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Engaged Public is a Denver-based firm that focuses on policy development, public engagement, 

facilitation and leadership development.  Although Engaged Public’s work spans a variety of 

policy topics, health care is one of Engaged Public’s areas of expertise.   

This evaluation, conducted by the Colorado Health Institute (CHI), was commissioned by 

Engaged Public to measure the impact of its Engaged Benefit Design (EBD) pilot project at San 

Luis Valley Health (SLVH) in Colorado’s San Luis Valley. CHI conducts rigorous, objective and 

evidence-based research and analysis that informs health policy discussions. A nonprofit and 

nonpartisan institute, CHI does not take positions on issues.  

The EBD pilot project is an opportunity for Engaged Public to combine its various areas of 

expertise and offer health care patients objective information regarding their medical care 

options. The information is coupled with financial incentives to encourage the use of services 

which are known to improve health. Financial disincentives are put in place to discourage the 

use of preference-sensitive care that is known to be overused when alternatives exist.  

The Robert Wood Johnson Foundation and the Colorado Department of Health Care Policy and 

Financing provided $390,000 in funding over three years, beginning in 2011, to support the 

implementation of the project at a pilot site in Alamosa, Colorado.  

Engaged Public created and convened the EBD Medical Advisory Council, made up of public and 

private insurance experts and brokers, physician leaders and business and community 

representatives, to develop the EBD concept. The advisory council’s EBD program includes two 

primary components: value based insurance design and incentives for shared decision making 

facilitated by patient decision aids.    

Value based insurance design promotes services that are of high value and discourages use of 

services that are typically overused or of limited value.   

  
EBD reduces or eliminates cost sharing for services that are high value and contribute to 

improved health, according to available evidence. For example, these include screening and 

prevention services to improve outcomes for patients with chronic diseases such as diabetes and 

asthma. Often referred to in EBD as “green bucket” services, they are preventive in nature, and 

patients are encouraged to use them.  Many of these are associated with chronic conditions.    

 

 

EBD increases cost sharing for some preference-sensitive services that evidence indicates are 

overused when there are lower-cost alternatives. Examples include procedures like joint 
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replacement or coronary artery stenting. These services tend to be overused, and they are often 

referred to as “red bucket” services.  

  
EBD includes strategies to provide incentives in order to encourage patients to use decision aids 

(DAs). DAs are informational DVDs and booklets created for a lay audience. They do not 

advocate for particular treatments. Rather, they include clear explanations of what research 

shows about the benefits, risks and efficacy rates of various treatment and screening choices. 

The objective of DAs is to engage patients to identify the values that are important to them and 

empower them to make informed decisions that are best for them. 

 

Engaged Public sought to tailor and administer the EBD concept in a pilot setting. It convened 

the EBD Project Advisory Committee, which made recommendations regarding the 

implementation of the first EBD pilot at San Luis Valley Health (SLVH) in Alamosa, Colorado. 1 

SLVH is a regional medical center that also operates the Conejos County Hospital and five 

outpatient clinics.2 SLVH offers self-insured health insurance to its employees, their spouses and 

dependents. There are four tiers. Tier 1, the lowest-cost option, includes providers at SLVH 

medical center, the Conejos County Hospital and outpatient clinics. The remaining three tiers, 

which have greater cost sharing, include some providers outside of the SLVH system. All 

individuals receiving health insurance through SLVH were included in the pilot which was 

administered from January 1, 2012 through December 31, 2013.  Enrollment was around 700 

lives in each year of the pilot.  

According to Engaged Public, SLVH was selected as the pilot site for a number of important 

reasons:  

 SLVH is located in a rural area in southern Colorado. The network of providers used by 

employees is relatively small and geographically contained. This made it easier to 

educate providers about the pilot compared with an urban site with many providers. 

 Engaged Public was interested in the potential to expand EBD to other areas in the San 

Luis Valley. SLVH is a high-profile employer, setting the stage for future expansion.  

 Self-insured plans like the one offered by SLVH are not regulated by the Colorado 

Division of Insurance, meaning that EBD could be implemented without regard to 

requirements for fully insured products.  

                                                           
1 At the inception of the pilot, the hospital was called the San Luis Valley Regional Medical Center. Its name was 
changed during the pilot project. For simplicity, the medical center is referred to as SLVH throughout this report.   
2 Antonito Clinic, La Jara Medical Clinic, Monte Vista Medical Clinic, RMC Clinic and Stuart Avenue Clinic.  
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 SLVH’s then-CEO, Russ Johnson, was extremely interested in learning how to engage 

patients in medical decisions and reduce unnecessary use of medical care. He wanted to 

learn more about patient engagement as both a hospital CEO and a provider of health 

insurance to employees and their spouses and dependents.  

 The DAs were not available electronically, so viewing space and supporting staff were 

needed to implement the pilot. SLVH leadership made space and staff available.    

 SLVH’s third-party administrator, Colorado Choice Health Plans, was interested in the 

project. It committed to administering the new benefit design, including implementing 

the new co-pay structure, requiring pre-authorization for certain services, and 

distributing $50 incentives for DA completion.  

 

 
EBD emphasizes preventive and evidenced-based care. So, in January 2012, SLVH’s health 

insurance eliminated cost sharing for up to two primary and specialty care office visits for each 

of the following chronic conditions: clinical depression, congestive heart failure, asthma, 

coronary artery disease, diabetes and hypertension. Cost sharing could be waived for a total of 

six office visits across these conditions.3  

 

The philosophy of EBD is to increase cost sharing to discourage services that are known to be of 

limited value and often overused when less invasive alternatives exist.  In 2012, $300 co-pays 

were added to the following “red bucket” services:  

 Outpatient upper endoscopy for heart burn  

 Magnetic resonance imaging for low back pain4  

 Hysterectomy for bleeding5  

 Hip and knee replacements 

 Carotid endarterectomy 

 Lumbar fusion for back pain 

 Lumbar discectomy 

 Surgery for lumbar spinal stenosis  

 Coronary angioplasty with or without stents  

                                                           
3 For the cost sharing to be waived, the chronic condition has to the primary diagnosis associated with the claims 
for the office visit. 
4 Only if not associated with pinched nerve.  
5 Only if not associated with cancer.  
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 Coronary artery bypass surgery 

 Surgery for benign prostatic hyperplasia.  

If DAs were available for red bucket services or procedures, patients were required to view or 

read the DA prior to paying the $300 and receiving the service.  

 

 

Individuals in the pilot had access to patient DAs and surveys created by the Informed Medical 

Decisions Foundation (IMDF) beginning in January 2012. 

After determining that a patient had a condition for which a DA was available, SLVH providers 

made a paper referral to SLVH’s Resource Center. After receiving the referral, the center’s 

coordinator would arrange for the patient to come to the Resource Center to complete a three-

step process.  

 

The Resource Center coordinator administered a survey before the patient viewed or read 

the DA. The purpose of the pre-DA survey was to identify the treatment patients were 

leaning toward, how far along they were with their decision and the different treatment 

options they had already pursued.  

 

   

Patients watched a DVD or read a booklet. The DAs include nontechnical explanations of 

what the research shows about the benefits, risks and efficacy rates of various treatment and 

screening choices. DAs are designed to engage patients in making informed decisions that 

are best for them.   

 

   

The Resource Center coordinator administered a post-DA survey created by IMDF. This 

survey measured how well patients understood the scientific evidence and facts associated 

with particular treatment options. It also determined if patients wanted greater 

communication with their clinician, and whether they felt the DA was useful in meeting their 

goals. Conclusions could be drawn on the effects of the DA on decision-making by 

comparing results of the pre- and post-DA surveys.    

Upon completion of the process, the Resource Center coordinator uploaded the data from the 

pre- and post-DA surveys into a secure system that transmitted the information to IMDF for 

analysis. The coordinator informed providers about whether their patients “passed” the content 

portion of the post-DA survey. (Note that patients passed when the number of correct answers 

for content questions were at or above the average across all IMDF sites administering the 

surveys.)   
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The coordinator also informed Colorado Choice Health Plans when the three-step process was 

completed. Patients who completed the DA process for “green bucket” services received a $50 

check from Colorado Choice. Patients who completed a DA required for “red bucket” services 

also received a $50 check from Colorado Choice.  They were then authorized by Colorado 

Choice to receive treatment, but were required to make a $300 co-payment.    

Several weeks prior to the launch of the pilot, CHI interviewed SLVH leaders to understand their 

reasons for participating in the pilot and their expectations for results. Russ Johnson, who was 

CEO, expressed several reasons for participating:  

 The United States is headed toward significant delivery system reform, and self-insured 

employers have an opportunity to educate their employees about ways to control costs.  

 SLVH had a high level of interest in learning how to implement EBD on an administrative 

level. As a provider of medical services and a self-insured employer, he wanted to learn 

more about ways to engage patients in their care.  

 He acknowledged a need to change the psychology of providers to think more about 

promoting health among patients rather than providing volume-based services.  

Johnson indicated that he didn’t expect rigorous results from the pilot because it lasted just two 

years. He thought that the pilot would need to be in place much longer to show rigorous results. 

He also indicated that he wanted to continue EBD after the pilot ended.   

When asked about any apprehensions, he mentioned that the pilot launch had taken more staff 

time than anticipated. He had concerns about the possibility of pushback from employees about 

changes in cost sharing. However, he said he had received only positive feedback during open 

enrollment for the 2013 plan year.

Implementation of EBD at SLVH was a learning opportunity for Engaged Public, providers, 

patients, and leadership at SLVH and Colorado Choice Health Plans. It led to a number of 

findings that are important as EBD expands to other sites.  

 Engagement of providers is a critical factor for a successful DA referral process. Providers 

were, in general, supportive of DAs, however, there was no provider champion of the DA 

process on-site. Many providers indicated that they did not want to refer only a subset of 

their patients to DAs. While feedback from providers was very positive, they didn’t always 

know who was eligible for a DA referral because a small proportion of their panel was 
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participating in the pilot.  Engaged Public staff noted that future implementation of EBD 

will focus providers on how DAs can save them time.  

 

 Engagement of providers could have been higher. Although Engaged Public made 

several trips to Alamosa to meet with providers, attendance at the meetings ranged from 

30 to one. Greater provider engagement likely would have led to higher take-up rates of 

DAs. While it was helpful to conduct the pilot in a relatively contained geographic area, 

the distance from Denver to Alamosa posed logistical challenges for frequent provider 

engagement. Other pilot programs have attempted to use financial incentives for 

providers whose patients complete a DA.   

 

 Involvement of the Resource Center coordinator was crucial, according to providers, 

patients and SLVH and Colorado Choice leadership. The coordinator informed frontline 

staff and providers about the availability of DAs, sought referrals for appropriate 

patients, coordinated the viewing of the DAs and completion of surveys, and established 

trust among patients. Frontline staff, such as medical assistants, also were key to the 

referral process.  

 

 Administration of the pilot was complicated by SLVH’s transition to electronic medical 

records (EMRs) during the second year of the pilot. At that time, providers and SLVH 

leadership wanted an electronic DA referral and viewing process embedded in their new 

EMR system.  However, this change was placed late in the implementation queue by the 

EMR vendor.   

 

 The $50 incentive motivated patients to view the DAs and completion rates were high 

among DAs for red bucket services.  Almost all patients interviewed had very positive 

opinions of the DAs and indicated that they valued what they learned. While provider 

engagement was challenging, future implementations of EBD should increase awareness 

of DAs among patients. 

   

 The pilot did not include a large number of people with conditions targeted by the 

changes in cost sharing for red and green bucket services.  Because of this, rigorous 

analysis of changes to utilization and health care expenditures was not possible. 

However, the pilot resulted in qualitative lessons regarding the administration and 

operation of EBD.   

 

 Despite early concerns that employees would not be supportive of the pilot, employee 

satisfaction with the health plan did not change after implementation of EBD. However, 

employees did become much more cost conscious over the course of the pilot.  

 

 The third party administrator, Colorado Choice Health Plans reported that administration 

of the pilot and coordination with the SLVH Resource Center Coordinator was 
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straightforward.  Colorado Choice’s prior authorization process was successful in 

identifying individuals who needed to view DAs prior to receiving services.  Leadership of 

Colorado Choice is interested in including components of EBD in other insurance 

products they offer employers.   

 

 Administering the pilot was simplified because SLVH is both a self-insured employer and 

the provider of medical services to many of its employees. As a result, the Engaged 

Public team could focus on administration and operations of the pilot rather than 

coordination between the employer and providers. This is an uncommon situation that 

cannot necessarily be brought to scale in larger communities. However, Engaged Public 

is using many lessons from the pilot to launch EBD at sites where the employer and 

provider network are not the same such as Hilltop in Grand Junction.  

 

 

 

During the pilot, patients received provider referrals for DAs 103 times. The DA viewings and the 

pre- and post-surveys were completed a total of 88 times. Completion rates were higher for 

conditions that were associated with a $300 co-pay for services.  For example, completion rates 

were 100 percent for low back pain, hip osteoarthritis, spinal stenosis, uterine bleeding, uterine 

fibroids, chronic low back pain and heart disease.  The lowest DA completion rate, 67 percent, 

was for coronary disease while colorectal screening was 68 percent. Figure 1 summarizes the 

number of times DAs were completed for each condition.  
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Referrals for DAs declined over time. There were 73 referrals in 2012, but 30 in 2013. This drop-

off could be due to a variety of reasons:   

 Patients with chronic conditions who viewed a DA in 2012 wouldn’t be expected to view 

it on an ongoing basis.  

 It was challenging to prescribe DAs using a paper referral process as SLVH moved to an 

EMR in 2013. 

 Availability of new benefits or products can address pent-up demand that isn’t sustained 

in subsequent years.   

Had the pilot continued for a longer period of time, the uptake of DAs likely would have been 

higher. See the appendix for all available DAs and availability of $50 incentive.   

The pre- and post-DA surveys include questions about patients’ knowledge of a specific 

condition or procedure, the utility of DAs in the decision-making process, how far along patients 

are in making decisions about their care, the extent to which patients should share decision 
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making with their providers, and what factors are important when making decisions about their 

health care.  

Graph 1 summarizes how helpful the DAs for preference sensitive conditions were in helping 

patients understand their condition and options, identify what factors are important to them 

and prepare to talk with their provider. The DAs were most useful to patients in understanding 

their condition, with 74 percent of respondents indicating they were extremely or very useful in 

achieving this goal. Seventy-two percent of respondents thought DAs were extremely or very 

useful in understanding various treatment options.   

 

 

One of the objectives of the DAs is to help patients make informed decisions that they believe 

are best for them. The surveys measure how far along patients are in the decision-making 

process before and after viewing the DAs. Graph 2 summarizes the results of patients before and 

after viewing the DAs for preference-sensitive conditions.  
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The aggregated data in Graph 2 do not show a significant change. Twenty people had already 

made a decision about their course of treatment prior to viewing the DA, and 22 people had 

made a decision about their treatment after viewing the DA. However, as summarized in the 

right hand panel of Graph 2, nine people, or 27 percent, changed where they were on the 

decision-making spectrum after viewing the DA. For example, five patients moved from “less 

sure” to “already decided” after viewing the DA.    

 

 

 

Some research indicates that patients who view DAs lean toward treatments that are less 

invasive than those who do not view DAs. For example, patients considering joint replacement 

surgery prior to viewing a DA might decide to try non-surgical treatments such as physical 

therapy, weight loss or joint injections after viewing the DA. As summarized in Graph 3, the pre- 

and post-surveys administered in the pilot tested the preferred level of invasiveness before and 

after viewing the DA. The aggregate results do not show a change – 20 people chose the more 

invasive treatment prior to viewing the DA and 19 people chose this level of treatment after 
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viewing the DA. However, six of the 33 people changed their preference of invasiveness after 

viewing the DA.  

 

  

 

In order to obtain more qualitative information about patients’ experience with DAs, CHI in 

October 2013 conducted two focus groups of patients who had completed the DA process. Ten 

participated in the first group while seven participated in the second group. The Resource 

Center coordinator recruited patients, who received $20 for taking part. The interview protocol 

was approved by an Institutional Review Board and all patients completed an informed consent 

form.  

The following synthesis summarizes questions posed and high-level findings from the first focus 

group.  

  
The most common motivation mentioned was the $50 incentive. Other reasons included 
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learning about DAs through open enrollment, hearing about DAs from their provider, or general 

curiosity. Some patients completed the DA process because it was required for a procedure.  

Patients underscored that the Resource Center coordinator was instrumental in helping them 

find out about the DA, coordinating the referral with their provider, and encouraging them to 

follow through with the process. They emphasized the high level of trust they had in the 

coordinator.  

Several people indicated that they were leaning toward a particular approach, but the DA made 

them change their mind or make lifestyle changes. Some said that they were not leaning toward 

the treatment recommendation made by their doctor. However, after watching the DA, they 

changed their mind because they realized they had exhausted their options for alternative 

treatments.  

One patient said that before she watched the DA, she had just started on a medication. After she 

watched the DA, she went back to her doctor and talked about other ways to address her 

symptoms. She stopped her medication, changed her diet and exercised more. She lost a lot of 

weight. The DA was the “kick in the fanny in getting me to think about the changes I needed to 

make,” she said. When asked further about the role of the DA she said it “was the underlying 

factor that really made me make some changes in my life.” Several patients indicated that 

watching a DA reinforced what they already knew and didn’t cause them to make changes.  

Patients agreed that the DA was very informative and helped them feel confident in talking with 

their provider. Those who watched a DVD, particularly those who are visually oriented and do 

not like to read, said it was easy to follow. They liked the fact that the information was provided 

in “layman’s terms” and was “not too complicated.”    

Several patients said that the DA gave them information that their doctor hadn’t provided. They 

said that the DA provided them with questions for their provider that they had not considered.  

One patient said, “It made you realize that, hey, this is really something that I’m going through 

(and) I’m not alone because there are other people that talk about it. . . . It brought up some 

feelings that I didn’t really realize I was having.”  

One patient noted that sometimes doctors rush through an appointment and patients don’t 

have time to think through questions that are important to ask. After she watched the DA, she 

thought, “Oh, I didn’t even think to ask that question, or maybe we should have tried that before 

we went that way.”  
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One woman said that she didn’t take her diagnosis seriously until she watched the DA. “That’s 

when I asked my provider more questions. . . . But at first, I was in shock, this is not happening. 

And it (the DA) did help me to ask more questions.” 

“I felt a little bit more comfortable asking more questions because I felt a little bit more 

informed,” said one patient. “It cemented what I understood beforehand,” said another.    

The DA inspired others to ask their providers different questions. For example, one patient said 

that instead of just talking to her provider about medication-based options, as she had done in 

the past, she asked her doctor about other options. 

Five patients wished they had seen the DA sooner; five others thought they saw it at the right 

time. According to one patient, the Resource Center Coordinator was important “big time” in 

reminding doctors to write patient referrals to view the DAs at the right time. 

Some patients said they would have watched a DA much sooner had it been available. No one 

thought that they should have seen it later.  

  

Several patients said that people need to start taking more ownership of their health care and 

not just do what their providers tell them. They said that DAs could help this ownership to occur. 

Because the focus group participants also work in a hospital, a number of them started a 

discussion about patients taking ownership of their health from a provider perspective. They 

expressed frustration that patients don’t speak up and that patients often give too much 

credence to what the provider is saying.   

According to one patient, “The doctor is saying all this stuff because he’s a power of authority….  

You are ultimately making the decision… I think the DAs were kind of nice in that respect to let 

you know, hey, there are two sides here.”  

Ultimately, all 10 patients agreed that decisions about health care should be made by the 

patient and their provider together.  

Most patients thought the DAs were very important. Several commented that patients could 

only see a provider for 15 to 30 minutes, which isn’t enough time to process feelings. One said, 

“You might have thought before, ‘I shouldn’t feel this way.’ ” However, when you hear others’ 

opinion, “it gives you strength to question what you want to do.” 

One patient mentioned that after watching the DA, “You then have an intelligent question to ask 

the doctor. Whereas before you might feel like ‘I don’t know nothing about this, the doctor 

knows everything.’ ”  



15 
 

Nearly all patients said that the DAs answered all of their questions. Those who said they had 

remaining questions felt like they could talk to their doctor about them.  

One patient said that the DAs helped ease fears and remove concerns that their questions are 

“dumb.” Two people noted that there is so much information in a DA that it may need to be 

viewed multiple times.  

Decision Aids: The Provider Experience  

Throughout the pilot, CHI conducted key informant interviews with SLVH leadership about the 

pilot program’s challenges and opportunities. Providers were invited in October 2013 to a focus 

group conducted by CHI to better understand their perspective. Six providers attended the 

focus group.  

Providers said that during the course of the pilot they were busy with a variety of initiatives that 

were administratively challenging and resource-intensive: moving to an EMR system, preparing 

for a change to ICD-10 coding, and implementing tobacco cessation, weight management and 

Brief Intervention and Referral to Treatment (SBIRT) programs. SVLH is also participating in the 

Comprehensive Primary Care Initiative, a multi-payer medical home effort.   

When SLVH moved to its EMR, in 2013, DA referrals were not incorporated into the electronic 

system. This presented several challenges. Providers had trouble fitting DA referrals into the 

electronic workflow. Not only did providers have a challenging time remembering to refer 

appropriate patients to DAs, but if they did make a referral, it was difficult to remember to have 

follow-up discussions with patients in the absence of an electronic reminder.  Providers said the 

process would have to be electronic in order to continue and or expand the pilot.  

Engaged Public offered resources to SLVH in 2013 to move to an electronic DA referral process. 

However, because of the large number of important changes already needed in the EMR project, 

SLVH declined the offer.   

Providers said that referring DAs only to patients enrolled in the SLVH plan, a small subset of 

their panels, was administratively challenging. Clinicians said they often didn’t know whether 

their patient was an employee, dependent or spouse covered by SLVH’s plan. Providers 

indicated that because DA referrals weren’t available to everyone, some of their colleagues did 

not refer any patients. 

 

Providers who made a relatively large number of referrals mentioned that the Resource Center 

coordinator played an important part in that process. She communicated with frontline staff to 

find out who would be eligible for DAs. After DA referrals were made, she followed up with 

patients to make the viewing process as seamless as possible.  

Some providers mentioned that qualitative patient feedback about DAs would be helpful. 

Providers said it wasn’t enough simply to know whether their patients passed the content 
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portion of the post-DA survey. They wanted insight into the questions patients might have after 

viewing the DA.   

Some specialists felt that the process would be improved if patients could view the DA during a 

primary care visit prior to visiting a specialist about a particular problem. However, another 

provider disagreed. He felt that a DA could potentially cause patients to seek more invasive 

options.  

Engaged Public underscored the challenges associated with getting busy providers to embrace 

the pilot.  Providers learned about the pilot during five meetings conducted by EP over the 

course of two years. The meetings were generally not part of a provider’s regular schedule, and 

participation ranged from one to 30 providers. Engaged Public staff noted that an important 

lesson is to “meet providers where they are.” Instead of conducting voluntary meetings focused 

solely on the pilot, Engaged Public said in the future they would get on the agenda of existing 

provider meetings to talk about the project.  They also underscored the importance of relaying 

to providers the potential of DAs to save them time.   

Although the provider education process was facilitated by working in a relatively small and 

contained community, the geographic distance between Engaged Public in Denver and the pilot 

site limited interaction between the organization and providers.  

Because provider engagement differed, referrals varied significantly.  It should be noted that 

among clinicians with certain specialties, such as general surgery, there were many fewer DAs 

compared with primary care clinicians. Nonetheless, as summarized in Figure 2, even within the 

same clinician specialty, referrals varied substantially.  
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To engage primary care providers in its DA pilot in Oregon, Providence Health Plan offered 150 

primary care providers in six medical groups $100 for each patient who completed the DA 

process.  According to Providence, the provider incentive helped increase provider engagement, 

however, it was not sufficient.  Despite the incentive, primary care providers in the Oregon pilot 

underscored the importance of a seamless DA referral process that did not interrupt their work 

flow.   
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Studies published in peer reviewed journals indicate an association between decision aids and a 

reduction in the utilization of preference sensitive services.  Researchers from the Group Health 

Research Institute conducted an observational study to assess associations between utilization 

of decision aids for elective hip and knee replacements and the rates of surgery and cost of care 

among 9,500 Group Health members with hip and knee osteoarthritis.  The researchers found 

that decision aids were associated with a 26 percent reduction in hip replacement surgery and a 

38 percent reduction in knee replacement surgery.  These rates were associated with a 12-21 

percent cost reduction in care over six months.6 Long term cost reductions were not identified.    

CHI attempted to analyze any changes in expenditures and use of services before and after the 

pilot. Due to the small number of lives covered in the pilot, coupled with the low prevalence of 

conditions, a robust analysis was not possible. For example, based on an analysis of claims, 

approximately 24 patients had diabetes in 2010 and 31 in 2012. Due to small numbers, there 

was significant variability in use of services and expenditures even before the pilot was launched.  

Colorado Choice attempted to conduct a similar analysis and found that the results were not 

stable enough for CHI to draw robust conclusions.   

While it is not possible to calculate monetary savings or increases as a result of the pilot, the 

percentage increase in premiums for SLVH were below market during the pilot, according to 

Colorado Choice.  The 2013 premiums did not increase.  2014 premiums increased by 3.3 

percent before plan changes.  However, SLVH did implement some additional plan design 

changes to mitigate this increase.   

   

To obtain qualitative information, at the two focus groups conducted by CHI in October 2013 

patients were asked about their views of the changes to cost sharing included in the pilot. All 

patients in the focus groups had completed a decision aid.   

                                                           
6 Arterburn, David et al. (September 2012). “Introducing Decision Aids At Group Health Was Linked to Sharply 
Lower Hip and Knee Surgery Rates and Costs.” Health Affairs. 
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Of the 10 patients in the first focus group, eight patients thought that the $300 co-pay was 

about right considering the cost of the services associated with the co-pay.  If people really 

needed these services, $300 would not be a significant barrier, they said.  

Two of the 10 patients said that a $300 co-pay is too high even if it is used to offset the cost of 

eliminating some co-pays for chronic conditions. They said that many of those chronic 

conditions are brought on by individual behavior, such as lack of exercise or poor diet, and 

therefore these services should not be treated differently. These same patients said that these 

changes are fine unless you have to pay the $300 co-pay or you are the person who “needs the 

MRI.” Said one: “It really hurts. It was a lot of money to come up with.” Others said that even 

though some chronic conditions might be brought on by individual behavior, it makes sense to 

eliminate co-pays for evidence-based services because utilization of these services can save 

money within the health care system. 

Four patients were confused about the changes to cost sharing. They didn’t understand that 

some co-pays for services for chronic conditions had been removed. They mentioned that this 

should have been explained more clearly during open enrollment. Some felt that they could 

have taken advantage of this change. This is consistent with other studies that have found it 

takes time for covered enrollees to understand changes to their plans.   

 

Patient Satisfaction  

CHI conducted an electronic satisfaction survey of all employees covered under SLVH’s plan. The 

first survey in January 2012 asked respondents to evaluate their health care, personal doctor, 

health plan and insurance coverage for the prior 12 months. The response rate was 34 percent.  

These data served as the baseline for evaluating the pilot. Questions from the survey, many of 

which were taken from existing surveys, were cognitively tested by CHI prior to survey 

administration. The survey questionnaire and administration process received approval from an 

Institutional Review Board.    

In order to compare the results of the pilot against the baseline, CHI conducted the same survey 

in January 2013, with a response rate of 25 percent, and in January 2014, with a response rate of 

33 percent. The survey asked employees the same questions for the 12 months prior to the 

survey. CHI did not have employee demographic data in order to weight the results for non-

response bias. Therefore, results have not been weighted to reflect the entire employee 

population.  

 
One concern of employers contemplating changes to health coverage and cost sharing is the 

potential backlash from employees. Employee satisfaction with their health care did not change after 

the pilot was launched, the surveys found.  
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 Nearly all respondents indicated that they received all the health care they thought they 

needed over the prior 12 months (94 percent in 2011, 93 percent in 2012 and 96 percent in 

2013).  

 When respondents were asked to rate their health care over the past year on a scale of one to 

10, the median rating was 7.2 in 2011, 7.1 in 2012 and 7.3 in 2013.  

 Because of the significant increase in co-pays, respondents’ consistent ratings of their health 

care is a positive finding.   

However, after the pilot was launched, respondents did become more cost conscious. As 

summarized in Table 1, the proportion of respondents who indicated that they “usually” or 

“always” took into account co-pays, co-insurance and deductibles was 32.4 percent prior to the 

launch of the pilot. This percentage increased to 46.4 percent in 2012 and 46.1 percent in 2013. 

Not surprisingly, respondents who were high users of primary care services were generally more 

cost conscious compared with those who were low users.  

Cost sharing was waived for two office visits for depression, congestive heart failure, asthma, 

coronary artery disease, diabetes and hypertension. Because of this change, CHI expected a 

decline in the number of people with these conditions who cited cost as a reason for not getting 

an office visit.  

However, as summarized in Table 2, no change occurred during the first year of the pilot. In 

2011 and 2012, 21 percent of respondents with one of the targeted conditions cited cost as a 

reason for not getting an office visit.  

After the second year of the pilot, the proportion of respondents who cited cost as a reason for 

passing up an office visit for one of the targeted conditions increased to 35.0 percent (Table Y). 

This result could reflect the time it takes to understand changes in benefits and the small 

number of respondents to this question - 31 in 2011, 23 in 2012 and 26 in 2013. Results should 

be interpreted with caution.  
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NOTE: Question only asked of those respondents who indicated that they needed an office visit for one of these conditions.  

 

Although data in Table 2 indicate suggests that respondents were not aware of the elimination 

of co-pays for many office visits, they were aware of the increase in co-pays for red bucket 

services. As shown in Table 3, the proportion of respondents who indicated that cost prevented 

them from obtaining procedures, surgeries or tests almost doubled between 2011 (23.1 percent) 

and 2013 (44.4 percent).  

 

NOTE: Question only asked of those respondents who indicated that they needed a procedure, surgery or test for one of above 

conditions.  

These findings are consistent with other analysis. Other research has found that respondents can 

be more sensitive to financial barriers than financial incentives. For example, a pilot project of 

the Mayo Clinic’s self-funded plan, found that an increase in cost sharing for specialty care 

reduced utilization for specialty services.  Yet removing cost sharing for primary care preventive 

services did not impact utilization for these services.7   

Respondents were asked if they had experienced situations in which there was more than one option 

for treatment over the prior 12 months.  Just over 76 percent indicated that they usually or always 

talked about the pros and cons of options with their provider in 2011. This figure remained relatively 

stable after the pilot was launched – 75.0 percent in 2012 and 72.5 percent in 2013.  Respondents who 

                                                           
7 Shah, Nilay et al. (November 2011). “Mayo Clinic Employees Responded to new Requirements for Cost Sharing By 
Reducing Possibly Unneeded Health Services Use.” Health Affairs. 
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usually or always talked about pros and cons with their providers rated their health care higher 

compared with those who sometimes or never talked about the pros and cons with their providers.  

One of the objectives of the pilot was to increase patient involvement in health care decisions. The 

baseline data show that prior to the launch of the pilot, 85.7 percent of respondents were always or 

usually involved as much as they wanted in decisions about their health care. This number remained 

stable at 86.1 percent in 2012 and 88.2 percent in 2013.  

Lack of variation in these data are likely due to the fact that the number of patients who completed 

DAs was 88, and the patient satisfaction survey was conducted of all employees in the insurance plans 

regardless of whether they had completed a DA. To ascertain perceptions of patients who viewed 

DAs, CHI conducted focus groups as described in a subsequent section of this report.  
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APPENDIX 

Table 4. Patient Decision Aids and Incentive Availability 

Patient Decision Aids by Topic 

$50 Incentive 

for 

Completion 

Back Care Programs 

Acute Lower Back Pain:  Managing Your Pain Through Self-Care Yes 

Spinal Stenosis: Treating Low Back and leg Symptoms Yes 

Herniated Disc: Choosing the Right Treatment for You  Yes 

Chronic Low Back Pain:  Managing Your Pain and Your Life  Yes 

Breast Cancer Programs 

Early Stage Break Cancer:  Choosing Your Surgery No 

Early Breast Cancer:  Hormone Therapy and Chemotherapy No 

Breast Reconstruction:  Is It Right for You?   No 

Ductal Carcinoma In Situ:  Choosing your Treatment  No 

Chronic Conditions 

Living Better with Chronic Pain Yes 

Living with Diabetes: Making Lifestyle Changes to Last a Lifetime  

(English and Spanish) 
Yes 

Heart Disease Programs 

Living with Coronary Heart Disease Yes 

Treatment Choices for Coronary Artery Disease Yes 

Living with Heart Failure:  Helping Your Heart Day-to-Day Yes 

Heart Tests: Learning About Your Choices Yes 

Mental Health Program 

Coping with Symptoms of Depression No 

Orthopedic Programs 

Treatment Choices for Hip Osteoarthritis Yes 

Treatment Choices for Knee Osteoarthritis Yes 

Protecting Your Bones:  Preventing Another Fracture  No 

Prostate Programs 

Treatment Choices for Benign Prostatic Hyperplasia Yes 

Treatment Choices for Prostate Cancer No 

Is a PSA Test Right for You? (English and Spanish) No 

Hormone Therapy:  When the PSA Rises After Prostate Cancer Treatment  No 

Screening Programs 

Colon Cancer Screening:  Deciding What’s Right for You No 

Women’s Health Programs 

Treatment Choices for Uterine Fibroids Yes 

Treatment Choices for Abnormal Bleeding Yes 

Managing Menopause:  Choosing Treatments for Menopause Symptoms No 
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Other Programs 

Getting the Health Care That’s Right for You No 

Growing Older, Staying Well No 

Sleeping Better: Help for Long-Term Insomnia No 

Treatment choices for Carotid Artery Disease No 

Peace of Mind- Personal Stories About Advance Directives No 

Looking Ahead:  Choices for Medical Care When You’re Seriously Ill  No 

 

 


