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Introduction 

It’s no secret that health care costs in the United States have risen sharply over the past two decades and 

will likely continue to increase. In fact, according to the Centers for Medicare & Medicaid Services (CMS), 

annual growth in national health spending is expected to average 5.1% over 2021-2030, reaching nearly 

$6.8 trillion by 2030. In 2020, average premiums rose by 4% for both single and family coverage, 

according to the Kaiser Family Foundation’s (KFF) Employer Health Benefits 2021 Annual Survey. 

Specifically, average premiums for such coverage were $7,739 and $22,221, respectively, and employers 

shouldered the majority of those costs. As costs continue to climb at a steady rate each year, employers 

across the country are feeling the pressure. 

Why Are Health Care Costs Rising? 

When considering the problem of rising health care costs, it’s important to explore the reasons behind 

this trend. It’s also imperative to note that each organization will likely experience different cost drivers, 

but the following are the most common: 

Skyrocketing prescription costs—Prescription drug costs continue to represent an 

increasingly large portion of health care expenditures. The CMS projects that from 

2021 to 2030, annual expenditures on prescription drugs will grow by a rate of 5%, 

while outpatient prescription drugs will account for about 8.4% of total health care 

spending in 2030.  

Rising prevalence of chronic conditions—Chronic conditions not only deeply affect 

those who suffer from them but can also lead to increased medical expenditures and 

lost productivity for employers. Six in 10 U.S. adults have a chronic disease, and 4 in 10 

have two or more conditions. As a nation, 90% of our health care dollars go to the 

treatment of chronic and mental health conditions. All of this translates into increased 

costs for employers. 

Growing utilization of health care services—Utilization of many health care services has 

risen over the last decade. Several factors, such as improvements in medical 

technology, the influence of managed care, elevated consumer awareness and 

demand, and a boost in the number of practicing physicians caused health services 

(e.g., the number of surgical procedures and the number of prescription drugs 

dispensed) to rise significantly. Other services, such as breast cancer screenings, 

immunizations for children, and diagnostic procedures (e.g., CT scans and MRIs) have 

also experienced sharp utilization increases. 

Aging population—According to the U.S. Census Bureau, Americans ages 65 and older 

represented 16% of the population in 2019. Furthermore, this number is expected to 

reach 21.6% by 2040, whereas the elderly population (i.e., those ages 85 and older) will 
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increase by 118%. As this population ages, there will likely be a subsequent rise in the 

occurrence of chronic diseases (e.g., arthritis, asthma, heart disease and cancer) and 

the need for more resources to fight these conditions. This may lead to an increased 

use of prescription drugs and other medical services, as well as an overall increase in 

health care spending. 

Decreasing health literacy—More than 1 in 3 Americans have difficulty with common 

health tasks, such as reading a prescription drug label or making an educated health 

care decision, according to the U.S. Department of Education’s National Assessment of 

Adult Literacy. Low health literacy often results in higher utilization of basic and 

expensive health care services, such as emergency care and inpatient visits, which can 

add up quickly. Consequently, it is estimated that low health literacy costs the United 

States up to $236 billion every year.  

How Can Employers Address Rising Costs? 

Mitigating health care costs has been a top-of-mind concern for employers nationwide in recent years.  

Many want to continue to offer valuable health benefits to their current employees, and many want 

those benefits to help them attract and retain quality employees. However, they must also weigh the 

cost-effectiveness of those benefits at a time when hefty rate hikes are the norm. 

Employers are struggling to contain accelerating health plan costs. After trying to absorb most of the 

costs due to hiring and retention issues, many firms are attacking the root causes of rising costs with 

sustained, systemic changes. Amid the growing epidemic of poor health and the uncertain overall impact 

of health care reform, many employers are looking at both short- and long-term strategies to manage 

costs, which include making plan design changes, focusing on employee well-being and education, and 

implementing additional benefits offerings. 

As costs continue to climb, your organization needs to take action. This toolkit serves as an introductory 

guide to health care cost-mitigation strategies. The various strategies outlined within this toolkit are 

merely suggestions and are not intended to be exhaustive. Before implementing any of the changes 

discussed, please contact us at Blue Chip Benefits so we can help determine if the chosen strategy is the 

best option for your organization.  

Note: This toolkit explains many different cost-mitigation strategies, but some of the strategies discussed may not be applicable or 

right for your organization.  
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Making Plan Design Changes 

When it comes to mitigating health care costs, one of the most prominent strategies is to make plan 

design changes. This section outlines various plan designs that may help your organization address rising 

health care costs.  

Self-insured Health Plans 
A self-insured health plan is one in which the employer assumes the financial risk associated with 

providing health care benefits to its employees. Rather than paying fixed premiums to an insurance 

company—which, in turn, assumes the financial risk of paying claims—the employer pays for medical 

claims out-of-pocket as they are incurred. 

 

 

 

 

Of these covered employees, 21% work for small firms and 82% work for large firms. Generally speaking, 

as the number of workers in a firm increases, the percentage of covered employees in a self-insured plan 

increases. Experts believe this is because large firms can spread the risk of costly, large claims or 

unexpectedly high expenses over a larger pool of workers and dependents. These trends are on par with 

what the market has seen in the past few years. 

With a self-insured health plan, employers operate their own health plan as opposed to purchasing a fully 

insured plan from an insurance carrier. One reason that employers choose to self-insure is that it allows 

them to save the profit margin that an insurance company adds to its premium for a fully insured plan. 

However, self-insuring can expose the company to much larger risks in the event that more claims than 

expected must be paid. With a self-insured health plan: 

• There are two main costs to consider: fixed costs and variable costs. 

• The fixed costs include administrative fees, any stop-loss premiums and any other set fees 

charged per employee. These costs are generally billed monthly by the third-party administrator 

(TPA) or the carrier handling plan administration, and are charged based on plan enrollment. 

• The variable costs include payment of health care claims. These costs vary from month to month 

based on health care use by covered persons (i.e., employees and dependents). 

• To limit their risks, some employers use stop-loss or excess-loss insurance, which reimburses 

them for claims that exceed a predetermined level. This coverage can be purchased to cover 

According to the KFF and the Health Research and Educational 

Trust’s (HRET) Employer Health Benefits 2021 Annual Survey, 

64% of covered workers are in a self-insured health plan. 
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catastrophic claims on one covered person (specific coverage) or to cover claims that significantly 

exceed the expected level for the group of covered persons (aggregate coverage).  

Advantages of Self-insurance 

The primary reasons employers cite for self-insuring are: 

• Reduced insurance overhead costs—Carriers assess a risk charge for insured policies 

(approximately 2% annually), but self-insurance removes this charge. 

• Increased employer control—Employers who want to revise covered benefits and the levels of 

coverage are free from state regulations that mandate coverage and the carrier negotiation 

typically required with changes in insured coverage. By self-funding, employers are able to design 

their own customized health benefits packages. 

• Improved cash flow since employers do not have to prepay for coverage—Claims are paid as they 

become due. There is also a cash flow advantage in the year of adoption when “run-out” claims 

are being covered by the prior insurance policy. Employers pay for claims rather than premiums 

and earn interest income on any unclaimed reserves. 

• Greater flexibility—An insured policy can be administered only by the insurance carrier. A self-

insured plan can be administered by the company, an insurance company or independent TPA, 

which gives the employer greater choice and flexibility. When selecting a TPA, employers should 

consider whether the TPA efficiently handles claims; has contacts with stop-loss carriers; has a 

strong reputation, cost management skills and negotiating clout; has medical expertise on staff; 

and provides excellent customer service and claims administration. 

Note: Talk to an attorney for self-insured health plan specifics related to your state. This guide is intended for informational use 

only.  

Disadvantages of Self-insuring 

While self-insuring can have its advantages, it can be a lengthy process for employers, and it can 

sometimes be a long time before they see results. Here are other potential disadvantages to self-insuring: 

• Greater risks—The main risks of self-insuring involve situations when claims are higher than 

anticipated. While stop-loss coverage will protect employers from paying excessive claims in a 

given year, the cost of that coverage will likely increase, and it may be more difficult to get rates 

from other stop-loss providers. Claims that are higher than expected in a self-insured plan may 

also make it more difficult for employers to go back to a fully insured plan in the future. And, an 

employer’s assets may be exposed to liability as a result of any legal action taken against the plan. 

Legal matters in regard to self-insured plans can be complex. 

• Higher administrative costs—For organizations that choose to run their self-insured plans 

internally, the administrative costs involved can be significant. However, using TPAs to operate 



 

9 

 

the plans will still likely involve lower administrative costs than those associated with fully insured 

plans. 

Deciding If Self-insurance Is Right for You 

When deciding if self-funding is right for your organization, make sure that you consider the following 

best practices to ensure that your self-funding strategy is appropriate and effective. 
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Because the employer assumes the financial risk of providing health care benefits, a company can either 

save or lose money depending on the level of claims incurred by its employees. The most important step 

you can take to assure that you make the best decision is to have an experienced professional assist you. 

Your Blue Chip Benefits representative has experience with self-insurance programs, and can answer your 

questions and assist you with your decision to self-insure your company health plan. 

Level Funded Health Plans 

If you desire the freedom of a self-insured health plan, but need a little more certainty for your budgeting 

concerns, level funding might be an option. Level funding is also an option for employers who were told 

that they aren’t a large enough group to make self-insuring fully work. Weigh the advantages and 

disadvantages, and decide what’s best for your company. 

Level funding is an option that can assist employers in their health coverage budgeting efforts. With level 

funding, employers pay a set amount each month to a carrier.  

 

 

 

 

 

The carrier facilitating the level funding will pay your employees’ claims throughout the year. At the end 

of the year, if your payments exceeded claims, you would receive a refund from the excess you paid in 

monthly claim allotments. If the claims exceeded what you paid into the program, your stop-loss 

insurance would cover the overage amount in most cases. 

Advantages of Level Funding 

Level funding offers several advantages. Like other self-funded plans, you don’t have to pay premiums 

that are based on community rates, which might be higher than your employee group’s risk. Instead, you 

only pay the actual claims and an additional administrative fee. Another benefit of level funding is that if 

all the money you set aside each month to cover claims is not used, you will receive a refund at the end of 

the year from the surplus, instead of paying expensive premiums for a fully insured plan and essentially 

using or losing that money. If you are already self-funded, then you will enjoy a more budget-friendly 

method of monthly claims payments, with stop-loss insurance to protect you from unexpected high costs. 

Generally, the monetary advantages of level funding are that you are able to better manage your budget 

and prepare for claims costs. You will also benefit from maintaining a smoother cash flow and not 

worrying that a high claim near the beginning of the year will impact your business. Additionally, many 

level funding plans provide detailed reporting on utilization trends, giving you important information on 

This amount typically includes the cost of administrative 

and other fees and the maximum amount of expected 

claims based on underwriting projections, as well as 

embedded stop-loss insurance. 
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where employees may be causing overspending (e.g., unnecessary use of emergency room (ER) visits 

instead of urgent care). 

Another advantage of level funding is having fewer governmental regulations than fully insured plans are 

subject to. Consult legal counsel about regulatory benefits specific to your state and business. 

Disadvantages of Level Funding 

Although there are upsides to level funding, there are also some disadvantages. One is that when you 

choose to self-fund, you are likely looking to cut costs; however, with level funding, part of your monthly 

payment is to cover administrative fees. Depending on the plan and your other options, these fees have 

the potential to cut into the savings you hope to gain from running a self-funded plan. You’ll need to 

weigh the cost-effectiveness of administering your self-funded plan in-house, hiring a TPA or choosing a 

level funding option with the attached administrative fees. 

Additionally, you still have to pay the claims. With level funding, you’re paying for the convenience of 

having equal payments throughout the year and the security of stop-loss coverage. 

Another challenge of level funding to consider is the terms of the contract; make sure you understand 

how the contract will impact a business of your size, as companies with smaller numbers of employees 

may benefit differently than those with larger numbers. Also, many level funding plans restrict their 

offerings to companies with a certain minimum or maximum number of employees, which may affect 

your ability to contract with your desired carrier. 

Making Your Decision 

Ultimately, level funding is an option that must be considered in light of your company’s cash flow, risk 

tolerance, employee numbers and preferred budgeting methods. Please note that plan designs may vary 

from what’s outlined above. Contact Blue Chip Benefits for more information about plan design specifics 

and coverage options. 
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Cost Sharing  

Many employers are choosing to pass more costs to employees or restructure their health plans to 

incentivize lower-cost options. When it comes to cost sharing, here are a few strategies employers are 

using: 

• Increasing deductibles and out-of-pocket maximums 

• Increasing employee cost sharing for out-of-network providers 

• Increasing employee cost sharing for brand-name prescription drugs to incentivize the use of 

generics 

According to the KFF and HRET’s Employer Health Benefits 2021 Annual Survey, most workers must pay a 

share of their health care costs, and 85% had a general annual deductible. In 2021, the average annual 

deductible for single coverage was $1,669. Even without a deductible, the vast majority of workers cover 

some portion of the costs from their in-network physician visits. For instance, average copayments are 

$25 for primary care and $42 for specialty care, while average coinsurance rates are 19% and 20%, 

respectively. These amounts are similar to those in 2020. Nearly all workers are covered by a plan with an 

out-of-pocket maximum (OOPM), but the costs vary considerably. Among workers with single coverage, 

13% have an OOPM of less than $2,000, while 27% have an OOPM of $6,000 or more. 

High Deductible Health Plans 

Many employers across the country have opted to implement a high deductible health plan (HDHP) in 

recent years. 

Standard plans and HDHPs are set up much in the same way. Under both plans, the member pays a 

premium for coverage. Both must cover preventive services free of charge. If a member receives 

unpreventable medical care, they pay a deductible, which is a specified amount of money that the 

insured must pay before an insurance company will pay a claim. The chief difference between the plans is 

that under an HDHP, premium payments are considerably lower, and the deductible is considerably 

higher. 

The second major factor setting HDHPs apart from standard plans is the addition of a health savings 

account (HSA). With an HSA, the account holder or their employer (usually both) make contributions into 

a savings account. No taxes are deducted from money placed into the account, as the HSA contribution is 

withdrawn from a paycheck before taxes are assessed. While in the savings account, the money can earn 

interest. The employee is free to spend that money on qualified medical expenses.   

One important thing to note about HDHPs, though, is that part of their success relies on how employees 

use the plan. If employees are uninformed health care consumers, health care costs will still be high, even 

with the cost-sharing benefits of the plan. If you opt to implement this type of plan, you’ll need to be 
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prepared to provide educational resources that help employees become well-informed health care 

consumers.  

Contact us at Blue Chip Benefits to learn more about the HDHP and consumerism resources we can 

provide. We’re here to help you make the most informed plan design decision.  

Reference-based Pricing 

Another plan design measure that employers use to mitigate rising health care costs is to employ 

reference-based pricing (RBP). RBP works by setting spending limits on certain procedures or services—

meaning an individual would only be covered up to the established limit for these services and would 

have to pay the cost difference out of pocket. Most plans base their prices on Medicare-allowable costs, 

which are marked up to establish a profit margin. However, limits should only be set on “shoppable” 

services. These are services that allow an individual to take time to make a decision based on price and 

quality, such as for prescriptions, lab tests or joint replacements. In all of these examples, there are 

lower-cost options that are typically the same quality as the more expensive alternatives. 

 

 

 

 

 

 

 

Employers typically work with a third-party vendor to establish the best limit for a procedure. The vendor 

will help conduct market research and negotiate the most appropriate deals with providers. Finding a 

reliable vendor that works well with your company is crucial for negotiating the best prices for your 

employees.  

 

RBP is most effective when applied to procedures with fluctuating costs. 

For instance, colonoscopies may range from $400 to $6,000, depending 

on the physician. In this case, an employer using RBP might set the 

spending limit to the median price of the procedure, based on market 

findings. If an employee uses a health facility that charges above the 

spending limit for specific procedure, they will need to cover the 

difference out of pocket.   
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Benefits of RBP 

Employers who use RBP have the potential for three main benefits: 

 

 

 

 

 

 

 

 

 

 

 

Health coverage usually extends to any in-network procedure, regardless of cost. With RBP, employers do 

not risk paying exorbitant prices for services that could be done more inexpensively. By setting a limit on 

certain procedures, employers are empowering employees to take charge of their health care decisions. 

Having established limits on specific services means employees must consider cost, in addition to quality, 

when choosing where to have a procedure. This requires research on the employee’s part, encouraging 

active participation in their health care. Low health literacy is estimated to cost the United States up to 

$236 billion every year. By promoting employee engagement in health care decision-making, you are 

helping to educate employees, while lowering overall health care costs.  

Disadvantages of RBP 

There are a number of considerations to keep in mind when implementing RBP, given the complexity of 

the model. It is paramount you work with a vendor who is reliable and experienced in the RBP process. 

The vendor must be able to ensure a smooth transition into this model; otherwise, you risk disrupting 

highly utilized providers. If you choose an inexperienced vendor, your RBP limits might be too low for the 

services your employees need, making plans unaffordable. Moreover, not using a vendor (and its legal 

advocacy) could potentially leave you vulnerable to providers attempting to balance bill.  
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Considerations 

RBP is an innovative strategy for lowering health care costs. As the market continues to evolve, employers 

are tasked with developing creative strategies for saving money. The RBP model is unique in its ability to 

reduce costs while simultaneously promoting employee health literacy. To learn more about RBP, and to 

see if it is right for your organization, contact your Blue Chip Benefits representative today.  

Direct Primary Care 

While it isn’t a replacement for health insurance, direct primary care (DPC) is an innovative solution that 

can help reduce health care costs.  

 

 

 

 

 

 

As a result, DPC can provide substantial savings to patients. Here is an example of a typical DPC plan: 

• The cost of a health care visit would be free with a monthly membership. 

• There are no copay costs. 

• The length of a health care visit would typically be 30-60 minutes (traditional doctor’s office visits 

are less than 20 minutes). 

Because they don’t operate under the typical fee-for-service model, many DPC providers are able to 

spend more time with their patients. Research shows that patients who have a good relationship with 

their doctors receive better care and are happier with the care they receive. 

The Popularity of DPC 

DPC is emerging as a way to combat rising health care costs and maintain a high quality of care. The U.S. 

Senate Committee on Health, Education, Labor & Pensions (HELP) has previously discussed how 

expanded access to primary care can help reduce overall health care costs. 

Those who partner with the right providers may find great success with this type of health care model. 

While DPC has grown steadily in the past few years, the market is still slow. Despite this, DPC providers 

and supporters are optimistic about its future.  

With DPC, physicians, pediatricians and internists 

charge a monthly membership fee that covers most 

of what the average patient needs for primary care, 

including visits and drugs at lower prices, instead of 

accepting insurance for routine visits.  
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Considerations 

As health care costs continue to climb and the prevalence of expensive chronic conditions increases, the 

importance of choosing the right doctor and type of care is exemplified. DPC presents a way for 

employees to receive more personalized health care while containing their health care costs. Moreover, 

DPC can be an attractive option for employees with HDHPs and HSAs, as it would provide them with the 

option of receiving care without paying high out-of-pocket costs. It may be worthwhile to further 

investigate this model and evaluate if it’s right for your organization. For more information on DPC, 

contact us today.  
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Reducing Drug Prices 

As previously mentioned, the increased cost of prescription drugs is a contributor to the overall rising cost 

of health care. Ensuring your employees have the correct medications is important for their health and 

your bottom line. Employees who only use brand-name drugs might forego their prescriptions in order to 

save money. This can lead to lost productivity, increased employee stress and a whole host of other 

issues.  

Alternatively, some employees might have a variety of brand-name drugs they take. While it is good that 

they are taking their medications and staying healthy, using only brand-name drugs means higher costs 

for employers, plan sponsors and the end users—the employees. With drug costs increasing at a faster 

rate than other health spending, now is the time for employers to review their drug cost-saving options. 

Encourage the Use of Generic Medications 

Generic drugs can sometimes be misunderstood as subpar or not up to the same quality standards as 

brand-name prescription drugs. Consumers recognize a brand name and consider the unknown labels as 

inferior products. This is unfortunate because generic drugs are not only of the same high quality as 

brand-name prescriptions, but they can cost up to 85% less.   

 

 

 

 

 

 

If generic drugs are of the same high quality as brand-name drugs, and they cost less, why isn’t everyone 

using them? The problem could be employee education. As such, it’s important to teach your employees 

the value of buying generic drugs so they can save money—for you and themselves.  

According to the FDA, generic medications lead to a savings of $3 billion every week and more than $150 

billion annually. Boosting the use of generic medications by incorporating the strategies of consumer 

driven health plans into your prescription coverage design can potentially save you and your employees 

significant money. 

A good way to begin employee education is by integrating information about generic drugs into your 

benefits communications. Send employees informational articles or emails explaining the differences 

Moreover, according to the U.S. Food and Drug Administration (FDA), 

“Generic drugs are important options that allow greater access to health 

care for all Americans. They are copies of brand-name drugs and are the 

same as those brand-name drugs in dosage form, safety, strength, route 

of administration, quality, performance characteristics and intended use.”    
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between generic and brand-name medications and encouraging them to request generic drugs when 

filling a prescription. You may also want to reach out to employees through social media with additional 

information regarding generic drugs. 

Other Cost-saving Strategies 

Beyond using generic drugs, there are a number of other ways to save your company money. Many 

carriers and third parties offer options such as mail-order delivery or other unique cost-saving programs. 

This section will go over some of those programs. Please note that some programs are carrier-specific and 

might not be available to you. Speak with your Blue Chip Benefits representative to discuss the available 

program options.  

Half-tablet Programs 

This program aims to reduce the number of tablets participants consume, while still receiving the same 

strength of medication. For instance, individuals might need 15 milligrams (mg) of a daily medication, so 

they receive a prescription for 30 tablets. Through the half-tablet program, individuals would receive a 

prescription for 15 tablets, with 30 mg strength each. Instead of taking one daily, they would only take 

half of a tablet.  

Participants in this program only pay half of their usual prescription copays because they are receiving 

half the number of tablets. Likewise, individuals who pay coinsurance would be paying a smaller 

percentage for fewer tablets. According to Anthem, this program would save participants an average of 

about $5 a month for generic drugs and $35 a month for brand-name drugs. This equates to around $60 

to $420 annually for each participant, which means serious savings for employers. 

Mail-order Prescriptions 

Many carriers offer the option for mail-order prescriptions. This means participants can have their drugs 

mailed by simply calling a phone number or sending in a paper form. Prescriptions are then delivered to 

their homes instead of pharmacies, commonly at a lower rate.  

Plan Design 

A popular technique employers use to combat high prescription costs is to use tiers for cost sharing. 

These tiers typically separate prescription drugs by cost. Based on the tier level, there will be a 

predetermined copay that the employee is responsible for paying. While not all prescription drug plans 

are the same, here is an overview of how drug tiers can work: 

• Tier I—Low-cost prescription drugs, which most often end up being generic drugs, are included in 

the vast majority of Tier I plans. In some cases, cheaper brand-name drugs may fall in the Tier I 

level, too. Tier I drugs come with the lowest copay, if there is one assessed at all. 
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• Tier II—Brand-name drugs and more expensive generic drugs are often included in Tier II plans. 

Employees can expect to pay a moderate copay if they are using medications within the Tier II 

level.  

• Tier III—More expensive and nonpreferred brand-name drugs are typically included within Tier III 

plans. For plans with only three drug tiers, the Tier III level comes with the highest copay. In many 

cases, prescription drugs that fall within Tier III plans will require pre-authorization from an 

insurance company before they can be filled at a pharmacy.  

Some employers offer a four-tier plan design, with the fourth tier costing employees the most amount of 
money out-of-pocket. Typically, new brand-name drugs or specialty drugs are included within Tier IV.  

Creating a tiered prescription drug plan isn’t the right option for everyone. Talk to Blue Chip Benefits to 

find out if it’s the right option for you and, if so, to review the best tier design for your organization.  

Saving on Specialty Drug Costs 

Specialty drugs are very expensive and used to treat complex conditions, such as cancer, hemophilia or 

multiple sclerosis. Individuals who need these medications must often be monitored by their physician, 

who assesses whether the medications are working. Additionally, these drugs usually require complicated 

applications, such as an injection or infusion, thus adding to the price. Employers should look for ways to 

reduce specialty drug costs, as experts predict their utilization and price will only increase.  

 

 

 

 

 

 

 

 

 

 

For more information on prescription drug plans and cost-mitigation strategies, contact Blue Chip 

Benefits.  
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Using Telemedicine to Reduce Costs 

As technology has developed, so has people’s ability to overcome the traditional communication barriers 

of time and distance. The practice of telemedicine (also known as virtual visits, telehealth and e-health) is 

a step forward in the health care industry to use telecommunication to bridge the gap of time, distance 

and affordability to reach patients in need of medical attention.  

Telemedicine uses technology to facilitate communication, whether real-time or delayed, between a 

doctor and patient who are not in the same physical location for the purpose of medical evaluation, 

diagnosis and treatment. Usually, a patient is able to communicate from their home with a doctor 

through a live video, audio or patient data transfer system. Doctors can see the patient and assess their 

symptoms, as well as obtain the patient’s records and medical history from electronic medical records. 

Benefits of Telemedicine 

Fueled by technological advances and answering the demand for 

convenient care, telemedicine delivers many advantages. Although 

it is not the same as sitting in a doctor’s office, a telemedicine visit 

with a doctor can prove beneficial by warding off further illness or 

disease, stabilizing a condition until a patient is able to reach a 

hospital or monitoring a patient at home. Telemedicine is not a 

complete replacement for face-to-face health care, but it can be a 

tremendously helpful supplement and even a temporary substitute 

for traditional medical care. 

Cost Savings 

Reduction in costs is another major benefit of telemedicine. Patients save money for routine and 

specialist care because they don’t have to pay travel expenses for distant doctors and don’t have to take 

time off work to travel and then sit in a waiting room. Doctors are also more efficient in the number of 

patients they can see in a day, which can help reduce overhead costs.  

In addition, remote monitoring can help lessen the much larger cost of long hospitalizations or in-home 

nursing, and it may reduce the cost of managing chronic conditions. Remote monitoring can also help 

prevent hospital readmission by properly supervising care following a patient’s discharge from the 

hospital. 
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Remote Access and Specialist Availability 

Communicating remotely with a doctor is a primary function of telemedicine. With this technology, 

doctors can reach patients in remote, rural and underserved areas where there might not be an available 

doctor or hospital. Through telemedicine, patients can access doctors for routine visits, emergency care 

or diagnostics from a specialist. Another benefit of telemedicine is increased access to specialists. 

Even when patients live in urban areas with numerous doctors and hospitals, specialists for rare health 

conditions may not practice in the area. Telemedicine enables patients in both rural and urban areas to 

connect with specialists who may be hundreds of miles away. This can translate into cost savings as 

telemedicine reaches those who would not normally seek care or preventive services, helping them 

remain healthy.  

Convenient Care 

For some patients, the comfort and convenience of consulting with a doctor from the safety of their own 

home is a tremendous advantage. The convenience can also improve care. For example, whereas patients 

might forget to bring medications with them to a traditional office visit, they have ready access to the 

information necessary for the doctor to diagnose and prescribe when they are at home. Telemedicine is 

particularly convenient for elderly and disabled patients, patients who may not speak English and patients 

who have agoraphobia. Also, because the patient is at home, it is often easier to take notes or even 

include a family member who can help retain important information from the doctor.  

Pitfalls of Telemedicine 

Though telemedicine has its advantages, there are also a handful of disadvantages and potential legal 

pitfalls.  

Fewer In-person Consultations and Reduced Care Continuity  

Having a well-established, trusting relationship with your doctor is crucial to your long-term health, and 

can also save you money in the long run. Moreover, research shows that patients who have a good 

relationship with their doctor receive better care and are happier with the care they receive. In cases 

where patients are using on-demand telemedicine services that connect them with a random health care 

provider, care continuity may suffer.  

Moreover, a patient’s primary care provider may not have access to records from telehealth visits, and 

telehealth doctors may not have access to a patient’s health history, which can create problems for both 

health care providers and the patient.   

  



 

22 

 

Telemedicine Requires Specific Equipment 

Because telemedicine takes place online, patients must have access to the internet and possess the 

necessary technological skills in order for virtual visits to be effective. According to eVisit, a telehealth 

software company, patients need to have the following pieces of equipment for a virtual visit: 

• A computer or mobile device 

• An integrated or external microphone 

• An integrated or external camera 

• Internet connection 

o Ideally, a patient’s internet speeds should be at least 15 megabits per second (Mbps) for 

download and 5 Mbps for upload. Patients can check their internet connection at 

www.speedtest.net.  

 

  

http://www.speedtest.net/
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Utilizing Case Management Services 

Leveraging a case management service that identifies barriers to getting the best care for employees is a 

common technique employers are using to control rising health care costs. Through case management 

services, the goal is to promote individualized health and wellness, which results in increased patient 

outcomes and lower costs. Case management typically includes evaluating an employee’s health and 

situation, coordinating care and establishing the best plan for the employee.  

How Does Case Management Work? 

When an employee obtains care, they’re often met with many complex and confusing decisions to make. 

Considering one-third of American adults have low health literacy, making these decisions can be 

extremely difficult. That’s where a case manager and case management services come into play. The case 

manager’s goal is to advocate for an employee and serve as the main source of communication between 

them and their health care professionals.  

Additionally, a case manager will be responsible for explaining the care options and decisions available to 

an employee, so they fully understand what’s going on. When it comes time for treatment to end or for a 

patient to be discharged, the case manager coordinates this process and determines whether follow-up 

care is needed.  

Different Types of Case Management Services 

Depending on the insurer or plan, there can be different types of case management. Here are a few 

examples: 
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Is It Right for Your Organization? 

In an age where health literacy is a concern and health care costs continue to climb, employers must act 

and find strategies that work for them in order to mitigate their health care costs. Implementing case 

management services at your organization may be the key to lowering overall health care costs, 

increasing health literacy and improving the health outcomes of your employees. 

Case managers can work with your employees to coordinate care, develop transition plans, learn more 

about their conditions and understand the billing process. Research shows that when patients are 

informed of their choices, they are more satisfied with their care and receive fewer unnecessary tests or 

treatments. This, in turn, saves the employer money in health care costs and lost productivity. 

For more information on case management services, contact Blue Chip Benefits.  
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Offering Health Concierge Customer 

Service 

In the health care system, the term “concierge” is associated with a few different concepts. In this case, 

concierge refers to health concierge customer service. This service operates similarly to a hotel concierge 

service. A hotel concierge can help coordinate reservations, make recommendations for activities or 

dining and obtain tickets. Their job is to help you explore the city you’re in and make the most of your 

stay. In a similar fashion, a health concierge helps employees navigate the ins and outs of the complex 

health care system and get the most out of their insurance and their health care services. In an age of 

rising health care costs, increased moves to consumer-driven health care and low health literacy, utilizing 

a service that simplifies the health care process may be the key employers are looking for.  

How Does It Work? 

In its simplest form, a health concierge serves as a central point of contact for an employee’s health care. 

Health concierge customer service coordinates all aspects of care and passes that information along to 

the employee in an easy-to-digest, actionable format. In many cases, these offerings are provided as a 

value-based reimbursement service. While concierge services differ in forms based on providers, they’re 

typically offered as a subscription benefit for employees.  

 

 

 

 

 

 

To provide these services, health concierge companies employ different tactics. Some forms of health 

concierge services are algorithm-based, with service and care recommendations coming from the results 

of these algorithms. Other forms of health concierge services, which are more traditional, involve one-on-

one work with an employee to develop personalized care plans and coordination. The most common 

form of health concierge services, though, combines the algorithm-based and one-on-one formats. The 

combination delivers a balance of live support and technology-driven solutions, allowing employees to 

speak to a health concierge in person or navigate through a web interface to coordinate their care.  
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Is It Right for Your Organization? 

Health concierge services can centralize and simplify health care for employees, which may help enhance 

employee engagement, optimize benefits usage and lower overall costs. When properly and regularly 

used, these services can help employees stretch their health care dollars, which can also result in cost 

savings for employers. In addition to everyday health care support, health concierge services can be of 

significant value to employees facing serious illnesses or injuries. The health concierge can take some of 

the stresses of coordinating and managing care off the employee’s shoulders.  

For more information about health concierge customer services, or to evaluate whether it’s the right fit 

for your organization, contact Blue Chip Benefits. 
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Promoting Employee Well-being 

Workplace wellness programs can be controversial, as not all employers agree that pushing wellness on 

employees is beneficial to a company’s bottom line. However, employers across the country have been 

keen to offer wellness programs, with 83% of large firms offering one in 2021, according to the KFF. While 

these programs are a great start to improving employees’ physical health, they don’t target employees’ 

overall wellness. What’s more, a PricewaterhouseCoopers (PwC) analysis revealed that workers view 

employee engagement as a sense of fulfillment with their job, contributing to their sense of wellness as a 

whole. When combined, these two realizations reveal that something’s missing. That’s where workplace 

well-being comes in. 

At its most basic, well-being refers to feeling good and living both safely and healthily. It refers to wellness 

in all aspects of life, including—but not limited to—physical health, mental health, social health and 

financial health. The concept of well-being can have implications on an employee’s overall quality of life, 

health and happiness. From an organizational standpoint, an employee’s well-being is directly related to 

the quality of their work, as well as their engagement, performance and productivity.  

 

 

 

In a tightened labor market, where it’s imperative to retain your top-performing employees, as well as 

recruit the best and brightest candidates, taking strides to incorporate a holistic approach to wellness is a 

viable solution. Fortunately, doing so isn’t as complicated or expensive as it may seem. The best practices 

listed throughout this toolkit will serve as examples of how you can incorporate workplace initiatives that 

will address and support the four tenants of well-being: physical, mental, financial and social.  

Physical Well-being 

Creating a culture that supports employees’ physical well-being goes beyond offering gym discounts and 

implementing weight-loss, smoking cessation or walking programs at your organization. It’s all about 

giving employees the tools they need to manage costly chronic conditions and to make healthy choices 

while they’re at the office. Focusing on managing chronic conditions may help you lower your 

organization’s overall health care costs. According to the Centers for Disease Control and Prevention 

(CDC), chronic diseases are health conditions that require ongoing management over an extended period 

of time, and these conditions account for 90% of the nation’s health care costs.  

 

According to a Gallup poll, organizations with highly engaged employees 

outperform their competition in earnings per share by 147%. 

Moreover, it’s estimated that 133 million Americans live 

with at least one chronic condition. Making matters worse, 

that number is expected to reach 170 million by 2030. 
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Some chronic conditions have very few symptoms, while others severely limit a person’s ability to 

perform normal, routine tasks. Chronic conditions not only affect those who suffer from them, but can 

also lead to increased medical expenditures and lost productivity for employers. However, despite their 

devastating effects, many chronic conditions are preventable. While some factors, such as age, genetics 

and environmental triggers may be unavoidable, controlling modifiable risk factors, such as smoking, 

physical inactivity and eating an unhealthy diet, can play a major role in preventing chronic conditions. 

Treating chronic diseases involves physician visits, extended hospital stays, prescription drugs and 

expensive treatments. Chronic diseases are serious, costly and often preventable. Once they are fully 

developed, these conditions may be managed, yet never cured. Despite this, there are safe, cost-effective 

interventions to avoid chronic diseases altogether. To avoid productivity loss, presenteeism, absenteeism, 

disability and early retirement for your employees, you should educate them on the value of chronic 

disease prevention. Here are three costly chronic conditions plaguing employees across the country, 

accompanied by what you can do to help prevent them.   
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By targeting these high-cost health issues, you may be able to mitigate some of their related health care 

costs and, in turn, help your employees become healthier. Remember to take a multichannel approach 

when educating employees. This includes sending emails, delivering printed articles, hanging up 

infographics or posters and sharing brief videos with employees. A multichannel communication plan will 

help ensure as many employees as possible receive your message. 

Mental Well-being 

It’s been more than two years since the COVID-19 pandemic began, and many employees are still 

struggling to find a healthy work-life balance. Nurturing mental well-being will likely remain a top issue for 

employers to address. According to the World Health Organization, there’s not a specific definition of 

mental well-being. However, various studies agree that achieving a state of mental well-being includes 

being able to: 

• Realize one’s full potential. 

• Work productively. 

• Cope with the normal stresses of life. 

• Contribute meaningfully to one’s community. 

Mental well-being includes mental health, but goes far beyond treating mental illness. One main 

roadblock that employees face when it comes to their mental well-being is chronic stress, which can lead 

to a lack of sleep, which, in turn, can exacerbate workplace stress. 

 

 

While it may not be possible to eliminate job stress altogether for your employees, you can help them 

learn how to manage it effectively. Common job stressors include a heavy workload, intense pressure to 

perform at high levels, job insecurity, long work hours, excessive travel, office politics and conflicts with 

co-workers. Moreover, work-related stress is more strongly associated with illness and health 

complications than financial or familial stress.  

Lowering stress can lower the risk of medical conditions and can help employees feel better on a day-to-

day basis. You can implement various activities to help reduce employee stress, which can improve health 

and morale—and productivity. As an employer, you can take several steps to help employees reduce their 

work-related stress and achieve mental well-being: 

• Make sure that workloads are appropriate.  

Nearly 80% of Americans consider their jobs stressful. And, 

according to the American Institute of Stress, 1 in 4 employees 

view their jobs as the top stressor in their life.  
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• Have managers meet regularly with employees to facilitate communication. 

• Address negative and illegal actions in the workplace immediately. Do not tolerate bullying, 

discrimination or any other similar behaviors.  

• Recognize and celebrate employees’ successes. This contributes to morale and decreases stress 

levels. 

Aside from addressing job-related issues, you can implement a variety of activities and initiatives to help 

reduce stress. Some suggestions include the following: 

• Provide a designated space where employees can sit quietly and use meditation to alleviate their 

stress. 

• Offer exercise classes. Exercise is a great way to relieve and even prevent stress. Provide a variety 

of class times (e.g., before work, during lunch and after work), as well as various types of classes, 

such as yoga and kickboxing.  

• Provide employees with the education and tools to manage time and tasks, cope with daily 

stressors and prevent stress from damaging their health. You can present a stress management 

class or provide educational materials. 

• Establish and promote an employee assistance program (EAP). If an employee is significantly 

stressed, it’s possible that they may seek unhealthy ways to cope with their stress. Offering an 

EAP can allow employees to get the help they need. 

By giving your employees the tools and resources they need to reduce their workplace stress, you can 

help them be well on their way toward achieving mental well-being. Openly communicate your 

organization’s commitment to cultivating the mental well-being of your employees. Too often, employees 

don’t seek out mental health services because they feel ashamed. By communicating your commitment 

to mental well-being, you will incorporate it into your organization’s culture and daily way of life. Doing so 

will help encourage employees to seek the services they need.   

Social Well-being 

The concept of social well-being is one that’s commonly forgotten about, mainly because not many are 

familiar with it. Of course, there’s the social interaction component to social well-being, which involves 

encouraging employees to form professional relationships and volunteer in the community. However, 

there’s also the societal component, which involves incorporating initiatives into your organization that 

reflect societal issues, such as environmentally friendly offices. 

One way to promote social well-being is by encouraging volunteerism. Having a well-established 

employee volunteer program (EVP) can help attract and keep talented, socially conscious and ambitious 

employees. Volunteering can be fun and rewarding, as well as good for team building. What’s more, 

giving back to one’s community has been proven to boost one’s mood. There is no right answer as to 
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which companies should or should not have volunteer programs, because each company is different. How 

you choose to volunteer and the programs you offer will be unique to you and your brand.  

 

 

 

 

When employees are exposed to activities that help them boost their social well-being, it helps them feel 

like you really care about them as individuals, which boosts their engagement and sense of belonging. As 

previously mentioned throughout this toolkit, happy and engaged employees are more productive and 

increasingly likely to remain at your organization.  

Financial Well-being 

Behind work-related stress, financial stress is the next biggest stressor for employees. Employee financial 

instability affects workplace performance. Imagine trying to focus on work when you don’t know how 

you’ll make your monthly car payment, or how productive you’d be if you had a pile of bills waiting at 

home. These situations illustrate the impact financial wellness can have on job performance and overall 

well-being. Think about employee financial education another way: offering financial wellness tools can 

enable employees to get the most out of their benefits—most notably, their employer-sponsored 

retirement plans. Why bother offering such plans if employees aren’t maximizing their value? With this in 

mind, consider pairing your conventional retirement plans with other financial wellness programs. 

Employee financial education varies by employer, but more than 80% of employers offer some sort of 

financial wellness program, according to a study from Prudential. The study notes that common programs 

include retirement and saving calculators, and access to financial advisors. These programs can help 

employees understand basic financial concepts and avoid risky decisions, such as payday loans. You don’t 

need to spend thousands of dollars to implement an effective employee financial education campaign. 

Even small, informative offerings can be enough to get employees thinking about their savings goals. The 

following are just some of the ways you can start encouraging financial wellness: 

 

 

 

 

Source: IRS 

The common belief among these companies is that employees who 

volunteer with their colleagues feel a strong connection to the workplace 

and also a sense of belonging, promoting an employee’s social well-being.  
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Focusing on Health Literacy and 

Benefits Education 

The Institute of Medicine defines health literacy as the “degree to which individuals have the capacity to 

obtain, process and understand the basic health information and services needed to make appropriate 

health decisions.”  

According to the U.S. Department of Education’s National 

Assessment of Adult Literacy, more than 1 in 3 Americans 

are considered to have inadequate health literacy, which 

means that they have difficulty with common health 

tasks, such as reading prescription drug labels or making 

educated health care decisions.  

Low health literacy often results in higher utilization of basic and expensive health services, such as 

emergency care and inpatient visits, which add up quickly. It is estimated that low health literacy costs 

the United States up to $236 billion every year. 

Becoming health care literate, though, is harder than it might seem. According to the National Network of 

Libraries of Medicine, in order to be considered health care literate, a consumer must be able to do the 

following tasks: 

• Access health care services. 

• Analyze relative risks and benefits. 

• Calculate dosages. 

• Communicate with health care providers. 

• Evaluate information for credibility and quality. 

• Interpret test results. 

• Locate health information. 

This is where you can help your employees. Beyond providing employees with required plan documents 

and open enrollment assistance, you should provide year-round employee education and 

communications. To achieve buy-in, communication regarding health insurance and benefits should 

resemble a marketing campaign more than a typical HR information campaign. Use a variety of 

communication methods, such as handouts, emails, videos, face-to-face meetings and presentations. 
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Repeat key messages to ensure sufficient exposure and understanding. Doing so will help them become 

more informed health care consumers, which, in turn, will help lower overall health care costs. 

At the very minimum, your education and communication strategy should focus on teaching employees 

about the basics of health insurance. This can include explaining the different types of health plans, the 

difference between in-network and out-of-network care, how to use health spending accounts and how 

claims become bills. Your plan should also communicate cost-savings strategies, such as opting for 

generic medication, choosing urgent care over the ER and shopping around before obtaining treatment 

whenever possible. By educating employees on the basics of health insurance and health benefits, you’re 

empowering them to make more informed health care decisions. 

In addition to providing basic benefits education, a robust plan will include information on preventive 

care and wellness, and be focused on increasing employee engagement. Beyond understanding the cost 

of health care, many employees are not engaged in taking charge of their health. One example is the 

growing prevalence of obesity in the United States. According to the CDC, more than 40% of adults in the 

United States have obesity. 

Employee behavior and lifestyle are significant factors in health status—often trumping genetics, the 

environment or access to care—and can have a huge impact on the cost of health care. Employers, who 

pay the majority of their employees’ health care costs, have an enormous stake in engaging their 

employees in their own health care. 

When employees are informed, they’re better equipped to make the right decision for their health and 

their wallet. It’s never too late to implement benefits education at your organization. In fact, aside from 

mitigating health care costs, helping employees become educated health care consumers is a prominent 

challenge that employers face. 

Contact us at Blue Chip Benefits to discuss your organization’s employee education needs. Whether you 

require basic benefits educational materials, wellness resources or comprehensive guides, we can help 

you empower your employees to take charge of their health care.  
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Utilizing Transparency Tools 

A price transparency tool typically contains pricing information from various health care facilities or 

providers for consumers. These tools can help employees make more informed decisions about what 

health care services they want to seek from which providers. These tools are currently offered by all 

major health plans, a variety of vendors and some states that collect this information from local payers or 

providers and share it with the public. Most tools contain information about hospitals and physicians, a 

wide range of services, quality information and consumers’ share of costs.  

Price transparency tools are critical in empowering employees to become more informed health care 

consumers. These transparency tools vary between vendors, but they should provide pricing information 

for health care services and prescription drug costs at the very least. In using these tools, employers can 

help employees better understand their health care options.  

Price and quality transparency tools are widespread, but it’s up to employees to use these tools in order 

to reap the potential cost-saving rewards. Choosing the right transparency tool for your organization can 

help improve employee engagement and usage. Here are five things to consider when you’re evaluating 

price transparency tools: 

 

 

 

 

 

 

 

 

 

 

 

For more information on price transparency tools, contact Blue Chip Benefits. 
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Eliminating Billing Fraud 

Health care fraud is an expensive problem that costs billions of dollars each year. While there are many 

different types of health care and medical fraud, billing fraud is one type that directly affects employers 

and employees. Knowing the signs of billing fraud and how you can address it is an important strategy to 

help keep health care costs down. 

What Is Billing Fraud? 

When an employee goes to the doctor or has a procedure done, the health care provider enters a specific 

current procedural terminology (CPT) code on the claims they submit to insurance companies to get paid. 

The different codes determine how much a provider will be paid, as they detail the type of service or 

treatment provided. There are thousands of different codes, and while mistakes happen, an incorrect CPT 

code can result in a billing error.  

 

 

 

 

 

 

 

 

 

How Can You Address Billing Fraud? 

Because they’re the first to see their medical bills, employees are the first line of defense in preventing 

billing fraud. Proper education and communication regarding how to read a medical bill are essential. 

Additionally, you should direct employees to report instances of billing errors or billing fraud to your 

insurer. If your group health plan is self-insured, direct employees to report these instances to a specific 

contact. This allows potential trends of billing fraud to be detected, which can help address the issue on a 

larger scale.  
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Implementing Network Steerage 

One common health care cost driver is employees using out-of-network providers or facilities. Sometimes 

seeing an out-of-network specialist is unavoidable, but because your plan doesn’t have previously 

negotiated pricing agreements and discounts in place with such providers, costs can escalate quickly. The 

intricacies of in-network versus out-of-network providers can be difficult for even the most informed 

health care consumers. One way to simplify the process and contain these costs is to implement a 

network steerage program within your organization.  

What Is Network Steerage? 

Network steerage is a strategy employers can use to ensure employees visit in-network doctors and 

facilities. These networks are carefully negotiated and planned to give patients access to convenient care. 

Often, these selected providers and facilities are vetted to ensure they can provide quality care, which 

can improve overall health outcomes. In creating these networks and steering employees to obtain care 

from the selected providers and facilities, employers encourage cost savings through negotiated pricing 

and better care.  

How Does It Work? 

Employers and plan sponsors evaluate local providers and facilities to determine which are able to 

provide the best quality of care at reasonable costs. This typically involves sorting through a large amount 

of data. Once you’ve determined the facilities and providers you want to steer your employees to use, 

you’ll need to educate employees and explain the benefits of using the selected health care professionals.  

Is It Right for Your Organization? 

This cost-saving strategy enables employers to steer their employees to the appropriate type of care for 

their illnesses or injuries based on quality outcomes and lower costs. With network steerage, employers 

and employees can both benefit, as the strategy helps prevent employees from seeing doctors that 

overcharge and underperform.  

In order to have a successful network steerage program, you’ll need to invest resources in finding the 

best facilities and providers in your area, and commit to extensive employee education and 

communication. You may have the best program, but if your employees aren’t aware it exists or don’t 

understand how to use it, it won’t be successful. For more information on network steerage or to discuss 

whether it’s a good option for your organization, contact Blue Chip Benefits.  
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Conclusion 

Mitigating health care costs has been a top-of-mind concern for employers nationwide in recent years. 

Many want to continue offering valuable health benefits to their current employees, and many want 

those benefits to help them attract and retain quality employees. As costs continue to climb, your 

organization needs to take action.  

The various strategies outlined within this toolkit are merely suggestions and are not intended to be 

exhaustive. Please contact us at Blue Chip Benefits so we can help determine if the chosen strategy is the 

best option for your organization.  
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Appendix 

The resources included in this section are for employee education and communications. Speak with Blue 

Chip Benefits if you have any questions about these resources. 

 

Printing Help 

There are many printable resources in this appendix. Please follow the instructions below if you need 

help printing individual pages. 

1. Choose the “Print” option from the “File” menu.  

2. Under the “Settings” option, click on the arrow next to “Print All Pages” to access the drop-

down menu. Select “Custom Print” and enter the page number range you would like to print, 

or enter the page number range you would like to print in the “Pages” box. 

3. Click “Print.” For more information, please visit the Microsoft Word printing support page. 

 

https://support.office.com/en-us/article/Print-a-document-in-Word-591022c4-53e3-4242-95b5-58ca393ba0ee
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Be Prepared With a First-aid Kit - Infographic 
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How to Be an Educated Health Care Consumer - Infographic 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

20 Ways to Reduce Your Health Care Costs - Infographic 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

10 Ways to Reduce Your Prescription Drug Costs - Infographic 
 

  



 

 

This is What Health Care Literacy Feels Like - Infographic 



 

 
This infographic is to be used for informational purposes only and is not intended to replace 

the advice of a legal or medical professional. Readers should contact a health professional for 

appropriate advice. © 2017 Zywave, Inc. All rights reserved.  

 

5 Ways to Cut Your Health Care Costs - Infographic 

 

  

 

For more information on cost-saving strategies, contact your HR department.  
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Get to Know Telemedicine - Infographic 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

Why Are Health Care Costs Rising? - Infographic 
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Emergency Room or Urgent Care? - Infographic 
 



 

 

 

Cost Comparison: ER vs. Urgent Care - Infographic 

Disclaimer: These figures are purely estimates. This infographic is for informational 

purposes only and should not be construed as medical advice. For further information, 

please contact a medical professional. © 2017 Zywave, Inc. All rights reserved. 
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Employee’s Guide to Health Plans 

 

 
Definition 

Primary Care 

Physician (PCP) 

Network of 

Providers 
Referrals 

Deductibles, 

Coinsurance, 

Copayments, Claim 

Forms 

Fee-for-service 

(FFS) 

Health coverage that 

reimburses health care 

providers for services for 

employees. Tends to be the 

costliest for employers. 

Not required; 

employees can choose 

any provider. 

No network; 

employees can choose 

any provider. 

Not required. 

Deductibles and 

coinsurance may be 

required. Claim forms 

may be used. 

Health 

Maintenance 

Organization 

(HMO) 

Covers services performed 

solely by providers in a 

network. This tends to be a 

low-cost system, but is more 

restrictive than other plans. 

Required; the PCP 

coordinates all medical 

care and must make 

referrals to specialty 

providers for 

employees. 

Services by out-of-

network providers are 

not typically covered 

under the plan. 

Required; PCP 

coordinates all medical 

care. 

May require employee 

cost sharing through 

deductibles, copays or 

coinsurance. 

Preferred 

Provider 

Organization 

(PPO) 

Has a network of providers, 

but also allows use of 

medical providers outside of 

the plan’s network (typically 

with greater employee cost-

sharing). Referrals may not 

be required. Is more flexible 

than an HMO, but also more 

expensive generally. 

Not typically required. 

Some PPO vendors 

offer incentives for 

employees to visit a 

PCP to coordinate 

medical care. 

There is a network, and 

the plan allows for use 

of out-of-network 

providers with greater 

cost sharing by 

employees. 

May not be required. 

 

Coinsurance, 

deductibles and copays 

are the standard; 

usually lower when 

using in-network 

providers. 

High Deductible 

Health Plan 

(HDHP) 

A high deductible health plan 

is often paired with a tax-

advantaged account to pay 

for medical expenses. The 

most prominent options are 

health reimbursement 

arrangements (HRAs) and 

health savings accounts 

(HSAs). 

Varies by plan type 

(e.g., HMO plans 

require PCP). 

Not required but are 

offered to bring savings 

to employers and 

employees. 

Varies by plan type 

(e.g., HMO plans 

require referrals). 

Typically, low or no 

coinsurance after the 

deductible is met. 

Deductibles are 

substantially higher 

than other plans. 

 



 

 

 

 

 

Health Savings 

Account (HSA) 

An HSA is a tax-

advantaged account used 

to pay for qualified 

medical expenses. An 

HSA must be used in 

conjunction with an 

HDHP. An advantage of 

an HSA is that the funds 

remaining in the account 

at the end of the plan 

year are rolled over into 

the account for the next 

year. 

N/A 

Not required. They 

may be used to pay 

for any qualified 

medical expense. 

N/A N/A 

Point-of-service 

Plan (POS) 

Plan combines elements 

of an HMO and PPO. 

Each time employees 

need health care, they 

can choose how it will be 

received. If an employee 

initially sees a PCP and 

stays in-network, then 

more substantial benefits 

will be received versus 

not seeing a PCP first. 

Required when 

accessing HMO-like 

benefits of the plan. 

Not required when 

accessing PPO-like 

benefits of the plan. 

Employees must 

stay in-network. 

Required for the 

HMO portion of the 

plan; not required 

for the PPO portion. 

No deductibles; 

minimal coinsurance 

or copays for HMO 

portion. 

Deductibles, 

coinsurance and 

copays are typical 

for the PPO 

portion—lower for 

in-network 

providers. 

Health 

Reimbursement 

Arrangement 

(HRA) 

A health reimbursement 

arrangement is a 

program that allows 

employers to set aside an 

amount of funds to 

reimburse participating 

employees for medical 

expenses. An HRA is 

often combined with 

another health plan. 

May not be 

required. Subject to 

the paired health 

plan and employer. 

May not be 

required. Subject to 

the paired health 

plan and employer. 

May not be 

required. Subject to 

the paired health 

plan and employer. 

N/A 

Health Flex 

Spending 

Account 

(Health FSA) 

A health flex spending 

account is an account set 

up through a health plan 

that allows employees to 

contribute funds that are 

not subject to payroll tax. 

Any unused funds are 

lost after a grace period. 

Employers also have the 

option of allowing 

employees to carry over 

up to $500 of unused 

funds from one year to 

the next. 

May not be 

required. Subject to 

the paired health 

plan. 

May not be 

required. Subject to 

the paired health 

plan. 

May not be 

required. Subject to 

the paired health 

plan. 

N/A 


