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Colorado Commission on Affordable Health Care 
 
1. Please provide an overview of the Commission on Affordable Health Care and the 
FY 2016-2017 request $424,000 General Fund. 
 
Response:  The Commission was created by the passage of SB14-187, which appropriated 
dollars effective July 1, 2014 in the amount of $400,000.  This initial amount was increased by 
$25,000 by the passage of HB15-1083, which required the Commission to provide a study of the 
impact of copayments and coinsurance on physical rehabilitative services.  
 
The Commission held its first meeting on September 22, 2014.  The Commission’s initial work 
included: creating by-laws and internal procedures; setting meeting locations and a regular 
schedule for its meetings; creating a budget and financial accounting system; electing officers; 
requesting proposals for staffing to the Commission, and creating a plan and scope of work. 
 
Thus far, expenses have included:  attorney’s fees, fees to the Commission staff (independent 
contractors), establishing a web-based portal so that members of the public could join the 
Commission meetings via the phone and/or Internet.  As of November 2015 $184,465 had been 
spent, leaving cash balance of $212,701.93.   
 
The Commission is empanelled until July 1, 2017.  The cash balance remaining from the initial 
appropriation will allow the Commission to continue until June 30, 2016. 
 
Not included in these expenses is the billing for the actuarial consultant who provided the 
required report to fulfill the requirements of HB15-1083 (the Physical Therapy study).    
 
The requested 2016-2017 funds would provide the Commission with the funds needed to 
complete its work (through June of 2017).  These activities include conducting additional 
statewide meetings to solicit input from citizens in the seven Congressional Districts; comparing 
Colorado’s expenditures to those of other states; assessing the primary drivers of health cost 
increases; and, proposing potential solutions. 
 
Some might note that this is not an insignificant amount of funding, and yet the Commission 
appears to be moving slowly.  We would note that the work we have been assigned is very 
complicated and there are many things that need to be considered.  For instance: 
 
Take Children’s Hospital.  Five years ago their Medicaid patients represented 38% of patients, 
today it is 47%. 
 
On average, Medicaid pays 72% of hospital costs, which is the same as 26% of charges.  This 
means that Children’s has to charge commercial insurers more for the care they render to non-
Medicaid patients to cover their costs.  For example:  an appendectomy under Medicaid is 
reimbursed at $5,027 for the hospital portion of the service.  An appendectomy under one of the 
major commercial payers is charged $14,970 for the same procedure ($9944 more, or a mark-up 
of almost 200%).   
 
When we place this example in context, it is even more concerning as we see the percent of the 
population that is covered by Medicaid growing. The Cost Commission is trying to understand 
that actual cost of the care provided (appendectomy in this case) and what is the appropriate 
charge for such services. 
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Another example: pharmacy cost in a typical health plan amounted to 12-14% of total costs, two 
years ago.  Today, many claim pharmacy represents over 30% of the typical health care dollar, 
and by 2020 some have predicted they will represent 50%. 
 
Pharmacy benefits are an important part of the health care system. Therapies supported by a 
sound pharmacy regimen lower cost and often result in better quality care.  However, why is it 
that the cost of drugs is increasing so fast, and are these medications resulting in lower overall 
cost, or not?        

 
2.  Please discuss how the Commission continued their work after the June, 2015 

emergency supplemental was declined.  Please provide a list of the expenditures 
reductions/revisions made to stay within the $400,000 budget.  

 
The Commission’s earlier request was unclear and created confusion.  The Commission did not 
act on its own authority as we are now, we worked through CDPHE.  We did not have the 
opportunity to directly address that confusion until now.  Thank you for this opportunity. 
   
At the time of the emergency request the Commission had enough funds to continue its work 
through the end of April 2016.   We have since raised $75,000 in community funds which will 
take us through the end of this current fiscal year.  The emergency-funding request was to 
provide the funds necessary to enable the Commission to continue until the end of the 
Commission’s initial prescribed term (July, 2017).   
 
To enable the Commission to accomplish its goals of providing an interim report (as required 
by the enabling statute) along with the Therapy Study, the Commission expanded its meeting 
schedule so that meetings would be held twice a month, and it dissolved its committee structure 
so that staff time would be reduced.  The result was to demand more of the Commissioners 
themselves, and for a portion of the research to be performed by the Commissioners, along 
with the staff of the Commission, rather than utilizing outside experts. 
 
3. Please provide a list of grants and donations that the Commission has received to 

date. 
 
To augment the state’s appropriation the Commission has been awarded $75,000 in funds from 
local Foundations.  The Commission has received $40,000 through November. A contract has 
been signed for the additional $35,000, and the Commission anticipates receiving those funds 
no later than the end of this calendar year. 
 
Rose Community Foundation     $15,000 
The Colorado Trust                    $25,000 
The Colorado Health Foundation  $35,000 (Grant contract signed, awaiting check) 
 
4. Please discuss who has oversight of the Commission’s expenditures. 
 
The Joint Budget Committee has oversight.  We are, by legislative design, not under the control 
of the administration due to the sensitive nature of our charge.   The enabling legislation 
designated CDPHE as the fiscal agent for the Commission.    They hold the Commission’s 
funds, pay expenses, and provide the Commission with quarterly reports of expenditures, 
however have no authority over those expenditures.  One of the Commission members serves 
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as treasurer and reviews and approves the expenses.  All expenses are reimbursed based on 
department policies – there are department contracts with all subcontractors, and all expenses 
require invoices prior to payment. The enabling legislation delegated control of the expenditure 
of the funds to the Commission.  
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Colorado Commission on Affordable Health Care 

Scope of Work 

 

Mission (SB14‐187 Page 7): 

 

The Mission of the Commission is to ensure that Coloradans have access to affordable health care in 

Colorado.  The Commission shall focus its recommendations on evidence‐based cost‐control, access, and 

quality improvement initiatives and the cost‐effective expenditure of limited state moneys to improve 

the health of the state’s population. 

 

Powers and Duties of the Commission (SB14‐187: Pages 8‐10)  

1. (a) Identify, examine and report on:  

a. the principle cost drivers for Colorado Businesses and their employees,  

b. individuals who purchase their own health insurance,  

c. Colorado’s Medicaid Program and  

d. Uninsured based on data driven, evidence based analysis 

2. (b) Evidence Based Initiatives:  Data Analysis on evidence based initiatives designed to reduce 

health care costs while maintaining or improving access to and quality of care.  

3. (c) Information Availability:  Analyze the impact of increased availability of information on: 

a. Health care pricing 

b. Cost 

c. Quality of provider 

d. Payers 

e. Purchasers 

f. Consumer behavior 

4. (d) State Regulations: Review, analyze and seek public input on state regulations impacting 

delivery and payment system innovations. 

5. (e) Out of Pocket Costs:  Analyze impact of out‐of‐pocket costs and high deductible plans have 

on: 

a. Patient Spending 

b. Uncompensated Care 

c. Outcomes 

d. Access to Care 

6. (f) Access to Care:  Examine access to care and its impact on health costs including: 

a. Network Adequacy 

b. Composition of health care workforce 

c. Distribution of Colorado’s Health Care Workforce 

7. (g) Existing Information Resources:  Review reports and studies for potential information 

including: 

a. Reports 

b. Studies 
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c. Work 

d. Colorado and out of state organizations 

e. Blue Ribbon Commission for Health Care Reform 

f. Accountable Care Collaborative 

g. Colorado Foundation for Medical Care 

h. Colorado’s State Health Innovation Plan 

8. (h) Report out comes of the 208 Commission as well as the impact of implementing those 

recommendations. 

9. (i) Data:  Collect and review data including: 

a. Rate Review Process Data from DOI 

b. Payment information from HCPF 

10. (j) Medicaid Expansion:  Review the impact of Medicaid Expansion on: 

a. Health Care Costs 

b. Access to Care 

c. Access to Commercial Insurance  

11. (k) Medicaid Waivers:  Evaluate the impact of a Global Medicaid Waiver on: 

a. Health Care Costs 

b. Access to Care 

c. Quality of Care 

12.  (l) Public information:  Review publicly available information:  

a. Pricing Transparency  

b. Adequacy, Composition and distribution of physician and health care networks. 

c. Drug Formularies 

d. Co‐Insurance, Copayments and deductibles 

e. Health Plan Availability  

13. (m) Collaboration:  To ensure existing cost containment and payment reform efforts are fully 

integrated, the Commission will work with other Boards, Task Forces, Commissions, or other 

entities that study or address: 

a. Health care costs 

b. Access 

c. Quality 

14. (n)  Enter into business associate agreements with HIPAA covered entities.   

15. (o)  To make recommendations about other public or private entities that should continue to 

study health cost drivers in Colorado.  

16. (p)  To make recommendations to the Congressional Delegation about changes in Federal law 

that may be needed to make health care affordable in Colorado.  

17. (q) Any other authority necessary to perform its administrative duties.  

18. (r)  Any other duties necessary to fulfill its mission.  
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1 

 

Colorado Commission on Affordable Health Care 
Work Plan 

 
 

Date  Objectives/ Deliverables  Actuals/Outcomes 

October 
2014 
 
 

 Finalize and adopt by‐laws.  

 Review and finalize revisions to Conflict of Interest Statement 
(COI). 

 Initial review and discussion of statutory duties and staffing 
needs necessary for completion of duties. 

 Completed and adopted by‐laws 

 COI statement given to members for execution. 

 Directive for Planning Committee to seek and interview appropriate staff 
necessary to fulfill the Commission’s work. 

November 
2014 

 Collect all completed COI disclosures forms from 
Commissioners. 

 Review and finalize SOW and timeline. 

 Commission discussion on staffing plan and necessary 
resources. 

 Completed COI from all Commissioners. 

 Draft scope of work and timeline developed. 
 

December 
2014 

 Finalize working budget. 

 Commission approval of staff recommendations. 

 Elect permanent Officers. 

 Scope of work developed for consultants/ staff. 

 RFI released and responses collected. 

January 
2015 

 Interview and select appropriate staff. 

 Elect permanent officers  
 

 

 Interviews with consultants/ staff chosen.  

 Staff recommendations made by committee and scheduled to be 
presented at February Commission meeting. 

 Permanent officers selected for the Commission. 
 

February 
2015 

 Transition administrative duties to staff. 

 Review and discuss draft working budget. 

 Creation of three committees – planning, communications/liaison, and 
research. Chairs and membership of committees selected. 

 The Commission approved a draft budget, recognizing the need to make 
revisions as the committees identify additional needs; the Commission 
will also need to explore additional funding sources. 

o The Planning Committee was given authority to initiate 
grants with signatory responsibility given to the chair and 
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Date  Objectives/ Deliverables  Actuals/Outcomes 

vice‐chair of the Commission.  

March 
2015 

 Develop a mechanism/ framework to prioritize work of the 
Commission. 

 Create a draft schedule for statewide Congressional District 
meetings. 

 Identify gaps in data and information resources. 

 Identify communications and outreach needs. 

 Defined filters for recommendations (actionable, measurable, impacts 
public systems and private markets, and drivers of absolute cost/ rates 
of cost).  

 Draft of plan for statewide meetings shared with Commissioners to 
ensure a quorum at meetings. 

 Protocols adopted for disseminating and collecting information from the 
public that is accessible to Commissioners and shareable with the 
public. 

 Protocols adopted for the creation of subcommittees and membership 
of those subcommittees. 

April  
2015 

 Discussion on working definitions and identifying regional cost 
drivers. 

 Start to identify the right Colorado and national speakers to 
address cost for the Commission. 

o Identify presentations for the May Commission 
meeting.  

o Develop an understanding of what is being done 
in Colorado related to cost.  

 Develop key talking points for leadership on the charge and 
work of the Commission. 

 Develop a Colorado Commission for Affordable Health Care 
webpage. 

 Develop a sustainable funding plan for Commission. 

 Make meetings more accessible with online tools. 

 Develop draft itinerary and agenda for the statewide 
meetings.  

 Developed working definitions on cost and spending related to the 
charge of the Commission. 

 Working with SIPA to develop a Colorado Commission for Affordable 
Health Care webpage. 

 Met with Colorado funders to gauge interest in funding the work of the 
Commission.  

 Broadcast the meeting publically using technology available at Regis. 
Will begin using ReadyTalk in May allowing people to join meeting 
remotely.  

 Developed a questionnaire for stakeholders to provide input on what 
they see as the drivers and efforts related to cost. 

May  
2015 

 Develop a draft communications and outreach plan. 

 Identify and assess existing information resources including 
reports, studies, work, Blue Ribbon Commission, Accountable 

 Developed a draft communications and outreach plan to key legislative 
leadership. 

 Identified and assessed existing information resources including reports, 
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Date  Objectives/ Deliverables  Actuals/Outcomes 

Care Collaborative. 

 Understand Colorado efforts related to cost containment.  

 Discussion of delivery and payment system innovations. 

 Develop draft outline for November report 
 
Communications Committee: 

 Prepare a specific legislative outreach plan to contact and 
inform the key legislative leadership of the work of the 
Commission (overall plan, progress to date, etc.) 

 Develop Committee protocols on outreach to legislators.  

 Define policies and procedures for managing communications 
for different stakeholders including the public, public officials 
and the media. 

 Review and update the Committee's Charter, if necessary. 

 Develop a budget narrative for the Committee's work (with a 
range of basic/minimum and optimal) so that the overall 
Commission budget can be finalized. 

 Draft outline for November report presented to Commission 
for approval. 

 
Research Committee: 

 Review the original Charge for the Committee to confirm it is 
still relevant  

 Build a specific, written framework for the next six months 
including a timeline and benchmarks for measuring progress. 

 Provide the Planning Committee with your financial needs 
(two levels; minimum and desired/optimal) so that the budget 
can be finalized 

 Identify framework for discussion topics to be held at meeting 
for committee learning – questions, articles, criteria 

 Create a record of articles – related to research (document/ 
evaluation form) – content, strengths, weaknesses 

studies, work, Blue Ribbon Commission, Accountable Care Collaborative. 

 CHI and CIVHC presented on Colorado efforts related to cost 
containment.  

 Developed a draft outline for November report, reviewed by all 
committees and presented to the Board on June 8. 

 Developed protocols and key talking points on the work of the 
Commission.  

 Identified committee budget needs to further refine Commission 
budget.  

 Identified key topic areas and timeline for Research Committee analysis. 

 Created a Dropbox file to store articles that inform the topic 
conversations. 

 Began development of content for new website.  
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Date  Objectives/ Deliverables  Actuals/Outcomes 

 Research Committee to review the topic of transparency and 
develop recommendations for the Commission 
 

 

June  
2015 

 Build a media contact list and a list of talking points for the 
media 

 Create a media and legislative contact strategy  
 
Research Committee: 

 Review health care spending data and provide a list of 
revisions or additional data needed 

 Review and synthesize cost/ spending driver priority areas to 
be reported to the Commission on with related data points 
 

 Media and legislative outreach lists, strategy, and talking points created 
and shared 

 Presented on the topic of transparency to the research committee 

 Discussed the document related to spending by service area with the 
research committee to identify direction of future data needs. 
Identification of the questions trying to answer 

July  
2015 

 Send out stakeholder questionnaire with a deadline for 
response by September 2015 

 Website for the Commission launches 

 Identify potential speakers for future meetings  
 
Communications Committee: 

 Develop key talking points to inform the media of the need for 
Colorado to address the cost of care in our state 

 Develop a strategic response plan to address issues that arise 
including responding to complaints, addressing incorrect 
information, and crisis communication. 

 
Research Committee: 

 Have CHI present to Research Committee spending by payer 
to inform the Committee 

 Research Committee discuss workforce topic to develop 
recommendations 

 Legislative outreach priorities identified 
o Commissioner legislative point people identified (Elisabeth 

Arenales and Cindy Sovine Miller) 

 Website launched – www.colorado.gov/cocostcommission  

 Commission structure revised 
o Operate as Commission of the Whole and meet two times a 

month – 2nd Monday and 4th Friday of the month 
o Research and communication committees dissolved 

 Reviewed spending data by payer at the Research Committee 

 Reviewed spending data by service area at the Commission 

 Identified topic areas for discussion related to spending data to be 
covered by the Commission – presentation on the connection of 
spending to topic areas 

 Stakeholder questionnaire distributed and posted on the webpage 
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Date  Objectives/ Deliverables  Actuals/Outcomes 

 

August 
2015 

 Present transparency topic to the Commission development of 
recommendations 

 Identify buckets of focus for discussion on workforce 

 Work with CHI, CIVHC and others to identify data sources and 
how it can inform the work 

 Discuss development of advisory committee and how could be 
best used by Commission in the development of 
recommendations 

 Identify items to be included in November report to the 
General Assembly. 

 Topic of transparency reviewed by Commission and draft 
recommendations developed as well as identified other issues for 
potential review if time and resources allow 

a. Presentation and draft recommendations available on the 
website  

 Focus areas identified for workforce presentation in September 

 Draft outline for November report developed and shared with 
Commission  

September 
2015 

 Present workforce topic to the Commission and development 
of recommendations 

 Follow up on transparency 

 Stakeholder presentations 

 Discussion of items to be included in November report to the 
General Assembly. 

 Topic of workforce reviewed by Commission and draft recommendations 
developed as well as identified other issues for potential review if time 
and resources allow. 

a. Presentation of the Commission and CDPHE available on the 
website 

 Reviewed and revised potential recommendations and parking lot issues 
related to transparency and workforce 

 Outline for the November report approved as well as a timeline for the 
review schedule of the report was shared with Commissioners  

October 
2015 

 Present payment and delivery reform topic to the Commission 
and development of recommendations 

 Follow up on past topics 

 Review and Finalize initial report for the General Assembly  

 Stakeholder presentations 

 Topic of payment and delivery reform were reviewed by Commission. 
Presentations made at both meetings in October 

a. Presentations available on the website 

 Reviewed and revised potential recommendations and parking lot issues 
related to transparency and workforce 

 A matrix of stakeholder responses to the questionnaire was shared with 
Commissioners to identify and align potential stakeholder presentations 
with topic areas  

 Reviewed the Milliman report on copays and rehab 

 Draft November report shared with Commissioners for feedback and 
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Date  Objectives/ Deliverables  Actuals/Outcomes 

comments  

November 
2015 

 Initial report submitted to the General Assembly including (but 
not limited to): 

o Commission Organization  
o By‐Laws, COI and SOW 
o All deliverables 
o Overview of Listening Tour 
o Progress on definitions and timeline for 2016/17 

action plan. 

 Present market competitiveness topic to the Commission and 
development of recommendations 

 Identify buckets of focus for discussion on social determinants 
of health 

 Follow up on past topics 

 Stakeholder presentations 

 

December 
2015  

 Discussion on principle cost drivers, statewide and regional, 
for businesses and their employees, government and 
individuals who purchase their own insurance. 

 Identify gaps in data and information resources relevant to 
duties assigned to the Commission. 

 Stakeholder presentations 

 Identify and examine the cost drivers each of the 
Congressional Districts have in common. 

 Identify and examine the cost drivers unique to each District. 

 

January 
2016 
 

 Present regulatory costs topic to the Commission and 
development of recommendations 

 Identify buckets of focus for discussion on administrative costs 

 Stakeholder presentations 

 Ongoing review of past topics 

 Workgroup formation on topics 
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Date  Objectives/ Deliverables  Actuals/Outcomes 

February 
2016 
 

 Present administrative costs topic to the Commission and 
development of recommendations 

 Identify buckets of focus for discussion on technology 

 Stakeholder presentations 

 Ongoing review of past topics 

 

March 
2016 
 

 Begin Statewide Meetings Round 1 – receive public input from 
local stakeholders and experts on cost drivers specific to 
regions. Meetings in Colorado Springs, La Junta, Alamosa, 
Summit County, and Grand Junction (Congressional Districts 2, 
3, 4 and 5).  

 Present technology topic to the Commission and development 
of recommendations 

 Identify buckets of focus for discussion on incentive 
mechanism 

 Stakeholder presentations 

 Ongoing review of past topics 
 

 

April  2016 
 

 Stakeholder presentations 

 Statewide meetings continued – receive public input from 
local stakeholders and experts on cost drivers specific to 
regions. Meetings in Colorado Springs, La Junta, Alamosa, 
Summit County, and Grand Junction (Congressional Districts 2, 
3, 4 and 5).  

 Present incentive mechanisms topic to the Commission and 
development of recommendations 

 Ongoing review of past topics 

 

May 2016   Statewide meetings continued – receive public input from 
local stakeholders and experts on cost drivers specific to 
regions. Meetings in Colorado Springs, La Junta, Alamosa, 
Summit County, and Grand Junction (Congressional Districts 2, 
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Date  Objectives/ Deliverables  Actuals/Outcomes 

3, 4 and 5).  

 Launch stakeholder work groups to meet monthly on 
Commission’s preliminary recommendations: 

1. Transparency 
2. Workforce 
3. Social Determinants 
4. Incentive Mechanisms 
5. Regulatory Costs 
6. Administrative Costs 
7. Payment and delivery reform 
8. Market Competitiveness 
9. Technology 

 

June 2016   Statewide meetings concluded – receive public input from 
local stakeholders and experts on cost drivers specific to 
regions. Meetings in Colorado Springs, La Junta, Alamosa, 
Summit County, and Grand Junction (Congressional Districts 2, 
3, 4 and 5).  

 Guest Speaker and/or stakeholder panel  on Transparency 

 Ongoing workgroup discussion and review of 
recommendations 

 Deep dive into recommendations on Transparency 

 Ongoing review of past topics 

 

July 2016   Guest Speaker and/or stakeholder on Workforce 

 Monthly workgroup discussions and review of 
recommendations. 

 Deep Dive into recommendations on Workforce. 

 Ongoing review of past topics. 

 

August 
2016 

 Guest Speaker and/or stakeholder panel on Social 
Determinants 

 Monthly workgroup discussions and review of 
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Date  Objectives/ Deliverables  Actuals/Outcomes 

recommendations. 

 Deep Dive into recommendations on Social Determinants. 

 Ongoing review of past topics. 

September 
2016 

 Guest Speaker and/or stakeholder panel on Regulatory Costs 

 Monthly workgroup discussions and review of 
recommendations. 

 Deep Dive into recommendations on Regulatory Costs 

 Ongoing review of past topics. 

 

October 
2016 

 Guest Speaker and/or stakeholder panel on Administrative 
Costs. 

 Monthly workgroup discussions and review of 
recommendations. 

 Deep Dive into recommendations on Administrative Costs 

 Ongoing review of past topics. 

 

November 
2016 

 Second annual report for legislature to be presented in 
November including statewide meetings, stakeholder and 
work group feedback and preliminary recommendations. 

 

December 
2016 

 Guest Speaker and/or stakeholder panel on Payment and 
Delivery Reform 

 Monthly workgroup discussions and review of 
recommendations. 

 Deep Dive into recommendations on Payment and Delivery 
Reform 

 Ongoing review of past topics. 

 

January 
2017 

 Guest Speaker and/or stakeholder panel on Market 
Competitiveness. 

 Monthly workgroup discussions and review of 
recommendations. 

 Deep Dive into recommendations on Market Competitiveness. 
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Date  Objectives/ Deliverables  Actuals/Outcomes 

 Ongoing review of past topics. 

February 
2017 

 Guest Speaker and/or stakeholder panel on Technology. 

 Monthly workgroup discussions and review of 
recommendations. 

 Deep Dive into recommendations on Technology. 

 Ongoing review of past topics. 

 

March   Discussion of any other recommendations. 

 Review of all recommendations 

 Wrap up stakeholder workgroups, present final conclusions. 

 

April 2017   Begin Statewide Meetings Round 2 – Present final 
recommendations and solicit feedback.  Meetings in Colorado 
Springs, La Junta, Alamosa, Summit County, and Grand 
Junction (Congressional Districts 2, 3, 4 and 5).  

 

 

May 2017   Continue Statewide Meetings Round 2 – Present final 
recommendations and solicit feedback.  Meetings in Colorado 
Springs, La Junta, Alamosa, Summit County, and Grand 
Junction (Congressional Districts 2, 3, 4 and 5).  
 

 

June 2017   Conclude Statewide Meetings Round 2 – Present final 
recommendations and solicit feedback.  Meetings in Colorado 
Springs, La Junta, Alamosa, Summit County, and Grand 
Junction (Congressional Districts 2, 3, 4 and 5).  

 

July 2017   Review feedback from statewide meetings, deliberate on any 
changes.   

 Finalize legislative recommendations. 

 

August   Review feedback from statewide meetings, deliberate on any 
changes.   
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Date  Objectives/ Deliverables  Actuals/Outcomes 

 Finalize legislative recommendations. 

September 
2017 

 Final Report complete. 

 Recommendations delivered to the legislature 
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Commission on Affordable Healthcare Budget

Fiscal Year 2016-2017 Budget Request*
Expenditure Amount Description

Legal - AG Office 11,000.00$        
Estimate based on 2014-15 actuals and adjusted for anticipated legal review of 
recommendations and commisioner requests in future periods

Contract Personnel Services  337,000.00$      

Estimate includes a $50,000 increase to the Keystone group from 2014/15 actuals for 
the addition of 10 public stakeholder workgroups to assemble and deliberate on 
legislative recommendations.  Assumes continued support for bi-monthly commission 
meetings and all statewide outreach meetings required by statute.  

Mileage/Travel 8,000.00$          
Estimate based on 2014-15 actuals for regular Commission meetings and the second 
round of statewide meetings to solicit feedback on legislative recommendations.

ReadyTalk Communication and Outreach Technology 7,000.00$          
Estimate includes Ready Talk technology for regular Commission meetings and the 
addition of work groups.  

Portable Sound Amplification Technology 1,000.00$          

Estimate is for the acquisition of portable sound amplification technology. We are 
constantly asked if we can speak up, this is so we don't have to yell at each other 
around the table for the public to hear us.

Speakers/Educators on Health Care Costs 10,000.00$        
Estimate on travel expenses for identified experts in areas of health care cost 
containment to speak to cost commission to provide better understanding of trends

Data Purchases 50,000.00$        

Data purchase estimate based on estimated costs of purchasing data from the All Payer 
Claims Database through the Center for Improving Value in Health Care.  We have 
applied for a scholarship through a program designed for non-profits and hope to 
achieve our data pulls through these means but do not have an answer yet as to whether 
we will meet their criteria so we wanted to put in a placehoder. 

Total 424,000.00$      

* Our final report is due September 2017 so we are requesting operational funding through that period as part of this request.
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Commission on Affordable Healthcare
Fiscal Year 2016 Expenditures and Fiscal Year 2016 projection

Balance at 6/30/15 Actual Paid Actual Paid Actual Paid Estimated Estimated
Expenditure Jul-15 Aug-15 Sep-15 Oct-15 Nov-15

Cash 280,156.02               314,754.02$  280,420.69$  256,840.36$  243,367.93$  240,534.93$  

Legal - AG Office (billed 1 month behind) 11,941.22$               -$               1,000.00$      1,000.00$      
Pers Serv - Minutes -$               175.00$         175.00$         
Mileage/Travel 204.00$                    -$               -$               250.00$         250.00$         
Encumbrance payments paid 75,533.32$               13,333.33$    
Encumbrance payments to pay 34,333.33$    23,833.33$    23,833.00$    23,833.00$    
Conference call line - Ready Talk 336.11$                    -$               360.10$         300.00$         300.00$         
PO in progress RE: Additional appropriation FY16 2,500.00$      2,500.00$      

Total 88,014.65$               34,333.33$    23,833.33$    13,693.43$    28,058.00$    28,058.00$    

Revenue
Funds Appropriated or Carried Forward 400,000.00$             
Additional Approprated Funding 7/1/15 25,000.00$    

Interest Income 2,768.67$                 253.00           221.00           225.00           225.00           

Total 402,768.67$             -$               253.00$         221.00$         25,225.00$    225.00$         
Funds available to spend FY16 314,754.02$             280,420.69$  256,840.36$  243,367.93$  240,534.93$  212,701.93$  
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Commission on Affordable Healthcare
Fiscal Year 2016 Expenditures and Fiscal Year 2016 projec

Expenditure
Cash

Legal - AG Office (billed 1 month behind)
Pers Serv - Minutes
Mileage/Travel
Encumbrance payments paid
Encumbrance payments to pay
Conference call line - Ready Talk
PO in progress RE: Additional appropriation FY16

Total

Revenue
Funds Appropriated or Carried Forward
Additional Approprated Funding 7/1/15

Interest Income

Total
Funds available to spend FY16

Estimated Estimated Estimated Estimated Estimated Estimated
Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16

212,701.93$  184,868.93$  157,035.93$  129,202.93$  101,368.93$   73,534.93$  

1,000.00$      1,000.00$      1,000.00$      1,000.00$      1,000.00$       1,000.00$    
175.00$         175.00$         175.00$         175.00$         175.00$          175.00$       
250.00$         250.00$         250.00$         250.00$         250.00$          250.00$       

23,833.00$    23,833.00$    23,833.00$    23,834.00$    23,834.00$     23,834.00$  
300.00$         300.00$         300.00$         300.00$         300.00$          300.00$       

2,500.00$      2,500.00$      2,500.00$      2,500.00$      2,500.00$       2,500.00$    

28,058.00$    28,058.00$    28,058.00$    28,059.00$    28,059.00$     28,059.00$  

225.00           225.00           225.00           225.00           225.00            225.00         

225.00$         225.00$         225.00$         225.00$         225.00$          225.00$       
184,868.93$  157,035.93$  129,202.93$  101,368.93$  73,534.93$     45,700.93$  

Fiscal Year 2016
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Commission on Affordable Healthcare
Fiscal Year 2016 Expenditures and Fiscal Year 2016 projec

Expenditure
Cash

Legal - AG Office (billed 1 month behind)
Pers Serv - Minutes
Mileage/Travel
Encumbrance payments paid
Encumbrance payments to pay
Conference call line - Ready Talk
PO in progress RE: Additional appropriation FY16

Total

Revenue
Funds Appropriated or Carried Forward
Additional Approprated Funding 7/1/15

Interest Income

Total
Funds available to spend FY16

Final FY16 Pymts 
Paid for June 30 

work paid in 7/16
Estimated Estimated TOTAL All YRS

Jun-16 -$                    
45,700.93$        

1,000.00$          1,000.00$                21,941.22           
175.00$             175.00$                   1,750.00             
250.00$             250.00$                   2,704.00             

88,866.65           
23,834.00$        272,667.66         

300.00$             300.00$                   3,696.21             
2,500.00$          2,500.00$                25,000.00           

28,059.00$        416,625.74$       

400,000.00         
25,000.00           

225.00$             5,267.67             

-$                    
225.00$             430,267.67$       

17,866.93$        13,641.93$         
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Letter from the Chairman 
 

November 13, 2015 
 

Governor John Hickenlooper  
Office of the Governor 
Colorado Capitol 
200 E Colfax Ave.  
Denver, CO 80203 

Senator Kevin Lundberg 
Chairman, Senate Committee on Health 
and Human Services 
200 E Colfax Ave. 
Denver, CO 80203 

Representative Elizabeth McCann 
Chairman, House Committee on Health, 
Insurance, and Environment 
200 E Colfax Ave. 
Denver, CO 80203 

Representative Dianne Primavera 
Chairman, House Committee on Public 
Health Care and Human Services 
200 E Colfax Ave. 
Denver, CO 80203 

 
Gov. Hickenlooper, Sen. Lundberg, and Reps. McCann and Primavera, 

Health care costs have been dramatically rising for the past two decades, in Colorado and 
across our nation. Despite the progress made on expanding access to health care as well as 
improving quality, rising costs are creating challenges for families, businesses, and public 
agencies alike. Recognizing this problem — not only for everyday Coloradans, but also for our 
state’s fiscal health — the Colorado General Assembly passed Senate Bill 14-187 and created 
the Colorado Commission on Affordable Health Care. 

Our mission from Day 1 has been to study this enduring problem, explore the root causes of 
rising health costs in Colorado, and lay a framework for the important work we have to do in 
2016. Our work complements the progress of past commissions and work, while also 
deliberately focusing on cost containment.  

In considering this matter it is important to note the complexity of the topic and the fact that 
obvious potential actions may in fact not address any particular topic, or even make things 
worse. This is also important to acknowledge that health care represents one-sixth of our 
economy, and this is another clarion call for diligence and appropriate care. 

This report — the result of more than a year’s worth of outreach, research, and expert testimony 

— lays out the challenges Colorado faces today on health care spending, the primary drivers of 
rising health costs, and several topics we will continue to grapple with in our second year. In 
many ways this nonpartisan, comprehensive, and evidence-based analysis of the major drivers 
of health care costs is a landmark resource for policymakers and others across the Centennial 
State. However, this is only one step toward our goal of true cost containment. 

We still have work to do to study the effectiveness of strategies for controlling health care costs 
and propose collaborative solutions to address this problem. These challenges remain for our 
second year of work, and we look forward to collaborating with the Colorado General Assembly 
and the Governor’s Office to ensure we can accomplish our legislative mandate. Your 

perspectives are essential to our ongoing work.  
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Please do not hesitate to provide us with any feedback. 

Sincerely, 

 

William N. Lindsay III 
Chairman, Colorado Commission on Affordable Health Care 
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Commission members 
 

Elisabeth Arenales of Denver, from an organization representing consumers and understands 
consumers with chronic medical conditions 

Jeffrey J. Cain, M.D., FAAFP, of Denver, a health care provider who is not employed by a 
hospital and who is a physician recommended by a statewide society or association whose 
membership includes at least one-third of the doctors of medicine or osteopathy licensed in the 
state 

Rebecca Cordes of Denver, representing large, self-insured Colorado businesses 

Greg D’Argonne of Littleton, with expertise in health care payment and delivery 

Steve ErkenBrack of Grand Junction, representing carriers offering health plans in the state 

Ira Gorman, PT, PhD, of Evergreen, a health care provider who is not employed by a hospital 
and is not a physician 

Linda Gorman of Greenwood Village, a health care economist 

Bill Lindsay (Chair/Planning Committee Chair) of Centennial, representing licensed health 
insurance producers 

Marcy Morrison of Manitou Springs, from an organization representing consumers 

Dorothy Perry, PhD, of Pueblo, with expertise in public health and the provision of health care 
to populations with low incomes and significant health care needs 

Cindy Sovine-Miller (Vice-Chair) of Lakewood, representing small Colorado businesses 

Christopher Gordon Tholen of Centennial, representing hospitals and recommended by a 
statewide association of hospitals  

Ex officio Commission members 
Susan Birch, MBA, BSN, RN, Executive Director, Colorado Department of Health Care Policy 
and Financing 

Julie Krow, Deputy Executive Director for Community Partnerships, Colorado Department of 
Human Services 

Marguerite Salazar, Commissioner of Insurance, Colorado Department of Regulatory Agencies 

Jay Want, M.D., representing the Colorado All Payer Claims Database 

Larry Wolk, M.D., MPH, Executive Director, Colorado Department of Public Health and 
Environment 
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The Mission of the Commission is to ensure that 
Coloradans have access to affordable health care 
in Colorado.  

The Commission shall focus its recommendations 
on evidence-based cost-control, access, and 
quality improvement initiatives and the cost-
effective expenditure of limited state moneys to 
improve the health of the state’s population. 

Powers and Duties of the Commission: 

 Identify, examine, and report on cost 
drivers for Colorado businesses, 
individuals, Medicaid, and the uninsured. 

 Data analysis on evidence based 
initiatives designed to reduce health care 
costs while maintaining or improving 
access to and quality of care.  

 Analyze the impact of increased 
availability of information. 

 Review, analyze, and seek public input 
on state regulations impacting delivery 
and payment system innovations. 

 Analyze impact of out-of-pocket costs 
and high-deductible plans. 

 Examine access to care and its impact 
on health costs.  

 Review reports and studies for potential 
information.  

 Report outcomes of the 208 Commission 

Legislative Charge — 
Senate Bill 14-187 

I. Health Care in Colorado 
Health care spending has been rising as a 
share of household income for decades, and is 
projected to keep rising. This growing expense 
squeezes families, particularly those struggling 
to make ends meet.  

Issues of health care costs and spending are 
sometimes used interchangeable by 
policymakers but have distinct meanings. While 
much of the data analysis focuses on spending, 
the work of the Commission will focus primarily 
on cost — the price of that service, or the cost 
or price of all of the services an individual uses 
annually. This focus on cost will not be to the 
exclusion of a focus on spending. The 
increased attention to health care costs likely 
reflects the recent trend of health insurance 
premiums — the most visible indicator of health 
care costs — growing at a much faster rate 
than workers’ earnings.  

Finding ways to stabilize health care costs — a 
highly visible topic of discussion for individuals 
and families, employers, state policymakers, 
providers, and the media — is essential for our 
state, now and for decades to come.  

Improving efficiency and reducing costs in 
health care in Colorado will require 
extraordinary public leadership and a 
commitment from the public and private 
sectors. Leaders from all sectors will need to 
work collaboratively to advocate for systemic 
changes that improve the affordability of 
essential health services for all Coloradans. 

Total national spending on health care services and supplies — that is, by all people and 
entities in the United States, governmental and nongovernmental — increased from 4.6 percent 
of gross domestic product (GDP) in calendar year 1960 to 9.5 percent in 1985 and to 16.4 
percent, about one-sixth of the economy, in 2013.1  

                                                
1 Congressional Budget Office, The 2015 Long-Term Budget Outlook. http://www.cbo.gov/sites/default/files/114th-
congress-2015-2016/reports/50250/50250-breakout-Chapter2-2.pdf  
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Collect and review data including: 

 Rate Review Process Data from DOI 
 Payment information from HCPF  
 The impact of Medicaid Expansion 
 Evaluate the impact of a Global 

Medicaid Waiver  
 Review information on pricing 

transparency: Adequacy, composition 
and distribution of physician and health 
care networks; Drug Formularies; Co-
Insurance, copayments and deductibles; 
and Health plan availability  

 Make recommendations entities that 
should continue to study health cost 
drivers  

 Make recommendations to the 
Congressional Delegation about needed 
changes in federal law 

Legislative Charge  
(continued) 

Collect and review data including: 

 Rate Review Process Data from DOI 
 Payment information from HCPF  
 The impact of Medicaid expansion 
 Evaluate the impact of a Global Medicaid 

Waiver  
 Review information on pricing 

transparency: Adequacy, composition, 
and distribution of physician and health 
care networks; Drug Formularies; Co-
Insurance, copayments, and deductibles; 
and Health plan availability  

 Make recommendations entities that 
should continue to study health cost 
drivers  

 Make recommendations to the 
Congressional delegation about needed 
changes in federal law 

Most of the population under 65 is privately 
insured under an employer’s plan or by 

themselves. federal and state health care 
provision and spending comes from programs 
such as Medicare (for those above 65 and 
certain people with disabilities), Medicaid and 
the Children's Health Insurance Program (for 
those below a defined income level), and 
the Veterans Health Administration. There are 
a variety of payment and delivery 
methodologies within these private and public 
systems. Without changes in the health system 
as a whole, achieving cost sustainability or 
stability will be out of reach for most 
Coloradans.  

Work  

State governments have a unique opportunity 
to transform the current health care system into 
one that provides higher-quality care at lower 
costs. Recognizing this, state policymakers 
established the Colorado Commission on 
Affordable Health Care (Commission). The 
Commission was created to identify how 
Colorado might use its authorities and policy levers to guide this transformation and to make 
recommendations for actionable reforms that will reduce the principal drivers of health spending 
in Colorado.  

The Commission is comprised of individuals representing diverse Colorado constituencies or 
geographic areas as well as professionals with deep subject-matter expertise on health. These 
experts bring the experience, understanding, and analytic capacity to delve in to this difficult 
topic. They also have the ability to provide the leadership across multiple sectors and 
constituencies necessary to arrive at and move forward with recommendations to control health 
care costs.  

Shared Framework and Approach 

This report provides a basic overview of the drivers of health care spending growth in Colorado. 
It also serves as an analytical starting point for the Commission’s work on health care cost 

containment. 

Numerous commissions, task forces, and blue ribbon panels have tackled issues surrounding 
health care in Colorado. Although those entities have made important progress, the 
Commission is focused on health care costs — for individuals, families, businesses, and public 
agencies. This focus not only ensures that the Commission’s work is not duplicative of earlier 
efforts, but also focuses on this critical and enduring issue for Coloradans.  

The Commission’s final recommendations will encourage initiatives to control health care costs 
and maximize value, achieving the best outcomes at the lowest cost. The Commission also will 
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make recommendations that impact the total cost of care, now and in the future. The 
Commission’s final report and recommendations, due at the end of June 2017, will address 
public systems as well as offer metrics to measure short and long-term success. In its analysis, 
the Commission is looking at health care spending and costs from the beginning of life to the 
end of life.  

The Commission created the following framework to identify and prioritize recommendations. 

Though the goal of the Com-
mission is to reduce health care 
costs, the Commission will work to 

ideally ensure that cost reductions 
do not come at the expense of 
access and quality, but at a 
minimum point out the possible 
tradeoffs.  

The Commission recognizes that it 
must look at the health drivers that 
impact the total cost of care. There 
are not simple solutions given the 
interplay of public and private 
systems and multiple payers.  

The analysis of the fundamental 
drivers of health care spending will 
help inform the Commission’s 

selection and prioritization of 
recommendations. Thus far the 
Commission has reviewed 
analyses of state spending on 
personal health care by type of 
service, payer, and disease as 
well as reviewed work and 
recommendations of the 208 
Commission. Additionally, the 
Commission has looked at 
Colorado compared to national 
data and has not found much in 
the way of Colorado-specific 
details.  

  

Driving absolute 
cost/ rate of 

increase

Actionable

Impacts both public 
programs and 

private markets

Growing/ future 
cost drivers

Can be evaluated/ 
measured

Commission’s Framework to Identify and 
Prioritize Recommendations 
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From this analysis, the Commission has determined key topic areas for further discussion:  

 Transparency 
 Workforce 
 Social Determinants 
 Incentive Mechanisms 
 Regulatory Costs 

 Administrative Costs 
 Payment & Delivery Reform 
 Market Competitiveness  
 Technology 

 

The drivers of health care spending growth are complex and multi-faceted. Just as no single 
driver is responsible for our high and rising health care costs, no single policy solution will be 
adequate to meet this challenge. The Commission must take the time to carefully evaluate the 
data and evidence to understand the effects of any of its final policy recommendations.  

Timeline of Work 
There are four phases to the work of the Commission. The Commission completed the 
Organizational Phase which included the establishment of governing and decision-making 
policies, and is in the midst of the Discovery & Assessment Phase.  

The remainder of the Commission’s work will focus on developing recommendations for the 

Colorado General Assembly and Governor’s Office based on further analysis of the information 
gathered to-date, additional research and comparative models, and input from key stakeholders 
and members of the public and professional community across Colorado. 
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IV. Stakeholder Engagement  
Statewide input forms the bedrock of the Commission’s work.  

The Commission’s meetings are broadcast via ReadyTalk, a user friendly and reliable 
technology, so that the public and Commissioner participation is not limited by the location of 
the meetings in Denver. All Commission meetings are noticed a week prior on the website and 
through an interested party listserv and all meetings have several opportunities for public 
comment.  

Following its first year of work, analyzing the fundamental drivers of health care spending and 
hearing from experts, the Commission will create mechanisms to gather statewide feedback on 
multiple relevant topics. The Commission distributed a questionnaire to health care stakeholders 
and received a series of responses from ClinicNet, Colorado Academy of Family Physicians, 
Colorado Association of Health Plans and AHIP, Colorado Business Group on Health, Colorado 
Coalition for the Medically Underserved, Colorado Community Health Network, Colorado 
Foundation for Universal Health Care, Colorado Hospital Association, Colorado Medical 
Society, Colorado Nursing Association, Colorado Telehealth Network, COPIC, Health Care for 
All, LiveWell, and PhRMA.  

The questionnaire and responses can be found in the appendices. The Commissioners are 
reviewing the submitted questionnaires and will invite stakeholders to provide additional 
information and perspective as the Commission moves through its deliberations.  

In an effort to build on this expert input, the Commission will conduct nine statewide community 
meetings in early 2016 to gather reactions and feedback on its work and recommendations. 
These meetings will be held in in Arapahoe County, Greeley, Colorado Springs, Alamosa, La 
Junta, Grand Junction, Summit County, Denver, and Adams County. These meetings will not 
only provide vital input to Commission’s work and recommendations to-date, but also build 
support for and community ownership of its eventual recommendations.  

This buy-in is essential to the Commission’s long-term success and its ability to meet its 
legislatively mandated goals. These mechanisms include a questionnaire to key communities 
and stakeholders, an electronic survey, working with key organizations and individuals that have 
community standing and presence to do outreach, as well as using the new Commission 
website to solicit feedback, www.colorado.gov/cocostcommission.  
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V. Health Care Spending in Colorado 
Spending on health care in the United States has increased dramatically over the past two 
decades, and Colorado’s health care spending has mirrored that trend.  

At the request of the Commission, the Colorado Health Institute (CHI) drew on a number of 
resources to gather data and provide an analysis of spending on personal health care in 
Colorado over the past two decades. 

CHI provided analytical reports to the Commission that delved into spending by a number of 
different criteria, including: 

 Spending by types of service, such as hospital care, physician care, pharmaceutical and 
other durable medical products, home health care and many more.  

 Spending by types of payer, such as commercial insurance, public insurance programs 
and out-of-pocket expenditures. 

 Spending by age group. 
 Spending on a per-capita basis over the years. 

The information in this chapter is based on those analyses. The data shine a spotlight on where 
each health dollar is going in Colorado, providing a foundational understanding as policymakers 
target their efforts to rein in costs and spending in both private and public sector markets.  

This data in partnership with literature reviews and stakeholder input will focus the work of the 
Commission on areas of greatest cost by service, payer, disease or condition, and age. The 
data that follow are based upon 2009-2013 data, which is the latest available. 

Defining Cost, Price, and Spending 
The Commission’s Research Committee spent time to reach agreement on how to define the 
basic terms — price, cost, and spending — related to the work of the Commission and its 
mission to analyze health care costs and make policy recommendations on how to lower those 
costs. (See Figure 1.) 

 Cost: The resources it takes for health care suppliers to produce goods or services, 
including labor, equipment, facilities, and administration.  

 Price: Amount received by health care suppliers in exchange for their goods or services. 
When prices are higher than suppliers’ costs, profits are generated; when prices are 
lower than suppliers’ costs, losses occur. These prices are paid by insurance premiums, 
public sector programs, and consumers.  

 Spending: The price of the goods or services multiplied by the quantity purchased. This 
means that both price and quantity impact total spending. 
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Figure 1.  

 

Delving into these definitions reveals nuances. For instance, consumers face additional “costs” 

besides what they pay for premiums or their out-of-pocket share. These include, among others, 
transportation, lost wages, and the opportunity to spend their time and money on other goods or 
services. Payers and employers also face additional costs, including administration. 
 
Because there are little data on the cost of different products and services, the Commission has 
focused its analysis on the spending side of the equation. 
 
Understanding the relationship between price and quantity, meanwhile, is crucial to the policy 
discussion. Although the price of a specialty drug may be $10,000 a dose, if only a few 
Coloradans use it, cutting the price would do little to reduce health care spending here. On the 
other hand, the price of a doctor’s office visit might be $100, but it is a service purchased 
millions of times a year in Colorado.

 
It is important to note that the price may not always cover suppliers’ costs. When the price does 
not cover costs, suppliers will lose money. They will have to cross subsidize from other 
profitable service lines or take on debt to stay in business. However, when the price exceeds 
costs, suppliers will make a profit. Prices that are “administered,” or set by payers without using 

the market demand to set prices may or may not cover costs.  
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Health Spending in Colorado: Research Analysis 
Personal health care expenditures in Colorado reached an estimated $36.3 billion in 2013. 
That’s an increase of 327 percent over the past two decades, compared to 216 percent in the 
United States. And spending in Colorado has more than doubled from 2000, when it stood at 
$16.3 billion. Since 2000, cumulative inflation in Colorado has been much lower at  
33.3 percent.2  

Personal health care expenditures, unlike total health care expenditures, do not include items 
such as research, structures, equipment, government public health activities, program 
administration, and the net cost of private health insurance. It accounts for roughly 80 percent of 
all health care spending.  

CHI based its analyses on personal health care expenditures because the data from the U.S. 
Centers for Medicare and Medicaid Services are the only data that are available at the state 
level. 

While personal health care expenditures have increased significantly in Colorado, however, 
residents of many other states are spending more.  

Colorado’s per capita personal health care spending of $5,994 in 2009 was the nation’s seventh 
lowest. Utah was the lowest at $5,031 and most of the other states with relatively low spending 
were also in the Intermountain West.  

The District of Columbia had the highest per capita spending of $10,349, followed by 
Massachusetts at $9,278. 

Expenditures by Types of Services 
Hospital care accounts for the greatest share of personal health care spending in Colorado. It 
was an estimated $13.5 billion in 2013. This means that 37 cents of each dollar spent on 
personal health care in Colorado went for hospital care in 2013. (See Figures 2 and 3). 
Physician and clinical services came in second at $9.6 billion in 2013.  

These two categories have been the top expenditures over the past two decades, and together 
account for nearly two-thirds of annual personal health care spending in Colorado. 

The prescription drugs and other non-durable category was third at $3.8 billion.  

On the other end of the spectrum, home health care expenditures were $866 million, or two 
cents of every dollar. 

  

                                                
2 U.S. Bureau of Labor Statistics 
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Figure 2. 

 
Source: National Health Expenditure Accounts, CMS, Office of the Actuary, 2011 and 2014 

Figure 3. 

 
Source: National Health Expenditure Accounts, CMS, Office of the Actuary, 2011 and 2014  
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Growth in Expenditures by Types of Services  
While spending on personal health care services increased dramatically between 1991 and 
2013, the state population grew by 56 percent during this time frame. But population growth 
alone does not explain all of the increase in personal health care spending.  

Spending per person has increased nearly 175 percent over the past two decades. In 1991, 
personal health spending for each Coloradan was $2,511. By 2013, per capita spending was 
$6,893. While the nominal increase in per capita personal health spending was 175 percent 
during this time frame, Colorado’s per capita GDP grew in nominal terms by 132 percent. To put 
these numbers in context, cumulative inflation was 84 percent.  

Comparing three time periods — 2000 to 2005; 2005 to 2010; and 2010 to 2013 — finds that 
the lowest annual growth rate occurred between 2010 and 2013, when it was 3.6 percent. The 
highest was between 2000 and 2005, when it was 5.7 percent. (See Figure 4.) 

Figure 4. 

 2000-2005 2005-2010 2010-2013 

Average Annual Growth in Total Nominal 
Personal Health Care Services, Colorado 5.7% 4.5% 3.6% 

Average Annual Inflation, Colorado  2.0% 2.2% 2.8% 

 
Source: CHI estimates using data from the National Health Expenditure Accounts, CenCMS, 2011 and 2014. 

There is not consensus on the reasons for the slowdown in growth in recent years. However, 
likely factors include: 

 A weak economy, leading to reduced demand for services of all sorts. 
 Early or preliminary payment reform efforts implemented by the federal government that 

changed the way in which Medicare compensated hospitals for hospital re-admissions. 
 Increases in hospitals’ productivity for certain conditions and movement to outpatient 

care.  
 Changes made by health care providers’ practice behavior in anticipation of the 

Affordable Care Act and other reforms. 
 The increased prevalence of high deductible plans, which lead to higher cost sharing 

and put pressures on consumers to reduce their consumption of health care services.  

Overall personal health care spending grew by 327 percent since 1991, but some services 
experienced faster growth than others. (See Figure 5). 

The home health category, for instance, posted the fastest growth. It increased 584 percent, 
from $127 million in 1991 to $866 million in 2013. However, it’s important to note that home 

health care is still the smallest category of spending, despite this rapid growth. This growth 
reflects a shift away from more expensive institutional-based care. 

Spending on the category called “other health, residential, and personal care” increased by 414 

percent, the second-highest growth rate, reaching an estimated $2.1 billion in 2013.  
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The biggest expenditure categories — hospital services and physician and clinical services — 
grew at a slower clip, with hospital services climbing 313 percent from $3.3 billion in 1991 to an 
estimated $13.5 billion in 2013. The physician and clinical services category grew 321 percent 
from $2.3 billion in 1991 to an estimated $9.6 billion in 2013. 

Meanwhile, spending on nursing home care increased by 258 percent, making it the slowest 
growing category. This trend reflects the U.S. Supreme Court’s 1999 ruling that people with 

disabilities must reside in the community instead of institutions when certain conditions are met. 
This also explains the increase in home health and personal health services over the same 
timeframe. This illustrates how reducing utilization in one area of the health care economy can 
increase utilization in others.  

Figure 5.  

 
Source: National Health Expenditure Accounts, CMS, Office of the Actuary, 2011 and 2014  

Expenditures by Payer 
Commercial insurance is Colorado’s largest type of payer, accounting for 41 cents of each 
expenditure dollar in 2013. (See Figure 6.) More than 60 percent of Coloradans were 
commercially insured in 2013, according to the Colorado Health Access Survey (CHAS), either 
by employer-sponsored insurance (52.6 percent) or through the individual market (8.2 percent).3 

Medicare, the public insurance program for seniors and the disabled that is funded with federal 
dollars, was Colorado’s next biggest payer. It accounted for 17 cents of each expenditure dollar 

in 2013, but covered 11.4 percent of the population. 
                                                
3 Colorado Health Access Survey 2015. Colorado Health Institute website. 
http://coloradohealthinstitute.org/uploads/downloads/2015_CHAS_for_Web_.pdf. Accessed Oct. 2, 2015. 
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Out-of-pocket spending by consumers came in third at 16 cents of every dollar.  

And Medicaid, the federal-state public insurance program for those with the lowest incomes, 
was fourth at 12 cents of each dollar in 2013 when Medicaid covered 11.6 percent of the 
population. 

Figure 6. 

 
These 2013 estimates reflect spending before many insurance reforms and policy changes 
associated with the federal Affordable Care Act, also referred to as Obamacare, were 
implemented on January 1, 2014. These changes include Medicaid expansion, launch of the 
health insurance marketplace, availability of subsidies in the individual market and the 
prohibition against denying coverage based on pre-existing conditions or historical claims 
experience.  

The addition of a Medicare prescription drug benefit in 2006 (Medicare Part D) accelerated 
Medicare expenditures for pharmaceutical drugs, according to national estimates. Some 
analysis shows that after the implementation of Medicare Part D some other health care 
expenditures declined for some Medicare beneficiaries who did not have prescription drug 
coverage previously. Nonetheless, as the Baby Boom generation ages, total Medicare spending 
will grow more in the coming years. 

Asked to analyze changes in what the state and federal governments spend on Medicaid 
medical services in Colorado over the past decade, CHI found that total medical services 
premiums grew by 142 percent, from $1.9 billion in fiscal year (FY) 2003-04 to $4.6 billion in FY 
2013-14.4 

                                                
4 Based on data from the Nov. 1, 2014, Executive Budget Request submitted to the General Assembly by the 
Colorado Department of Health Care Policy and Financing. “Medicaid medical services premiums” are those funds 
expended by the state and federal governments to cover Medicaid enrollees’ physical health services.  
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Spending by Disease or Condition 
While Colorado-specific data for spending by disease or condition are not available, the 
Commission reviewed national data. Based on other analyses conducted by CHI, it is not 
expected that the relative magnitude of spending by disease is substantially different in 
Colorado than the rest of the country.  

Circulatory conditions, the largest category at $235 billion, accounted for more than 13 percent 
of national health care spending in 2010. (See Figure 7.) Ill-defined conditions, those not easily 
diagnosed by a physician, and musculoskeletal conditions made up more than 10 percent each 
of national health care spending.  

Infectious diseases, meanwhile, were the third-smallest category of health care spending at  
$58 billion. Pregnancy and childbirth were the lowest at $38 billion. 

Figure 7. Medical Services Expenditures by Disease and Condition, U.S., 2010 

Condition Annual spending 
Circulatory $235 billion 
Ill-defined conditions $207 billion 
Musculosketal $170 billion 
Respiratory $144 billion 
Endocrine $126 billion 
Nervous system $120 billion 
Neoplasms $116 billion 
Genitourinary $111 billion 
Injury and poisoning $110 billion 
Digestive $102 billion 
Mental illness $79 billion 
Other $70 billion 
Infectious and parasitic diseases $58 billion 
Skin $38 billion 
Pregnancy and childbirth $38 billion 
 

Prices and spending by condition have grown at uneven rates. (See Figure 8.) For example, 
spending for circulatory diseases increased by 11 percent annually, but the average prices paid, 
or reimbursement rates, went up by 5.6 percent annually. This most likely means that the 
remaining increase in spending growth for circulatory diseases has been driven by higher use or 
intensity of services, not by unit increases in reimbursement or price increases.  

On the other hand, spending on childbirth complications increased by 4.1 percent, while the 
prices, or rates paid, went up 4.6 percent. This most likely means that higher prices were the 
major driver of increased spending in this area rather than increased demand. 
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Figure 8. 

 

Spending by Age 
Health care spending increases with age.  

CHI estimated that spending for adults aged 85 and above was about $31,600 on a per capita 
basis in 2013, nine times more than children ages 18 and under. (See Figure 9). 

When analyzing the rate at which per capita spending increases, essentially telling us when 
spending on health care really heads higher, the largest percentage increase — 107 percent — 
was between the group aged 65 to 84 and the 85-plus age group. 

But the 85-plus age group accounts for just a small share of Colorado’s population — and its 
overall health care spending.  

Nearly one-third of all health care spending was posted by the 45- to 64-year age group in 2013. 
(See Figure 10). Next up was the 65- to 84-year age group at $8.7 billion.   
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Figure 9. 

 

Figure 10. 

Per capita expenditures illustrate average spending across a population, but do not account for 
the variation among populations. It is important to note that these variations can be large. For 
example, according to the Medical Expenditure Panel Survey, among those individuals in the 
United States 65 and older, the top five percent of spenders account for $65,600 in per capita 
spending, the lowest 50 percent of spenders account for $1,689 in per capita spending.5  

                                                
5 Paschchenko and Porapakkarm, “Medical Spending in the U.S.: Fact from the Medical Expenditure Panel Survey 
Dataset,” July 15, 2015. Available at: https://mpra.ub.uni-muenchen.de/65630/1/MPRA_paper_65630.pdf  
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VI. The Colorado Framework 
Colorado, in many ways, has been a national leader in working to rein in health care costs and 
spending. It has seen many efforts, some small and some sweeping, to tackle this challenge. 

Although there are many programs underway in Colorado to address health care spending, this 
is a survey of several programs in Colorado that have shown proven savings. These programs 
hold lessons for policymakers moving forward. 

Accountable Care Collaborative 
Lead Organization: Colorado Department of Health Care Policy and Financing (HCPF) 
Time Frame: It began in 2011 and is ongoing. 
Funding Source: Medicaid 
Big Ideas: Seven Regional Care Collaborative Organizations (RCCOs) are responsible for 
coordinating care, developing networks, referring patients and reporting data. Medicaid clients 
assigned to the RCCOs are connected with a primary care medical home where they build a 
relationship with a provider. Payments are made on a fee-for-service basis, with participating 
RCCOs and providers getting a base payment plus incentive payments if they reach the 
program’s targets. 
Intended Results: Improve member health, improve the experience of members and providers, 
and contain costs. Key performance indicators include reducing emergency department use, 
cutting hospital readmissions within 30 days of discharge, using less high-cost imaging, and 
increasing well-child visits. 
Actual Results: There have been no savings from children. Participating adults at first used 
more emergency department care and imaging services and had higher hospital readmissions, 
but use decreased after six months of enrollment, suggesting a pent-up demand for services 
among newly insured clients. 
Savings: Net savings totaled between $29 million and $33 million in FY 2013-14. This is 
between 0.5 percent and 1 percent of total spending on Medicaid medical services premiums. 
 
21st Century Care 
Lead Organization: Denver Health  
Time Frame: Between 2012 and 2015 
Funding Source: Federal Health Care Innovation Challenge Grant from the Centers for 
Medicare & Medicaid Services (CMS) Innovation Center 
Big Ideas: Establish a team-based, patient-centered medical home for 130,000 patients at 
Denver Health. The patients were placed into four tiers of services based on need. Services 
ranged from simple assistance, such as text message appointment reminders, to more 
complicated arrangements, such as integrated behavioral health services, complex care 
coordination, and care transition support, and specialized, high-intensity teams. 
Intended Results: Over the three-year grant period, Denver Health intended to save money by 
reducing in-patient and emergency department use; expanding access to care for 15,000 
patients; improving overall population health for Denver Health patients. 
Actual Results: Preliminary results exceeded the access goal of 15,000 people. Among adult 
high-risk patients, inpatient use dropped. Access to primary care services for adults increased 
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slightly during this time frame as reported by the Healthcare Effectiveness Data and Information 
Set (HEDIS).6  
Savings: According to an actuarial analysis conducted by Milliman, from November 2012 to 
December 2013, the program reduced total cost of care by 2 percent and Medicaid managed 
care spending declined by $6.7 million.7 These results are relative to the overall trend. The 
annual cost of the program moving forward is $2.8 million which does not include development 
or pre-existing infrastructure costs.  
 

Bridges to Care 
Lead Organization: Metro Community Provider Network 
Time Frame: Between 2013 and 2015 
Funding Source: Healthcare Innovation Challenge Grant from the Centers for Medicare and 
Medicaid Innovation (CMMI) 
Big Ideas: Patients in two Aurora ZIP codes with more than three hospital visits in a six-month 
period were identified and enrolled in a home visit program that provided intensive care 
coordination, education and mental health services for eight weeks after a hospital admission or 
emergency room discharge. 
Intended Result: Better and more cost-effective care for frail seniors and people with 
disabilities. 
Actual Results: All users reduced the number of emergency department and hospital 
admissions. Mid- to high-utilizers saw the greatest decline. More than nine of 10 patients (94 
percent) were successfully linked to primary care providers within 60 days after graduating from 
the program and 89 percent of those who lacked a primary care physician before the class had 
one after the class was over.  
Finally, 24 percent of the uninsured participants had health insurance by graduation. 
Savings: $1.1 million over a six-month period.8 
 
Colorado Beacon Consortium (CBC) 
Lead Organization: Rocky Mountain Health Plans (lead), Quality Health Network, Mesa County 
Physicians Independent Practice Association, and St. Mary’s Hospital 
Time Frame: Between 2010 and 2012 
Funding Source: U.S. Department of Health and Human Services 
Big Ideas: Use data to improve medical care in the Grand Junction area by investing in Quality 
Health Network’s existing health information exchange, allowing it to add new data sources, 
develop a regional data platform, and deploy high-value applications for community-wide 
interoperability. 
Intended Results: Improve quality of care for patients with asthma, diabetes, and heart 
disease. Reduce unnecessary emergency department visits and hospital admissions. Reduce 
                                                
6 Colorado Medicaid HEDIS 2014 Results, Statewide Aggregate Report, December 2014.  
7 Trend is considered the impact of inflation and policy changes absent the implementation of the initiative. To 
calculate savings relative to trend, Milliman assumed a 3.7 percent trend factor for Medicaid, consistent with annual 
rate setting practices. Denver Health’s 21st Century Care project is supported by Grant Number 1C1CMS331064 
from the Department of Health and Human Services, Centers for Medicare & Medicaid Services. This analysis does 
not necessarily represent the official views of the U.S. Department of Health and Human Services or any of its 
agencies and was conducted by the awardee. Findings may or may not be consistent with or confirmed by the 
findings of the independent evaluation contractor. 
8 Bridges to Care Program Evaluation Final Report. Prepared for Metro Community Providers Network by Smith and 
Lehman Consulting. Dec. 19, 2014. 
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health risks associated with obesity and depression. Strengthen a secure health information 
exchange at the community level. 
Actual Results: Increase in tobacco counseling, decrease in patients with high cholesterol. 
Quality Health Network has added three hospital system interfaces and two reference laboratory 
system interfaces, upgraded or improved four hospital systems, and successfully linked to more 
than 30 electronic medical record systems used by 150 providers. 
Savings: At least $3.1 million in hospital readmission spending for Medicaid adults and dual 
eligible patients (those eligible for both Medicare and Medicaid). Colorado Medicaid awarded 
$2.2 million in shared savings to CBC participants. Beacon practices, though, had mixed results, 
with a slight trend toward lower costs for providers 2011, but higher costs in 2012. The results 
were inconclusive.9 
 
Colorado’s Blue Ribbon Commission for Healthcare Reform 
Recommendations from Colorado’s Blue Ribbon Commission for Healthcare Reform laid the 
groundwork for health reform in Colorado.  
 
Passed by the General Assembly in 2006, it was known as the 208 Commission because it was 
created by Senate Bill 06-208.10 It was charged with identifying strategies to expand health care 
coverage and reduce health care costs for Coloradans. Its final report went to lawmakers in 
January 2008.11 

Many of the 208 Commission’s 32 recommendations have been put into practice, 
either through state action or federal law, notably the Affordable Care Act.  

This section classifies each of the recommendations as implemented, partially implemented or 
not implemented. The classification is based on legislation that has been passed since the 208 
Commission ended. (In some cases, sub-recommendations have different classifications, which 
are noted.) 

The numbers on the main recommendations refer to the original sequence of the 
commission’s final report. The final report was not supported by all of the members of 
208 Commission and included two minority reports.  

Implemented 
1. Slow the rate of growth of employer and private health insurance premiums by covering 
the uninsured and increasing Medicaid provider reimbursement rates as a means of 
minimizing cost-shifting. Partially implemented. 

a. Reduce uncompensated care by covering at least 85 percent of the uninsured in 
Colorado. Partially implemented. 

b. Reduce cost-shifting by increasing Medicaid provider reimbursements. Partially 
implemented. 

2. Reduce employee health insurance premium costs. Not implemented. 

                                                
9 Colorado Beacon Consortium Fact Sheet. Office of the National Coordinator for Health Information Technology. 
Oct. 25, 2012. http://www.healthit.gov/sites/default/files/beacon-factsheet-colorado.pdf  
10 State of Colorado website. Blue Ribbon Commission for Healthcare Reform page. 
http://www.colorado.gov/208commission/ 
11 State of Colorado website. Final Report. http://www.colorado.gov/cs/Satellite/BlueRibbon/RIBB/1201542097631 
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a. Require Colorado employers to establish at least a Section 125 premium-only plan 
that allows employees to purchase health insurance with pre-tax dollars. Not 
implemented. 

b. Provide sliding scale subsidies for uninsured low-income workers below 400 percent 
of federal poverty level (FPL; i.e., annual income of about $80,000 for a family of four) 
to purchase their employer’s plan. Not implemented. 

3. Reduce administrative costs. Partially implemented. 

a. Require health insurers and encourage all payers in Colorado to use standard claims 
attachment requirements, eligibility and coverage verification systems, electronic ID 
cards and prior authorization procedures; and uniform insurance application forms. 
Adopt nationally-recognized standards that have been accepted by industry groups 
but not yet implemented. Partially implemented. 

b. Combine administrative functions of public health insurance programs (such as 
Medicaid, CHP+, premium subsidy program, CoverColorado). Partially 
implemented. 

c. Review regulatory requirements on third-party payers and providers with the goal of 
reducing administrative burden. Not implemented. 

4. Increase use of prevention and chronic care management. Partially implemented. 
a. Where allowed by federal law, allow health insurance premiums to be reduced for 

enrollees who engage in healthy behaviors. Partially implemented. 
b. Eliminate patient copayments for preventive care and reduce patient 

copayments for chronic care management services. Partially implemented. 
c. Encourage employers to provide workplace wellness programs. Partially 

implemented. 
d. Encourage individual responsibility for health, wellness and preventive behavior. 

Implemented. 
e. Increase funding for local public health agencies in Colorado to perform such 

functions as preventing disease and injury, assessing community health and 
promoting healthy behavior. Partially implemented. 

5. Conduct a comprehensive review of current Colorado and national long-term care information 
to understand challenges and opportunities and identify appropriate strategies for reform. 
Implemented. 

6. Improve end-of-life care. Partially implemented. 

a. Develop strategies to foster clinically, ethically and culturally appropriate end-of-
life care, including palliative and hospice care, based upon best scientific 
evidence. Partially implemented. 

b. Ask patients, upon entry to a nursing home, home health agency or other critical 
point of access, to complete an advanced directive. Partially implemented. 

7. Commission an independent study to explore ways to minimize barriers to such mid-level 
providers as advanced practice nurses, dental hygienists and others from practicing to the fullest 
extent of their licensure and training. Implemented. 

8. Provide a medical home for all Coloradans. Partially implemented. 

a. Enhance the provision, coordination and integration of patient-centered care, including 
“healthy handoffs.” Implemented. 

b. Reimburse providers for care coordination and case management, particularly in the 
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Medicaid/CHP+ and CoverColorado programs. Partially implemented. 
c. Provide targeted case management services for Medicaid patients. Partially 

implemented. 

9. Support the adoption of health information technology. Implemented. 

a) Support the creation of a statewide health information network, focusing on 
interoperability and building upon regional efforts already in place for sharing data 
among providers. Implemented. 

b) Support the creation of an electronic health record for every Coloradan, with 
interoperability across health plans and hospitals systems and protections for patient 
privacy. Implemented. 

10. Support the provision of evidence-based medicine. Partially implemented. 

a. Adopt population-specific care guidelines and performance measures, where they 
exist, based on existing national evidence-based guidelines and measures, 
recognizing the importance of patient safety and best care for each patient. Partially 
implemented. 

b. Develop a statewide system aggregating data from all payer plans, public and 
private. Implemented. 

11. Pay providers based on quality. Partially implemented. 

a. Pay providers based on their use of care guidelines, performance on quality 
measures, coordination of patient care and use of health information technology. 
Partially implemented. 

12. Ensure that information on insurer and provider price and quality is available to all Coloradans 
and that it is easily accessible through a single entry point (e.g., a website). Partially 
implemented. 

a. Make information on insurer and provider price and quality available to all Coloradans 
and that it is easily accessible through a single entry point. Partially implemented. 

b. Require the Colorado Division of Insurance (DOI) to report annually to the legislature 
regarding financial information on licensed carriers and public programs, including 
medical loss ratios, administrative costs, etc., by line of business; require Medicaid, 
CHP+, CoverColorado and other public programs to provide DOI with this information; 
and require brokers to report their compensation to their clients. Not implemented. 

13. Promote consumer choice and direction in the health care system. Partially 
implemented. 

a. Provide a choice of Minimum Benefit Plans, including a Health Savings Account 
option, for all consumers purchasing in the individual insurance market. Implemented. 

b. Create a Connector for individuals and employees. Implemented. 
c. Increase price and quality transparency. Partially implemented. 
d. Provide consumers with evidence-based medical information at the point of service 

to aid in decision- making through patient-centered care. Partially implemented. 

14. Examine and expand the efforts of Colorado communities that have been proven over the 
years to enhance quality and lower cost. Partially implemented. 

15. Create a multi-stakeholder “Improving Value in Health Care Authority.” Partially 
implemented. 
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Before implementing the coverage expansions identified in Section 2, the state should 
establish an Improving Value in Health Care Authority to fundamentally realign incentives in 
the Colorado health care system to reduce costs and improve outcomes, and identify other 
means of containing systemic cost drivers. Implemented. 

a. Give the Authority rule-making authority to implement the Commission’s 
recommendations regarding administrative simplification, health care transparency, 
design of the Minimum Benefit Package and the Consumer Advocacy Program. 
Partially implemented. 

b. Direct the Authority to study and make recommendations to the governor, state 
legislature and rule- making agencies regarding prevention, end-of-life care, medical 
homes, health information technology, evidence-based medicine, and provider 
reimbursement. Partially implemented. 

c. Direct the Authority to oversee development of a statewide system aggregating data 
from all payer plans, public and private, building upon regional systems, or efforts 
already taking place for sharing data among providers. Implemented. 

d. The Authority also should be responsible for assessing and reporting on the 
effectiveness of reforms, especially their impact on vulnerable populations and safety 
net health care providers. Partially implemented. 

e. Establish the Authority before embarking on the improvements to coverage and 
access. Implemented. 

16. Require every legal resident of Colorado to have at least a Minimum Benefit Plan, with 
provisions to make the mandate enforceable. Implemented. 

a. Require purchase of a Minimum Benefit plan (average monthly premium of 
approximately $200 for an individual). Implemented. 

b. Design and periodically review the Minimum Benefit Plan through the “Improving 
Value Authority.” Not Applicable.  

c. Provide an affordability exemption or consider another mechanism for 
addressing affordability, such as extending the premium subsidy program to a 
higher income level. Assuring affordability should include consideration of both 
premium and out-of-pocket costs. Implemented. 

d. Enforce through tax penalty; automatically enroll those who are eligible into fully-
subsidized public coverage programs. Partially implemented. 

 

17. Implement measures to encourage employees to participate in employer-sponsored 
coverage. Not implemented. 

a. Require Colorado employers to establish premium-only Section 125 plans that allow 
employees to purchase health insurance with pre-tax dollars. Not implemented. 

b. Provide subsidies for uninsured low-income workers below 400 percent FPL 
(approximately $80,000 annual income for a family of four) to purchase their 
employer’s plan. Not implemented. 

c. Enforce waiting periods (minimum periods of being uninsured) for eligibility for the 
premium subsidy program, to discourage employers and employees from dropping 
employer coverage to enroll in public programs; create exceptions for involuntary loss 
of coverage, COBRA coverage, or qualifying events, such as marriage or birth. Not 
implemented. 

18. Assist individuals and small businesses and their employees in offering and enrolling in health 
coverage through creation of a “Connector.” Implemented. 
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19. Maximize access to/enrollment in private coverage for working lower-income Coloradans 
who are not offered coverage at the workplace. Implemented. 

a. Provide premium subsidies to workers who are not offered coverage at the workplace 
who earn less than 300 percent FPL (approximately $60,000 annual income for a 
family of four) for purchase of private health insurance equivalent to CHP+ benefit 
package. Implemented. 

b. Provide premium subsidies to individuals and families who earn between 300-400 
percent FPL (between $60,000 and $80,000 annual income for a family of four) such 
that their premium cost of the Minimum Benefit Plan is no more than 9 percent of their 
income. (The same subsidy would be available to workers with access to coverage at 
the workplace.) Implemented. 

c. To facilitate enrollment and reduce fraud, use auto enrollment strategies that use 
existing state data to determine subsidy eligibility (e.g., tax, wage, and nutrition 
program information). Implemented. 

 

20. Require all health insurance carriers operating in Colorado to offer a Minimum Benefit 
Plan in the individual market. Partially implemented. 

a. Require all health carriers offering health insurance in Colorado to offer a Minimum 
Benefit Plan in the individual market, with an emphasis on value-based and consumer-
directed benefit design. Partially implemented. 

21. Guarantee access to affordable coverage for Coloradans with health conditions 
(implement in conjunction with Recommendation 16). Implemented. 

a. Require health insurance companies to issue coverage (guarantee issue) to any 
individual or family who applies for individual health insurance and who is not eligible 
for the restructured CoverColorado program due to a high-cost pre-existing condition 
(“qualified applicant”). Implemented. 

b. Allow health insurance companies to set premiums for these individuals and families 
based on their age and geographic location; disallow the consideration of past and 
current health conditions. Implemented. 

c. Restructure CoverColorado to cover those who apply for coverage, have a specified 
high-cost health condition as defined by the newly expanded program, and are not 
eligible for Medicaid, CHP+, or a premium subsidy. Not applicable under the ACA.  

 

22. Merge Medicaid and CHP+ into one program for all parents, childless adults and children 
(excluding the aged, disabled and foster care eligibles). Partially implemented. 

a. Pay health plans at actuarially-sound rates and providers at least CHP+ rates in the 
new program. Not implemented. 

b. For all other Medicaid enrollees, ensure that physicians are reimbursed at least  
75 percent of Medicare rates. Partially implemented. 

c. Provide the CHP+ benefit and cost-sharing package, including dental, to enrollees 
in the new program. Provide access to a Medicaid supplemental package, including 
early and periodic screening, diagnosis and testing (EPSDT) for children, for those 
who need Medicaid services. Not Implemented.  

d. Provide dental coverage up to $1,000 per covered person per year. Implemented. 
e. Require enrollment in managed care, where available.  
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23. Improve benefits and case management for the disabled and elderly in Medicaid. 
Implemented. 

a. Encourage enrollment of the aged and disabled into integrated delivery systems that 
have incentives to manage and coordinate care. Implemented. 

b. Promote care delivery in a consumer-directed, culturally competent manner to 
promote cost-efficiency and consumer satisfaction. Implemented. 

c. Increase the number of people served by the home- and community-based programs 
equal to the number of people on the current waiting list for these services. 
Implemented. 

d. Explore potential for further reforms to Medicaid, particularly for those who are 
disabled. Implemented. 

24. Improve delivery of services to vulnerable populations. Partially implemented. 

a. Create a Medicaid buy-in program for working disabled individuals. Implemented. 
b. Create a Medically-Correctable fund for those who can return to work or avoid 

institutionalization through a one-time expense. Not implemented. 
c. Increase number of people served by the home- and community-based programs 

equal to the number of people on the current waiting list for these services. Partially 
implemented. 

d. Provide mental health parity in the Minimum Benefit Plan. Implemented. 
e. Establish a Medically-Needy or other catastrophic care program for those between 

300-500 percent FPL ($30,000 to $50,000 annual income for an individual) to address 
the issue of people who have health insurance but do not have coverage for 
catastrophic events (fund at $18 million in state funds). Not implemented. 

25. Expand eligibility in the combined Medicaid/CHP+ program to cover more uninsured low-
income Coloradans. Partially implemented. 

a. Expand Medicaid/CHP+ to cover all uninsured legal residents of Colorado under 205 
percent FPL (approximately $42,000 annual income for a family of four). Partially 
implemented. 

b. Expand CHP+ to cover children in families earning up to 250 percent FPL 
(approximately $51,000 annual income for a family of four). Implemented. 

c. Provide assistance with premiums and co-payments to low-income, elderly Medicare 
enrollees up to 205 percent FPL (approximately $21,000 annual income for an 
individual). Implemented. 

d. Restrict the expansion to adults with less than $100,000 in assets, excluding car, 
home, qualified retirement and educational accounts, and disability-related assets. 
Not implemented. 

e. Work with the federal government to ensure federal funding for low-income childless 
adults; do not fund expansion through reduction of services to current Medicaid and 
CHP+ eligible people. Implemented. 

26. Ease barriers to enrollment in public programs. Partially implemented. 

a. Use automatic enrollment strategies to increase enrollment, reduce fraud and lower 
administrative costs; pursue presumptive eligibility where possible. Partially 
implemented. 

b. Provide one-year continuous eligibility to childless adults, parents, and children in the 
newly merged Medicaid/CHP+ program. Partially implemented. 
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27. Enhance access to needed medical care, especially in rural Colorado where provider 
shortages are common. Partially implemented. 

a. Continue to pay all qualified safety net providers enhanced reimbursement for serving 
Medicaid patients. Partially implemented. 

b. Explore ways to minimize barriers to such mid-level providers as advanced practice 
nurses, dental hygienists, and others from practicing to the fullest extent of their 
licensure and training. Implemented. 

c. Promote and build upon the existing statewide nurse advice line. Partially 
implemented. 

d. Expand telemedicine benefits for Medicaid and CHP+ enrollees, especially in rural 
areas. Partially implemented. 

e. Develop and expand mechanisms to recruit and retain health care workers who will 
provide services in underserved areas of Colorado, such as state-based loan 
repayment, loan forgiveness programs, tax credits, and other approaches. 
Implemented. 

28. Create a Consumer Advocacy Program including an Ombudsman Program. Partially 
implemented. 

a. Create a program that is independent and consumer-directed to guide people through 
the system, resolve problems, provide assistance with eligibility and benefit denials, 
help qualify people on Medicare for Medicaid, and help people qualify for SSI. 
Partially implemented. 

29. Continue to explore the feasibility of giving Coloradans the option to enroll in coverage that will 
stay with them regardless of life changes, such as the Optional Continuous Coverage Portable 
Plan that the Commission modeled. Not implemented. 

30. Continue to explore the feasibility of allowing employers to offer 24-hour coverage (e.g., all of an 
employee’s health needs, including health and workers compensation claims, are covered by a single 
insurer). Not implemented. 

31. Adopt these recommendations as a comprehensive, integrated package but do so in stages, 
increasing efficiency and assuring access before expanding coverage. Partially implemented. 

Notable Spending Control Initiatives in Other States 
Innovative work is going on across the nation when it comes to health care. This list is a small sample 
of innovations occurring nationally, with an emphasis on initiatives that have generated the most 
savings. It includes a diverse array of ideas for both public and private coverage. 

California 
Entity: California Public Employees’ Retirement System (CalPERS) 
Initiative: Reference pricing for hip and knee replacements. Procedures are fully covered up to 
the price that most providers charge, but patients pay the difference if they choose a more 
expensive provider. 
Findings: CalPERS in 2011 saved an estimated $2.8 million, or 0.26 percent of its total health 
care spending, for its Anthem enrollees. The limited savings resulted from the fact that few 
CalPERS enrollees have hip or knee replacements each year — between 450 and 500 — and 
these procedures account for only about 0.75 percent of CalPERS’s total spending.12 
                                                
12 http://www.hschange.org/CONTENT/1397/#ib2  
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Massachusetts  
Entity: Blue Cross Blue Shield Massachusetts  
Initiative: Alternative Quality Contract (AQC). The five-year AQC provides rewards to 11 
participating physician groups for controlling spending and improving the quality of care 
delivered to a designated panel of patients. Providers receive a global budget for the entire 
continuum of care. 
Findings: AQC patients with a primary care provider saved two percent in the first year and  
10 percent by the fourth year compared with a control group. The positive results are because 
providers used lower cost methods of care and patients used less care.13 
 
Arkansas  
Entity: Arkansas Medicaid  
Initiative: Bundled payments for five episodes of care: perinatal; attention deficit hyperactivity 
disorder; upper respiratory infection; total joint replacement for both hips and knees; and 
congestive heart failure. Providers share in both savings and excess costs. It is coupled with a 
medical home model. 
Findings: 73 percent of Medicaid providers Principle Accountable Providers and 60 percent of 
Blue Cross Blue Shield Principle Accountable Providers either improved their costs or remained 
in a commendable or acceptable cost range.14 
 
Maryland 
Entity: State of Maryland  
Initiative: Maryland operates the nation’s only all-payer hospital rate regulation system. In this 
system, all third-party purchasers pay the same rate for hospital services. This is made possible 
by a Medicare waiver.  
Findings: The system has limited the growth of per-admission costs, but it has also created 
pressure to increase the volume of services.15  
 
Illinois 
Entity: Illinois Department of Healthcare and Family Services  
Initiative: Illinois Medicaid Redetermination Project. Independent consultants were brought in to 
verify income, residency, and identity eligibility for all Medicaid applicants.  
Findings: Around 100,000 people were deemed ineligible, though the state will not save as 
much money as it had hoped because many of them were not using services.16 
 
Indiana 
Entity: Indiana Medicaid  
Initiative: The Healthy Indiana Plan replaced traditional Medicaid in Indiana for all non-disabled 
adults between the ages of 19 and 64 with consumer-directed health plan options in 2008.  
Findings: Since 2008, emergency room use has been seven percent less compared with 
traditional Medicaid,17 preventive care use is similar to commercially-insured customers and 
more members choose generic drugs compared with the commercially-insured.18  

                                                
13 https://www.bluecrossma.com/visitor/pdf/avalere-lessons-from-aqc.pdf  
14 http://www.achi.net/Content/Documents/ResourceRenderer.ashx?ID=276  
15 http://www.cms.gov/Newsroom/MediaReleaseDatabase/Fact-Sheets/2014-Fact-sheets-items/2014-01-10.html  
16 https://www.illinoispolicy.org/more-than-100000-medicaid-enrollees-found-ineligible-for-the-program/  
17 Further research needs to be conducted to determine the extent to which co-pays have been collected and 
impacted utilization.  
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VII. Next Steps 
The Commission has covered a great deal of ground since its inception. From assessing the 
progress Colorado has made to looking ahead at the most promising avenues for reform, 2015 
has been a watershed year for the Commission. That said, the Commission still has a great deal 
of work to do to meet its legislative mandate.  

The health care arena continues to change at a very rapid pace across the nation and statewide 
that the need for recommendations related to cost reduction are timelier now than ever.  

In many ways, 2016 is the year the Commission moves beyond studies and seeks direct input 
of all Coloradans. The Commission will build off the information received in the questionnaire 
and plans to engage more constituents by conducting nine statewide community meetings in the 
spring of 2016. The Commission’s statewide outreach meetings and listening sessions will 

provide valuable and irreplaceable guidance as its work enters the homestretch. The values and 
priorities of everyday Coloradans and health care professionals working on the front lines of 
these issues will guide the Commission’s work and final report. 

Alongside these outreach efforts, the Commission will continue its work on the identified topic 
areas. The Commission and its staff will continue to research not only the challenges facing 
Colorado families, businesses, and agencies, but also solutions identified through public 
feedback and the Commission’s work.  

The Commission’s ability to realize these plans and meet the promise of Senate Bill 14-187 will 
depend on additional funding. The Commission’s work, as outlined in this report, is already 

bearing fruit. The General Assembly’s commitment to Senate Bill 14-187 and the Commission, 
will determine the scope and depth of its final recommendations.  

   

                                                                                                                                                       
18 https://myshare.in.gov/ISDH/LHDResource/Conference%20Materials/2015%20Public%20Health%20Nurse 
%20Conference%20Materials/2015%20PHN%20Conference%20Presentations/HIP%202.0.pdf  
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Appendix A: Methods for Colorado Spending Analysis 2009 – 
2013  
 

Colorado-specific data for spending on personal health care by type of service are available 
only through 2009, while national data are available through 2013.  

In order to estimate Colorado spending between 2010 and 2013, CHI compared the extent to 
which Colorado per capita spending for each type of service exceeded or was below national 
per capita spending for the same service lines between 2007 and 2009. CHI then applied that 
difference to the national growth rate for each year between 2010 and 2013 to arrive at a 
Colorado growth rate.  

For example, between 2007 and 2009, per capita spending in Colorado for physician and 
clinical services was 90.9 percent relative to the growth in national per capita spending. In 
estimating 2010 Colorado expenditures we applied 90.9 percent to the national growth rate of 
2.5 percent to arrive at a Colorado growth rate of 2.2 percent. 

After estimating per capita growth rates for each service line for each year, CHI multiplied by the 
Colorado population to arrive at total state spending.  
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BACKGROUND 

On May 6, 2015, the Colorado General Assembly passed HB 15-1083, requiring the Commission on Affordable Health 
Care to conduct a study concerning the costs, including patient cost-sharing, for physical rehabilitation services. The 
study must analyze costs to the health care system, including the distribution of cost between payers and individual 
patients, as well as whether patient cost-sharing creates barriers to the effective use of physical rehabilitation services. 

“Physical rehabilitation services” are defined as physical therapy, occupational therapy, or chiropractic services for the 
treatment of a person who has sustained an illness, medical condition, or injury with the goal of returning this person to 
his or her prior skill and function level or maintaining the person’s current skill and function level. 

In conjunction with our analysis, we also reviewed and comment on the analysis of rehabilitation services in Iowa 
performed by OptumInsight. 

With this analysis, we were able to address the following topics: 

- The importance of rehabilitation services as a portion of total per member per month (PMPM) costs 

- Typical costs and ranges of costs for these services on a per visit basis 

- Typical cost sharing levels and ranges for these services on a per visit basis 

- Typical copay levels for these services and what percent of the total cost of service these copays represent 

- Review of the prevalence of plans today with no copays (e.g., high deductible health plans) 

- The effect of annual limits on such service utilization 

Milliman’s role in this study is to analyze historical claim data from Colorado to provide a snapshot of the marketplace. 
We are not making any public policy recommendations. 

This report does not address any impact of benefit changes on healthcare premiums. This report also does not address 
the delivery of rehabilitation services by place of service of by type of professional, such as physical therapists vs. 
medical doctors. 

 
SAMPLE SELECTION 

We used Truven Health Analytics MarketScan® commercial claims and membership databases from 2013 to identify 
persons in Colorado with continuous enrollment during 2013. Once we identified all of these members, we pulled all of 
their medical claims during the same period and flagged which claims were related to any rehabilitation service using 
the Milliman Health Cost Guidelines (HCGs) Grouper. We then split such services in Physical Therapy (PT), 
Occupational Therapy (OT), Speech Therapy (ST) and Chiropractor (Ch) using the same tool. These claims include 
both fully-insured and self-insured products. These claims do not include any Medicare or Medicaid claims. 

 

This process identified 398,504 total members in Colorado. Of these, 54,608 were users of any of these rehabilitation 
services. 

We used this final sample to produce all the tables of results and highlights included in this report.  
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RESULTS 

REHABILITATION SERVICES AND CARE 

Our data reveal that the allowed PMPM cost per visit (the total cost allowed by commercial insurance payers) for 
rehabilitation services is approximately $9.02 as shown in Table 1, accounting for about 2.8% of total healthcare costs 
PMPM.  

TABLE 1 – COSTS PER VISIT FOR ALL REHABILITATIVE SERVICES   

Number of Visits 
All Rehabilitative Services 

Visits Utilizers Allowed per Visit Paid per Visit Cost Sharing 
per Visit 

Cost Sharing % 
Allowed 

1 5,556 5,556 $86.85 $51.54 $35.31 40.7% 
2 9,792 4,896 $66.39 $37.46 $28.93 43.6% 
3 11,640 3,880 $62.02 $35.46 $26.56 42.8% 
4 13,044 3,261 $59.26 $32.56 $26.70 45.1% 
5 12,825 2,565 $62.78 $36.38 $26.40 42.0% 
6 15,750 2,625 $57.28 $31.77 $25.50 44.5% 
7 14,938 2,134 $59.45 $34.58 $24.87 41.8% 
8 16,064 2,008 $56.96 $33.69 $23.27 40.9% 
9 16,713 1,857 $56.28 $33.60 $22.68 40.3% 
10 16,320 1,632 $55.29 $33.11 $22.18 40.1% 
11 15,851 1,441 $56.84 $34.46 $22.38 39.4% 
12 19,272 1,606 $50.83 $28.87 $21.96 43.2% 
13 15,652 1,204 $54.38 $33.32 $21.06 38.7% 
14 15,960 1,140 $54.79 $34.37 $20.42 37.3% 
15 15,450 1,030 $50.03 $29.82 $20.21 40.4% 
16 16,464 1,029 $53.48 $33.36 $20.12 37.6% 
17 14,926 878 $51.65 $32.64 $19.01 36.8% 
18 15,858 881 $51.62 $32.55 $19.07 36.9% 
19 14,554 766 $50.72 $31.70 $19.02 37.5% 
20 20,300 1,015 $51.99 $31.28 $20.71 39.8% 
21 14,973 713 $49.46 $31.75 $17.71 35.8% 
22 14,256 648 $51.84 $33.59 $18.25 35.2% 
23 12,949 563 $51.05 $33.92 $17.13 33.6% 
24 16,200 675 $47.95 $32.07 $15.88 33.1% 
25 12,225 489 $51.83 $34.53 $17.30 33.4% 
26 11,700 450 $49.21 $32.30 $16.91 34.4% 
27 11,664 432 $48.33 $32.00 $16.33 33.8% 
28 12,460 445 $45.39 $30.53 $14.86 32.7% 
29 11,919 411 $47.64 $31.79 $15.85 33.3% 

30+ 456,094 7,100 $45.36 $32.19 $13.17 29.0% 
Overall 871,369 53,330 $49.50 $32.62 $16.88 34.1% 

Avg Visits for 30+ 64.24           
PMPM     $9.02 $5.94 $3.08   

% Total PMPM     2.8%       
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We observed the following allowed PMPM costs by category of rehabilitation services, in descending order of cost: 

 Physical Therapy: $6.68 
 Chiropractor: $1.55 
 Occupational Therapy: $0.42 
 Speech Therapy: $0.37 

Physical Therapy contributes the largest amount of costs of any rehabilitation service to total PMPM cost. In contrast 
to our analysis, OptumInsight’s calculated Physical Therapy allowed costs at $1.24 PMPM.  

The OptumInsight study reported Physical Therapy costs as 0.43% of total PMPM, whereas we found Physical Therapy 
costs comprising about 2.11% of total PMPM. 

As can be seen in Table 1, member cost-sharing per visit generally decreases as the number of visits used increases; 
this is true both for cost sharing per visit and the cost sharing as a percent of the allowed cost. This is consistent with 
the general pattern in outpatient or office-based healthcare services where patients tend to use more services, 
especially those that may be considered discretionary, when their cost sharing is lower or reduced. This pattern can 
certainly occur for benefits subject to a deductible, where once the deductible is satisfied, member cost sharing is 
reduced. Higher levels of copays or cost-sharing often leads to lower utilization of services, as can be seen in Table 1. 

This analysis also needs to address whether patient cost-sharing “creates barriers to the effective use of physical 
rehabilitation services.” This statement cannot be made conclusively based on a review of claim data alone, which is 
the basis of this study. It is clear, however, that insured members use more rehabilitation services as cost-sharing is 
reduced, and use less rehabilitation services as cost-sharing is increased. This principle also applies to healthcare 
services in general. Reductions to member cost-sharing for rehabilitation services in insured products will increase 
premiums somewhat, depending on the level of cost-sharing reduction. Such premium increases will likely be modest 
in size. 

Please refer to Tables 1a – 1d in the appendix to see these results in detail by type of rehabilitation service. 

TYPICAL COSTS 

ALLOWED COST PER VISIT 

According to our analysis, the average allowed cost per visit for all rehabilitation services is about $49.50.  

We observed the following allowed cost per visit by category, in descending order: 

 Occupational Therapy: $141.14 
 Speech Therapy: $128.00 
 Physical Therapy: $48.99 
 Chiropractor: $38.79 

The average allowed cost for all rehabilitation services is driven by the fact that the vast majority of visits are for 
Chiropractor and Physical Therapy services. Speech Therapy and Occupational Therapy each account for 
approximately 1.6% of total rehabilitation services, whereas Chiropractor composes about 21.9% and Physical Therapy 
about 74.9%. 

RANGES OF ALLOWED COST PER VISIT 

We observed the following distributions of allowed cost per visit by category, reported for the 10th and the 90th percentiles 
(from lowest to highest allowed cost per visit): 

 Speech Therapy: $60 - $250 
 Occupational Therapy: $50 - $260 
 Physical Therapy: $10 - $80 
 Chiropractor: $20 - $60 
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There is a wide range of allowed cost per visit for Speech Therapy, Occupational Therapy, and Physical Therapy 
services depending on the specific type of service and care setting, such as office vs. facility. The observed range is 
less extreme for chiropractic services.  

The OptumInsight study estimated an average cost of $64 per Physical Therapy visit, which falls within the range we 
have identified, although it is 30% higher than the average allowed cost per visit that we observed. 
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COST SHARING 

CLAIM DISTRIBUTION BY COST SHARING TYPE 

Deductible/coinsurance represents the majority of cost sharing for all types of rehabilitation services. Occupational 
Therapy has the highest prevalence of copay as the type of cost sharing, while the other rehabilitation services fall 
closer to a split of 30% copay use versus 70% deductible/coinsurance. These results can be seen in Table 2 below. 
 

TABLE 2 – DISTRIBUTION BY COST SHARING TYPE 

Cost Sharing Type Physical Therapy Speech Therapy Occupational 
Therapy Chiropractor Total 

Copay 27.9% 34.3% 42.0% 27.2% 28.1% 
Deduct/Coins 72.1% 65.7% 58.0% 72.8% 72.0% 
Total 100.0% 100.0% 100.0% 100.0% 100.0% 

 

COST SHARING PER VISIT  

Our analysis indicated that the average cost sharing amount per visit for all rehabilitation services is $16.88. 

We observed the following allowed cost sharing per visit by category, in descending order: 

 Speech Therapy: $32.52 
 Occupational Therapy: $27.51 
 Chiropractor: $20.99 
 Physical Therapy: $15.11 

 
Again, the average cost sharing per visit for all such services is skewed due to the fact that Physical Therapy constitutes 
the majority of total rehabilitation visits. 

Please refer to Table 1a - 1d in the appendix to see these results by type of rehabilitation service. 

RANGES OF COST SHARING PER VISIT 

We observed the following distributions of cost sharing per visit by category, reported for the 10th and the 90th 
percentiles: 

 Speech Therapy: $0 - $70 
 Occupational Therapy: $0 - $60 
 Physical Therapy: $0 - $40 
 Chiropractor: $0 - $40 

 
For each service, cost sharing decreases as number of visits used by an insured member increases. This follows the 
logic that lower copays result in higher utilization of rehabilitation services.  
  

1-Dec-2015 60 COAHC-hearing



  

  

 

Milliman Colorado Department of Public Health and the Environment (CDPHE) Report 

Offices in Principal Cities Worldwide 

8 October 28, 2015 

CLAIM DISTRIBUTION BY COPAY LEVEL 

When analyzing the claim distribution within $5 copay ranges, we observed the following: 

 Most rehabilitation services cluster around copays ranging from about $20 to $40. 
 Occupational Therapy shows a higher proportion of claims in the $5 to $15 range than the other rehabilitation 

categories. 
 Services with copays greater than $60 show much lower utilization.  
 For Physical, Speech, and Occupational Therapy, no $5 copay range has more than a 25% claim distribution; 

however, 38% of claims for Chiropractor services fall within a copay range of $25 to $30.  
 
These results can be seen in Table 3 below. As noted above in Table 2, not all physical rehabilitation services are 
subject to copays; in fact, most are not. This table only reflects the portion of services that are subject to copays (as 
opposed to deductible/coinsurance arrangements). Values in this table represent percentages of total visits subject to 
copays. 
 

TABLE 3 – DISTRIBUTION BY COPAY LEVEL 

Copay Physical Therapy Speech Therapy Occupational 
Therapy Chiropractor Total 

$0-$4.99 5.4% 1.4% 6.5% 2.1% 4.5% 
$5-$9.99 12.2% 2.7% 17.0% 2.9% 9.8% 

$10-$14.99 11.8% 9.1% 15.3% 7.3% 10.7% 
$15-$19.99 9.3% 2.6% 8.4% 6.6% 8.5% 
$20-$24.99 12.4% 10.4% 10.0% 14.1% 12.7% 
$25-$29.99 18.9% 19.2% 12.1% 38.0% 23.5% 
$30-$34.99 11.2% 24.8% 14.2% 14.8% 12.5% 
$35-$39.99 6.9% 10.7% 5.3% 9.5% 7.6% 
$40-$44.99 4.9% 9.2% 4.2% 4.5% 4.9% 
$45-$49.99 4.3% 3.8% 4.5% 0.1% 3.2% 
$50-$59.99 2.3% 4.5% 1.8% 0.1% 1.8% 
$60-$69.99 0.4% 1.3% 0.4% 0.0% 0.3% 
$70-$79.99 0.1% 0.1% 0.1% 0.0% 0.1% 
$80-$89.99 0.0% 0.0% 0.1% 0.0% 0.0% 
$90-$99.99 0.0% 0.0% 0.0% 0.0% 0.0% 

$100+ 0.0% 0.2% 0.2% 0.0% 0.0% 
Total 100.0% 100.0% 100.0% 100.0% 100.0% 
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COPAY AS PERCENTAGE OF ALLOWED COST 

When analyzing copays as a percentage of allowed cost within $5 copay ranges, we observed the following: 

 Higher copays tend to represent a higher percentage of allowed cost. This differs from a coinsurance 
arrangement, where members would (assuming deductibles are met) pay a fixed percentage of allowed costs.  

 By a wide margin, copays represent the highest portion of allowed cost for Chiropractor services, despite having 
a relatively low average copay.  This is indicative of the fact that the overall allowed costs per visit for 
Chiropractor services tend to be much lower than for the other rehabilitation service categories. 

 Copays of $25-$35 are fairly common for physical therapy and chiropractic services (about 30% of all physical 
therapy visits, and more than 50% of all chiropractor visits, as seen in Table 3), and the percent of allowed 
costs at these levels are close to 40% for physical therapy and 70% for chiropractic visits. 

 
These results can be seen in Table 4 below. This table should be viewed in conjunction with Table 3. As with that table, 
Table 4 only represents visits that were subject to copays. Also, some of the cells in Table 4 are based on only a small 
number of encounters. For example, Table 3 shows that there are very few Physical Therapy visits with a copay over 
$70, so the percentages in the corresponding cells in Table 4 are not based on a credible sample size.  
 
TABLE 4 – COPAY PERCENT OF ALLOWED COST 

Copay Physical Therapy Speech Therapy Occupational 
Therapy Chiropractor Total 

$0-$4.99 9.7% 2.0% 4.1% 12.0% 9.3% 
$5-$9.99 18.2% 5.4% 9.7% 29.6% 17.8% 

$10-$14.99 22.2% 10.0% 10.8% 33.8% 22.2% 
$15-$19.99 25.8% 10.9% 11.3% 49.3% 27.3% 
$20-$24.99 29.1% 17.0% 12.1% 62.9% 32.8% 
$25-$29.99 40.0% 19.7% 15.2% 69.7% 46.4% 
$30-$34.99 37.3% 20.2% 17.1% 70.1% 40.3% 
$35-$39.99 51.1% 39.0% 22.6% 80.1% 55.8% 
$40-$44.99 54.6% 32.4% 24.6% 93.0% 57.2% 
$45-$49.99 63.9% 43.2% 35.0% 56.5% 61.6% 
$50-$59.99 62.2% 43.8% 30.7% 94.8% 59.9% 
$60-$69.99 62.9% 28.8% 54.7% 59.0% 57.5% 
$70-$79.99 37.4% 40.4% 42.1% 58.9% 40.3% 
$80-$89.99 34.8% N/A 22.7% N/A 31.7% 
$90-$99.99 22.3% N/A 40.0% 100.0% 27.8% 

$100+ 20.2% 61.7% 30.0% 64.9% 24.4% 
Overall 35.9% 22.7% 15.6% 66.3% 39.0% 
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PLAN PREVALENCE BY COST SHARING 

When analyzing paid to allowed ratios by category, we observed the following: 

 Approximately 9% of all rehabilitation services have no cost sharing (or a paid to allowed ratio of 100%).  
 Occupational Therapy services have the highest prevalence of no cost sharing.  
 For Physical, Speech, and Occupational Therapy, paid to allowed ratios between 80% and 90% are most 

prevalent.  
 The highest portion of claims for Chiropractor services are claims with 100% cost sharing (or a paid to allowed 

ratio of 0%).  
 
These results can be seen in Table 5 below.  
 

TABLE 5 – DISTRIBUTION BY PAID TO ALLOWED RATIO 

Paid-to-Allowed Ratio Physical Therapy Speech Therapy Occupational 
Therapy Chiropractor Total 

0% 7.5% 3.3% 4.7% 16.6% 9.4% 
0.01%-9.99% 1.2% 3.0% 1.0% 3.2% 1.7% 

10-19.99% 1.5% 1.4% 0.9% 6.4% 2.6% 
20-29.99% 2.9% 3.3% 1.8% 7.7% 4.0% 
30-39.99% 3.9% 2.9% 1.1% 10.2% 5.2% 
40-49.99% 6.6% 5.7% 2.7% 9.2% 7.1% 
50-59.99% 9.4% 8.5% 3.7% 10.4% 9.6% 
60-69.99% 12.5% 13.4% 5.6% 9.6% 11.8% 
70-79.99% 14.2% 10.7% 11.6% 8.3% 12.8% 
80-89.99% 19.0% 22.7% 28.8% 9.2% 17.1% 
90-99.99% 11.1% 16.0% 20.5% 4.4% 9.9% 

100% 10.1% 9.2% 17.5% 4.9% 9.1% 
Total 100.0% 100.0% 100.0% 100.0% 100.0% 
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ANNUAL LIMITS 

MEMBER UTILIZATION 

When analyzing member utilization, we observed the following: 

 Between 12 and 13 visits and 20 and 21 visits, there is a noticeable decrease in utilizers for all rehabilitation 
services. This may suggest the presence of an annual limit on visits, although it could also represent a common 
average of rehabilitation utilization duration. 

 Plan design parameters (such as visit limits) were not available in the data we relied upon for this study, so we 
recommend using caution in inferring contractual service limits from these data.  

Please refer to Table 1 above and the tables 1a – 1d in the appendix for details. 

VISIT DISTRIBUTION 

We analyzed the distribution of visit counts both by the total number of visits a member had, as well as the number of 
utilizers at each visit count.  We observed the following: 

 The highest percentage of total visits per member for all rehabilitation services is 30+, averaging about 64 visits. 
However, only 13% of utilizers used 30 or more visits.  

 Through 30 visits, each successive visit generally has fewer utilizers. There are some exceptions, such as the 
“bump” at 20 visits noted earlier in this report. 

 For each type of therapy, the single most common number of visits is 1 visit. 
 For Occupational Therapy, about 56% of all utilizers had 1 encounter. 

These results can be seen in Table 6 below. 
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TABLE 6 – DISTRIBUTION OF VISITS BY NUMBER OF UTILIZERS 
Visits per 
Member Physical Therapy Speech Therapy Occupational 

Therapy Chiropractor Total 

1 11.0% 32.0% 56.1% 16.8% 10.4% 
2 9.3% 10.6% 13.8% 13.9% 9.2% 
3 7.3% 5.4% 5.2% 9.5% 7.3% 
4 6.2% 3.8% 3.0% 8.2% 6.1% 
5 5.0% 4.2% 2.6% 5.4% 4.8% 
6 5.0% 3.4% 2.0% 5.4% 4.9% 
7 4.2% 3.4% 1.4% 4.2% 4.0% 
8 3.9% 2.8% 1.2% 3.9% 3.8% 
9 3.6% 1.7% 1.5% 3.2% 3.5% 
10 3.1% 1.5% 1.2% 3.4% 3.1% 
11 2.7% 1.6% 1.0% 2.8% 2.7% 
12 2.8% 1.4% 1.1% 3.4% 3.0% 
13 2.3% 1.3% 1.0% 1.9% 2.3% 
14 2.2% 1.3% 0.6% 2.0% 2.1% 
15 2.0% 1.2% 0.8% 1.6% 1.9% 
16 1.9% 1.3% 0.8% 1.4% 1.9% 
17 1.8% 1.6% 0.4% 1.0% 1.6% 
18 1.6% 1.4% 0.6% 1.2% 1.7% 
19 1.4% 1.7% 0.4% 1.0% 1.4% 
20 1.6% 2.5% 0.4% 1.8% 1.9% 
21 1.3% 1.3% 0.2% 0.7% 1.3% 
22 1.2% 1.1% 0.5% 0.8% 1.2% 
23 1.2% 1.1% 0.4% 0.4% 1.1% 
24 1.2% 0.5% 0.4% 0.8% 1.3% 
25 1.0% 0.9% 0.4% 0.4% 0.9% 
26 0.9% 0.5% 0.3% 0.6% 0.8% 
27 0.9% 1.0% 0.3% 0.3% 0.8% 
28 0.8% 0.7% 0.2% 0.5% 0.8% 
29 0.8% 0.4% 0.2% 0.3% 0.8% 

30+ 11.6% 7.9% 2.1% 3.4% 13.3% 
Total 100.0% 100.0% 100.0% 100.0% 100.0% 
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CAVEATS 

These tables were prepared by Milliman for the Colorado Department of Public Health and the Environment (CDPHE) 
in its study concerning the costs, including patient cost-sharing, for physical rehabilitation services, funded by the 
Commission on Affordable Health Care and subject to a purchase order with Milliman dated October 15, 2015. These 
represent preliminary results that will be reviewed by the Commission, and they may be revised or supplemented as 
you review this document. Other uses may be inappropriate. Future claims experience may vary from the values 
contained in these tables. We relied on the Truven Health Analytics MarketScan® commercial databases for 2013 in 
developing these exhibits without audit, although reasonability checks have been conducted. We understand that this 
information may be shared with the Colorado legislature. Milliman does not intend to create a legal duty to any third 
party recipient of its work. Any inclusion of data from our analysis should be materially complete. 

The OptumInsight report cited above was not prepared by Milliman. We have provided some observations about how 
our results compare to the results in that study. However, we do not have access to the full data, assumptions, and 
methodologies in the other report and cannot provide an explanation for differences in the results. 

The data source underlying this analysis is from 2013, which is the most recent calendar year currently available. These 
data represent a commercially insured population (predominantly with employer-sponsored coverage) from that year 
and are not necessarily representative of other populations, such as: 

 Individuals covered by Medicare 
 Individuals covered by Medicaid 
 Individuals covered by CHP 
 Individuals covered by insurance policies compliant with the market reform rules of the Patient Protection and 

Affordable Care Act (including its essential health benefit requirements) 
 Uninsured patients 

Guidelines issued by the American Academy of Actuaries require actuaries to disclose their professional qualifications 
in actuarial communications. I am a member of the American Academy of Actuaries and meet the qualification standards 
for performing this analysis. 

Please review, and feel free to contact me with any questions or other thoughts. We look forward to your review of this 
work in anticipation of a final report. 

Best regards,  
 

 
Stephen P. Melek, FSA, MAAA    
Principal and Consulting Actuary 
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APPENDIX 

These tables show numbers of visits, utilizers, and costs for each type of rehabilitative service. Allowed and paid costs 
are calculated on a per visit basis, and cost sharing per visit calculates the difference between the two. Costs for each 
service were also calculated on a PMPM basis in order to observe the portion of total PMPM these services comprise. 

 

TABLE 1a – COSTS PER VISIT FOR PHYSICAL THERAPY SERVICES   

Number of 
Visits 

Physical Therapy 

Visits Utilizers Allowed per Visit Paid per Visit Cost Sharing 
per Visit 

Cost Sharing % 
Allowed 

1 4,597 4,597 $71.00 $43.72 $27.28 38.4% 
2 7,736 3,868 $63.08 $37.64 $25.44 40.3% 
3 9,183 3,061 $61.55 $37.88 $23.67 38.5% 
4 10,344 2,586 $58.44 $34.60 $23.85 40.8% 
5 10,490 2,098 $62.89 $38.46 $24.43 38.8% 
6 12,444 2,074 $58.04 $34.89 $23.15 39.9% 
7 12,264 1,752 $58.62 $35.90 $22.72 38.8% 
8 13,000 1,625 $55.44 $34.46 $20.97 37.8% 
9 13,680 1,520 $56.31 $35.61 $20.71 36.8% 
10 12,960 1,296 $55.50 $35.69 $19.81 35.7% 
11 12,397 1,127 $55.42 $34.91 $20.51 37.0% 
12 14,184 1,182 $50.03 $31.41 $18.62 37.2% 
13 12,584 968 $54.75 $35.47 $19.28 35.2% 
14 12,964 926 $53.43 $35.23 $18.20 34.1% 
15 12,540 836 $50.61 $33.05 $17.56 34.7% 
16 12,624 789 $53.77 $34.98 $18.78 34.9% 
17 12,512 736 $50.81 $33.51 $17.30 34.0% 
18 12,222 679 $52.07 $34.80 $17.27 33.2% 
19 11,495 605 $52.52 $35.48 $17.03 32.4% 
20 13,560 678 $52.55 $33.55 $19.00 36.2% 
21 11,781 561 $50.71 $34.59 $16.11 31.8% 
22 10,692 486 $51.75 $35.87 $15.88 30.7% 
23 11,569 503 $49.72 $33.34 $16.38 32.9% 
24 12,384 516 $48.96 $34.19 $14.77 30.2% 
25 10,025 401 $51.65 $36.40 $15.25 29.5% 
26 9,906 381 $47.78 $33.50 $14.28 29.9% 
27 9,909 367 $49.42 $35.30 $14.12 28.6% 
28 9,828 351 $46.83 $32.25 $14.58 31.1% 
29 9,918 342 $46.96 $33.21 $13.75 29.3% 

30+ 322,575 4,844 $44.15 $32.81 $11.34 25.7% 
Overall 652,367 41,755 $48.99 $33.87 $15.11 30.9% 

Avg Visits for 
30+ 66.59           

PMPM     $6.68 $4.62 $2.06   
% Total PMPM     2.1%       
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TABLE 1b – COSTS PER VISIT FOR SPEECH THERAPY SERVICES   

Number of 
Visits 

Speech Therapy 

Visits Utilizers Allowed per Visit Paid per Visit Cost Sharing 
per Visit 

Cost Sharing % 
Allowed 

1 427 427 $300.06 $225.45 $74.61 24.9% 
2 284 142 $178.09 $134.11 $43.99 24.7% 
3 216 72 $172.76 $128.28 $44.48 25.7% 
4 204 51 $157.39 $116.42 $40.96 26.0% 
5 280 56 $137.81 $110.06 $27.75 20.1% 
6 276 46 $145.43 $100.06 $45.38 31.2% 
7 322 46 $155.31 $115.07 $40.24 25.9% 
8 304 38 $128.71 $99.52 $29.20 22.7% 
9 207 23 $139.99 $106.28 $33.71 24.1% 
10 200 20 $120.53 $95.78 $24.75 20.5% 
11 242 22 $145.16 $118.02 $27.14 18.7% 
12 228 19 $152.38 $113.19 $39.20 25.7% 
13 221 17 $155.59 $126.30 $29.28 18.8% 
14 252 18 $152.37 $115.27 $37.10 24.3% 
15 240 16 $102.21 $73.69 $28.52 27.9% 
16 272 17 $119.35 $97.60 $21.74 18.2% 
17 374 22 $139.71 $105.24 $34.47 24.7% 
18 342 19 $131.22 $94.61 $36.61 27.9% 
19 437 23 $134.87 $106.86 $28.02 20.8% 
20 680 34 $114.35 $80.59 $33.76 29.5% 
21 378 18 $146.24 $124.39 $21.84 14.9% 
22 330 15 $139.26 $114.72 $24.53 17.6% 
23 345 15 $138.40 $108.03 $30.37 21.9% 
24 168 7 $118.33 $97.72 $20.61 17.4% 
25 300 12 $154.50 $116.89 $37.61 24.3% 
26 182 7 $117.20 $95.25 $21.95 18.7% 
27 351 13 $116.67 $71.36 $45.32 38.8% 
28 252 9 $133.15 $107.40 $25.75 19.3% 
29 145 5 $96.65 $51.07 $45.58 47.2% 

30+ 5,234 105 $100.32 $71.71 $28.60 28.5% 
Overall 13,693 1,334 $128.00 $95.47 $32.52 25.4% 

Avg Visits for 
30+ 49.66           

PMPM     $0.37 $0.27 $0.09   
% Total PMPM     0.1%       
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TABLE 1c – COSTS PER VISIT FOR OCCUPATIONAL THERAPY SERVICES   

Number of 
Visits 

Occupational Therapy 

Visits Utilizers Allowed per Visit Paid per Visit Cost Sharing 
per Visit 

Cost Sharing % 
Allowed 

1 1,705 1,705 $128.78 $91.07 $37.71 29.3% 
2 838 419 $123.48 $89.21 $34.27 27.8% 
3 477 159 $141.95 $113.85 $28.11 19.8% 
4 364 91 $141.86 $110.81 $31.05 21.9% 
5 400 80 $154.68 $121.58 $33.10 21.4% 
6 360 60 $162.51 $117.53 $44.98 27.7% 
7 308 44 $173.98 $140.31 $33.68 19.4% 
8 288 36 $196.04 $159.05 $36.99 18.9% 
9 423 47 $146.40 $121.94 $24.46 16.7% 

10 350 35 $165.15 $129.96 $35.19 21.3% 
11 341 31 $167.67 $137.28 $30.39 18.1% 
12 408 34 $123.61 $89.50 $34.11 27.6% 
13 390 30 $144.62 $103.03 $41.59 28.8% 
14 238 17 $167.46 $140.35 $27.11 16.2% 
15 360 24 $149.45 $117.65 $31.80 21.3% 
16 400 25 $163.59 $135.35 $28.23 17.3% 
17 187 11 $143.61 $100.64 $42.97 29.9% 
18 324 18 $161.33 $135.95 $25.38 15.7% 
19 228 12 $167.24 $136.07 $31.17 18.6% 
20 260 13 $184.10 $144.95 $39.16 21.3% 
21 126 6 $138.78 $126.93 $11.85 8.5% 
22 352 16 $155.68 $137.10 $18.58 11.9% 
23 276 12 $128.89 $111.93 $16.96 13.2% 
24 264 11 $160.11 $140.81 $19.30 12.1% 
25 275 11 $132.61 $103.23 $29.39 22.2% 
26 208 8 $135.71 $103.05 $32.66 24.1% 
27 243 9 $129.23 $117.66 $11.57 9.0% 
28 168 6 $126.09 $114.42 $11.67 9.3% 
29 203 7 $132.03 $120.07 $11.96 9.1% 

30+ 3,509 63 $125.24 $108.50 $16.74 13.4% 
Overall 14,273 3,040 $141.14 $113.62 $27.51 19.5% 

Avg Visits for 
30+ 55.49           

PMPM     $0.42 $0.34 $0.08   
% Total PMPM     0.1%       
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TABLE 1d – COSTS PER VISIT FOR CHIROPRACTOR SERVICES   

Number of 
Visits 

Chiropractor 

Visits Utilizers Allowed per Visit Paid per Visit Cost Sharing 
per Visit 

Cost Sharing % 
Allowed 

1 3,891 3,891 $39.60 $14.45 $25.15 63.5% 
2 6,434 3,217 $36.88 $12.80 $24.07 65.3% 
3 6,630 2,210 $37.97 $14.29 $23.68 62.4% 
4 7,612 1,903 $36.92 $14.35 $22.57 61.1% 
5 6,275 1,255 $38.24 $14.95 $23.28 60.9% 
6 7,464 1,244 $37.16 $14.43 $22.73 61.2% 
7 6,762 966 $38.03 $15.07 $22.96 60.4% 
8 7,272 909 $36.69 $15.80 $20.89 56.9% 
9 6,597 733 $38.40 $15.93 $22.48 58.5% 
10 7,830 783 $37.02 $14.68 $22.34 60.4% 
11 7,029 639 $37.57 $16.63 $20.95 55.8% 
12 9,480 790 $37.27 $15.17 $22.10 59.3% 
13 5,668 436 $40.01 $16.30 $23.71 59.3% 
14 6,524 466 $37.42 $16.27 $21.15 56.5% 
15 5,430 362 $38.74 $18.01 $20.73 53.5% 
16 5,248 328 $38.14 $17.15 $20.99 55.0% 
17 4,046 238 $39.07 $18.30 $20.77 53.2% 
18 5,022 279 $37.46 $18.94 $18.52 49.4% 
19 4,408 232 $37.64 $18.01 $19.63 52.2% 
20 8,380 419 $38.78 $18.32 $20.46 52.8% 
21 3,213 153 $38.99 $19.41 $19.57 50.2% 
22 3,850 175 $37.68 $19.23 $18.45 49.0% 
23 2,392 104 $42.38 $22.34 $20.04 47.3% 
24 4,584 191 $39.33 $19.53 $19.79 50.3% 
25 2,250 90 $46.40 $21.79 $24.61 53.0% 
26 3,744 144 $37.31 $16.29 $21.02 56.3% 
27 1,998 74 $41.56 $22.13 $19.43 46.7% 
28 3,024 108 $41.23 $20.93 $20.31 49.2% 
29 1,885 65 $42.53 $21.47 $21.07 49.5% 

30+ 36,094 781 $41.07 $23.10 $17.96 43.7% 
Overall 191,036 23,185 $38.79 $17.80 $20.99 54.1% 

Avg Visits for 
30+ 46.24           

PMPM     $1.55 $0.71 $0.84   
% Total PMPM     0.5%       
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