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WELCOME!!
NCBGH SPRING AGENDA

8:00 AM: Arrival and Breakfast

8:45 AM: Welcome - Jon Rankin, NCBGH President

9:00 AM: Legislative & Compliance Update 

• J.D. Piro, Senior Vice President, Aon Health Solutions, Legal Consulting Group—National Practice Leader 

10:00 AM: Health Plan CEO Panel Discussion 

• Garland Scott, Chief Executive Officer of The Carolinas and Georgia, UnitedHealth Group 

• Patrick Conway, MD; President and CEO, Blue Cross and Blue Shield of North Carolina 

• Charles C. Pitts; Market President, Carolinas, Cigna

• Jim Bostian; President, MidSouth Market, Aetna

11:00 AM: Insights from Optum’s 10th Annual Wellness in the Workplace Study 
• Seth Serxner, Chief Health Officer at OptumHealth

12:00 PM: Lunch

12:15 PM : Integrating Benefit Programs to Drive Engagement (Lunch Presentation)

• Abbie Leibowitz, MD, F.A.A.P., Founder, President Emeritus and Chief Medical Officer at Health Advocate, Inc.

1:15 PM:Eat Smart Move More Prevent Diabetes Team 

• Kelly Nordby, MPH, RDN, LDN, Diabetes Prevention Program Coordinator

1:35 PM: Questions & Answers; Event Wrap Up
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Organization Sponsor Since

Mercer - Founding Sponsor 2011
Aetna 2012

BCBSNC 2012

Cigna 2012

Merck 2012

United Health Care 2012

Aon 2013

Prime Therapeutics 2013

Wells Fargo Insurance Advisors 2013

NFP 2014

ConnectYourCare 2016

Elliott Davis Decosimo 2016

Healthworks 2016

Willis Towers Watson 2016

Businessolver 2018
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• What is NCGBH?
– 501c(6), Non-profit trade association. We are an advocacy group of senior HR  

and Finance leaders from area employers, with a common goal to positively  
impact and improve healthcare in North Carolina

• Why should I be involved?
– NC lawmakers and other stakeholders in the healthcare delivery system need a  

unified voice on healthcare issues that impact the business community.

• What does it cost to participate?

–Membership is only $100 per year and allows for  
you and a colleague to attend 2 meetings per year

and gain access to unmatched “content” and
“influence”.

ABOUT NCBGH
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Mission and Charter
North Carolina Business Group on Health is a 501c(6) trade association which acts as advocacy  
group of employers who use their collective voice to influence decisions that impact the quality  
and cost of healthcare delivery systems. We will accomplish our mission and foster North  
Carolina’s economic development in the following ways:

• Advocate – Create a business community with a shared vision and message on matters of  
healthcare policy, regulation, and legislation based on sound fiscal principles and quality  
standards.

• Innovate – Seek creative, common sense solutions to improve the overall cost and quality of  
our healthcare delivery system.

• Educate – Promote health and wellness education. Advocate for provider performance
disclosure of both quality and outcomes to help employees become better consumers of
healthcare services.
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➢ Membership and Marketing - Focusing on helping attract and retain quality HR Leaders 

throughout North Carolina who can help us grow NCBGH both now and into the future

Have you visited us at www.ncbgh.org 
Our website is growing in Capabilities 

and great information!
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PLEASE WELCOME!!

J.D. Piro

Sr. Vice President

Aon Health Solutions, Legal Consulting Group –
National Practice Leader

Legislative & Compliance Update



Health Law Update

May 2019



Agenda

Congress and 
Health Care 

Courts & Agencies on 
Health Care 

The States on Paid 
Sick and Family 

Leave 



Congress and Health Care  



House Democrats

Medicare for All
Medicare as Public Option
Medicare Buy-In
“More Affordable” Care Act

Senate Republicans

Health Care Reform—Dueling Agendas

▪ Support Trump Administration 

proposals for 

̶ Association Health Plans

̶ Short term limited duration policies

̶ HRA expansion

Potential Bipartisan Efforts

▪ Drug Pricing 

▪ Surprise Medical Bills

▪ Repeal of (some) ACA taxes 



The Democrats—Medicare for All 

Medicare for All—Laying Down a Marker for 2020
Institutes single-payer health care in the U.S.
Provides a comprehensive set of benefits
Prohibits employer coverage that duplicates Medicare coverage
Permits secondary, nonduplicative coverage
In Year 1 individuals not covered may buy-in to the program
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The Democrats—Medicare for All: Covered Benefits 

Benefits covered include
➢Hospital and ambulatory care
➢Primary and preventive services
➢Prescription drugs
➢MH&SA treatment, including inpatient care
➢Pediatric care 
➢Dental, hearing, vision
➢Emergency services 
➢Comprehensive reproductive, maternity, and newborn care
➢Transportation for low-income individuals or individuals with disabilities
➢Long-term care services, including nursing, rehabilitation, focusing on home 
and community based services
➢Experimental items and services, if approved by HHS
No premiums, deductibles, co-payments, co-insurance, out-of-pocket costs, or 
balance billing
M4A maintain coverage through Department of Veterans Affairs and Indian 
Health Service, but repeal all other federal programs (Medicare, Medicaid, 
CHIP, TRICARE, ACA Exchanges) 



The Democrats—Medicare for All: Payment of Providers  

Providers would receive lump sum payments 
for each quarter for covered items and 
services
These rates would be negotiated with providers 
each year by regional directors based on historical 
volume of services in the past 3 years, provider 
expenditures, projected changes in provided 
services, employee wages, and education 
programs
Amount would not include capital expenses, such 
as construction of new facilities
Individual providers would be paid on FFS 
basis
National fee set taking into account Medicare 
rates, provider expertise, and the value of items 
and services
Funding can’t be used for marketing, increasing 
profits, incentive payments based on provider 
utilization, labor relations consultants, or political 
activity
Funding for capital expenditures would have to be 
applied for separately



The Democrats—Medicare for All: Prescription Drugs 

Prescription drugs
Prices would be negotiated and formulary 
would be created to promote generics
If company doesn’t negotiate in good 
faith, HHS can provide license to a 
generic manufacturer to produce the drug
No cost estimate provided
Universal Medicare Trust Fund to initially 
receive funding equal to the amount 
provided to other federal health programs 
in the preceding year
National health budget established to 
cover operating and capital expenditures
Reserve fund health emergencies, 
including epidemics and national 
disasters



The Democrats—Medicare for All: The Cost 

U.S. Tax Expenditures for Health Care

Vs. Estimated Cost of M4A 
Cost in Millions

Exclusion of employer contributions for medical premiums & medical care $146,100

Premium tax credit for insurance purchased through ACA exchanges $49,200

Deductibility of medical expenses by individuals $9,400

Deductibility of medical insurance premiums for self-employed $6,400

Health Savings Accounts $5,300

Exclusion of Workers’ Compensation medical benefits $4,600

Exclusion of medical care for military dependents and retirees $3,000

Tax credit for small businesses purchasing health insurance $600

Total Cost of U.S. Tax Expenditures for Health Care (Annual) $224.6 Billion

Estimated Cost of Medicare for All (Annual) $1.8 Trillion to $3.2 Trillion

Sources: Tax Policy Center; Website, Senator Bernie Sanders; Mercatus Center



The Democrats—Medicare for All: CBO Analysis 

▪ How would the government 
administer a single-payer health 
plan?

▪ Eligibility? Benefits? Cost sharing?
▪ What role for private insurance and 

other public programs?
▪ Which providers would be allowed to 

participate? Who would own the 
hospitals? Employ the providers? 

▪ Provider payment rates? Purchase of 
prescription drugs?

▪ Cost containment? Financing?



Democrats propose expanding 
Medicare to Public Exchanges
Offer Medicare as a “public option” on all 
public exchanges
Advocates say offering a public option will 
increase competition, reduce premiums, and 
offer more choice
Opponents say public option will crowd out 
private insurance

Democrats also propose 
Medicare/Medicaid buy-in 
Offer opportunity to buy into Medicare at lower 
ages (e.g., age 50)
Advocates say offering Medicare/Medicaid buy-in 
will provide more affordable option for older 
uninsured 
Opponents say public option will crowd out private 
insurance

The Democrats—Medicare for More   

FOR MORE



The Democrats—The More Affordable Care Act 

Protecting Pre-Existing Conditions & 
Making Health Care More Affordable Act of 
2019
▪ Lifts 400% cap on federal assistance to buy 

health care coverage from the exchange 
▪ Family members can qualify for federal 

assistance if family coverage is not 
affordable 

▪ Provides funding for reinsurance
▪ Curtails grant of state waivers unless states 

maintain PCE ban and EHBs
▪ Prohibits sale of STLD policies that do not 

provide coverage for EHBs, drugs, or that 
exclude pre-existing medical conditions

▪ Requires open enrollment outreach, 
education, and funding for navigators

MORE



Potential Bipartisan Legislation 

Surprise Medical Bills
When participants are balance-billed for OON 
providers, either ER or an OON provider in an 
in-network facility
Proposals include 
Amending and expanding the ACA emergency 
room rule
Limiting OON providers from charging 
participants more than in-network cost-sharing
Limiting the amount that OON providers can 
charge

Cadillac Tax Repeal 
“Middle Class Health Benefits Tax Repeal Act” 
introduced in House would repeal Cadillac tax 
Bipartisan support with companion bill in 
Senate

Drug Pricing
Transparency
Approval of Generics



Potential Bipartisan Legislation—Prescription Drugs

Proposed “rebate” legislation with HHS could impact employer-sponsored health care
Rx manufacturer sets drug price (Average Wholesale Price or AWP or list price) 
PBM promises Rx manufacturer certain sales volume in sales and receives a rebate on the AWP
PBMs shares part of the rebate with employer plan sponsor 
Rx contract says a rebate shared with employer plan sponsor can be shared with participants via 
Reduced premiums 
Reduced cost sharing 
Better benefits

HHS proposed rules prohibiting Rx rebates as 
illegal kickback unless shared with 
participants at point-of-sale 
Few plans currently have POS rebates 
Direct impact on EGWPs and MA-PDs
CBO says rule would increase Federal 
spending by about $177 billion over a decade



Potential Bipartisan Legislation—Prescription Drugs
Creating and Restoring Equal Access to Equivalent Samples 
(“CREATES”) Act of 2019 (S. 340, H.R. 965)
Promotes timely entry of low-cost generic and 
biosimilar drugs 
Generic makers must be able to obtain quantities of 
applicable drug 

Preventing Pay for Delay (H.R. 1499, S. 64)
Prohibits brand name drug makers from paying 
generic drug makers to delay marketing generic drug 

Blocking Act of 2019 (H.R. 938)
Removes barrier to approval of generic drug posed 
by 180 day exclusivity period 

Short on Competition Act (H.R. 844)
Expedites approval of generic drugs in marginally 
competitive drug markets and in markets with drug 
shortages 

Stop Price Gouging Act (H.R. 1093)
Imposes excise tax on Rx makers with price hikes 
exceeding Chained CPI, with limited exceptions 
(e.g., price < $10 for 30-day supply)



Potential Bipartisan Legislation—Prescription Drugs
Importing Rx Drugs from Canada 
(Grassley/Klobuchar)/(Sanders)
Must be dispensed by approved 
Canadian pharmacy
For personal use, not resale, and cannot 
exceed 90-day supply
Limits on Rx type (e.g., cannot include 
controlled substance) 
Grassley & Klobuchar bill permit 
individuals to import Rx, while Sanders 
bill adds wholesalers and pharmacists 

Proposed Medicare Part D legislation
HHS would be permitted to negotiate 
directly with manufacturers, instead of 
private insurers that contract with CMS 
handling the negotiations (H.R. 275)
Transparency of payment 
methodologies to pharmacies (H.R. 
1035)



GOP Links Paid Parental Leave to Social Security

Allows use of Social Security benefits for paid parental leave
Sens. Marco Rubio (R-Fla.) and Mitt Romney (R-Utah) introduced legislation in 

the Senate
Reps. Ann Wagner (R-Mo.) and Dan Crenshaw (R-Texas) offered a companion 

bill in the House
New parents could draw Social Security benefits for up to three months to finance 

paid parental leave 
Most parents below median household income would receive a benefit that would 

replace about two-thirds of wages 
Impact on Social Security benefits  

increase SS NRA by several months or
Reduce Social Security benefits for first five years of retirement



Impact of Repeal of Individual Mandate

States begin to pass individual 
mandate laws (MA, NJ, VT),

and employers need to comply 
on a

state-by-state basis
(greater administrative cost)

Increased 
premiums in 
state markets 

(more bad risk)

Repeal of
individual
mandate

($0 in 2019)



New Jersey Guidance on Individual Mandate

New Jersey has launched a website to help employers comply with the 
documentation requirements under the individual mandate passed last year
The documentation is due following the close of each calendar year, with the first 
filing required on or before February 15, 2020
The website provides the following information:
Employers will be able to satisfy the New Jersey third-party verification requirement 
by using Forms 1094-C and 1095-C
If the federal government discontinues use of Forms 1094-C and 1095-C, New 
Jersey will develop its own forms 
Out-of-state employers that withhold and remit New Jersey gross income tax for 
New Jersey residents have the same filing requirements as employers located in 
New Jersey
Employers with fully insured plans whose Forms 1095-C do not include dependent 
information will still submit these forms, and insurance carriers that provide the fully 
insured coverage will submit Forms 1095-B, which do include dependent 
information 



Courts & Agencies on Health Care 



Public Exchanges (2019)—Still not enrolling enough “Young Invincibles”
Age
▪ 65% over age 35

▪ 26% ages 18-34 

Male/Female Ratio
▪ 45%/55%

Enrollees Receiving 
Subsidies
▪ 54% (CSR)

▪ 87% (APTC) 

▪ 71% earn between 
100% and 250% of 
FPL

Plan Selection
▪ Bronze: 30%

▪ Silver: 61%

▪ Gold: 7%

▪ Platinum: 1%

▪ Catastrophic: 1%
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Source: Department of Health and Human Services

“Young Invincibles” are 40% of the population 

but  

only 26% of Public Exchanges
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District Court Strikes Down DOL’s Association Health Plan Rules

District court voided AHP rules
Held that AHP rule was unreasonable 
interpretation of ERISA’s definition of 
“employer”
Held that Final Rule stretched “employer” 
definition “beyond what the statute can 
bear”
DOL announced that plans formed under 
new AHP rules can continue operating 
until end of 2019
Effective January 1, 2020, plans will need 
to comply with current ACA rules for 
small employer health care plans
Will have to comply based on the size of 
each employer, not based on the 
combined size of employers covered 
under the plan



District Court Finds ACA Unconstitutional Absent Tax  

Federal district court in Texas struck down the 
ACA as unconstitutional
This decision has been stayed pending appeal 
5th Circuit to hear appeal later this year 
Twenty state attorneys general (AGs) filed suit 
claiming that zeroing out the tax for not 
purchasing health insurance rendered ACA 
unconstitutional
The district court in Texas accepted this 
argument
Since Congress zeroed out penalty (or tax) for 
not having coverage in the 2017 tax reform law, 
the individual mandate provision was no longer 
constitutional
Since the individual mandate provision was not 
severable from the rest of the ACA, the entire 
ACA was unconstitutional
Trump Administration did not defend ACA in 
court, now supports declaring entire ACA 
unconstitutional



Wellness Regulations—Medical Exams and Biometric Screens 

EEOC Revisiting ADA and GINA Regulations on Incentive Limits 
In August of 2017, Federal district court ruled that EEOC did not provide 
sufficient basis for adopting ADA/GINA rule that reward of up to 30% of 
coverage cost for employees for taking medical exam or biometric screening is 
“voluntary” 
Court remanded the rule back to EEOC, but did not invalidate the existing 
ADA/GINA regulations
Court subsequently invalidated ADA/GINA regs and repealed incentive limits as 
of January 1, 2019
EEOC vacated incentive rules as of January 1, 2019
Plans cannot rely on these regulations when setting incentives for activities like 
health risk assessments or biometric screenings 
Uncertainty over wellness program compliance with ADA/GINA regarding 
incentives will continue until EEOC proposes new regulations OR Congress 
acts
Greater risk may be with incentives closer to 30% and for HRQs for spouses



Updates from HHS and USPSTF 

The final maximum out-of-pocket (OOP) limit for 
2020 is $8,150 for individual coverage and 
$16,300 for family coverage (HHS) 
Manufacturer’s coupons that reduce or 
eliminate cost-sharing by a participant would 
not have to count towards OOP limits, when 
generic is available and medically appropriate 
(HHS) 
New premium adjustment percentage 
methodology finalized resulting in higher 
indexing premiums for employer mandate and 
premium tax credit affordability calculation 
(HHS) 
USPSTF recommends providers provide or 
refer pregnant and postpartum women at 
increased risk for perinatal depression to 
counseling interventions
Effective plan years starting on or after 
February 28, 2020 (January 1, 2021 for 
calendar year plans)



Employer Mandate Enforcement—Reminder! 

Employer Mandate Enforcement
IRS released guidance on enforcement of 
employer mandate
IRS sends Letter 226J to employer if IRS 
determines at least one FTE received premium tax 
credit for ACA exchange plan for at least one 
month
IRS follows up with Letter 227 and possible 
conference with IRS
IRS issues Notice CP 220J if IRS determines 
employer is liable for Employer Shared 
Responsibility (ESR) payment
IRS sending Letter 227J for 2016 years



“The Bar is Open!”—on iTunes, Google Play, and Spotify 



© 2019 Aon plc

This document is intended for general information purposes only and should not be construed as advice or opinions on 
any specific facts or circumstances. The comments in this summary are based upon Aon’s preliminary analysis of publicly 
available information. The content of this document is made available on an “as is” basis, without warranty of any kind. 
Aon disclaims any legal liability to any person or organization for loss or damage caused by or resulting from any reliance 
placed on that content. Aon reserves all rights to the content of this document. Aon is not engaged in the practice of 
law. This presentation is not intended to be, and should not be construed as, legal advice. The Health Solutions Legal 
Consulting Group is not part of the office of Aon General Counsel and does not represent Aon in any legal capacity.
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PLEASE WELCOME!!

Our Health Plan CEO Panel 

Garland Scott, Chief Executive Officer of The 

Carolinas and Georgia, UnitedHealth Group

Patrick Conway, MD, President & CEO, Blue Cross 

and Blue Shield of North Carolina

Charles C. Pitts, Market President, Carolinas, Cigna

Jim Bostian, President, MidSouth Market, Aetna



PLEASE WELCOME!!

Seth Serxner

Chief Health Officer at OptumHealth

Insights from Optum’s 10th Annual 
Wellness in the Workplace Study



Wellness in the Workplace         
Special report prepared for: North Carolina Business Group on Health

Seth Serxner, Chief Health Officer, Optum  



Presenter

Seth Serxner
Chief Health Officer, Optum
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• Understand how U.S.-based 

employers are approaching 

employee health and                  

well-being

• Highlight how Southeast employers 

are approaching employee well-

being differently 

Research purpose



Methodology
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Company size profile for                            
Southeast employers Method

Web-based surveys
Company currently offers at least two types of health and 

wellness programs to employees, by respondents who are 

involved in health benefits decision making and instituting 

employee wellness programs for 

his/her company

Surveys were conducted in 

December 2018 – January 2019

Total U.S comparison. = 544

Southeast employers only: n = 97

Medium
500 – 2,999 employees

Large
3,000–9,999 employees

Jumbo
10,000+ employees

Included in this sample:  

SC, GA, DC, MD, VA, NC 



Key insights – U.S. employers 

• There is an opportunity to connect employee 
well-being investment and business strategy.  

• Employers across the U.S. are concerned with 
chronic and complex conditions.

• Advocacy services deliver outcomes across a 
variety of metrics for employers.  

• Addressing mental health stigma and 
substance use disorder is a priority for 
employers.

• The physical health environment is increasingly 
leveraged to support behavior change. 
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Investment in employee                 

health and well-being  

© 2019 Optum, Inc. All rights reserved. Confidential property of Optum. Do not distribute or reproduce without express permission from Optum.



Employers across the U.S. are achieving a culture of health

45

Q: To what extent do you feel your company has established a culture of health ownership among employees in the workplace?/Q: And how important is it for you to create a 

culture of health ownership in your company?

Culture of health

Achieved Important

39% 49%

73%

2016 2017 2018

63% 68% 80%

2016 2017 2018

Southeast employer 
insights: 
• Respondents are 

slightly more likely to 
say culture of health is 
important (83%) but 
report achieving a 
culture of health at a 
similar rate (72%). 



There is an opportunity to increase the relevance of programs to the overall 
business strategy 

46

Q: How important are wellness and health management solutions to the following?  

Importance of health and wellness programs to:

Benefits mix Overall business strategy

46%
64% 75%

46% 51% 57%

2016 2017 2018

Southeast employer 
insights: 
• Respondents are more 

likely to say programs 
are important to benefits 
mix (83%) and business 
strategy (62%). 

• There is opportunity to 
increase the relevance 
of programs within the 
business strategy. 



Employers are looking to advocacy services to improve a variety of measures

Advocacy service success

(Percentage highly successful; among those offering service)

47

65% 65% 65% 62% 61% 58%

Q. How successful has it been in terms of…?  

Improving health 

outcomes

Increasing 

employee 

productivity

Increasing 

utilization of 

appropriate 

benefits/ services

Increasing 

employee 

satisfaction with 

benefits

Streamlining 

benefits 

navigation

Simplifying 

access to services

2018

Southeast employer 
insights: 
▪ Only 30% of 

respondents currently 
have an advocacy 
solution in place, 
compared to 43% of 
employers across           
the U.S. 

▪ However, Southeast 
employers are more 
likely to report their 
advocacy program is 
successful across a 
variety of measures 
including: health 
outcomes and 
simplifying access. 



80%

56% 57%

69%

79%

60%
57%

67%70% 68% 68%
65%

Physical health Financial health Social health Behavioral/mental health

There is a leveling off of support for physical health as employers increase focus on 
additional dimensions of well-being

Dimensions of well-being addressed by health and wellness 
strategy

Southeast employer 
insights: 
▪ Respondents are 

similarly focused on 
financial, social and 
behavioral dimensions 
of well-being.

▪ But, they are less 
likely to focus on 
physical health (63%).

48

Q. What aspects of employees’ well-being do you feel your company’s health and wellness strategy addresses? 

2016 2017 2018
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Complex conditions



Southeast employer 
insights: 
• Respondents are 

significantly more  
concerned with 
complex, chronic 
conditions (96%).

U.S. employers are concerned with costs related to complex and  chronic 
conditions

50

Q. How concerned is your organization with costs related to complex, chronic conditions such as certain cancers, kidney disease and musculoskeletal disorders? 

Level of concern                            with 
costs related to complex/chronic 
conditions

Neutra
l

13%

Not 
concerned

1%

Concerned

87%



Four condition categories drive a quarter of health care spending
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Musculoskeletal

$130B

Cardiology

$181B

Oncology

$104B

Kidney

$40B

$455B



Centers of Excellence strategy implementation continues 
to increase across U.S. employers 

52

Centers of Excellence Southeast employer 
insights: 
• Respondents are more 

likely (84%) to pursue 
COE strategies.

Q. Has your company implemented a “Centers of Excellence” strategy or does it have any plans to? 

45%

64%

78%

2016 2017 2018
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Behavioral health 



Employers are highly focused on addressing mental health stigma and access to 
behavioral health services 

54

Q. Do you have plans to address the stigma associated with mental health at your organization within the next year?/Q How concerned is your organization about employees 

being able to easily access behavioral health services?  

Plans to address 

mental health stigma

(Within year)

Concerned with employees having 

easy access to behavioral health 

services

Southeast employer 
insights: 
• Respondents are 

about equally as likely 
to have plans to 
address mental health 
stigma (90%) and 
about equally 
concerned (89%) with 
employees having 
easy access. 

88%

87%



Employers across the U.S. are trying a variety of strategies to increase access to 
behavioral health services

Means of trying to increase access to behavioral health services 

55

Q. How satisfied are you with your current behavioral health network with respect to…?/QN25. Is your organization currently trying to increase access to behavioral health 

services for employees in any of the following ways? 

61% 61%
56%

51%
46%

5%Pursue medical/ 

behavioral 

integration 

best practices

Implement 

digital tools

Increase provider 

network

Implement 

virtual visits

Offer near-term 

appointment 

scheduling
None

2018

Southeast employer 
insights: 
• Respondents are less 

likely to offer near-
term appointment 
scheduling (42%).



Integration between behavioral and physical health programs          is improving 

Behavioral health and physical health program integration

(Percentage highly integrated)

56

37%

54%

Q. How would you describe the level of integration between your behavioral health and physical health programs? 

2017

2018

Southeast employer 
insights: 
• Respondents are 

slightly more likely to 
report that their 
behavioral and 
physical health 
programs are highly 
integrated (59%). 

76% of respondents agree: 

“When behavioral health programs are integrated with physical health programs, employees experience better 
physical health outcomes.”



Many are concerned with substance use disorder and are addressing it within their 
organization

57

Q. How concerned is your organization about substance use disorder and its impact on your population?/Q What are you doing to address substance use disorder within your 

organization? 

58%
51% 48% 47% 46% 44%

6%

Providing
education

communications

Altering
benefit
design

Leveraging
Employee
Assistance

Program resources

Offering
counseling

Amending
policies

Drug
testing

Other

Substance use disorder level of concern

84% 10% 6%

Actions to address
(Among those concerned)

2018

Concerned

Neutral

Not concerned

Southeast employer 
insights: 
• Respondents are equally 

concerned but are 
“offering counseling” 
much less (40%).



Substance use disorder – the numbers 
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32% of SUD cases
are attributed to 
opioid use disorder1

Every 13 minutes,
there is a death
from opioid overdose in 
the U.S.2

2.1M Americans
suffer from an opioid 
use disorder3

50% of SUD cases
are attributed to 
alcohol use disorder1

Alcohol use disorder: 3rd

leading cause
of preventable death in the 
U.S.2

$249B annually
approximate cost of 
alcohol misuse in the 
U.S.3
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Work environment 



Seven in 10 report recently making physical work 
environment changes

Recent physical work environment changes

60

Q: Has your company recently made (or considered making) any changes to your physical work environment to help employees make healthy decisions at work?

2016 2017 2018

47%

56%

69%

Southeast employer 
insights 
• Respondents are 

more likely to report 
that they have made 
changes to their 
physical work 
environment (76%).



For the most part, changes remain consistent                                   over last three 
years

2016 2017 2018

Healthier food/beverage options in vending machine Healthier food/beverage options in vending machine Healthier food/beverage options in vending machine

Healthier catering options for meetings Smoke-free campus On-site fitness center

Smoke-free campus Healthy entrées in cafeteria Healthier catering options for meetings

Healthy entrées in cafeteria On-site fitness center Ergonomic/standing desks

Improved access/availability of water Ergonomic/standing desks Smoke-free campus

61

Top five physical work environment changes made/considered

Southeast employer insights:

Top changes: improved access to water; walking meetings; 
ergonomic/standing decks. 
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Women’s health 



Over three-quarters feel it is very important to offer programs specific to women

63

QN15. How important do you think it is that your organization offers programs and services that help address health opportunities that are particularly 

relevant to women?/QN16. Do you plan to increase your investment in women’s well-being over next three years? 

Southeast employer 
insights: 
Respondents (85%) are  
slightly more likely to 
report that offering 
women’s health programs 
is very important. 

Importance of offering programs 
that help address health 
opportunities 
relevant to women

Somewhat 
important

18%

Very important

82%



The prevalence of women’s program offerings continues to grow

Women’s programs
Southeast employer 
insights: 
• Respondents are offering  

women’s health 
programs to a similar 
degree as U.S.- based 
employers. 

• Southeast employers are 
slightly behind on offering 
“midlife solutions” (61%).

64

QA7. For each of the following types of women’s health programs/services, please indicate whether you currently offer, would be likely to offer in the next one to two years 

or would not be likely to offer? Letter indicates significantly higher value over group denoted. 

2016 201

8

59%

41% 40%

30%

37%

74%

68% 67%
65% 64%

62%

Maternity Neonatal First year of life Fertility solutions Midlife solutions Peconception

NA 



Actionable insights 

65

Is your organization…

Improving access to behavioral 

health providers and reducing 

stigma?

• Medical/Behavioral integration 

• Virtual visits

• Larger network of quality 

providers with appointment 

scheduling/faster access to an 

appointment

Supporting the unique health needs 

of women and families?

• Maternity 

• Neonatal

• Fertility 

• Midlife

• Preconception

Helping employees with complex or 

chronic medical conditions? 

• Services that help employees 

navigate the health care system



Thank you



PLEASE WELCOME!!

Abbie Leibowitz, MD, F.A.A.P.

Founder, President Emeritus and Chief Medical 

Officer at Health Advocate, Inc.

Integrating Benefit Programs to 
Drive Engagement 

(Lunch Presentation)





We make healthcare easier
by creating a personalized experience

designed  to exceed a member’s
expectations

A dedicated  
Healthcare Concierge



High-Tech

• Leverage the latest  
technology to engage  
patients and closegaps  
in care

• Multiple engagement  
pathways – phone,  
email, app notices,text,  
chat

• Deliver tailored content  
based on each  
individual’s personal  
preferences andneeds

High-Touch

• One number to call

• Talented and  
experienced clinical  
staff

• 100% unbiased and  
confidential

• Responsive and  

compassionate  

approach

• Go above and beyond  
to help patients realize  
their optimal health and  
well-being

3



WhereDo YouStart?



Consumer Driven Healthcare



Understanding Benefits



Medicine is Difficult to Understand

WSJ10/04



Communication Challenges



Communication Can Reduce Errors



The Challenge of Paying Medical Bills



Medical Care is Changing



Telemedicine



Can You Get An Appointment?



Access to Care



Narrow Networks

"I was hoping I could choose my own doctor."



But We Can Help!



Health Advocacy: The heart of what wedo...

Making Healthcare Easier
for employees and family members

✓ Find the rightdoctorsand hospitals;  
schedule appointments, transfer  
medical records

✓ Arrange 2nd opinions forcomplex  
medical conditions; research the  
latest treatment

✓ Coordinate care and schedule follow-up  
visits; arrange post-hospitalization care,  
durable medicalequipment

✓ Decision Support: Educate and coach; 
answer questions about results, treatment  
options and medications,closegaps in care

✓ Clarify coverage andbenefits, 
resolve billing issues, explain 
deductibles andcopays

1
7



A full suite  

of integrated  
solutions

Gaps  
in Care  
Outreach

Pricing  
Transparency

EAP +
Work/Life

Biometrics

Chronic  
Condition  
Coaching

Decision  
Support

Second  
Opinions Benefits  

Gateway

Medical  

Bill Saver &

Financial  

Fitness

Tele-
medicine

Wellness

✓ Member engagement platform  
(desktop and mobile)

✓ Data analytics, predictive  
modeling, risk scoring

✓ Remote device integration

✓ Personalized Health  
Communications

Health  
Advocacy



Gaps in  
care  

outreach

Pricing
Transparency

Wellness

Health  
Advocacy

Tele-
medicine

Medical  
Bill Save&  
Financial  
Fitness

Benefits  
Gateway

Second  
Opinions

Decision  
Support

Chronic  
Condition  
Coaching

Biometrics

EAP+
Work/Life

Complete Care  
Concierge

Blending  
and connecting  
it all together



Gaps in  
care  

outreach

Pricing
Transparency

Wellness

Health  
Advocacy

Tele-
medicine

Medical  

Bill Save&  

Financial  

Fitness

Benefits  
Gateway

Second  
Opinions

Decision  
Support

Chronic  
Condition  
Coaching

Biometrics

EAP +
Work/Life

Complete Care  
Concierge

Removing the silos  
of separated  

programs



Proactive  
Health  

Coaching
Quality, Cost &  

Smart Shopping
Depression  
Situational  

Anxiety,  
Addiction

Medical
Testing
results

Management  
of Chronic  

Disease

Health  
Coaching  
Clinical  
Support

Expert
Medical
Opinions

Bill Negotiation

Lifestyle,
Obesity,
Tobacco
Cessation

Claims,  
Benefits  
Family  

Assistance

Acute Care  
Triage

Single Point of  
Contact Care  

Concierge

Complete Care  
Concierge

Thinking the way  
consumers think



Benefits Today



One phone call to Health Advocate
Benefits experts connect employees to all  
health-related benefits through a single 800#.

Medical

Pharm

Vision

Eligibility

Dental

Wellness

Life &  
Disability

HSA / FSA

401k

Benefits Gateway



Gaps in Care  
Closed

20%

40%

50%

Advocacy Benefits App,
8-15% Gateway

25-100%
Email,  

Letters
+10%

Integration  
increases  
engagement



Hospital Data

Membership  

Demographic, Benefits

Administrative Claims  

(medical, pharmacy, EAP)

Survey/Engagement Data  

(HRA, Advocacy, Wellness)

Biometric Screenings  

& Lab Data

Disability Data

Engagement Chronic Care Risk & Gaps in Reporting Medis Health Pricing
App Solutions Predictive  

Modeling

Care Quality  
Measures

Information  

Dashboards

Transparency

Cloud-based  

Machine Learning

Data Drives Health Actions



Case Study for a Patient with CHF
Gender: Male | Date of Birth: 3/28/1960

2/4

Retinal Exam & Imaging

4/1

Hemodialysis

3/6

Thoracentesis with Imaging

5/17

Office Visit with ECG

6/21

Prescriptions for  
Carvedilol &  
Levofloxacin

COMPONENT 1:
Pre-Admission Care

COMPONENT 3:
Post-Discharge Care

COMPONENT 2:
Hospital Admission

4/15-19

LOS: 4 days  
Primary Dx: CHF

2/20 - 2/23

LOS: 1 day

Primary Dx: Diabetes  
with Renal Manifestations

6/19-21

LOS: 2 days  
Primary Dx: Pneumonia

5/20

Chest X-Ray

Doctor A Doctor B Doctors C & D Doctor E Doctor F Doctor G Imaging Center Doctor H Pharmacy
Ophthalmologist Nephrologist Diagnostic & Nephrologist Internist Cardiologist Internist

Interventional

Radiologists

Continually Building a Longitudinal Record  

for Each Member



Predictive Analytics: Health Risk Analysis

“Risk”  
Profile

Medical
Claims
History

Disease  
Interactions &  
Complications

HCC’s
Multiple  
Chronic  

Conditions

Prospective  
Risk  

Assessment

Laboratory  
Results

Prescription  
Drug  

History

Multiple Data Sources Risk FactorAssessment

BIO

PROV

Rx

LAB

PBM



Applying Data at the Point of Contact

Every contact is anopportunity  
to engage people in their health



Members get  

access to their  

own Personal  

Member  

Dashboard



Member Engagement Portal “Advice”



Leveraging Data to Deliver Proactive Advice



APersonal HealthAdvocate in the palm of your hand

Instantly upload

documents and forms

View the status of a  

case in real time

Access useful health  
and wellness  
information

24/7 personal  
support is just a call or  
click away

Choose methods of  

communications  

that are right for them

View personalized

to-do lists and alerts

We’re always  
there, 24/7
By phone, through the mobile  
app, or online, patients can  
always reach us 24x7



Advice is personalized to a member’s  
health needs

Advice in the Member  
Engagement Portal

Health Advocate uses machine learning / predictive
analytics to segment populations to provide tailored
messages and calls to action the member can take
to improve their health and well-being.

▪ “Advice Alerts” are email and push notifications 
advising people to log into the Member Engagement  
Portal website or app and look at newly identified Advice.

▪ “Advice” is data driven, personalized, and displayed  
in the Member Engagement Portal (both mobile and  
web) and is available in our internal system for our  
Personal Health Advocates to coach on.

▪ There are over 1,700 different Advice filters in our  

library operating at this time.



Single Sign-on  

and API Links  

to Multiple  

Programs and  

Third-party  

Vendors

Digital Navigation



Reminders are personalized to a member’s health needs

Customized preventive and chronic care  
reminders focused on gaps in care

Increases compliance with recommended  
care, wellness/lifestyle changes and  
medications

Reminders for preventive care such as  
mammograms, cervical and colorectal cancer  
screenings and flu shots

Addresses common chronic conditions
such as heart disease, diabetes and asthma

Personalized Health Communications



Clinical Impact of Personal Health  

Communications Outreach Program

103



Sample Client Data 3/2018

Closing Gaps in Care

104



Data allows you to see the health of your organization in real-time

Employee  
health  
risks

Key  
savings

opportunities

Healthcare  
and RX  
costs

Client Reporting Dashboard

Medical  
Cost  

Trends in  
Real-Time

105



Client Reporting Dashboard
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Our experienced clinical team of RNs and medical  

directors is involved in every clinical case

▪ Answer questions about medical conditions,  

diagnoses, treatments and tests

▪ Reviews care options based on the latest,  

evidence-based practices

▪ Consults and coordinates care and services  

with treating physicians and health plan case  

managers and medical directors

▪ Facilitates pharmacy, medical equipment and prior  

authorization requests

▪ Coordinates clinical services prior to and after  

outpatient treatment and hospital stays

▪ Guides members to the right care at the right time

In 2018 our  
team  

managed
>300,000

clinical  
cases

Trusted Decision Support



Check physician training,  
board certification, licensure  
and network status.

Confirm availability
and expertise to provide the  
required service.

Identify leading physicians  
using proprietary MEDIS tool  
and process.

Review of available quality  
assessments, outcomes and  
current medical literature.

Step 1: Personal Touch

Our clinical team performs a detailed clinical intake, informed  
by updated clinical guidelines and trusted health information.

Step 2: Physician Inquiry

Step 3: Technology

Step 4: Follow-up and Outcomes

Follow-up with member to help them prepare for their visit and  
check-in following the visit to assess further needs.

Perfect MatchSM  Physician Locator



There were 82,657 member  
requested provider locators in 2017.  

60,244 of them were requests for  
specialty care (73%).

Of the 60,244 Specialty Care locators,  
28,526 were for Second Opinions  

(47%)

Of the 28,526 Second Opinions, 244  
were cases that required Advocates of  

Excellence (EMO) referrals (<1%))

59,571

Routine Care  
Specialty Care

26,807

Specialty Care  
Second Opinion

Provider Locators

n = 80,350
Second Opinions

n = 59,571
Advocates of Excellence (EMO)

n = 227

20,779

32,764

Second Opinion  
Advocates of Excellence

244

What is Second Opinion?



High  

Risk

Chronic  

Care  

Solutions

Chronic Care Coaching
(≈ 5% of overall chronic  

population)

5 to 6 month intervention

Risk Assessment and Chronic Care  
Solutions Intervention

Low Risk
Dashboards Gaps In Care

Medium  

Risk

Short Term

Chronic Care Coaching  
(≈ 15% of overall chronic  

population)

3 to 4 month intervention



Relationship of Chronic Conditions  

to Medical Costs



Price, quality and benefit information whenever you want it

Transparency Tool can  
serve as an online  
physician directory

View real-time status
copays and deductibles

Mobile Access to  
practice and physician  
information

24/7 personal  
support is just a call or  
click away

Sign in once for  
secure access

View personalized  

links to Healthgrades’  
social network

Access Physician  
Information & Costs
Transparency Tool is  
integrated into Member  
Engagement Platform



What Does a Colonoscopy Cost?

Elisabeth Rosenthal, “The $2.7 Trillion Medical Bill”, The New York Times, June 1,2013

Minneapolis

$4,090

Chicago

$4,650

Nashville
$2,116

Atlanta

$4,506

Orlando
$5,210

Miami
$4,514

Dallas

$5,902

Billings
$5,978

Denver

$4,228

Los  

Angeles

$5,559

Austin
$7,471

San  
Francisco

$4,849

Seattle

$4,156

New York
$8,577

Baltimore

$1,908

Phoenix
$3,464



… But, Let’s be Reasonable



Health Cost Estimator+ Results

vider = 26,775

= 5,529

$1,375,292



Wellness Program

▪ Member portal and mobile app

▪ Available personal coaching

▪ Wearable device integration

▪ Online workshops

▪ Client customizable competitions

▪ Incentive tracking

▪ Integrated reporting and outcomes



Natural Selection?



Wellness Incentive Programs



Responsibility



The Cost of Wellness Programs
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Identifying Members with Chronic Conditions

Claims Data

Biometric/HRA Data

Additional individuals with chronic conditions identified using  

biometric and/or HRA data



ORIGINAL ARTICLE

Measuring the Effects of Screening Programs in Asymptomatic  
Employees: Detection of Hypertension Through Worksite  

Screenings

Antonio P. Legorreta, MD, Susan R. Schaff, MPH, Arthur N. Leibowitz, MD, and Jeroen van Meijgaard, PhD

Objective: To evaluate the effectiveness of workplace screenings on identi-

employees and ensuing therapeutic management.

ypertension affects approximately 30% of the adult popula-H tion in the United States.1 Early diagnosis and management of

The United States Preventive Services Task Force recom-

fication, subsequent follow-up, and treatment of patients with undiagnosed 
mends screening for high blood pressure in adults 18 years and

older.12Although screening at a physician’s office or other medical
hypertension. Methods: Claims data and screening values for 31,281 in- establishment is fairly routine, screening in the workplace is another
dividuals from 21 self-insured employer groups were combined with zip method for identifying patients with undiagnosed chronic conditions,
code–level information and analyzed using multilevel logit models. Results: such as hypertension. Although gaining popularity among employ-
Up to 17.6% of individuals without a previous indication of hypertension in         ers, more research is needed to understand the effects of such work-
the administrative data exhibited high blood pressure (140/90 or greater) at          place disease prevention programs.13 Workplace hypertension has
screening. In the month following workplace screening, significant increases     been documented in several studies and is often thought to be related
were noted, using administrative claims, in the number of new diagnoses for          to job stress.14,15 Nevertheless, individuals with workplacehyperten-
hypertension (odds ratio: 1.81; P < 0.0001) and new prescriptions for antihy- sion have been shown to have higher blood pressures at their medical
pertensive drugs (odds ratio: 2.27; P < 0.0001), primarily among individuals           checkups than individuals without workplace hypertension.15   This
with high blood  pressure at  screening. Conclusions:  Workplace  screening          study focuses on whether patients with undiagnosed hypertension

programs offer a potential approach to identify undiagnosed hypertension in are being identified during worksite screenings and their medical

follow-up. This study also explores demographic characteristics that

may predict which employees are more likely to have undiagnosed or

poorly controlled hypertension.

METHODS

hypertension are important in preventing disease progression. Two The data in this study are based on a subset of individuals
thirds of people with hypertension in the United States may be un- from 21 self-insured employer groups utilizing a preferred provider  treated

or undertreated.2 Many individuals may be asymptomatic in organization and for whom both medical and pharmacy claims data
the early stages of mild disease and remain undiagnosed. were available. The employer groups utilize various regional and na-

In the United States, African Americans have the highest tional health plans, both for-profit and not-for-profit, and pharmacy
prevalence of hypertension as well as lower blood pressure control benefit managers. All data were provided directly by the health plans.
compared with non-Hispanic whites.1,3–5 Lower rates of antihyper- The sample is restricted to individuals who are at least 18 years of tensive

medication adherence have also been demonstrated in the age and took the opportunity to participate in an on-site screening African American

population.6 Socioeconomic status also impacts from January 1, 2012, to December 31, 2013, and for whom medi-
blood pressure; a higher prevalence of hypertension exists among cal claims data were available 24 months before the screening date low-

income and less-educated individuals.1,7 through 3 months after the screening date (N = 32,846). In addition,
Access to health care services is an important factor in the the sample excludes individuals with evidence of (1) pregnancy dur-

appropriate diagnosis and ongoing management of hypertension. ing the 12-month period before the biometric screening event (N =
The lack of health insurance has been implicated as a barrier to 684) and (2) heart disease (N =  720) or (3) end-stage renal disease
accessing health care.8 Nevertheless, in the National Health and in the available medical history before the screening event (N = 53). Nutrition

Examination Survey III study, 92% of individuals with Administrative claims data are commonly used to identify health undiagnosed

hypertension had health insurance, indicating that bar- conditions for surveillance and research16,17 and are used here to

vel

education,

15002, and

ommunity

s based on

ship file19n

iduals with

ple (N =

individuals

ing data,

re detailed

conducted  

ics trained

body po-

ed man-

pressure a

routine

outsideof

riers to proper hypertension diagnosis remain even within the insured identify individuals with hypertension or diabetes. Individual-le  
population.2,9 There are also disparities in care within insured popu- data are combined with zip code–level race/ethnicity,
lations on the basis of sex, race, income, education, and urban versus      and income information extracted from tables B03002, B
rural geography.10,11 For example, insured African Americans are B19013, respectively, from the 2008 to 2012 American C still at

increased risk for hypertension, and insured rural residents Survey 5-year estimates.18 The level of urbanization wa have historically

had decreased access to care.10 the 2010 urban area to zip code tabulation area relatio

using the residential zip code of the respondent. Indiv
missing zip code information were dropped from the sam

From the UCLA School of Public Health (Dr Legorreta), Los Angeles; Health 108). The study sample is composed of a total of 31,281
Advocate, Inc (Ms Schaff), Westlake Village, Calif; Health Advocate, Inc
(Dr Leibowitz), Plymouth Meeting, Pa; and Health Advocate, Inc (Dr van with medical and pharmacy claims data, biometric screen

Meijgaard), Westlake Village, Calif. and zip code information. Characteristics of the sample a
Three of the authors of this manuscript (Schaff, Leibowitz, Meijgaard) are affil- in Table 1.

iated with Health Advocate, Inc. This corporate affiliation did not affect the The workplace screenings used in this study are
academic integrity of the study or the submission of this report in any manner.

No conflicts of interest or financial disclosures were reported by the authors of by primary emergency medical technicians and paramed

this paper. in manual blood pressure measurement, including proper
Address correspondence to: Antonio P. Legorreta, MD, UCLA, School of Public sitioning during measurement. Blood pressures are measur

Health, Los Angeles, California (legorreta@ucla.edu). ually using a stethoscope and the appropriate size brachial
Copyright ⃝C 2015 by American College of Occupational and Environmental

cuff with a sphygmomanometer. Equipment is inspectedonMedicine

DOI: 10.1097/JOM.0000000000000434 basis to ensure accuracy. Individuals with measurements
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June 2015

Hypertension Screening Article

▪ 31,281 individuals screened  
from 21 self-insured employers

▪ 14.6% had been previously  
diagnosed with hypertension

▪ 21% found to have hypertension  

at screening

▪ 68% of those found to behypertensive  
at screening had no previous  
diagnosis of hypertension

▪ Screening triggered treatment, even  
in those previously diagnosed with  

hypertension

▪ Screening motivated people to have a  
check up, even if they did not have  

hypertension at screening

Both new hypertension  
diagnoses and new

prescriptions for
hypertension drugs  

increased within a month

after screening

Journal of Occupational 
and Environmental Medicine. 

Vol. 57, No.6. June2015



Preventing Diabetes Article

▪ 22,790 individuals screened  
from 45 employers

▪ 900 (4%) people found
to have diabetes at screening

▪ 538 of the 900diabetics  

(60%) were screened
1-year later and showed  
reduced hypertension and  
hyperlipidemia, lower BMI  
and lower blood glucose

levels

▪ Most all individuals diagnosed  
with diabetes
at screening had follow up

care from a physician

This study  
demonstrates the  

real-world benefits of 
workplace screening 

in encouraging 
individuals to seek  

care and initiate 
prevention efforts

OccupationalMedicine,
December2018



Integrated Services:

Improved Health Outcomes and Cost Savings

▪ 2017 aggregate data on 84,587 members from  
13 Empowered Health clients with at least 2  
years participation

▪ Medical Cost Trend was 2.9% across all  
clients; 1.1% below predicted market average

▪ Savings of $37 Million across all clients.

▪ Average savings per client = $2.8Million

▪ $277 PMPY lower costs for theEngaged  
Group

▪ Engaged members had a higher risk  
score (1.65) compared to theNot-engaged  
group (1.03)

▪ 100 Highest risk member medical costs  
decreased 10.3%

▪ Overall ROI exceeds 5:1

Whitepaper: Improved Health Outcomes  
and Cost Savings Through

Health Advocate’s TargetedApproach

A study of 13 Empowered Health Clients



80%

19%

15%

26%

5%

55%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Members Total Costs

Member Breakdown and Percent Total Cost by Risk Level

Low Risk Medium Risk High Risk

N=781

N=2,342

N=12,506

The prospective risk score is an  
estimate of future medical utilization,  

including ER visits and average  
inpatient costs

Risk Stratification:
5% of members account for 55% of total medical costs. As the Mean Prospective Risk Score  

increases, the engagement rate also increases.

Current Year

Empowered Health Client



Engaged Group  
4,634 Members1

Non-Engaged  
Group  
10,048

Members

Engaged Group
$37.9 Million

Non-Engaged Group
$33.4 Million

1Employees may not be relatedto  
spouses
or dependents in the membergroup

*Note: additional criteria added - members must  
be enrolled at end of measurement period

Member Engagement
14,682 Members

Engaged GroupNon-Engaged Group

Total Medical Costs
$71.3 Million

Engaged Group vs Non-Engaged Group
32% of the members engaged with Health Advocate (the “Engaged Group”), however,  
they accounted for 53% of total medical costs. “Members” includes Employees, Spouses  

and Dependents.

Client #1 Empowered Health Client



Chronic Condition Percentage Breakdown

Non-Engaged Group

Chronic Condition Percentage Breakdown
Engaged Group

10%

2%

1%

8%
3%

28%

48%

Diabetes

CHF (0%)

CAD

COPD

Asthma

MetabolicSyndrome

Hypertension

Depression

5% 4%

13%

46%

38%

38%

44%

12%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Non-Engaged Group

<18 18-35 36-50

Engaged Group

51-65 >65

17%
1%

5%

3%

7%

3%
50%

14%

Diabetes

CHF

CAD

COPD

Asthma

MetabolicSyndrome

Hypertension

Depression

Age Breakdown: Non-Engaged Group vs. Engaged Group

Engaged Group vs. Non-Engaged Group (continued)

Demographics: The Engaged Group is significantly older than the Non-Engaged Group. 50% of the  

Engaged Group are 51 years of age or older vs. 18% of the Non-Engaged Group. Hypertension is the  

most prevalent condition (50%) followed by Diabetes (17%) in the Engaged Group.

Client #1 Empowered Health Client



Preventive Care Screening Compliance
Engaged Group vs. Non-Engaged Group
The Engaged Group had higher compliance for 3 of the 4 Preventive Care screenings  

when compared to the Non-Engaged Group.

53%

38%

42%

34%

36%

51%

41%

28%

52%

45%

48%

30%

60% 70% 80% 90% 100%

Breast Cancer Screening

Cervical Cancer Screening

Cholesterol Level Screening

Colorectal Cancer Screening

Benchmark

0% 10% 20% 30% 40% 50%

Non-Engaged Group Engaged Group

Client #1 Empowered Health Client



Medication Adherence
Engaged Group vs. Non-Engaged Group
Medication Adherence was higher for 7 of the 8 conditions when comparing the  

Engaged Group to the Non-Engaged Group.

91%

Client #1 Empowered Health Client



Diabetes

$16,072 $14,801

$18,000

$15,000

$12,000

$9,000

$6,000

$3,000

$0
Non-Engaged Group Engaged Group

Inpatient Utilization - Average Cost Per Stay

1,857 1,478
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Engaged Group vs. Non-Engaged Group
ER visits per 1,000 members, average cost per ER visit, and average Inpatient cost per stay  

were lower for the Engaged Group.
ER Utilization

Client #1 Empowered Health Client



Decrease in Medical Cost Trend

▪ Non-Engaged Group - Total  
medical costs (PEPY) 
increased 18.35% from the  
Prior Year to CurrentYear.

▪ Engaged Group - Total  
medical costs decreased 
2.19% from the Prior Year to  
Current Year, despite the fact  
that this group was older,  
more ill and at higher riskthan  
the Non-Engaged Group.

▪ This 20.54% difference in  
PEPY medical cost trend  
saved Client $3,449,028  
over 1 year.

Members who engaged with Health Advocate  
saved Client $3,449,028 in 2017. ROI > 7:1

Client #1 Empowered Health Client



Comparative Analysis – Period OverPeriod

Client #2 Service Industry

Baseline Period Prior Period Current Period

Client Total medical costs decreased by 29% from the Baseline Period to the Current  
Period for these continuously enrolled members. As a percentage of total medical costs,  
pharmacy, physician/professional, and outpatient costs increased, while inpatient costs  
decreased.

Total Medical Costs PMPY



Client Marketplace Performance - June 2018

Client #2 Service Industry

▪ Client’s medical cost trend was 33.5% less than
the general population in their area, giving them
a comparative advantage of $6,281,43

▪ Client’s per member per year costs (PMPY)  
were $857 lower than the general population in  
their area.

*Locational Marketplace data based off of Standard & Poor health care costs by location. Location was determined via a  
weighted average of client member zip codes within a hierarchy based on available data and closest location of member.

Client Trend Marketplace Trend



Engaged Group  
2,810 Members

(41%)

Non-
Engaged  

Group  
4,017

Members  
(59%)

Current Period Member Population
6,827 Members

Engaged Group

$16.2Million  
(45%)

Non-Engaged Group

$19.8Million  
(55%)

Current Period Medical Costs
$36 Million

Risk and Cost Comparison

Client #3 Food Service Industry



Inpatient Utilization

Client #3 Food Service Industry



▪ Non-Engaged Group - Total medical costs (PMPY) increased 29.5% from the  
Prior Period to the Current Period.

▪ Engaged Group - Total medical costs decreased 16.3% from the Prior Period  
to the Current Period, despite the fact that this group was at higher risk  
than the Non-Engaged Group.

▪ This 45.8% difference in PMPY medical cost trend saved Client $8,840,260  
in the Current Period.

Members who  

engaged with Health  

Advocate saved  

Client $8,840,260 in  

the Current Period

Medical Cost Trend and Savings

Client #3 Food Service Industry



Medical Cost Trend and Savings

Client #4 Household Goods Industry

▪ Non-Engaged Group - Total medical costs (PMPY) decreased 6.0% from 2017 to  

2018.

▪ Engaged Group - Total medical costs decreased 1.0% from 2017 to 2018. This group  

was older, more ill and at higher risk than the Non-Engaged Group.
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Risk Adjusted Medical Cost Trend and  

Savings

Client #5 Household Goods Industry

▪ Non-Engaged Group - Total medical costs (PMPY) increased 10.0% from 2017 to 2018.

▪ Engaged Group - Total medical costs decreased 1.0% from 2017 to 2018.

▪ This 11.0% difference in PMPY medical cost trend saved Client an estimated $180,356 in  

2018.



Member Survey

94%

6%

100%

90%

80%

70%

“I am glad my company 60%

50%
40%

offers Health Advocate 30%

20%

to its employees.” 10%

0%

Strongly Agree/Agree/Somewhat  
Agree

Disagree

▪ HealthAdvocate regards user satisfaction surveys as a barometer to assure that we  
are delivering on the services andpromise

▪ Helps provide focus for our efforts to continuously improve our services

▪ Online patient survey application ensures accuracy, consistency andtimeliness
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Thank You Abbie Leibowitz, MD  
Aleibowitz@HealthAdvocate.com



PLEASE WELCOME!!

Kelly Nordby, MPH, RDN, LDN

Diabetes Prevention Program Coordinator

Eat Smart Move More Prevent 
Diabetes Team



Reducing the risk of type 2 diabetes 
for North Carolinians

Diabetes Free 
NC

SUPPORTED 
BY











Yearlong program designed to empower people at risk for prediabetes to 
take charge of their health and well-being

Diabetes Prevention Program

A key part of the National DPP is a lifestyle change program that 
provides:



Diabetes Prevention Program

Participants learn strategies to…



Partnership between NC State University 
and the NC Division of Public Health with 
Blue Cross and Blue Shield of North 
Carolina to offer diabetes prevention 
programs (DPPs) across the state 
regardless of insurance status. 

SUPPORTED 
BY

Diabetes Free 
NC



Diabetes Free NC PARTNERS

• American Medical 
Association

• NC Academy of Family 
Physicians

• NC Alliance of YMCAs

• NC Diabetes Advisory 
Council

• NC Medical Society

• NC Office of Rural Health



To remove the barrier of cost 
to participate in a diabetes 
prevention program.

Diabetes Free NC GOAL



No previous diagnosis of diabetes.

CDC Eligibility Requirements for DPP



North Carolina resident 
Meets the CDC eligibility criteria
Enrolls with a funded DPP provider

27 funded providers (26 in-person and 1 
online)

Diabetes Free NC 
ELIGIBILITY



In-person: 
Visit diabetesfreenc.com to 
find a program in your area.

Funded Providers

Online:
Visit 

esmmpreventdiabetes.com to 
find an online class.

All DPPs supported by this funding are CDC-recognized 
programs.























Ready-to-go marketing materials 
are available upon request

Contact:  Kelly Nordby, Program Coordinator 

kelly_nordby@ncsu.edu

Marketing Materials



Questions?
For more information contact: 

Kelly Nordby
kelly_nordby@ncsu.edu
(919) 515 – 9156?



• For those new members... we THANK YOU for joining NCBGH!

➢ The board of directors of NCBGH has set annual membership dues at a very 

affordable  rate of $100 per company (2 members allowed from each company)

• Membership allows for:

➢ Attendance at the 2 NCBGH membership meetings peryear.

➢ National Alliance for Healthcare Purchasers Membership

➢ New NCBGH.org  Social Media…stay connected…ask questions..share..network!

➢ Most important the opportunity for you and your company to help to achieve the 

missionand  goals of NCBGH.

➢ Simple process, membership benefit and invoice will be emailed. Membership committee

votes  on applications.

➢ Exclusive peer to peer networking, best practice lunches, membership meetings and new

ncbgh.org networking coming soon!

➢ For those who are joining us today who are not NCBGH members, we will reach out to

you via  email post meeting.

We Invite You To Be Part of NCBGH FUTURE



Special thank you to:
• Our members of NCBGH

• Our sponsors of NCBGH

• Our speakers today

• Our Board of Directors and Committee Chairs

Watch your inbox for details of the 2019 FALL meeting

Visit us often at www.ncbgh.org to stay up to date
on things happening with NCBGH.

http://www.ncbgh.org/

