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ABSTRACT \

Objectives: Er
High-deductible health plans (HDHPs) offer lower montt

yees often have a choice of health insurance plans.
remiums in
exchange for higher deductibles before insurance coverage begins. HDHPs
use cost sharing to reduce unnecessary health care utilization, making them
attractive to emp: mined health insurance plan selection among
pt ians to investigate cost differences between plan types.
Study Design: Cross-sectional analysis.
Methods: We completed a cross-sectional analysis of plan selection among
ian employees of a large health system from fiscal year 2018.
We created a tool that uses plan selection, annual premium, deductible,
and coinsurance costs to estimate individual employee spending for a
given health plan over a range of health care spending estimates from $0 to
$30,000. We applied this tool to physician employee data to compare costs
in HDHPs vs high-premium plans.
Results: About 10.8% (152/1396) of

HDHP. Enrolling in the HDHP would save $1451 to $3851 in combined

cians in our population chose the

premium plus out-of-pocket costs for physicians across plan types regardless
of health care utilization.

Conclusions: Using employee health insurance data from a large health
system, we identified plan selection and potential savings associated with
high-deductible coverage. Nearly 90% of physicians did not choose an
HDHP and thus spent thousands of extra dollars per year. HDHPs are
becoming more common, yet even highly educated health professionals will

higher premiums to avoid deductibles.
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mployees often have a choice of health insurance plans.

High-deductible health plans (HDHPs) often offer lower

monthly premiums in exchange for higher deductibles
compared with traditional health insurance plans, which may
have higher monthly premiums. HDHPs are thought to reduce
unnecessary health care utilization through cost sharing, making
them attractive to employers by decreasing health spending.'?
The number of employers offering HDHPs increased after the
Affordable Care Act.>* Despite the increased prevalence of
HDHPs, there is a lack of understanding about their potential
benefits. Employees have been shown to conflate paying for
higher-premium plans with receiving a higher caliber of care.’
Additionally, concerns about the affordability of HDHPs have
been shown among patients with lower incomes, with 40%
reporting delayed care in HDHPs compared with 15% of those
in traditional plan structures.®’

However, Nobel Prize-winning economist Richard Thaler,
PhD, stated that many people select plans that are “wrong,”
meaning a person could have saved money selecting a
different health plan, regardless of the health care expendi-
tures in a given year.® Employees may preferentially select
plans with lower deductibles despite the fact that they could
have saved money if they had selected a plan with a higher
deductible.” Although physicians have the health sector expe-
rience, education, and knowledge to make optimal decisions
about health insurance, they too have elected against enrolling
in HDHPs.!® Whereas for some health plans, people have
different levels of risk aversion, in many health plan options
offered by employers, employees choose the health plan with
the lower deductible instead of the lower guaranteed annual
cost, a choice that forgoes up to $4000.

Investigations of HDHPs have largely focused on their
effects on health care utilization.!'"'* Patients may forgo needed
care due to concerns over increased out-of-pocket (OOP) costs
from high deductibles.!>!¢ There is evidence that employees
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enrolling in HDHPs are largely healthy and of a higher income
status compared with those who enroll in traditional plans;
therefore, equity concerns exist in the development of these
plans.'”!® Tess is known about employee health plan selec-
tion, particularly among health care providers, and associated
spending differences between HDHPs and traditional plans.

Using data from employees of a large health system, we
examined health insurance plan selection and financial impli-
cations of this selection among physicians, recognizing that
inertia can be a contributor to plan selection.!*?°

METHODS

Data

The study was conducted using the benefits data of 1396
physician employees of a large health system in New York from
the employee benefit year beginning January 2018. The study
was limited to physicians in family plans because that was the
only benefit group where the total cost of health care (employee
share of premium plus OOP costs) was lower for those in
HDHPs at any spending level. The 3 employer-sponsored
insurance plan options included the Value Plan, which offers
higher annual premiums in exchange for a $0 deductible; the
HDHP, which offers higher deductibles in exchange for lower
premiums, as well as a health savings account (HSA); and the
Buy-Up Plan, which offers higher premium and coinsurance
costs in exchange for both in- and out-of-network coverage.
Our evaluation of the 1396 physician employees excluded the
356 physician employees selecting the Buy-Up Plan due to its
mix of in- and out-of-network coverage, as well as any physi-
cians who opted not to enroll in any of the 3 offered plans. We
compared only the 2 plans with solely in-network coverage, the
HDHP and the Value Plan, which have the same network and
plan administrator.

The data set contains physicians’ demographic information
including age, years of employment, salary, number of depen-
dents, and work zip codes. For our primary analysis, we used
physician insurance plan selection, coverage type (ie, single,
employee + spouse, employee + child[ren], and family), and
biweekly or semimonthly paycheck deductions to estimate health
insurance premium costs. Because we do not have actual claims
data, we assumed that (1) all health costs less than the deduct-
ible were paid by the employee; (2) health costs in excess of the
deductible but less than the maximum OOP (MOOP) amount
had 20% of the costs paid by the employee; (3) employee costs
in excess of the MOOP amount had 0% cost sharing?'; and
(4) because the employer makes a $1000 contribution to an
HSA for the HDHP only, the value of that $1000 annual contri-
bution is reduced from the overall health care expenses of those
enrolling in the HDHP, not the Value Plan.

Outcomes

Primary outcomes included the number of physician employees
opting into the HDHP vs the Value Plan and out-of-pocket
costs incurred by these employees in the 2 plans based on the
assumptions. Although the second assumption oversimplifies
OOP costs with the health plan benefits, the 2 health plans have
the same exact benefit structure after the deductible is reached
except that the HDHP has a $7000 MOOP and the Value Plan
has a $10,000 MOOP. The lower HDHP MOOP means that
the true risk of the Value Plan is actually higher. However, if an
individual used the same services under both health plans, the
cost sharing would be exactly the same after the deductible is
met and before the MOOP is met. The primary analysis was the
development of a calculator tool that compared the total annual
OOP cost of care, including both physician share of premium
and estimated cost-sharing expenses for both the HDHP plan
and the Value Plan based on the assumptions above.

RESULTS

The calculator validated that the HDHP costs were lower
than the Value Plan costs in all health spending scenarios for
family coverage, as shown in the Figure. A total of 89.1%
(1244/1396) of physicians selected the Value Plan instead of
the HDHP. The Table displays available demographic infor-
mation of all physicians in our sample. Among the largest age
group cohort, those aged 35 to 44 years, 87.8% enrolled in the
Value Plan. For 16.4% of physicians employed for 5 years or
less, the HDHP was the plan of choice.

Family plan enrollment by age group is shown in the Table.
Across all age groups, nearly 90% or more enrolled in the Value
Plan, which reflects the overall enrollment preferences seen in
our entire physician cohort. Among this sample, the propor-
tion of physicians enrolled in the Value Plan increased once
they reached age 45 years, with the entirety of the population
65 years and older enrolled in the Value Plan. Physicians aged
35 to 44 years were the largest group to choose the HDHP
when enrolling in family coverage, which was still low at 10.8%.

For family plans, at every total health spending level from $0
to $10,000, the HDHP is less expensive, ranging from $1451
less expensive if the employee is spending $3000 or more to
$3851 per year less expensive if the employee is spending $0
on health care. This finding is reinforced in the Figure, which
shows that the HDHP provides the same access (plans have
same network) to physicians enrolled in the family plan at
lower cost for every possible health care utilization level.

The Figure shows that at all health care spending levels for
physicians enrolled in family coverage, the HDHP results in
lower total spending for the same care than does the Value
Plan. In the Figure, the gap between the HDHP line and the
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Table.

Physician Characteristics by Insurance Plan Type

Number of physicians

Total
Age in years
25-34
35-44
45-54
55-64
=65
Duration of employment in years?
<5
5-10
11-20
>20
Salary
<$100,000
$100,000-$150,000
$150,001-$200,000
$200,001-$300,000
$300,001-$400,000
$400,001-$500,000
>$500,000
Wellness credit program
Enrolled

HDHP, high-deductible health plan.

Percentage in Value Plan

89.1%

Percentage in HDHP

85.1%
87.8%
90.8%
91.7%
100.0%

83.6%
91.3%
94.3%
97.3%

95.0%
85.0%
92.4%
90.1%
87.0%
84.2%
92.0%

87.3%

2Excludes those with negative years of service (n=5 in HDHP; n=18 in Value Plan).

Value Plan line at each spending level represents savings from
the HDHP at that health spending level. Exhibits in eAppen-
dices A through F (available at ajmc.com) provide greater
detail on the comparison of costs for health plans.

DISCUSSION

Using physician employee health insurance data from a large
health system, we quantified health care costs including
premium and any OOP costs associated with health insurance
plan selection. For physicians who select family plan enroll-
ment, selecting an HDHP is associated with lower total annual
health care costs regardless of utilization level.

Despite this, nearly 90% of physician employees chose the
Value Plan, with each employee (in a family plan) forgoing
$1451 to $3851 in savings. This was consistent across income
and experience, with some limited variation by employee age.

This result is consistent with the literature, which shows that
even sophisticated consumers, such as those with MBAs or
those with incomes in excess of $125,000, frequently did not
choose the lowest-cost option.?? This study shows that physi-
cians, who have the benefit of working with health insurance
regularly and thus should have a high level of sophistication as
consumers, consistently selected an option that would result
in higher total health care expenditures.?*-?>23

There are several possible explanations for lower enroll-
ment in the Value Plan compared with the HDHI despite cost
savings associated with the HDHP. A contributing factor to
low enrollment in the HDHP among all types of employees
could be deductible aversion, where people would simply
prefer to prepay for health care in the form of premiums even
if it means paying extra to avoid paying for care at the point
of service.?* This is consistent with findings that paying larger
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Figure.
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HDHP, high-deductible health plan; OOP, out of pocket.

sums less frequently for health care is more acceptable to
individuals compared with paying small amounts many times
throughout the year.?

Physicians’ familiarity with health insurance plans through
taking care of patients could also inform their opinions of
different plans. Patients have been shown to reduce their utili-
zation of necessary preventive services when they are enrolled
in high-deductible plans.??° These findings could contribute
to physicians viewing HDHPs as negatively affecting health
regardless of their own financial considerations or health
care needs. Another possibility is that the inertia associated
with selecting a plan other than the default is too much to
overcome paired with demanding jobs and high incomes,
where $1000 to $4000 in health savings does not impact life-
style.?* The Table shows that uptake of the HDHP varies with
employee duration from 3% to 16%, indicating that inertia
may be a driver.

Strengths and Limitations
The strengths of this study include utilization of physician
employee benefits data from a large health system in a major

metropolitan area and the fact that the 2 plans had the exact
same network and plan structure, except for deductible, MOOP,
and premium, allowing prospective beneficiaries to draw the
conclusion that one plan was less expensive in all scenarios, as
shown in the Figure. The health insurance plans studied in this
work were both established offerings in the employer-sponsored
health insurance plan enrollment options for all employees
included in the study prior to the study year, with the HDHP
first offered in 2017. Therefore, inexperience with the plan type
may contribute to low uptake. Future research could provide
insight on drivers of the low uptake of the HDHP.

Our study has several limitations. The data represent
employees and health care plan options from 1 health system
for 1 year, which may not be generalizable to other health
systems. Although our data include the annual premium
amounts for each physician, we do not have claims data that
reflect actual OOP expenditures, which limits our ability to
accurately calculate physician health expenditures. In addi-
tion, the demographic data on the physicians selecting the
health plan are limited to age, years of employment, compen-
sation, enrollment in a wellness program, and coverage type.
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Our model treats the employer contribution to the HSA as a
premium reduction and does not account for any of the tax
savings associated with the HSA for employees who enroll in
the HDHP, so estimations underpredict potential savings in
the HDHP. Finally, our data are cross-sectional in nature and
cannot be used to predict future employee plan selection or
associated expenditures.

CONCLUSIONS

HDHPs are becoming more common, but our study contrib-
utes to the growing body of evidence that even highly educated
health care professionals who understand health insurance
will pay thousands in extra premiums to avoid deductibles.
If physicians who have high average incomes relative to the
general population and a knowledge of health plans that is
higher than average consistently select a plan that is guar-
anteed to have a higher cost, employers and health plans
facing the deductible/premium tradeoff should consider that
consumers are willing to trade lower deductibles for higher
premiums when offered a direct choice.
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eAppendix

eAppendix A. HDHP and Value Plan Comparison for Physicians

Family Coverage High Deductible Health Value
Plan Plan
Annual premium $3,432 $7,283
Deductible-Family $3,000 $0
Coverage
Max Out-of-Pocket $7,000 $10,000
Spending
Employer HSA $1,000 $0
Contribution

eAppendix B. Spending by Health Plan for Physicians with Family Coverage

Total Health Premium Cost Sharing Total Spend Premium Cost Sharing Total Spend
$0 | $7,283 SO $7,283 $3,432 SO $3,432 $3,851
$1,500 | $7,283 $300 $7,583 $3,432 $1,500 $4,932 $2,651
$3,000 | $7,283 $600 $7,883 $3,432 $3,000 $6,432 $1,451
$5,000 | $7,283 $1,000 $8,283 $3,432 $3,400 $6,832 $1,451
$10,000 | $7,283 $2,000 $9,283 $3,432 $4,400 $7,832 $1,451
eAppendix C. HDHP and Value Plan Cost Comparison for Physicians
| High Deductible Health Plan |  Value Plan
Single Coverage
Annual premium $1,843 $3,005
Deductible-Single Coverage $1,500 $0
Max Out-of-Pocket Spending $3,000 $5,000
Family Coverage
Annual premium $3,432 $7,283
Deductible-Family Coverage $3,000 $0
Max Out-of-Pocket Spending $7,000 $10,000




eAppendix D. Family Coverage Enrollment by Age Group

100%
90%
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70%
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30%
20%
10%

0%

25-34 35-44 45-54 55-64
Age group of physician employee at time of plan selection
m Value m HDHP

Percentage of Physicians

eAppendix E. Total Employee Spending Tool

Employee Data Benefits Guides Spending &

Annual Premium (Computed) — Coinsurance

Plan Type — HDHP vs. Value Matched to Benefits Data

Coverage Type — Single, Employee + Difference between Employee

Benefit G —1,2,3, Non-365, i i
Spouse, Employee + Child, Family enett roPuth/Exec on ) Spending & DEchzble'bl
Benefit Group - Missing . Y Coinsurance —once deductible
Deductibles — $0 (Value) vs. is met for 80-20

Annual Premium Deduction — Bi-
Weekly or Semi-Monthly
Annual Premium

$1,500 or $3,000 (HDHP) Employer/Employee cost-
Max out of Pocket Spending — sharing
Value vs. HDHP

L 4 3 L 4

Annual Premium + Deductible + Coinsurance

¥
[ Total Employee Spending ]




eAppendix F. Average Individual Physician Savings-HDHP vs. Value plan

Spending | Average Savings

$0 $2,533
$1,500 $1,805
$3,000 $634
$5,000 $655
$10,000 $1,234

$20,000 $2,186
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