. Its prevalence 
appears to be skyrocketing, 
it typically requires long-
term treatment, diagnoses 
are being made at younger 
and younger ages, there 
is a plethora of therapies 
(some evidence-based, some 
entirely fanciful), and some 
therapies can be very expen-
sive. Oh, and there’s no cure 

for the condition, nor even a frm 
evidence-based etiology for it.  

Fortunately, a few things do miti-
gate what might otherwise seem 
like an overwhelming situation. 

How many cases? 
Most prominent is the fact that, 
despite some scare-mongering, 
autism has not actually surged out 
of control. 

Talk of an “autism epidemic” 
is misleading, says Allison Singer, 

MBA, president of the 
Autism Science Founda-
tion. “We know there’s 
an increase in measured 
prevalence, but we 
don’t know if there’s an 
increase in incidence.” 

When Singer’s older 
brother was diagnosed 

with autism in 1968, she explains, 
autism’s prevalence was estimated 
at 1 in 10,000. It was a time when 
diagnostic criteria for autism were 
much more restrictive than those 
currently used. 

Autism in the 1960s was still 
often diagnosed as “childhood 

schizophrenia.” It wasn’t until 1980, 
and the publication of the Diagnos-
tic and Statistical Manual (DSM)-III 
that autism was distinguished as 
a separate condition. In 1994, the 
DSM-IV added Asperger syndrome, 
and in 2013, the DSM-V rolled all 
subcategories into the autism spec-
trum disorder (ASD) diagnosis. 

So it should have been no 
surprise when the Center for 
Disease Control and Prevention’s 
(CDC) Morbidity and Mortality 

Weekly Report for March 28, 2014, 
estimated that (per 2010 data) one 
in 68 U.S. 8-year-olds has an ASD 
diagnosis (not classic, severe au-
tism per se.) Even though the CDC 
noted that the 1-in-68 fgure was 
not necessarily refective of the U.S. 
population as a whole, the number 
was large enough—and enough of 
an increase over the 2012 estimate 
of one 8-year-old in 88—to fuel 
renewed media coverage of an 
“autism epidemic.” 

Singer says the term ‘autism’ is 
clinically meaningless because the 
diagnostic criteria are so much 
broader now. “It doesn’t describe 
a distinctive cluster of symptoms 
any more,” she notes.

Its quasi-replacement, ASD,  is 
also fairly meaningless, she con-
tends, because it provides no guid-
ance for therapy. (Does the patient 
exhibit aggression? Self-injury? 
Does the patient have speech dif-
fculties? A low IQ? A high one?) 

Te evolving defnitions of 
autism in successive DSMs have 
wrought havoc on diagnosis and 
on research, Singer says. 

“Te defnition [of autism] has 
changed drastically over time,” says  
Susan Levy, MD, MPH, of the Chil-
dren’s Hospital of Philadelphia and 
member of the autism subcom-
mittee of the American Academy 
of Pediatrics’ Council on Children 
with Disabilities. 

She agrees with Singer that 
there is no autism epidemic, 
that is, no sudden increase in 
cases traceable to a risk factor, 
though she’s more amenable to 
the changed diagnostic criteria in 
DSM-V, saying, “It’s better science.” 

Another factor in the general 
increase in ASD prevalence, Levy 

suggests, is that 
the average age 
at diagnosis was 
age 5 or 6 years 
about 10 years 
ago, whereas 
now it’s starting 
to dip below age 
4 and has the 

potential to drop closer to age 2. 
Finally, ASD cases might actu-

ally be on the rise. Dr. Levy believes 
that environmental exposures to 
chemicals are a likely culprit. 

“Tere has been a major shift in 
how we defne, recognize and even 
conceptualize autism,” starting 
in the 1970s and throughout the 
1990s, says Jon Baio, Ed.S. an epi-
demiologist with CDC’s develop-
mental disabilities branch. 

A major concern, he says, is 
“whether the rapid and recent 
increase in autism prevalence esti-

mates is attribut-
able to changes 
in etiologic risk 
factors or simply 
to our shifting 
classifcation 
and perception 
of autism, our 
increased focus 

on autism in science and the me-
dia, and our expanded funding and 

Autism: tAming A nightmAre 

by scott baltic

No cure, no cause, but still some options 

I

Singer

Dr. Levy

Baio
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legislation for autism services. 
“It seems unlikely that the steady 

rate of increase in reported ASD 
prevalence estimates is still closely 
tied to the introduction of DSM-IV 
20 years ago. Tere are clearly other 
factors at play,” Baio says. 

Regarding the CDC, he says, 
“the biggest question is not about 
‘measured’ vs. ‘actual’ prevalence, 
it is why such wide variation exists 
among diferent U.S. communi-
ties, racial/ethnic groups, and 
socioeconomic classes in how 
individuals are getting evaluated, 
diagnosed, and served for their 
autism, and what can be done to 
reduce these disparities.” 

Costs and reforms 

Behind all the questions about au-
tism’s prevalence, of course, looms 
the issue of cost. 

In 2005, after Judith Ursitti’s son 
was diagnosed with autism at age 2 
as a result of routine developmental 
screening, Ursitti was referred to a 
pediatrician who prescribed several 
therapies including speech therapy, 
occupational therapy, physical 
therapy ( for a delay in walking) and 
applied behavior analysis. 

Ursitti’s health insurer denied 
coverage for all these therapies, 
because autism was specifcally 
excluded under her policy. Te in-
terventions cost the family $3,000 
to $5,000 per month at that time, 
says Ursitti, who is now director 
of state government afairs for Au-
tism Speaks, an advocacy group. 

As a result of that experience 
Ursitti, then living in Texas, became 
an advocate for a law in that state 
requiring that evidence-based ASD 
therapies be covered by state-
regulated insurers. Te law was 
enacted, initially covering children 
ages 2 through 5, though the upper 
age was later raised to 10, and now 
there is no age limit, says Ursitti. 

Meanwhile, the family had 
moved to Massachusetts, where 
Ursitti again got involved in an 
efort to pass state-level autism 
insurance reform. Te law was 

enacted in 2010, so Ursitti’s family 
fnally has insurance coverage for 
autism interventions. 

Ursitti says 37 states now have 
similar laws. And as a gauge of 

costs, the average 
premium impact 
on state-employ-
ee health plans 
has been 31 cents 
per month per 
member, she says.

Insurers’ 
initial fears that 

premiums would surge, Ursitti 
adds, were based on “a misunder-
standing of the autism spectrum.” 

Meanwhile, Medicaid has been 
adding its voice. On July 7, the Cen-
ters for Medicare & Medicaid Ser-
vices (CMS) and Children’s Health 
Insurance Program Services issued 
an informational bulletin clarifying 
Medicaid coverage of services to 
children with autism. 

Tough the bulletin does not 
create new coverage requirements, 
it might cause some state Medicaid 
programs to provide “additional or 
expanded ASD treatment services,” 
with an emphasis on the early and 
periodic screening, diagnosis and 
treatment requirement, accord-
ing to the American Academy of 
Pediatrics (AAP). California, accord-
ing to the AAP, has begun to cover 
applied behavior analysis services 
as a result of the CMS bulletin. 

Not insurers alone 

Another mitigating factor on the 
ASD front is that mainstream 
advocacy groups aren’t pushing 
for reimbursement for anything 
beyond evidence-based therapies. 

“We’re not asking for dolphin 
therapy,” says Ursitti, nor chela-
tion therapy, nor experimental 
treatments, nor supplements, nor 
hyperbaric oxygen, all of which are 
unproven. 

Levy adds that some non–
evidence-based ASD interventions 
can be dangerous, including stem 
cell transplants, exclusion diets 
and chelation. 

A June article in JAMA Pediatrics

reported fndings by a team of 
researchers from the United States 
and United Kingdom, who had 
estimated the lifetime direct and 
indirect economic costs for one 
individual with ASD. 

Tey found that for individu-
als with autism and intellectual 
disability, the average lifetime cost 
was $2.4 million in the United 
States and a surprisingly simi-
lar—given how diferent the two 
countries’ health systems are—$2.2 
million in the United Kingdom.

For individuals without intellec-
tual disability, the average lifetime 
cost was $1.4 million in either 
country. For children with ASDs, 
the largest costs were for special 
education and parents’ lost wages, 
and for adults with ASDs, they were 
residential care and lost wages. 

Medical services costs com-
prised 30.9% of the average total 
annual costs for an adult with ASD 
with intellectual disability and 
27% of such costs for an adult with 
ASD without intellectual disabil-
ity. Te corresponding portions 
for children were 16% and 13.4%, 
respectively. 

One lesson that can be drawn 
from this study is that autism has 
costs and ramifcations far beyond 
the healthcare realm. 

For example, Ursitti notes that 
the federal Individuals with Dis-
abilities Education Act (IDEA) man-
dates certain kinds of assistance—
not healthcare, but instead aiming 
at educational goals—for children 
with disabilities, including ASD. 

“In theory, that’s a great idea,” 
she says. “In practice, there’s no 
money.”  Still, Ursitti adds, “We’re 
not asking insurers to handle it all.” 

Tat is, part of the ongoing ASD 
cost burden will be borne by the 
educational system, local social 
services and potentially Medicaid, 
she says, adding, “it’s not appropri-
ate to expect health insurers to 
cover everything.”  

Scott Baltic is a freelance writer based in Chicago.

UrSitti
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Pharmacy Best Practices
InnovatIve Ideas for drug utIlIzatIon and management

espite the fact that 
approximately 2.74 
million patients used 
anti-obesity drugs in 
2011, according to 
information services 
company IMS Health, 
the majority of health 
plans are following the 
lead of the Centers for 
Medicare and Medicaid 
Services and not cover-
ing them.  

More than one-third of adults 
(34.9%) and 17% of youth in the 
United States are obese, accord-
ing to the Centers for Disease 
Control and Prevention (CDC). 
Te estimated annual medical cost 
of obesity in the U.S  in 2012 was 
$190.2 billion, or nearly 21% of an-
nual medical spending, according 
to the Journal for Health Economics, 
and the medical costs for obese 
people were $1,429 higher than 
those of normal weight, according 
to the CDC.

Caroline Apovian, M.D., profes-
sor of medicine and pediatrics at 
Boston University School of Medi-
cine, attributes the small number 
of plans that cover weight-loss 
drugs to an historical perspective 
that obesity is a “matter of will 
power.” She applauds the American 
Medical Association for declar-
ing obesity a disease last year, a 
decision hopefully “making many 
payers stop in their tracks.” 

Apovian combines diet, exercise 

and weight-loss medications as 
treatment for her patients and says 
that most lose 5% to 10% of their 
body weight in six months to a year.

Te high prices of obesity drugs, 
a lack of primary care physicians 
who specialize in treating obesity, 
and the fact dieticians are not 
reimbursed by most insurers are 
other factors keeping the drugs of 
many formularies.

Apovian notes that many health 
plans do reimburse physicians 
for counseling and treating obese 
patients with comorbidities during 
ofce visits, however.

Measuring benefts  
of two weight-loss drugs
Aetna is taking a pioneering 
step in the pharmacotherapy 
arena of weight-loss drugs. Te 
Hartford, Connecticut-based 
insurer announced a pilot program 
in January to test the benefts 
of Qsymia (VIVUS) and Belviq 
(Eisai)—both approved in 2012—in 
conjunction with lifestyle support, 
for self-insured plan sponsors 
who choose to cover prescription 
weight-loss drugs. While there is 
no specifc launch date, companies 
are expected to join on an ongoing 
basis through 2015. Te pilot will 
measure potential improvement in 
health outcomes, productivity and 
medical costs.

 More than 4,000 members 
currently have coverage for 
prescription weight-loss drugs 

and are eligible to participate 
in the pilot. By the beginning of 
2015, Aetna expects more than 
35,000 members will be eligible to 
participate.

Members are eligible if they 
meet the body mass index (BMI) 
clinical requirements outlined for 
the two drugs (see “Tird anti-
obesity drug is approved for use 
in U.S.”, page 4) and have a doctor 
prescribe the medications. Other 
prescription weight-loss drugs may 
be covered, but only Belviq and 
Qsymia will be evaluated as part of 
the pilot.

In collaboration with the 
manufacturers of Qsymia and 
Belviq, the pilot ofers outreach to 
high-risk members and doctors 
outlining covered weight-loss 
options. Members who qualify 
will also receive free premium 
membership to the mobile app 
“Lose It!” by signing up through 
Aetna Navigator and CarePass.

“Weight loss is a complex, 
physical and emotional challenge,” 
says Ed Pezalla, M.D., national 
medical director for pharmacy 
policy and strategy at Aetna. “A 
single approach to weight loss will 
not be right for everyone.

“We want to help our members 
make healthy lifestyle choices 
with their doctors by providing 
access to clinically proven options, 
information and support that may 
deliver better results and new 
hope for those struggling to lose 
weight,” he says. “At the same time, 
plan sponsors have the option to 
cover these prescription weight-
loss medications in Aetna’s health 
beneft plans. We are conducting 
the pilot to give plan sponsors more 
information about the potential 
value of weight-loss drugs.”

Pezalla says that the majority 
of self-insured employers do not 
ofer coverage for prescription 
weight-loss drugs. If they do 
elect coverage, the medications 

weighing the benefits  
of anti-obesity drugs

by MARI EDLIN

Few insurers reimburse for the drugs

D
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may be subject to coverage for 
medical necessity only and require 
preauthorization following a set of 
requirements.

Patients using Belviq 
and Qsymia also require 
reauthorization at 12 weeks. 
Patients taking Belviq  have to 
show a documented weight loss of 
at least 5% of baseline body weight. 
For Qsymia, the requirement is at 
least 3% of baseline body weight.

For companies in the pilot 
who do cover weight-loss drugs, 
the medications are available on 
tier 2—preferred branded drugs—
through retail and mail order 
pharmacies. 

If the drugs are covered under 
the medical benef t, they are 
reimbursed through a weight-loss 
rider.

Aetna plans to evaluate results 
in the next 12 months. 

Coverage: Not an easy 
decision 
Determining if weight-loss drugs 
should be covered by insurers is 
def nitely not cut and dried, says 
Andrew Behm, Pharm.D., vice 
president of clinical evaluation 
and policy for Express Scripts, a 
St. Louis-based pharmacy benef ts 
manager.

Although he says the obesity 
epidemic has grown and Express 
Scripts’ clients are more open 
to drug and non-drug related 
solutions, the high cost of these 
medications, along with uncertain 
benef ts for health and productivity, 
need to be weighed carefully before 
coverage decisions are made.   

T e price for a 30-day supply 
of Belviq and Qsymia, using 
coupons or discounts from their 
manufacturers, ranges from $110 
to $178, according to GoodRx.com.

“T e potential benef ts of these 
new anti-obesity medications need 
to be compared against their risks 
and cost,” Behm says.

“In light of these shortcomings, 
plan sponsors have a variety 
of ways that they address 

weight-loss medications,” Behm 
says. “At Express Scripts, we 
commonly see three approaches: 
outright coverage without any 
restrictions, outright benef t 
coverage exclusion; and perhaps 
the most common approach, 
drug therapy coverage as long as 
the patient meets specif c body 
mass index requirements, plus or 
minus specif c risk factors, and 
is actively engaged in behavioral 
modif cation and/or restricted 
caloric intake.”

He notes that all of the current 
medications provide relatively 
marginal weight loss results for 
the vast majority of patients, and 
the initial weight loss benef ts 
are frequently not sustained over 
an extended period—even for 
patients who adhere to drug and 
lifestyle changes.

 Behm does not view weight-

loss medications and bariatric 
surgery as competing therapies 
because drugs only reduce weight 
in the range of 3% to 10% when 
used in combination with lifestyle 
modif cations. On the other hand, 
most patients eligible for surgery 
are often several hundred pounds 
over their ideal body weight.  
Instead, he says, physicians 
likely will guide patients to the 
appropriate solution based on the 
patient’s baseline BMI.

 Apovian, along with other 
healthcare professionals and the 
Obesity Society, are trying to make 
legislators aware of the potential 
for diet, exercise and medications 
to reduce the cost of healthcare by 
preventing chronic diseases such 
as diabetes. So far, their ef orts 
have been unsuccessful.  

Mari Edlin is a freelance writer  based in Sonoma, Calif.

tHIrd antI-oBesItY drug 

aPProved for use In u.s.

b
esides the two obesity drugs 

approved in 2012— Belviq 

and Qsymia—FDA approved 

Contrave this past September. 

Developed by Orexigen Therapeutics, It 

is a combination of two FDA-approved 

drugs, naltrexone and bupropion, in 

an extended-release formulation. 

Naltrexone treats alcohol and opioid 

dependence, while bupropion is 

approved to treat depression and as a 

smoking cessation aid.

In a clinical trial of 1,074 obese 

patients (BMI >=30), 42% of patients 

treated with Contrave lost at least 5% of 

their body weight compared with 17% 

of patients treated with placebo over 56 

weeks of treatment.  In another trial of 

387 obese diabetic patients (BMI >=27), 

also 56 weeks in duration, 36% of patients 

treated with Contrave lost at least 5% of 

their body weight compared with 18% of 

patients on placebo.

Boston University School of 

Medicine’s Apovian believes that 

Contrave’s combination of drugs that blocks 

addiction and treats depression has known 

mechanisms of action and should be able to 

help patients lose weight.

Getty Im
ages/iStock/360
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Transforming care Through healTh iT

Technology

n the shift away from fee-for-
service to coordinated care 
models, healthcare organiza-
tions are reaping benefts 
by bundling payments for 
particular episodes of care. 
While still in the early stages, 
bundled payments promise to 
save costs and improve quality, 
and have already improved 
communication and collabora-

tion among major players along the 
continuum of care.

“Episodes or care [a.k.a. bundles] 
provide a middle ground between 
fee-for-service and full capitation 
that allows for a level of planning, 
analysis and cross organization 
comparison that is fair and equi-
table,” says Graham Hughes, MD, 
chief medical ofcer for the SAS 
Center for Health Analytics and In-
sights, a provider of analytical soft-
ware and services headquartered in 
Cary, North Carolina. “Bundles hold 
the promise of creating an apples-
to-apples comparison for the most 
common types of care episodes — 
and one that allows for competition 
based on cost and quality standards 
that can then be compared fairly 
across institutions.”

Key to the early success of 
bundled payment initiatives is 
the ability to focus on distinct 
episodes of care, rather than taking 
on a complete payment system 
overhaul. Te bundled payments 
for particular episodes of care can 
be created, in large part, using 
existing claims data. 

“I once heard episodes of care 
described as a bite-sized strategy to 

improve and transform how health-
care is delivered and paid for in the 
United States,” says Lili Brillstein, 
director, Episodes of Care, Horizon 
Blue Cross Blue Shield of New Jersey. 
“It’s true. You can pick an episode 
and look at that piece, and begin to 
understand how one has to trans-
form healthcare to deliver better 
quality outcomes at a lower cost.”

Te U.S. Centers for Medicare and 
Medicaid Services’ (CMS) Bundled 
Payments for Care Improvement 
initiative (BPCI) defnes four 
fnancial and performance models 
for 48 episodes of care. Te episodes 
of care include diagnosis-related 
groups (DRGs), which allow 
healthcare organizations to use 
claims data to estimate a bundled 
payment. Te more distinct the 
episode of care, the easier it is 
to correctly estimate a bundled 
payment. 

While payers have claims data 
readily available, they may not have 
the technology infrastructure in 
place to automatically analyze that 
data. However, several third-parties 
can provide that service.

“If you’re using the best practices 
in implementing the bundled pay-
ment program, including retro-
spective reconciliations, selecting 
a ‘quarterback’ for the episode, 
instituting stop-loss arrangements, 
using standard defnitions of epi-
sodes, there are very few challeng-
es,” says Francois de Brantes, MBA, 
executive director of the Health 
Care Incentives Improvement 
Institute in Newtown, Connecticut. 
“If you’re a payer and want to fully 

scale a bundled payment program, 
you need a claims adjudication 
system that can handle these pay-
ments, and that’s a signifcant chal-
lenge for almost all payers.” 

 
Building the right bundle
North Shore-LIJ Health System, 
Great Neck, New York, was approved 
by CMS for nine bundles revolving 
around orthopedic, cardiac surgery, 
stroke and chronic obstructive 
pulmonary disease. Howard Gold, 
executive vice president and 
chief managed care and business 
development ofcer for North 
Shore-LIJ, says surgical episodes 
are the best place to start because 
they’re more clearly defned in terms 
of fnances and services provided. 

“Bundled payments are one 
of most intensive programmatic 
initiatives we’ve been involved in 
since ACA,” he says. 

Gold says North Shore-LIJ 
Health System’s implementation 
of bundled payments took about a 
year of work and involved about 100 
people. It’s efective start date was 
in January of this year. 

“It required extensive 
preliminary analysis,” he says. “We 
looked at claims data on Medicare 
to determine the total cost of care, 
then polled a lot of physicians and 
administrators to determine which 
categories could be managed to 
efect a savings and better outcome. 
We looked at a tremendous amount 
of data and worked with an outside 
consultant.” 

When it comes to implementing 
a new model for healthcare 
payments that brings payers, 
providers and administrators 
together, a year is a relatively short 
timeframe. North Shore-LIJ Health 
System should know the initial 

Coordinating Bundled Payments
Bundled payments: The frst step toward 

coordinated care

I
by Jamie J. Gooch
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Technology

results soon, but Gold expects to 
save more than the planned 3%. 
He says he has already seen less-
tangible benefts. 

“Bundled payments have 
the potential to teach us how 
to organize care across the 
continuum,” he says. “Tey require 
us to take care of the patient for 
a longer time. Tey require us 
to organize physicians in each 
hospital and administrators and 
every service line who would touch 
the patient, including nursing 
homes and pharmacies.”

Gold calls the BPCI initiative 
one of the most potentially 
efective program pilots coming 
out of the ACA.

“When we started, no one knew 
what a bundle was,” he says. “Tis 
taught people more about taking 
care of the whole patient over a 
longer period of time than almost 
anything else.”

Horizon Blue Cross Blue Shield 
of New Jersey started its bundled 
payment pilot in 2010 with total 
hip and knee replacements. Tat 
was three years before the CMS 
BPCI initiative began in earnest. 
Horizon uses the PROMETHEUS 
algorithms from HCI3. 

By the end of 2012, Brillstein 
says, the insurer had seen enough 
success interms of improved 
patient quality, patient satisfaction 
(over 95%) and cost reduction, that 
it decided to expand its bundled 
payments eforts to additional 
orthopedic episodes, as well as 
obstetrics, colonoscopy and oncol-
ogy. During the pilot phase from 
2010 to 2013, Horizon Blue Cross 
Blue Shield of New Jersey complet-
ed an estimated 1,100 episodes, 
cumulatively. In 2014 alone, that 
number will jump to 8,000. 

Retrospective vs. 
prospective payments
Like three of the BPCI models, both 
North Shore-LIJ Health System’s 
and Horizon Blue Cross Blue 
Shield of New Jersey’s initiatives are 
retrospective, meaning costs are 

reconciled against a target price 
after an episode of care. Te fourth 
BPCI model, and one that is more 
challenging is a prospective model. 

“In the prospective model, pro-
viders are given a certain amount 
of money up front (i.e., before the 
episode begins)” Brillstein says. 
“Most providers are not in a posi-
tion to accept up front payment 
and don’t have the infrastructure 
or downstream agreements to 
manage and distribute payments 
across the healthcare continuum.” 

In Horizon’s retrospective imple-
mentation, all providers through-
out the continuum get paid at 
fee-for-service rates as their care is 
delivered. All episodes are reviewed 
against quality benchmarks and pa-
tient experience thresholds. Ten, if 
costs come in below budget, savings 
are shared with the “conductor” 
as Brillstein refers to the provider 
who is contracted for the episode 
management.

Brillstein says she doesn’t think 
she’ll see a time when bundling 
is only prospective, but she does 
expect to introduce it in the 
future in conjunction with their 
retrospective program.  

Gold agrees that widespread use 
of a prospective model is still far in 

the future for bundled payments.
“We’re not there yet,” he 

says. “It would require diferent 
administration, an infrastructure 
for payment distribution and 
stopping fee for service altogether.”

But retrospective bundled pay-
ments are laying the important 
groundwork for trust between 
payers and providers that will be 
needed for a prospective model to 
succeed. Horizon Blue Cross Blue 
Shield of New Jersey has provider 
partners who are already inter-
ested in moving toward a prospec-
tive model. Tat willingness to 
move forward with quality-based 
care is one of the most important 
outcomes of Horizon’s bundled 
payment initiative, Brillstein says. 

Te insurance company has 
become “the facilitator of change 
on the provider side,” she says, by 
creating opportunities for doctors 
and other providers to talk to each 
other and share best practices. “One 
of greatest successes of this efort 
is that doctors want us to engage 
their colleagues. Tey believe in the 
program and they see it working,” 
she says. “Tey actually like us now. 
It is very collaborative.” 

Jamie J. Gooch is a Cleveland-based freelance writer.
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Developments from the front linesNeed to Know

health management

A surge in emergency 
department visits and 
hospitalization rates on 
the part of newly-insured 
Medicaid patients is 
a mostly temporary 
phenomenon created 
by pent-up demand, 
according to a report by 
UCLA’s Center for Health 
Policy Research (HPR).
Te study, released in 
October, eases fears that 
large numbers of new 
Medicaid patients would 
overwhelm the system and 
strain budgets.

As of July 2014, 
California had logged 1.5 
million new Medicaid 
enrollees due to the 
state’s decision to expand 
Medicaid as part of the 
Afordable Care Act. Tat 
number includes 650,000 
who were transitioned 
from the state’s Low-

Income Health Program 
(LIHP).

Te study looked at 
claims data from two 
consecutive Medicaid-
voucher programs in 
California, the Health Care 
Coverage Initiative (HCCI), 
which ran from September 
2007 to October 2010, and 
LIHP, which ran from July 
2011 to December 2013.

Both provided coverage 
to individuals who were 
not eligible for Medi-Cal 
or other low-income 
programs at the time, and 
who would have been 
eligible for Medicaid under 
Medicaid expansion.

Results were that 
those individuals with 
the highest pent-up 
demand initially had 600 
emergency room visits for 
1,000 enrollees, but the 
rate quickly dropped and 
then remained relatively 

constant, eventually 
falling to 183 out of 1,000 
individuals during the 
second year of analysis.

Te next highest-
demand group showed a 
signifcantly smaller initial 
number of visits that then 
remained constant, and the 
lowest-demand group had 
a had a smaller number of 
initial visits that remained 
constant.

Hospitalization rates 
among those with the 
highest pent-up demand 
followed a similar trend, 
spiking at frst and then 
rapidly declining.

“We believe Medicaid 
expansion is sustainable 
because the initial high 
cost of newly enrolled 
benefciaries does not 
persist beyond the frst 
year of enrollment for 
the vast majority of new 
enrollees,” Gerald F. 

Kominski, Ph.D., director 
of the HPR, told Managed 

Healthcare Executive. Te 
report “suggests that the 
higher costs and utilization 
among newly enrolled 
Medicaid benefciaries is 
a temporary rather than 
permanent phenomenon.” 

business 

Walmart is continuing its 
expansion into healthcare 
by partnering with 
Direct Health to launch 
Healthcare Begins Here, 
an in-store program 
to educate customers 
about insurance options.
Customers will be able 
to shop for insurance 
through directhealth.com, 
an aggregator site that 
provides access to more 
than 1,700 plans from 12 
leading carriers including 
Aetna, Cigna, Humana, 
United Healthcare, 
and participating Blue 
Cross and Blue Shield 
companies. Stores will be 
stafed by independent, 
licensed health insurance 
agents from DirectHealth.
com who can enroll 
customers in certain 
health insurance plans, 
according to Walmart. 
Agents can also enroll 
customers into Medicaid 
during the Afordable Care 
Act’s open enrollment 
period, which begins 
Nov. 15, 2014. Walmart 
says the partnership will 
bring “transparency and 
simplicity to the changing 
health insurance market.”

Walmart entered 
the primary care arena 
this year, opening eight 
company-owned clinics 
since April with four more 
planned by year’s end. 

Source: The Henry J. Kaiser Family Foundation
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