





ABSTRACT
With the Affordable Care Act’s increasing focus on preventative care and many insurance companies seeing losses from the marketplace population, doctors and insurers are turning to address the causes, or social determinants, of health through program and benefit designs. When structuring these insurance plans, it is most effective to start with the population being served and its needs. Three major ways insurers are shifting to be proactive and cover individuals’ full spectrum of needs is through covering preventative services, Value-Based Insurance Reimbursement, and Accountable Care Organizations. Once insurers create plans and programs to address populations needs they then need to focus on gaining and retaining membership. 
The public health relevance is through exploring how insurance companies have been shifting to become public health organizations, focusing on preventing diseases at the root of the problem, providing individualized care to meet the needs and expectations of members, and promoting general community health. 
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1.0  Introduction

In our current healthcare system, most Americans do not seek healthcare until they are already sick. Therefore, healthcare is being utilized as sickcare. This means that health insurance is being used like car insurance: you use it when something happens rather than for routine maintenance. This has largely been driven by the way reimbursement has been structured in a fee-for-service environment, so doctors get paid more for performing more tests and procedures. It has also been driven by social and cultural norms – many people today are fearful of going to the doctor because they are afraid of what they might find. The new healthcare model that we have been trying to achieve through policy changes and payment reform utilizes predictive analytics, patient monitoring, care coordination, and patient engagement to improve the health of people to avoid sickcare and instead utilizing healthcare and health insurance as preventative methods. 
One major way we have begun to move towards this model is through the Affordable Care Act (ACA), which aims to improve quality of care while lowering healthcare costs, increasing access to healthcare through the insurance marketplace, and providing consumer protections such as covering pre-existing conditions. With the ACA shifting the focus from volume to value and prevention, health insurance companies are left with the burden to restructure benefit plans, as well as payments, to incentivize patients and providers to maintain and improve the health of their patients. Efforts to improve health in the United States have traditionally looked to the healthcare system as the key driver of health and health outcomes. The ACA increased opportunities to improve health by expanding access to health coverage and supporting reforms to the health care delivery system. While increasing access to healthcare and transforming the healthcare delivery system are important, research demonstrates that improving population health and achieving health equity also will require broader approaches that address social, economic, and environmental factors that influence health. 
2.0  The Affordable care act’s impact on health insurance
The ACA and its ramifications have shifted how individuals consume healthcare services. According to the Centers for Medicare and Medicaid Services (CMS), through the extended deadline for January 1, 2017, coverage, Americans are clearly demonstrating a demand for quality, affordable coverage as 6.4 million consumers have signed up for health insurance marketplace plans through HealthCare.gov, an increase of 400,000 plan selections compared to the same time in 2016 (CMS, 2016). From the ACA and its implications, three major ways insurers are structuring their plans and benefits are through preventative services being fully covered, Value-Based Insurance Reimbursement, and Accountable Care Organizations (ACOs) (Scott, Keckley, & Copeland, 2013). 
2.1 Ten Essential Health Benefits

The ACA requires non-grandfathered health plans in the individual and small group markets to cover essential health benefits (EHB), which include items and services in the following ten benefit categories: (1) ambulatory patient services; (2) emergency services; (3) hospitalization; (4) maternity and newborn care; (5) mental health and substance use disorder services including behavioral health treatment; (6) prescription drugs; (7) rehabilitative and habilitative services and devices; (8) laboratory services; (9) preventive and wellness services and chronic disease management; and (10) pediatric services, including oral and vision care. 
The Ten EHBs must be offered at no dollar limits on every plan under the Affordable Care Act. Essential Health Benefits are the types of care needed to prevent and treat sickness and do not include elective and “non-essential treatments.” Essential Health Benefits consist of items and services required for all individual and small group plans starting in 2014. Large Group Plans are not required to offer an essential benefits package, but most already do, as these benefits were defined in the coverage typically provided by large employers. These EHBs promote consistency across plans and protect consumers by ensuring that all plans cover a core package of items that are equal in scope to benefits offered by a typical employer plan (Centers for Medicare and Medicaid Services, 2017).
2.2 Value-Based Insurance Design

Another implication, which has bipartisan political support, is Value-Based Insurance Design (VBID). VBID aims to increase health care quality and decrease costs by using financial incentives to promote cost efficient health care services and consumer choices (National Conference of State Legislatures, 2016). Value-based insurance takes us from how much to how well by incentivizing and de-incentivizing both providers and patients. Incentivizing providers to keep their patients healthy with VBID is crucial to managing the health of members. This is done through low cost sharing to encourage the use of preventative services. Plans can also create disincentives with high cost-sharing for choices that may be unnecessary or repetitive or when the same outcome can be achieved at a lower cost. 
To decide which procedures are the most effective and cost-efficient, insurance companies may use evidence-based data to design their plans. Good data about the effectiveness of VBID are limited, but early results have been promising. Many value-based insurance design programs have seen improvements in medication adherence and an improved quality of care; however, it is still too early to see cost savings (Gibson, 2011; Lee, 2013). VBID ultimately results in structuring health plans to reward all aspects of the triple aim: lower costs, higher quality and improved outcomes (American Hospital Association, 2016). 

2.3 Accountable Care Organizations
Much like value-based insurance, Accountable Care Organizations (ACOs) tie payment to quality metrics and the cost of care. ACOs are groups of doctors, hospitals, and other healthcare providers who come together voluntarily to give coordinated high quality care to patients. The ACO is then held accountable to patients and third party payers for the quality, appropriateness, and efficiency of its services. Accountable care is a concept for organizing and delivering healthcare that strives for better care and incentive alignment to outcomes. It strives to increased proactive, preventative healthcare, and access to the right care and a better, more effective patient experience.
The convergence of clinical and administrative management resulting in integrated health systems has been an increasingly emerging trend in healthcare. More and more insurers have been collaborating with clinical delivery capabilities either through acquisitions or as business partners in ACOs. There are three main strategies for doing this: 

1. In some communities, health insurers can become business partners with hospitals and physicians who sponsor a plan, as seen in Aetna’s national ACO strategy. 

2. Health insurers can manage a provider’s ACO or medical home programs, seen with many national insurers.   

3. Lastly, integrated delivery and financing systems can manifest in two primary ways. 

a. A hospital system can create an insurance product or health plan, such as how the University of Pittsburgh Medical Center (UPMC) created the UPMC Health Plan in 1997, selling its first commercial products in 1998, and has since grown to be the UPMC Insurance Services Division, offering not just health plans in the commercial market but also workers’ compensation policies, behavioral health policies, Medicare, Medicaid, and employee assistance programs.  More recently, the Cleveland Clinic has started considering a health plan, likely modeling it after UPMC’s structure, which has proven to be successful. Both UPMC and the Cleveland Clinic are nonprofit multispecialty academic medical centers that integrate research and education. When hospitals create insurance products it provides a wide variety of benefits for the system, including monetizing their brand and giving them greater control in where patients seek care.  

b. Alternatively, an established insurer can move to own and operate hospitals and clinics. This could happen through mergers and acquisitions such as the case with Highmark BCBS purchasing Allegheny Health Network. 

In the past, healthcare has been criticized for being rich in data but weak in information. As health insurers shift to being integrated health systems, in contrast to single hospitals or practices, they hold information about what treatments work best, which diagnostics are predictive, what stimuli prompt optimal consumer engagement, and what everything costs. As a result, health insurers have been playing a lead role as infomediaries about health, structuring data into useful tools for individuals, employers, and providers (Khan, 2014). In turn, ACOs bring single doctors, practices, and hospitals to the same integration level as an integrated delivery and financing system. 
2.3.1 Achieving Coordinated Care

Once ACOs are formed, the goal to deliver coordinated, accountable care can be achieved through population health management. One way insurance companies have added population health management to their lines of business is through care managers. Care managers, hired by insurance companies, assist members in using their benefits wisely and perform concurrent review, discharge planning and retrospective review of care plans, in turn providing integrated care for members. For instance, traditional care management programs, UPMC also offers chronic care coordination, which is a collection of services and support systems to help only older patients with their diverse and changing needs. The goal of UPMC’s care coordination program is to help older adults live as independently as possible for as long as possible. UPMC has taken many approaches to managing its members’ and patients’ health. For example, to benefit the community, UPMC purchased benches to place along walking trails in Allegheny County and to generate usage of both the walking trails and the benches, UPMC doctors write a prescription for their patients to walk. 

Managed care plans and organizations share a goal of the ACA to lower spending and improve the quality of care. Managed care is a health care delivery system organized to manage cost, utilization, and quality. Managed care organizations contract with health care providers and medical facilities, the plan’s network, to provide care for their members at reduced costs. Medicaid managed care programs have shifted to address broader factors influencing health through health homes, established by the ACA. 
Another product of the ACA to manage peoples’ health are health homes. As defined in Section 2703 of the ACA, a health home offers coordinated care to individuals with multiple chronic health conditions, including mental health and substance use disorders. They offer comprehensive care management, care coordination, health promotion, comprehensive transitional care, patient and family support, and referrals to community and social support services. Health home providers can be a designated provider team, a team of health professionals linked to a designated provider, or a community health team. 

The Health Enhancement Program, started in Connecticut, has many similarities to the ACA. The program eliminated deductibles and copays for age-appropriate preventive screenings and for medication copays for chronic conditions like asthma or chronic obstructive pulmonary disease, diabetes, or heart disease. It also assessed $35 copays for use of the emergency room when alternatives were available. Among the results in the first year, preventive office visits increased 13.5 percentage points and lipid screenings went up 20 percentage points. Relative to the comparison group, emergency room visits without being admitted to the hospital decreased by 10 visits per 1,000 enrollees in the first year, and 25 per 1,000 in the second (Gnagey, 2016). 
3.0  Population based insurance plans
When structuring insurance plans, it is most effective to start with the population being served and its needs. This is especially true when dealing with the Medicare or Special Needs Plans (SNP) population. Medicare SNPs are a type of Medicare Advantage Plan that limit membership to people with specific diseases or characteristics. Medicare SNPs can then tailor their benefits, provider choices, and drug formularies to best meet the specific needs of the groups they serve. Plans coordinate the services and providers that members need to help them stay healthy and follow doctor’s or other health care provider’s orders. Types of SNPs include the following:

(a) People who live in certain institutions, such as a nursing home, or who require nursing care at home (I-SNP);

(b) People who are eligible for both Medicare and Medicaid (D-SNP); and

(c) People who have specific chronic or disabling conditions, such as diabetes, end-stage renal disease, HIV/AIDS, chronic heart failure, or dementia (C-SNP).

Each Medicare SNP limits its membership to people in one of these groups, or a subset of one of these groups. For example, a Medicare SNP may be designed to serve only people diagnosed with congestive heart failure. If the plan is an IDFS it might imploy world-renowned cardiologists who specialize in treating congestive heart failure, and it would feature clinical case management programs designed to serve the special needs of people with this condition. The plan’s drug formulary would be designed to cover the drugs usually used to treat congestive heart failure. The people who join this plan would get benefits specially tailored to their condition and have all their care coordinated through the Medicare SNP. 

Much like Medicare SNPs’ population tailored plans, many insurers are using population-based census data, as well as old claims and predictive analytics, to structure their insurance benefits around what the population needs. 
Pennsylvania falls below national averages in rankings of state population health, ranking 29th among the 50 states in the United Health Care Foundation’s report (2015). Along with states across the nation, Pennsylvania is currently experiencing an unprecedented number of heroin, opioid, and substance use deaths. Disparities in health and health care access also exist across Pennsylvania. Insurers such as UPMC use this information to structure their insurance plans to offer programs and benefits to serve these underserved populations. For example, to improve access for those living in rural communities UPMC provides a transportation benefit to get to and from doctor appointments. 

Population-based healthcare is a trend sweeping the healthcare industry with payment standards based on preventive care to reduce hospitalizations, duplication of services, and unneeded procedures for the population being served (Howe, 2013). However, to create a population-based health plan insurers first need to understand the population they are serving and what drives their health outcomes.  
4.0  Social Determinants of Health

Many insurance companies saw losses from the ACA’s insurance marketplace because it was unknown how a previously uninsured population would use its new insurance coverage. After a year of learning exactly who this population is, and sensitive to keep spending down, many insurance companies have restructured their benefits to include population health management, the science and art of preventing disease, prolonging life, and promoting health through the organized efforts and informed choices of society, organizations, public and private communities, and individuals (Khan, 2014). 
To structure plans and benefits it is important to know the population and what drives their health, whether poor or good health. Social determinants can help us better understand why a population is facing health issues because there are factors that contribute to a person’s current state of health. These factors may be biological, socioeconomic, psychosocial, behavioral, or social in nature. Scientists generally recognize five determinants of health of a population: 

1. Biology and genetics; examples: sex and age
2. Individual behavior; examples: alcohol use, injection drug use (needles), unprotected sex, and smoking
3. Social environment; examples: discrimination, income
4. Physical environment in which a person lives; examples: where a person lives and conditions
5. Health services; examples: access to quality health care and having or not having health insurance 

In recent years, there has been increased recognition of the importance of social determinants on individuals’ health. Social determinants of health are the structural determinants and conditions in which people are born, grow, live, work, and age. These include factors such as socioeconomic status, education, the physical environment, employment, and social support networks, as well as access to health care. The ACA includes provisions to help bridge health care and community health, providing an enhanced focus on prevention and primary care (Heiman, 2015). High rates of chronic disease in the United States, disproportionately borne by low-income and vulnerable populations, have contributed to growing awareness of the need to identify and address the social determinants of health.

4.2 Addressing social determinants through plan innovations
The consumer-centric market produced by the ACA has resulted in insurance companies to not only have the lowest priced plan in the market but also have more lucrative benefits. In addition to benefits, insurers have also begun funding programs that members could take advantage of and that provide social and/or community benefits. Unlike benefits, which vary by each specific insurance plan a company offers, programs are available to any insurance plan member of that company or in some cases any member of the community. Two innovative ways insurers have recently been addressing social determinants and preventative care are through members-only clinics and food insecurity programs.  
4.2.1 Preventative care through members-only clinics
With an increased focus on preventative care, national insurers such as Anthem BCBS, Kaiser Permanente, and AmeriHealth Caritas have opened ‘members only’ primary care clinics, a form of a patient-centered medical home but for more than just the Medicaid population. These clinics are lucrative for insurers for several reasons. They are owned and operated by them and because only their members can utilize them they are paying themselves and their own staff for providing the medical care. These patient-centered medical homes are also seen as providing high quality care with the newest technology attracting patients; however, to be a patient you also must be a member of that health insurance company, resulting in increased membership. The following are some examples of this type of program.
1. CareMore, a health plan offering Special Needs Plans, has invested in Care Centers, designated specifically for senior health care. The CareMore Care Center is a care model for pro-active, integrated health that combines wellness and medical. Pro-active health is an approach that promotes behavior change and well-being by delivering a population based, individualized approach to healthcare services (Johnson, Cummins, Evers, Prochaska, & Prochaska, 2009). The Care Centers offer personalized health planning to ensure that all members receive individualized attention through a team approach. The staff at these Care Centers are specially trained in senior health care. The basis of their care coordination concept is Healthy Start, an hour-long comprehensive medical evaluation performed by a physician who will then give recommendations and choices for treatment and follow-up care. Other programs offered include Fall Prevention, Diabetes Management, High Blood Pressure Care, and a Foot Center (CareMore, 2016).

2. In Cincinnati, OH, Anthem BCBS built and opened a care clinic exclusively for its Medicare Advantage (MA) members. In addition to offering services similar to those at the CareMore clinic, Anthem also provides remote technology to its members who utilize the care clinic, such as wireless scales for patients/members who suffer from congestive heart failure to use in their homes to help them monitor their weight. Members step on the scale each morning and their weight is automatically sent wirelessly to the care clinic staff. If there is even a slight weight gain, a potential sign that the member is retaining water and that medical intervention for their heart is urgently needed, the staff will be alerted. The clinical staff then contact the member to take appropriate steps to keep them well and out of the hospital (Anthem BCBS, 2015).  

3. UPMC Saint Margaret, in Aspenwall, PA, has taken a new approach to urgent care centers by offering a walk-in primary care clinic with extended and weekend hours. The clinic is located at the hospital so if further tests or specialties are needed they can be conveniently performed. It is staffed by family and internal medicine physicians, with access to the hospital for x-rays, sutures, blood work, and screenings. This structure brings primary care to an urgent care, convenient setting.

4.2.2 Addressing food insecurity

Food insecurity is a problem that plagues over 17 million Americans daily and one that more and more insurers are addressing through benefits or programs. The lack of access to and affordability of adequate food for an active, healthy life among 17.4 million Americans are both a moral issue for the wealthiest nation in the world and a practical challenge as we come to terms with their negative health impacts. A healthy diet is the best preventative medicine. Being food insecure has a significant impact on an individual’s overall health, and can contribute to conditions such as obesity, diabetes, and depression (The Root Cause Coalition, 2016). The following are some examples of programs addressing food insecurity.
1. In April 2015, ProMedica opened its first food pharmacy to address this issue head on. Housed on the campus of ProMedica’s Toledo, OH Hospital, the food pharmacy accepts patients with a physician referral, offering them two to three days’ worth of food per visit. Patients can return to the food pharmacy once per month for up to six months, at which time they can return to their physician for another referral if they are still in need, making this a way to also stay engaged with their physician. By tying access to food to a physician visit, the program increases the likelihood of patients’ participation, as they know it is in their best health interest. Patients can choose their own foods from the pantry, alongside an expert who considers the patient’s needs, health conditions and lifestyle. In addition to access to food, the patient also receives nutrition counseling from a dietitian, education from a diet tech, healthy recipes, and a connection to community resources. ProMedica’s food pharmacy is the first in its area, therefore data regarding similar food pharmacies in the United States is limited.

2. Boston Medical Center’s (BMC) Preventive Food Pantry, established more than ten years ago, served as a model for the health system more than 700 miles away (Sares, 2015). BMC’s Food Pantry works to address nutrition related illness and under-nutrition for its low-income patients. It fills the therapeutic gap by linking physicians and providers who write prescriptions for supplemental foods that best promote physical health, prevent future illness, and facilitate recovery. Families can visit the Food Pantry twice per month and receive three to four days’ worth of food for their household each time. A key feature is the provision of perishable goods, such as fruits and vegetables in the winter, and meats year-round, items that are often costly and therefore lacking in a low-income family’s diet (Boston Medical Center, 2017). 

3. Another approach taken by insurance companies, such as Humana and UPMC, to address access to food is a post-discharge meals benefit. This is a new 2017 benefit for the UPMC Health Plan’s Special Needs Plan (SNP) members. Upon discharge from a hospital a UPMC Health Plan SNP member is given the option to receive 14 meals, two meals a day for one week. Patients often leave the hospital with extensive instructions for care and scheduling doctor appointments post-discharge, so this benefit allows them to focus on other aspects of their care. 
5.0  Strategies for gaining membership
Once insurers create plans and programs to address populations needs they then need to focus on gaining and retaining membership. In recent years, with the ACA’s marketplace to purchase health insurance coverage, insurance companies have had to structure plans in a way to attract individuals, especially healthy ones. Having an insurance product that covers a high proportion of healthy individuals benefits the insurer because those individuals are typically associated with lower per-capita care costs, in turn making up the cost for individuals utilizing more medical care. Health plans may save money through covering preventive care, wellness visits, and treatments such as medications to control blood pressure or diabetes at low to no cost, which can reduce future expensive medical procedures. Utilizing tactics such as behavioral economics, differentiation, and brand recognition, insurers can offer a competitive product in the consumer centric health insurance exchange market. 
5.1 Utilizing Behavioral Economics in Insurance Plan Designs

To most effectively design insurance plans, companies need to be mindful of the complexity of consumers’ behavior by utilizing principles of behavioral economics, economic analysis that applies psychological insights into human behavior to explain economic decision-making (Thaler & Mullainathan, 2008). From an insurer perspective, motivating individuals to care about their health can oftentimes be difficult because insurers are traditionally seen as being needed only when an individual is sick. However, behavioral economics shows us how to encourage people to care about their health before they get sick, i.e. healthcare rather than “sickcare” (The National Bureau of Economic Research, 2017). 
According to insurance theory, individuals at risk benefit from incurring a small cost in the form of a premium to obtain protection against an event that could result in significant financial losses but that has a low probability of occurrence. If insurance can be offered with relatively small administrative costs so it is reasonably priced, a risk-averse individual should prefer a smaller certain premium to taking the chance of experiencing a large loss (Arrow, 1971). If properly designed and priced, insurance also offers incentives in the form of premium reductions for people who mitigate their risk in a cost-effective way, if the insurer can accurately incorporate the impact of mitigation measures on reducing the likelihood and/or consequences of events for which they offer financial protection (Shavell, 1979).

Many programs being implemented by U.S. employers, insurers, and healthcare providers use incentives, such as a gift card for taking a health survey or receiving a lower deductible for taking preventative health measures, to encourage patients to take better care of themselves. Studies have shown that many of these programs are unlikely to have much impact because they require information, expertise, and self-control that few patients possess. As a result, benefits are likely to accrue disproportionately to patients who already are taking adequate care of their health. Incentive programs that offer patients small and frequent payments for behavior that would benefit the patients, such as medication adherence, can be more effective than programs with incentives that are far less visible because they are folded into a paycheck or used to reduce a monthly premium. Deploying more nuanced insights from behavioral economics can lead to policies with the potential to increase patient engagement and deliver dividends for patients and favorable cost-effectiveness ratios for insurers, employers, and other relevant commercial entities (Loewenstein, Asch, & Volpp, 2013).
5.2 Differentiation Among Plans

The ACA has shifted the focus to preventative health measures, requiring the Ten Essential Health Benefits to be offered, making it crucial for insurers to offer additional benefits and programs to differentiate themselves in the market, both to employer health groups and the health insurance exchange marketplace. Differentiating factors, which could also save the insurance company money in the long run, include offering benefits and programs to address the full spectrum of individuals’ needs, focusing on social determinants of health.  

To stay competitive in the market the need for insurers to diversify services and products has never been greater. The health insurance industry has been taking advantage of major innovation drivers, such as consumerism, integrated health, and big data. To address growing consumerism, the health insurance industry has been utilizing behavioral economics to provide new mechanisms, such as incentives, benefit design, and technologies, to influence behavior. As the individual insurance market grows, the ability to adapt health plans to individual needs and offer self-care tools that are useful when making decisions provide an attractive opportunity.  
5.3 Brand recognition and marketing
According to Blue Cross Blue Shield (BCBS) insurance plans, marketing health insurance in the era of the ACA is much like marketing other consumer products, such as cereal or soap. As uninsured Americans enter the market, companies must appeal to individual buyers instead of relying solely on the traditional business-to-business marketing techniques (Schultz, 2013). To appeal to the uninsured population, many insurers have begun using general brand advertising to gain brand recognition within the marketplace. A way of gaining brand recognition is through community benefits, such as Highmark and AHN’s bikes they have throughout Pittsburgh. People see these bicycles and then associate Highmark or AHN with caring about the community and its health. 
6.0  Conclusion

When an insurance plan is offered to a new population, the first few years are typically a learning period for the insurance company. This is most recently seen by the health insurance exchanges. To manage individuals’ health effectively insurance companies need to understand the population being covered. When the population is diverse, such as the case in commercial insurance, structuring benefits needs to focus on prevention, as well as being diverse. When the population can be broken down into subset, such as the case with Medicare SNPs, structuring benefits can better serve and manage that specific population. Medicare SNPs are possible because all qualifying individuals over 65 receive Medicare, so Medicare Advantage plans can create population (i.e. disease) specific plans to serve subset populations. If the United States were to adopt some sort of version of universal healthcare coverage or Medicare for all scenario, these Medicare SNPs could be applied/offered to the entire population. 
Limitations of this paper include the exclusion of proprietary information, including new initiatives and programs, that the UPMC Health Plan is currently in the process of creating. Because most of the programs and initiatives mentioned in this paper have been implemented within the past five years there have not been follow-up studies published to determine the effectiveness of those programs/initiatives. These limitations result in no new data being presented.  


As health care costs continue to rise, public entities strive to contain the costs of employee health plans.  Many state and local governments face steep budget cuts, reinforcing the need to keep costs low and help maintain healthy and productive public employees. BCBS plans will continue to invest in value-based care programs in 2017, as results start to show the initiatives' potential to slow cost increases and improve quality (National Conference of State Legislatures, 2016). Insurance companies have been and will continue to diversify their scope not only to attract members but to better manage the health of their current members, in turn reducing their medical expenditures. That is despite vows from President Donald Trump and the newly elected Republican Congress to repeal and replace the ACA, which helped spur these initiatives. Regardless of what happens to the ACA these trends of paying for value rather than volume, addressing individuals’ needs that influence their health outcomes, and focusing on preventative care will continue to persist. 
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