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Increasing consumer cost-sharing (eg, deductibles, copay-
ments) is a frequently used strategy to minimize the growth
of health insurance premiums due to escalating health care ex-
penditures. The 2016 National Health Interview Survey re-
ports that 40.0% of those younger than 65 years with private
health insurance are enrolled in a high-deductible health plan
(HDHP), a sharp increase from 25.3% in 2010.1 Similarly, a 2016
Kaiser Family Foundation survey shows that the average health
plan deductible has increased from $818 in 2006 to $2069 in
2015.2 People enrolled in plans with a deductible are required
to pay the full cost of most medical care until the plan deduct-
ible is met.

Increases in health plan deductibles raise concerns that the
proportion of household income dedicated to medical care will
grow. In 2014, 23% of adults were underinsured (defined as out-
of-pocket costs that were high relative to income) compared
with 13% in 2005.3 Another concern is that larger plan deduct-
ibles will cause consumers to forgo essential, high-value medi-
cal care.

Ideally deductibles would lead to a reduction in the use
of only low-value care. To accomplish this goal, consumers
must be able to distinguish between high-value and low-

value clinical services, which
is difficult. Thus, increased
cost-sharing contributes to
avoidance of both low- and

high-value care. The study by Wharam and colleagues4 in this
issue of JAMA Internal Medicine adds to a large and growing
body of evidence reporting that while consumer cost-sharing
may not have large deleterious health effects on the general
population, low income and very sick populations are particu-
larly vulnerable to cost-related nonadherence. The authors
found that persons with diabetes decrease the use of evidence-
based interventions in response to increased deductibles,
which likely results in worse health outcomes.4 Vulnerable
groups may not have the savings available to pay for needed
care, potentially affecting the ability to purchase other essen-
tial services such as food or housing.

Despite the limitations associated with current cost-
sharing strategies, out-of-pocket payments may be helpful in
establishing a consumer-centric system and reducing the cost
of care by better engaging patients in their health care decision-
making. Yet, commonly used instruments, such as deduct-
ibles, are blunt and impose the same financial barriers to high-
and low-value clinical services.

Efforts are under way to develop more sophisticated cost-
sharing strategies that can replace traditional approaches. An
alternative benefit design that encourages the use of high-

value care, while at the same time reduces wasteful spend-
ing, is needed. Specifically, value-based insurance design (V-
BID) calls for lower cost-sharing for high-value services and
higher cost-sharing for low-value services.5 V-BID plans are de-
signed with clinical nuance in mind, recognizing that the clini-
cal benefit of a specific service depends on who receives it, who
provides it, and where and when in the course of disease the
service is provided. An example of using clinical nuance to
make health plans more efficient is the evidence-based rec-
ommendation that individuals with diabetes mellitus un-
dergo routine eye examinations. While it is not clinically ap-
propriate for everyone to receive such examinations, the
delivery of this evidence-based service to patients with dia-
betes is a frequently employed quality metric. In a nuanced de-
sign, cost sharing for eye examinations would be substan-
tially lower for those with diabetes than for those without.

Implementation of clinically nuanced cost-sharing has
been driven by private payers (private self-insured employ-
ers and commercial health plans). Also, the Patient Protec-
tion and Affordable Care Act (ACA) eliminated patient cost-
sharing for certain primary preventive services approved by 1
of 4 committees.6 In January 2017, the Centers for Medicare
and Medicaid Services (CMS) launched the Medicare Advan-
tage Value-Based Insurance Design Model, in which selected
Medicare Advantage plans in designated states will be permit-
ted to offer varied benefit designs for enrollees diagnosed with
specified chronic conditions.7 The available published evi-
dence from private and public payers suggests that reduc-
tions in cost-sharing modestly increase the use of targeted high-
value services and can reduce use of targeted low-value
services.8

HDHPs coupled with health savings accounts (HSAs) are
among the fastest-growing health plan types in the United
States. Current Internal Revenue Service (IRS) regulations per-
mit a “safe harbor” that allows coverage of specified primary
preventive services prior to satisfaction of the plan deduct-
ible. However, IRS regulations designate that services meant
to treat “an existing illness, injury, or condition” are excluded
from predeductible coverage. It is important to note that many
evidence-based services used to manage chronic illness—
such as the diabetes mellitus quality metrics measured by
Wharam and colleagues4—are not covered in HSA-HDHPs be-
fore the deductible is met.

Policy makers can change existing IRS regulations to sup-
port more clinically nuanced HSA-HDHPs and mitigate the
growing concern of cost-related underuse of essential ser-
vices used to treat common clinical conditions. Preferably, an
HSA-HDHP would have the option to provide predeductible
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coverage of high-value services used to manage chronic dis-
ease, while discouraging the use of wasteful care. By expand-
ing predeductible coverage for essential care and directing high
deductibles on to low-value services (eg, services identified by
the Choosing Wisely initiative), this “High-Value Health Plan”
(HVHP) would provide more effective coverage without fun-
damentally altering the original intent and spirit of consumer-
directed plans. Quantitative analyses estimated that a novel
HVHP, with predeductible coverage of evidence-based chronic
disease services, would necessitate a modest increase in pre-
miums and yield a slight increase in actuarial value com-
pared with existing HSA-HDHPs. Simulation modeling sug-
gests that the introduction of an HVHP would be a popular
choice for consumers.9

Clinically nuanced—or smarter—deductibles might be a
natural evolution of health plans, in that consumer cost-
sharing would be reduced for the clinical services that are en-
couraged under many alternative payment models. As value-
based reimbursement promotes the delivery of evidence-
based, high-quality care, consumer-facing initiatives must

encourage—not create barriers—to these high-value services.
To better enable the synergies between value-based payment
models and benefit designs, in July 2016, the bipartisan H.R.
5652 “Access to Better Care Act of 2016 ” was introduced.10 This
bill gives HSA-qualified high-deductible health plans the abil-
ity to provide coverage for services that manage chronic dis-
ease prior to meeting the plan deductible. Given the priority
role of HSAs as stated on page 2 of Donald Trump’s Contract
With the American Voter (https://assets.donaldjtrump.com
/_landings/contract/O-TRU-102316-Contractv02.pdf ),
regulatory barriers must be removed to allow health plans the
flexibility to best serve the health of enrollees.

Rising health care spending has created serious fiscal chal-
lenges that emphasize the need to better engage consumers
in their health care decisions. Interventions that improve pa-
tient-centered outcomes while maintaining affordability are
needed. The alignment of clinically nuanced health care pro-
vider-facing and consumer engagement initiatives is a neces-
sary and critical step to improve quality of care, enhance pa-
tient experience, and contain cost growth.
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