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CORRESPONDENCE MEMORANDUM 
 

 
DATE: April 25, 2014   
  
TO: Group Insurance Board 
 
FROM: Arlene Larson, Manager, Federal Health Policy & Programs  
 Mary Statz, Director Health Benefits and Insurance Plans Bureau 
  
SUBJECT: Guidelines, Uniform Benefits and Uniform Dental for the 2015 Benefit year 
 
 
The Department of Employee Trust Funds (ETF) staff recommends the Group 
Insurance Board (Board) adopt the Guidelines, Uniform Benefits and Uniform 
Dental changes discussed in this memo and grant staff the authority to make 
additional technical changes as necessary. 
 
Background 
 
Annually, the Board reviews the Terms and Conditions for Comprehensive Medical Plan 
Participation in the State of Wisconsin Group Health Benefit Program and Uniform 
Benefits (Guidelines). The Guidelines establish participation requirements for health 
plans for the coming benefit year, employer and employee eligibility, and certificates of 
coverage for insured health and Uniform Dental plans.  
 
ETF collects potential benefit and plan design changes from the Board, participants, 
staff and participating health plans. The Advisory Study Group (Study Group) met on 
March 5, March 25, and April 11 to discuss the recommendations contained in this 
memo. In late March, ETF also provided draft contract language based on the Study 
Group recommendations to the health plans for comment and feedback.  
 
The Study Group was comprised of ETF staff, eight representatives from other state 
agencies, and two representatives from Wisconsin health plan professional 
associations. Participants included: Jenny Kraus and Mickie Waterman, Department of 
Administration (DOA); Jennifer Stegall, Office of Commissioner of Insurance (OCI); Paul 
Ostrowski, Office of State Employment Relations (OSER); Nicole Zimm, LaDonna 
Steinert and Beth Ritchie, University of Wisconsin System (UWS); Trina Ruppert (UW 
Hospital and Clinics); Phil Dougherty, Wisconsin Association of Health Plans (WAHP); 
Rebecca Larson, Alliance of Health Insurers (AHI); and the following ETF staff:  

STATE OF WISCONSIN 

Department of Employee Trust Funds 
Robert J. Conlin  

SECRETARY 

801 W Badger Road 

PO Box 7931 

Madison WI  53707-7931 

 

1-877-533-5020 (toll free) 

Fax (608) 267-4549 

http://etf.wi.gov 
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Lisa Ellinger, Bill Kox, Mary Statz, Jeff Bogardus, John Bott, Sarah Bradley, Sherry 
Etes, Shayna Gobel, Roni Harper, Arlene Larson, Emily Loman, Tara Pray, David 
Nispel, Dan Hayes, Elizabeth Andrews, Allen Angel, Vickie Baker, Liz  Doss-Anderson, 
Brian Shah, Brian Schroeder, Korbey White and Tarna Hunter. 
 
Some recommended changes are clarifications or statements of existing practice; other 
revisions are more substantive. Specific changes to the contract and Uniform Benefits 
language are detailed in the attached reference materials, with shading of new 
language and striking out of language to be deleted. 
 
In addition, if the same change is being made to the state and local contracts, only the 
state page is included. The attached tables and contract language include 
clarifications that are not specifically discussed in this memo, which are minor 
modifications or clarifications of current practice. 
 
Please note:  

 Additional contract changes may be necessary, due to the ongoing policy 
discussions related to the High Deductible Health Plan (HDHP) and Health 
Savings Accounts (HSAs).  

 Additional changes may be required to comply with the recently-passed 2013 
Wisconsin Act 186, relating to oral chemotherapy drugs.  

 Changes made to the state active employee Uniform Benefits are automatically 
duplicated in the Wisconsin Public Employers (local) Program “Option 6” plan, 
per the Board’s decision when that plan was established effective January 1, 
2013.  

 Deloitte Consulting LLP (Deloitte) is reviewing the premium bid rate ratios for the 
local programs, including the ratios between the regular active and Medicare 
rates.  

 Where appropriate, the recommendations also apply to the WPS Health 
Insurance (WPS) contract for the Standard Plans; staff will make the necessary 
changes. 

 
Staff will bring notable changes before the Board, but in the meantime staff requests the 
authority to proceed with any needed technical clarifications. 
 
SECTION 1: RECOMMENDED ADMINISTRATIVE CHANGES  
 
1A. Health Risk Assessments (HRA): ETF staff recommends that in addition to the 
standard screening for diet, exercise and obesity, health plans’ HRAs also 
consistently screen for depression, substance abuse, and tobacco use. 
Participants who are identified as at-risk in terms of substance abuse, 
depression, tobacco use, diet, exercise and obesity must be offered the 
opportunity for health coaching and, if appropriate, information on intervention 
and treatment services.  
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Health plans are currently required to offer participants an HRA, which is a required 
component of the $150 wellness incentive for members. Wisconsin consistently ranks in 
the top states on the Behavioral Risk Factor Surveillance System and National Survey 
on Drug Use and Health for prevalence of alcohol consumption and binge drinking. In 
addition, United Health Foundation’s annual America’s Health Ranking indicates 
Wisconsin adults have the highest rate of binge drinking, are above average for tobacco 
use, and are experiencing increased mental health issues. Provider-level “Behavioral 
Screening and Intervention” (BSI) treatment, has significant potential to improve the 
health and safety of our participants. Ensuring all HRAs screen for depression, 
substance abuse, and tobacco use would be an incremental step toward the full BSI 
model. Studies have indicated that BSI services can result in a 4:1 return on investment 
ratio.  
 
Deloitte has stated that BSI implementation costs are typically not high-priced, as there 
are free on-line resources and state block grants available to facilitate the initiation of a 
BSI program. The Study Group did not express any objections to this benefit change--
but it did indicate the health plans should be provided clear guidelines describing BSI as 
ETF moves toward provider-level intervention. 
 
Some health plans expressed reservations about the expansion of BSI into the HRA. 
Their stated concern was that some of the new items are outside of the scope of an 
HRA and wellness and may be perceived as replacing the patient relationship with a 
primary care provider. 

 
 

1B. Shared Decision Making (SDM): ETF staff recommends expansion of the 
current SDM program for participants who are considering surgery for Low Back 
Pain (LBP) to include the opportunity for a follow-up conversation with the 
primary care physician, care manager, health educator or an SDM vendor after 
they have reviewed the plan-provided Patient Decision Aids. Upon request by 
ETF, health plans will report annual patient utilization rates and program impacts. 
It is required that participants be provided the SDM program before they can 
obtain prior authorization for LBP surgery.  

For 2014, ETF required health plans to implement a credible Shared Decision Making 
(SDM) program for participants considering surgery for Low Back Pain (LBP). The SDM 
process provides the participant with relevant risk and benefit information on the 
proposed treatment and treatment alternatives. For many medical and surgical 
interventions, ETF believes the SDM model represents the best available blending of 
physician expertise and patient choice for members and their families to guide well-
informed preference and value-sensitive treatment decisions. There were no objections 
expressed by the Study Group regarding this benefit change. The health plans accept 
expanding SDM and request flexibility in implementation, whenever possible. However, 
some health plans anticipate difficulty in requiring providers to offer this follow-up 
conversation. 
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1C. Advance Care Planning (ACP): ETF staff recommends requiring health plans 
to offer a “credible” ACP program beginning January 1, 2015. In April, ETF 
provided health plans with the following proposal for feedback. A credible ACP 
program would include any one (or more) of the following components:  

1) the health plan is actively participating in the “Honoring Choices    
Wisconsin” program, an initiative of the Wisconsin Medical Society; 

2) providers add palliative care specialists to care teams that commonly 
care for participants with advanced or life-threating diseases; 

3) all participants over the age of 60 are offered the opportunity for ACP  
with a trained facilitator; 

4) all participants with serious disease and likely survival rate of ≤ 2  
years will be offered an ACP and/or palliative care consultation; and/or 

5) all participants with serious disease and likely survival rate of ≤ 90  
days will be offered hospice services. 

Since the 2011 Disease Management Symposium, ETF has been working to develop 
an ACP program as a way to address accessibility to quality end of life care. As a 
preliminary measurement of hospice utilization, health plans have been reporting to ETF 
hospice length of stay data and palliative care consultations in the quarterly and annual 
Disease Management surveys.  
 
All participants and their families should have access to ACP programs that assist with 
care decisions. If end of life care is necessary, improved pain and symptom relief, along 
with the use of life-sustaining treatment that is consistent with the member’s wishes, 
should be provided.  
 
As stated above, draft ETF guidance of these options has been provided to health plans 
for review and comment. Staff will work with health plans to allow flexibility for meeting 
the 2015 ACP requirement. Final guidance will be provided to the Board at the August 
meeting. There were no objections expressed by the Study Group regarding this 
Disease Management initiative expansion. However, health plans expressed difficulty in 
requiring providers to comply with this initiative. 
 

SECTION 2: RECOMMENDED CHANGES TO THE STATE and/or LOCAL 
CONTRACT 

2A. Leaves of Absence:  ETF staff recommends the enrollment opportunity 
offered to employees while they are on a leave of absence provide sufficient 
flexibility to obtain an employer contribution to health insurance premium once 
they complete the return from leave period.  

Previously, employees who enrolled for health insurance coverage upon returning to 
work had coverage rescinded if they did not complete a 30-day “return from leave” 
period. However, federal rescission law under the Affordable Care Act prohibits 
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rescission in these circumstances. This change is needed to ensure the health 
insurance premium contribution provisions of the contract following a return from leave 
are being consistently applied among various State agencies and OSER.  
 
ETF asked employers how they are administering an employee’s return from a leave of 
absence and when the employee is being provided the employer share of the premium 
contribution. Staff found that employers are not uniformly applying previous ETF 
guidance on administering the requirements of Wis. Stat. § 40.02 (40) and Wis. Stat. § 
40.05 (4) (a) (3), specifically as it relates to when the employee becomes eligible for the 
employer share of the premium contribution upon returning from a leave of absence.  
 
ETF staff has been meeting with employers to discuss revised language that complies 
with statutory provisions, yet allows employees to have preferable options available 
upon return from the leave period. This recommended change allows the employee an 
enrollment opportunity upon their return to active performance of duty rather than upon 
their leave of absence ending. If the employee does not meet the requirements of a 
return from leave of absence, they continue coverage as long as the total premium is 
paid by the employee. The employee does not become eligible for the employer 
contribution until the requirement of a return from leave of absence is met.  
 
Employers will provide the employer share of the premium beginning with the month the 
employee’s leave of absence is deemed ended. This recommendation complies with 
federal law regarding rescission. It also provides clarifying direction for ETF to provide 
to employers regarding employee eligibility of an enrollment opportunity and the 
employer share of the monthly premium contribution. This will lead to consistent, 
uniform administration of the return from leave of absence by all employers. It should be 
noted that not all employers approve of the recommended change; the University of 
Wisconsin, specifically, expressed concerns. 
 
2B. Wisconsin Health Information Organization (WHIO): ETF staff recommends 
requiring all participating health plans to submit to WHIO medical and 
prescription drug data for their commercial and Medicare lives residing in 
Wisconsin (at a minimum). This requirement excludes Medicaid data.  

 
WHIO is a voluntary public/private organization formed in 2005 by a multi-stakeholder 
group of health care professionals. WHIO collects and aggregates health care data. 
Currently, three health plans participating in the state and local employee health 
insurance program do not submit data to WHIO. By increasing the insured population in 
WHIO, the data set can create a better representation of both insured lives and health 
care providers. This will improve ETF’s ability to use WHIO data to measure and 
compare resource utilization and trends across all participating health plans. Further, 
ETF intends to identify and track quality performance in discrete events, time limited 
instances and episodes over time. 
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The three health plans impacted by this change are GHC Eau Claire, HealthPartners 
and Medical Associates, Medical Associates is reviewing how the cost of incorporating 
this provision will affect premium bids. Staff expects to receive this information in the 
estimated bids that are due on May 15, 2014. GHC Eau Claire requested that WHIO 
data become publicly available in order to facilitate health plan comparisons and does 
not see the cost to be an obstacle. HealthPartners has not specifically responded on 
this topic to date. 

 
 

SECTION 3: RECOMMENDED UNIFORM BENEFIT CHANGES 
 
3A. High Deductible Health Plan (HDHP): ETF staff recommends adopting the 
following schedule of benefits in the Uniform Benefits certificate of coverage for 
the state and local programs. The amounts listed for deductible and out of pocket 
limits (OOPLs) combine allowable medical and prescription drug services.  

 

Medical coverage: 

Overall 
Deductible 

$1,500 per individual plan, $3,000 per family plan 

Coinsurance  90%/10% for most medical services (80%/20% for 
Durable Medical Equipment and certain hearing 
aids/cochlear implants) 

OOPL  $2,500 per individual plan, $5,000 per family plan 

Emergency 
Room (ER) 
copay 

After deductible, $75 copay followed by 90%/10% 
coinsurance thereafter to the OOPL. Copay is waived if 
the patient is admitted.  

Prescription Drug Coverage*: 

Level 1/Level 2 After deductible, $5/$15 copay to the OOPL 

Level 3 After deductible, $35 to the OOPL 

Level 4 After deductible, $50 to the OOPL 

*There are copay reductions available for a 90-day supply and certain Level 
4 prescriptions. 

 
An HDHP and Health Savings Account (HSA) is required by 2013 Wisconsin Act 20. A 
variety of plan designs have been presented and discussed by the Board and 
Workgroup this spring. This is the recommended option because it most closely mirrors 
the structure of the fully-insured plan and has deductible and employee premium 
contribution levels to incent enrollment. The Study Group and Workgroup prefer this 
option. 

 
A revised schedule of benefits in the Uniform Benefits certificate of coverage will 
delineate the deductible, coinsurance and out-of-pocket (OOPL) limits of the HDHP. 
This is important, because it will incorporate this benefit schedule into the foundation of 
Uniform Benefits. This will maintain consistent benefits coverage for all participants, but 
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those who select the HDHP will have benefits subject to the deductibles, coinsurance, 
copays, and OOPLs noted above.  

 
Please note that this benefit structure includes no copayments and no additional Level 3 
or Emergency Room (ER) out-of-pocket costs after the OOPL is met. This is a change 
from the existing Uniform Benefits which has Level 3 and ER copayments that continue, 
for example, beyond the medical $500 single/$1,000 family OOPL to the federally 
required Maximum Out-of-Pocket (MOOP) of $6,350 single/$12,700 in 2014. 

 
The HDHP will be offered in conjunction with an HSA for state employees and offered 
within the local program as a separate, stand-alone program option that may be used in 
conjunction with either an HSA or a Health Reimbursement Account (HRA). If HDHP 
benefits change over time in the state program, the same changes will be made to the 
local program. Medicare eligible State and local annuitants and their Medicare eligible 
dependents will continue to be offered traditional Uniform Benefits.  

 
The Study Group preferred overlaying the HDHP on Uniform Benefits for ease of 
comparison, explanation and understanding by our members. The health plans did not 
provide specific feedback regarding copays after the deductible is met. 

 
3B. OOPLs: ETF staff recommends implementing the following inflationary 
increases in the medical and prescription drug OOPLs:  

 

 
OOPL 

2014 
Single 

2015 
Single 

 
Change 

2014 
Family 

2015 
Family 

 
Change 

Primary medical  $500 $565 $65 
13% 

$1,000 $1,130 $130 
13% 

Level 1 and Level 2 
prescription drug  

$410 $485 $75 
18.3% 

$820 $970 $150 
18.3% 

 
The resultant savings due to this change in the primary medical OOPL are estimated 
between $1.03 - $1.13 Per Member Per Month (PMPM), which is a decrease between 
0.23% to 0.25% PMPM of overall premium. This change, if applied to the regular State 
active plan, would result in annual savings of approximately $2,000,000. 

 
Deloitte states that for the prescription drug program, health plan data shows that our 
program’s trend was a 3.4% increase annually and an 18.4% increase for the five-year 
period since the last increase to the Level 1 and Level 2 OOPL. The application of this 
18.4% trend increase to current values results in a savings of approximately $.32 
PMPM, which is 0.37% PMPM of drug premium change. The implementation of this 
change to the regular state active plan would result in annual savings of approximately 
$614,400. 

 
The existing medical OOPL that applies to most services was established at $500 single 
/ $1,000 family, effective January 1, 2012. This provision was implemented as a part of 
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the changes needed to comply with the 5% benefit reduction required by Act 10. The 
existing Level 1 and Level 2 prescription drug OOPL of $410 single / $820 family has 
been in place since January 1, 2010. 

 
The Board has the authority under Wis. Stat. 40.03 (6) (c) to maintain or reduce 
premium costs for the state or its employees. An inflationary increase to the OOPLs is a 
method of maintaining the value of the program while helping to contain future premium 
increases.  

 
Several members of the Study Group expressed reservations about implementing 
benefit reductions through increased employee cost sharing. Most state employees 
have experienced take-home pay reductions over the past several years due to 
increases in contributions toward health insurance premiums and retirement, greater 
out-of-pocket costs under their health insurance benefits, and minimal wage increases.  

 
The Board should also note that this change will have a greater impact on retirees 
because they are more likely to reach their OOPLs.  

 
Deloitte provided a number of inflationary increase scenarios for the Board’s 
consideration. Based on health plan data, Deloitte states that actual medical trend cost 
increases in our program were 13.1% between 2012 and 2015, which is the basis for 
the staff recommendation above. Deloitte also presented an option of a one-year 
inflationary increase, which appears in the chart below.  
 

Alternative Inflationary Increase 

 
OOPL 

2014 
Single 

2015 
Single 

 
Change 

2014 
Family 

2015 
Family 

 
Change 

Primary medical  $500 $520 $20 
4% 

$1,000 $1,040 $40 
4% 

Level 1 and Level 2 
prescription drug  

$410 $446 $36 
8.8% 

$820 $892 $72 
8.8% 

   
The one-year inflationary increase saves approximately $.30 - $.34 PMPM. This 
change, if applied to the regular state active plan, would result in annual savings of 
approximately $600,000. Applying approximately 50% of the five year trend for the 
prescription drug program results in a savings of approximately $.17 PMPM which is 
0.19% of drug premium change.  

    
Deloitte also reviewed Level 4 and the Standard Plan prescription drug OOPLs that are 
$1,000 single / $2,000 family respectively. Deloitte found that since these OOPLs are 
relatively high and used by a small population, the savings for an inflationary increase 
would be insignificant, for example, <$.01 PMPM.  
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If the Board approves the recommendations for changes to the medical and 
prescription drug OOPL as described above, the resultant cost savings appear in 
the table below: 
 

Summary of Cost Impact of Potential Changes 
 
 
 
 

 

3C. The Affordable Care Act’s (ACA) MOOP requirement: ETF staff recommends 
revising the Schedule of Benefits language to clarify allowable plan payments. 

Effective January 1, 2015, an individual or family’s out-of-pocket expenses for in-
network essential health benefits and out-of-network emergency room costs are limited 
to $6,600 or $13,200, respectively, under federal law. There are two ways to administer 
the MOOP. One option is to combine the medical, prescription drug, and pediatric 
services. The second option is to separate medical, prescription drug, and pediatric 
dental services into distinct “silos”. 

Under the current benefit structure, a few services must be paid by the member beyond 
existing OOPLs. For example, after an individual meets the $500 medical OOPL, they 
continue to pay the $75 emergency room copay until the 2014 $6,350 MOOP is met. 
Another example is the $35 Level 3 drug copayment. There is no OOPL for Level 3 
drugs. Therefore, the member must continue paying the Level 3 copayment until the 
$6,350 MOOP is met.  

Staff investigated both options noted above with the health plans and the Study Group. 
While it is very unlikely that a participant would meet or exceed the MOOP limit in our 
program, the health plans expressed concern about system modifications needed to 
incorporate daily claim data transfers with Navitus Health Solutions (Navitus), and 
tracking and potentially adjusting claims if the MOOP was exceeded.  

However, under a siloed approach -- for example with single MOOPs of $2,600 medical, 
$2,000 prescription drug and $2,000 for pediatric dental -- a member who utilizes many 
Level 3 prescription drugs could attain the prescription drug siloed MOOP and receive a 
richer benefit than if we applied an overall $6,600 MOOP. Further, since the health 
plans must initiate a daily data transfer with Navitus to track deductibles under the 
HDHP as required by federal law, staff feels that the HDHP data transfer process may 
also be used for tracking an overall MOOP under Uniform Benefits.  

3D. Clarification to prescription drug coverage in the Schedule of Benefits and 
Definitions:  ETF staff recommends clarifying prescription drug coverage 

Benefit Reduction PMPM 

Inflationary increase to medical OOPL $1.03 - $1.13 

Inflationary increase to prescription drug OOPL $.32 

Total $1.35 - $1.45 
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language in the Schedule of Benefits section and clarifying existing (or adding 
new) definitions in the Definitions section of the Uniform Benefits contract as 
shown in Attachment D,  pages 4-12 through 4-24.  

 
Staff feels that it is important to clarify language to codify existing practice. Staff 
recommends adding the definitions for “Preferred Drug” and “Non-Preferred Drug”. Staff 
have consistently used the term “formulary drug” instead of “Preferred Drug” to refer to 
medications that were placed in either the Level 1 or 2 copay tier or the reduced Level 4 
copay tier for Specialty Medications. Similarly, the term “non-formulary drug” was used 
in place of the term “Non-Preferred Drugs” to refer to medications that were placed in 
either the Level 3 or full Level 4 copay tiers.  
 
This practice was confusing because a non-formulary drug was actually covered on the 
formulary. In addition, using “formulary” and “non-formulary” to identify drugs included 
on the formulary and covered by our benefits was inconsistent with Pharmacy Benefit 
Manager (PBM) industry terminology. An example of a Preferred vs. Non-Preferred drug 
on the formulary can be found in the Dibenzapine class of drugs in the Antipsychotic 
category. Seroquel, a brand name drug, is a Non-Preferred drug covered at the Level 3 
copay, while the generic alternatives quetiapine and olanzapine are Preferred Drugs 
covered at the Level 1 and Level 2 copay tiers, respectively.  

 
Staff also recommends updating the definition of “Specialty Medication”. While 
throughout the PBM and health insurance industries the definition of a specialty drug 
has varied widely, this updated definition is based on the definition published by the 
Academy of Managed Care Pharmacy and provides a definition that is more consistent 
with how specialty medications are managed under the State and local group health 
insurance programs. 

 
Finally, staff recommends adding the definition of Preferred Specialty Pharmacy to help 
clarify the reduced Level 4 copay tier, and to identify that the PBM may contract with 
more than one specialty pharmacy as a Preferred Specialty Pharmacy. The Schedule of 
Benefits section has also been updated to reflect the changes to the Definition section 
of the Uniform Benefits. Staff worked with the PBM to make these technical changes to 
the language to help clarify and codify the benefits provided under the Uniform Benefits 
contract. 

 
 
SECTION 4: PROPOSED CHANGES NOT RECOMMENDED 
 
ETF presented a number of other potential changes to the Study Group for discussion 
and consideration. The most notable issues that are not being recommended for 
implementation are summarized below. Staff will provide additional information upon 
request. 
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4A. Increase the Emergency Room (ER) Copayment to align with standards in the 
commercial market:  

 
The Study Group examined whether to increase the current emergency room 
copayment of $75 (waived if the patient is admitted) to match copayments typically 
found in the commercial market. Health plans and Deloitte advised that the most 
common copays of this type are either $100 or $150. A member of the Study Group 
also asked for the pricing for a $125 copayment. The Deloitte-estimated savings appear 
in the chart below. Note, the annual savings represents savings for the state active 
population. 
  

ER Copay PMPM Savings Annual Savings 

$100 $.20 - $.22 $384,000 - $422,400 

$125 $.40 -$.44 $768,000 - $844,800 

$150 $.59 - $.65 $1,132,800 - $1,248,000 

 
 
At this time, ETF staff does not recommend increasing this copayment. The Study 
Group was divided on this topic. Many Study Group members expressed concern about 
inflationary increases when salaries have not been adjusted for inflation. Historically, 
benefits have been reduced to offset a benefit change or addition. Members are also 
concerned about reducing benefits when the HDHP is being introduced, which will make 
comparing the fully-insured plan to the HDHP more challenging.  

 
4B. Increase the Prescription Drug Copayments to align with standards in the 
commercial market:   
 
The Study Group discussed increasing the current prescription drug copayments ($5 
Level 1/$15 Level 2/ $35 Level 3/$50 Level 4) to match those typically found in the 
commercial market. Staff investigated national averages as reported by the Pharmacy 
Benefit Management Institute in its 2013-2014 Prescription Drug Benefit Cost and Plan 
Design Report, and in the results of the Kaiser Family Foundation and Health Research 
& Educational Trust 2013 annual survey of employer health benefits. These reports and 
surveys suggest that doubling our current copays would better align with current 
industry standards. The Deloitte-estimated savings appear in the chart below. Note the 
annual savings represents savings for the state active population. 

 

Drug Copays (Level1/2/3/4) PMPM Savings Annual Savings 

$5/$23/$53/$75 $1.98 $ 3,801,600 

$7/$23/$53/$75 $2.34 $ 4,492,800 

$10/$30/$70/$100 $5.86 $11,251,200 
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At this time, ETF staff does not recommend increasing this copayment. The Study 
Group was also divided on this topic for the reasons outlined above in 4A. 
 
4C. Coinsurance vs. Copayments:  

 
The Study Group considered a proposal to remove the existing 90%/10% coinsurance 
cost-sharing measure, which has been in place for two years, and to replace it with an 
actuarially-equivalent copay arrangement for office visits. Deloitte commented that a 
benefit that utilizes both medical coinsurance and office visit copays is very unusual in 
the marketplace. The Study Group commented that members may find it difficult to 
understand and that staff efforts should focus on HDHP education in the near term. 
Health plans stated a consistent preference for coinsurance. Staff does not recommend 
replacing office visit coinsurance amounts with copays because under coinsurance, 
participants are more aware of associated health care costs. Coinsurance is also 
preferable because it automatically adjusts for inflation.  
 
4D. Limit the use of certain extremely expensive specialty medications to Food 
and Drug Administration (FDA) approved use only:  
 
Off-label use is the use of prescription drugs for an unapproved indication, in an 
unapproved age group, at an unapproved dosage, or under an unapproved form of 
administration. Navitus’ pharmacy and therapeutics (P&T) committee has approved a 
list of specialty medications that are available only for an approved indication. The 
Study Group considered adopting this list for use under our program.  The Office of the 
Commissioner of Insurance reported that in the state in 2011, just three complaints 
were sent to an Independent Review Organization (IRO) on this issue, where coverage 
of certain specialty drugs was limited. One of the complaints was overturned. There 
were no other similar complaints in 2012 and 2013. The group discussed how coverage 
of these drugs can be very emotional for members who see them as a last resort for 
treatment. The group decided not to pursue this limitation at this time, but perhaps 
consider a smaller list of such prescription drugs in future years.  

 
4E.Telehealth:   
 
Telehealth services use telecommunication and information technologies to provide 
clinical health care to patients, which can be particularly beneficial to patients living in 
rural or isolated areas. Staff asked health plans whether commercial plans currently 
allow for payment for telehealth services, and if so, what were the associated costs for 
covered services. Health plan responses varied widely. Health plans that cover these 
services stated that costs ranged from $38 to $88 per visit. Staff asked Deloitte for 
information about current industry standards for coverage of these services and the 
associated cost implications. Deloitte responded that telehealth services typically 
include patient consultation and evaluation, remote monitoring and specialist referral 
services. Based on its review of several studies, Deloitte stated that while telehealth 
practices may result in cost savings, it may also lead to an increase in services. Staff 



Guidelines, Uniform Benefits and Uniform Dental 
April 25, 2014 
Page 13 
 

 

and the Study Group concurred that further investigation is warranted. Staff will revisit 
this topic with the Study Group and Board for 2016. 

 
4F. Therapy, Home Health and Skilled Nursing Facility Benefit Limitation:  
 
The Study Group considered a proposal to limit the existing therapy, home health and 
skilled nursing facility benefits to align with those common in the commercial market. 
Currently, 50 visits are allowed for outpatient rehabilitation physical, speech and 
occupational therapy, and an additional 50 visits may be authorized by the health plan. 
For home care, the program currently covers 50 visits per participant per year with an 
additional 50 available if authorized by the health plan. For care at a Skilled Nursing 
Facility (SNF), the program allows up to 120 days per benefit period.  

 
Some plans requested that these be reduced to align with their commercial standards, 
in part for ease of administration. Deloitte analyzed this coverage for employees of other 
states. Regarding therapies, they stated that coverage varies and about half the states 
have no limits on therapies and for the others, on average the limit was 48 visits per 
year. Deloitte commented that for home care visits, most states have no limit and have 
a SNF limit of 97 days per year on average. The Study Group and ETF staff do not 
recommend lowering these visit limits. Deloitte commented that reducing existing levels 
to those found in other states would result in minimal savings. 

 
4G. Dental benefit increases:  
 
Following the change to a Uniform Dental design effective January 1, 2014, a number of 
participants requested increases in dental benefits to more closely align with the 
services they received prior to the change. The Study Group reviewed enhancements 
requested for coverage of crown, endodontia (root canal), and occlusal guards, as these 
were services most often missed with Uniform Dental. Deloitte compiled pricing 
information for a number of coverage alternatives, including these increases: 
 

1. $3.83 - $4.23 PMPM for 50% coverage of crowns,  
2. $1.87 - $2.07 PMPM for 80% endodontia coverage, and  
3. $.14 - $.16 for 80% coverage of occlusal guards all limited to the annual 

participant maximum of $1,000.  
 

The Study Group generally agreed that no increases to dental benefits should be 
enacted for 2015. Rather, these benefits should be considered as part of the larger 
discussion to potentially administer a stand-alone dental program for 2016.  
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Summary of Cost Impact of Changes Not Recommended  

Benefit Reduction PMPM  Benefit Increase PMPM 

ER copay to $100 
$.20 to 
$.22 

 50% dental crown coverage 
$3.83 - 
$4.23 

ER copay to $125 
$.40 to 
$.44 

 80% endodontia coverage 
$1.87 - 
$2.07 

ER copay to $150 
$.59 to 
$.65 

 80% occlusal guards coverage 
$.14 - 
$.16 

Increase drug copays to  
$5/$23/$53/$75 

$2.34    

Increase drug copays to  
$7/$23/$53/$75 

$1.98    

Double drug copays to 
$10/$30/$70/$100 

$5.86    

Total 
$2.18 - 
$6.51 

 Total 
$5.84 - 
$6.46 

 
Staff will be at the Board meeting to answer any questions. 
 
Attachments:  
 Attachment A – Notable changes to the Guidelines, Addendum, and Contracts 
 Attachment B  – Excerpts from the Guidelines, Addendum and State and Local Contracts 
 Attachment C  – Notable changes to Uniform Benefits 
 Attachment D  – Excerpts from Uniform Benefits 
 Attachment E    – Notable changes to Uniform Dental 
 Attachment F    – Excerpts from Uniform Dental 
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NOTABLE CHANGES RECOMMENDED FOR THE 2015  

 GUIDELINES, STATE AND LOCAL CONTRACTS 
 

Section & Page Number  
(in Attachment B) 

Description Reason for Change Guidelines 
(Attachment 

B) 

Contract 
(Attachment B) 

Guidelines 

II., D., (new) 
3.  

Page # 1-7 

  Added language to require all 
participating health plans to 
offer a High Deductible Health 
Plan (HDHP) that will operate 
in conjunction with an Health 
Savings Account (HSA) for 
State and HSA or Health 
Reimbursement Account 
(HRA) for locals.  

To codify policy in 
conjunction with State 
statute. 

Guidelines 

II., D., 6. 
(formerly 5) 

Page # 1-8 

 Added language requiring 
that health plan Health Risk 
Assessments (HRAs) include 
screenings for substance 
abuse, tobacco use and 
depression. If a member is 
identified as at-risk for any 
these or other disease states, 
information on intervention, 
treatment and coaching must 
be offered.  

Refer to memo Section 
1. A., on pages 2 and 3 
of the memo. 

Guidelines 

II., D., 6. 
(formerly 5) 

Page # 1-8 

 Add language requiring health 
plans to provide information 
to the Department of 
Employee Trust Funds (ETF) 
regarding the $150 wellness 
incentive that will be used for 
payroll tax purposes. 

Notify health plans of 
the legal opinion of the 
Department of 
Administration regarding 
the taxability of this 
benefit. Document the 
operational requirement 
to facilitate that process. 

Guidelines 

II., D., 10 
(formerly 9). 

Page # 1-9 

  Require health plans to 
incorporate claims data into 
Wisconsin Health Information 
Organization (WHIO). 

Refer to memo section 
2. B., on page 5.   

Guidelines 

II., D., 12.  

(formerly 11) 

Page # 1-10 

 Expand the current Shared 
Decision Making (SDM) 
program for Low Back Pain 
(LBP). 

Refer to memo Section 
1. B., on page 3 of the 
memo. 
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Section & Page Number  

(in Attachment B) 
Description Reason for Change Guidelines 

(Attachment 
B) 

Contract 
(Attachment B) 

Guidelines 

II., D., (new) 
13.  

Page # 1-10 

 Require a credible Advanced 
Care Planning (ACP) program 
to include palliative care 
consultation and hospice care 
according to a variety of 
approaches approved by 
ETF. 

Refer to memo Section 
1. C., on pages 3 and 4 
of the memo. 

Guidelines 

II., D., 21.  

(formerly 19) 

Page #s 1-
12 through 
1-13 

 Added language for local 
employers who have work 
locations in multiple counties. 
Clarify that calculations for 
employer contributions should 
be done in each county and 
apply to those employees 
who report to work in that 
county. 

Codified existing 
practice. 

Guidelines 

II., D., (new) 
23.  

Page # 1-13 

 Clarify that a subscriber’s sick 
leave conversion credits can 
be split among multiple 
eligible surviving dependents 
upon request of the surviving 
spouse or surviving 
dependent. 

Members have 
requested this flexibility. 

Guidelines 

II., D., (new) 
25.  

Page # 1-13 

  Require health plans to 
participate in WHIO for 
improved measurement and 
reporting. 

Refer to memo section 
2. B., on page 5. 

Guidelines 

II., H. Rate 
Making 
Process  

Page # 1-21 

  Added language to require all 
participating health plans to 
offer an HDHP for State and 
local. 

Technical change. 

Guidelines 

II., J. 
Timeline  

Page # 1-24  

  Add language clarifying the 
dental provider guarantee and 
for dental Preferred Provider 
Organization (PPO) plans, 
describe 'designated 
providers'. 

Technical change. 
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Section & Page Number  

(in Attachment B) 
Description Reason for Change Guidelines 

(Attachment 
B) 

Contract 
(Attachment B) 

Guidelines 

II., J. 
Timeline  

Page # 1-25 

  Add language clarifying that a 
static dental provider directory 
must be available during the 
year, to match the medical 
directory requirement.  

The presentation of the 
directory on the health 
plan websites facilitates 
the enforcement of the 
provider guarantee 
provision. 

 Article 2.3 (3) 

Page # 

3-8 State   

Same 
language for 
local 

Modify language to allow an 
employer to perform the two 
month retroactive premium 
adjustment for unreported 
terminations to exclude the 
current month of coverage 
from the calculation of the 
adjustment.  This provides the 
employer more time. 

Employer request.  

 Article 2.4 (4) 
Page # 

3-9 State 

same 
language for 
local 

Clarify requirement for health 
plan submittal of HEDIS data. 

Technical change. 

 Article 3.3 (2) 
(b) 

Local only 
Page # 3-49 

Allow local employers to offer 
employee enrollment 
opportunities to include 
attaining 30 or more hours 
per week.   

Employer request. This 
change should help to 
minimize local Pay or 
Play penalties. 

 Article 3.12 
(1), (3)  

Page # 

3-20 State 

Same 
language for 
local 

Modify leave of absence 
language to align federal non-
rescission law and state 
statute. 

Refer to memo Section 
2. A., on pages 4 and 5 
of the memo. 

 Article 3.16 
(2) 

Page #s: 

3-23 State  

3-57 local  

Clarify language regarding 
annuitant premium 
adjustments when Medicare 
is primary payer. 

Technical change. 
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Section & Page Number  

(in Attachment B) 
Description Reason for Change Guidelines 

(Attachment 
B) 

Contract 
(Attachment B) 

 Article 3.16 
(5) 

Page # 

3-24 State 

same 
language for 
local 

Clarify language to reinforce 
that Continuants lose 
eligibility in our program upon 
reaching eligibility for 
Medicare. 

Technical change. 
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NOTABLE CHANGES RECOMMENDED FOR THE 2015 UNIFORM BENEFITS 

 
 

 
Section 

Page # in 
Attachment D 

Description Reason for Change 
 

I. Schedule of 
Benefits 

Page #s 4-5 
through 4-10 

Separate State from local for clarity. 
Clarify that emergency room copayment 
applies to the Maximum Out-of-Pocket 
(MOOP). 

Technical changes. 

I. Schedule of 
Benefits 

Page #s 4-5 
through 4-10 

Create High Deductible Health Plan 
(HDHP) schedule of benefits. 

Refer to Section 3. A., of the memo 
on pages 4 and 5. 

I. Schedule of 
Benefits 

Page # 4-6 

Increase overall medical Out-of-Pocket 
Limit (OOPL) for inflation to $565 single/ 
$1,130 family.  Will apply to State and 
local PO 6. 

Refer to Section 3. B., of the memo 
on pages 5 and 6. 

I. Schedule of 
Benefits 

Page #s 4-7 
and 4-10 

Add a footnote that specifically 
combines MOOP for medical, 
prescription drug and pediatric dental 
essential health benefits. 

Clarification of MOOP position 
required under Affordable Care Act 
(ACA). Refer to Section 3. C., on 
pages 6 and 7 of the memo. 

I. Schedule of 
Benefits 

Page # 4-10 

Clarify that diagnostic services may 
require prior authorization.  

Technical change. 

I. Schedule of 
Benefits 

Page #s 4-11 
through 4-13 

Modify prescription drug language to be 
consistent with current practice, for 
example, changing the name for Level 3 
prescription drugs from “Non-Formulary” 
to “Non-Preferred.”. 

Refer to Section 3. D., of the memo 
on page 7.  

I. Schedule of 
Benefits 

Page # 4-12 

Increase Level 1 and Level 2 
prescription drug OOPL for inflation to 
$485 single/ $970 family. 

Refer to Section 3. B., of the memo 
on pages 5 and 6.  

II. Definitions 

Page # 4-15 

Add definition of Deductible to align with 
that of the federal Uniform Glossary 
except that it has been made more 
formal, for example, replacing “won’t” 
with “will not”. 

To assist participants who enroll in 
the HDHP. 

II. Definitions 

Pages # 4-15 

Delete reference to temporary wards in 
definition of Dependent. 

Technical change to align with 
definition in State and local 
contracts. 

II. Definitions 

Page #s 4-17 
through 4-23 

 Modify definitions of Formulary, 
Level “M” Drug, Medicare 
Prescription Drug Plan, Participating 
Pharmacy, and Specialty 
Medications.  

Refer to Section 3. D., of the memo 
on page 7. 
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NOTABLE CHANGES RECOMMENDED FOR THE 2015 UNIFORM BENEFITS 

 
 

 
Section 

Page # in 
Attachment D 

Description Reason for Change 
 
 

 Add definitions for Non-Preferred 
Drug, Preferred Drug and Preferred 
Specialty Pharmacy. 

II. Definitions 

Page # 4-20 

Add definition of Out-of-Pocket Limit 
(OOPL). 

Technical change to assist 
participants in understanding the 
difference between OOPLs and 
MOOPs. 

II. Definitions 

Page #s 4-23 
and 24 

Modify definition of Usual and 
Customary Charge. 

Technical change to include 
references to prior authorizations 
and dental services. 

III.C.1., 
Benefits and 
Services 

Page # 4-35 

Add testing/ evaluation to the statement 
regarding when members may need to 
seek pre-authorization or referrals prior 
to incurring a mental health or alcohol 
and drug abuse service. 

Health plan request for clarification 
of existing practice. 

III.D.1.l., 
Benefits and 
Services 

Page # 4-40 

Add Preferred Specialty Pharmacy to 
the language on specialty medications. 

Technical change. 

IV. A.7.i., 
Exclusions/ 
Limitations 

Page # 4-43 

Clarify existing practice and specifically 
exclude claims for home childbirth 
delivery under Reproductive Services. 

Health plan request to clarify 
existing practice. 

IV.A.7.4., 
Exclusions/ 
Limitations 

Page # 4-43 

Add language indicating that laboratory 
services provided in conjunction with 
infertility services are excluded once the 
diagnosis of infertility confirmed.  

Health plan request to clarify 
existing practice. 

IV.A.12.ad., 

Exclusions/ 

Limitations 

Page # 4-48 

Modify cosmetic exclusion to specifically 
include removal of keloids resulting from 
piercing and hair restoration. 

Health plan request to clarify 
existing practice. 

IV.A.12.ad., 

Exclusions/ 

Limitations 

Page # 4-49 

Modify the contractual limitation for 
outpatient physical, occupational and 
speech therapy (PT/OT/ST) to strike 
existing language (struck out below) 
that states benefits are only allowed in 
the judgment of the attending physician 
in addition to language that specifies 
coverage if expected to yield significant 

The struck out phrase in the 
limitation has led to confusion in 
decisions of medical necessity for 
PT/OT/ST.  The removal of this 
phrase was generally agreed to by 
the health plans and the study 
group to make the limitation clearer.  
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NOTABLE CHANGES RECOMMENDED FOR THE 2015 UNIFORM BENEFITS 

 
 

 
Section 

Page # in 
Attachment D 

Description Reason for Change 
 

 

patient improvement within two months 
after the start of treatment.   

VI.A., 
Miscellaneous 
Provisions 
Page # 4-55 

Add language to support claim denial 
when based upon a lack of cooperation 
by participant. 

Health plan request for technical 
change. 
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      NOTABLE CHANGES RECOMMENDED FOR UNIFORM DENTAL 

 

Section 
Page # in 

Attachment F 

 

Description 

 

Reason for Change 

Definitions  

Page #s 5-1, 5-3 

 Define: Dental Plan Administrator, 
Dental Plan, Dental Provider, 
Designated In-Network Dental 
Provider, In-Network Dental 
Provider and Out-of-Network 
Dental Provider. 

 In addition, a Note is added to this 
section to inform the member to 
contact their dental plan 
administrator to learn if out-of-
network coverage is offered. 

To clarify a number of 
significant terms in the 
certificate.  Three terms are 
currently defined. Those are 
In-Network Dental Provider, 
Designated Out-of-Network 
Dental Provider and Other 
Out-of-Network Dental 
Provider. 

Exclusion 2. 

Page # 5-2 

Modify exclusion to clarify that only 
allowable services begun while 
covered under the State’s Uniform 
Dental program may be finished under 
a succeeding plan following, for 
example, an It’s Your Choice 
Enrollment change.  

Technical change. 

Exclusion 12. 
Page # 5-3 

Change timely filing limit for dental 
claims from 90 days to 12 months.  

Align with medical certificate. 

Coverage Grid 
Page # 5-4 

 Clarify designated in-network and 
out-of-network provider coverage.   

 Also specify that maximum limits 
are per participant. 

Address confusion about 
meaning of “Designated 
Providers”. 

Restorative 
Benefits 
Page # 5-6 

Add a footnote directing members to 
see a Note on fillings on an earlier 
page in the certificate of coverage. 

Enhance member 
understanding of coverage. 

Periodontic 
Benefits 

Page # 5-6 

Add language to clarify that 
periodontal coverage is available in 
addition to routine cleaning. 

Technical change. 

Adjunctive 
Service Benefits 

Page #s 5-6, 5-7 

Reorganize Current Dental 
Terminology (CDT) code listing into 
numerical order. 

Technical change. 
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