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Consumer-Directed Health
Care: Early Evidence About
Ettects On Cost And Quality

Although evidence is limited, early indications are that consumer-
directed plans are having a moderating effect on costs and cost
increases.

by Melinda Beeuwkes Buntin, Cheryl Damberg, Amelia Haviland, Kanika
Kapur, Nicole Lurie, Roland McDevitt, and M. Susan Marquis

ABSTRACT: Demand for consumer-directed health care (CDHC) is growing among purchas-
ers of care, and early evidence about its effects is beginning to emerge. Studies to date are
consistent with effects predicted by earlier literature: There is evidence of modest favorable
health selection and early reports that consumer-directed plans are associated with both
lower costs and lower cost increases. The early effects of CDHC on quality are mixed, with
evidence of both appropriate and inappropriate changes in care use. Greater information
about prices, quality, and treatment choices will be critical if CDHC is to achieve its goals.
[Health Affairs 25 (2006): w516-w530 (published online 24 October 2006; 10.1377/
hithaff.25.w516)]

years as one of the most potent ideas in health care reform. In the eyes of its

champions, health care costs are high and quality is low because our cur-
rent system of insurance fails to provide consumers with incentives to use care
wisely and shop for high-value services. CDHC advocates argue that giving con-
sumers incentives to be prudent managers of their own health and health care will
engage market forces in controlling costs and improving quality and outcomes.

A number of policy changes have already been implemented to facilitate a shift
toward CDHC. Legislation enacted in 2003 paved the way for tax-free health sav-
ings accounts (HSAs) to be paired with high-deductible insurance policies, an ar-
rangement intended to make consumers cost-sensitive without subjecting them
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to the financial risk of a catastrophic illness.! The Bush administration has pro-
posed making premiums tax-deductible for individuals purchasing HSA plans to
bolster the nongroup market for consumer-directed policies and to expand cover-
age. Further, some policy experts have called for making all health spending tax-
deductible, to reduce incentives to elect traditional employer-provided health in-
surance with generous up-front coverage.> In addition, advocates of CDHC are
seeking to apply its principles to Medicare and Medicaid beneficiaries with
chronic diseases.’

Demand for CDHC is growing, and early evidence about its effects is beginning
to emerge. In this paper we first examine recent trends in CDHC enrollment and
then review the literature about the potential threat posed by adverse selection
between consumer-directed and comprehensive plans. We also review the litera-
ture on CDHCs effects on health care use, costs, and quality. Finally, we present
supplementary data on the role of information under consumer-directed plan de-
signs. We conclude with recommendations for policy and future research.

Background

We begin by defining CDHC—a term that means different things to different
people. CDHC, which involves enrollment in consumer-directed health plans, re-
fers to insurance that provides financial incentives for consumers to become in-
volved in purchasing decisions regarding their health care.* Consistent with most
of the literature, we use the term “consumer-directed plan” to refer to any high-
deductible insurance plan; typically, “high deductible” refers to a plan with a
deductible of $1,000 or more.” In contrast, the average deducible in employer-
sponsored plans in 2004 was $220, and almost half of privately insured adults had
policies with no deductible.® Beneficiaries” out-of-pocket liability with a high-
deductible plan is about double the liability under more traditional plans.”

High-deductible plans are sometimes coupled with personal health accounts,
and some analysts use the term “consumer-directed plan” to refer only to high-
deductible plans that are combined with these accounts. The two main types of
personal health accounts, their attributes, and their enrollment are described in
Exhibit 1.% The most recent are HSAs—tax-advantaged savings accounts that may
be used to pay for qualified medical expenses.” HSAs must be paired with a health
plan whose minimum deductible is $1,000 for individuals or $2,000 for families."”
Health reimbursement accounts (HRAs) are similar to HSAs but are owned by
employers and do not need to be coupled with a high-deductible plan."

In 2005, only 10 percent of privately insured nonelderly American adults were
enrolled in a plan with a high deductible; about 10 percent of them had an HRA or
HSA."2 One-fifth of employers offering health insurance offered a high-deductible
plan, and about 4 percent offered such a plan with an HRA or HSA option.”

However, demand for these plans appears to be growing. The most recent and
complete data available concern HSA-compatible plans. A 2006 survey of these
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EXHIBIT 1
Characteristics Of Personal Health Accounts

Health savings account (HSA) Health reimbursement arrangement (HRA)
Overview Tax-free account designed to pay for Employer-funded account designed to reimburse
qualified medical expenses, employees’ qualified medical expenses

encourage efficient spending, and
serve as a retirement savings account

Account funders Employee, employer, or both Employer

Account ownership Employee Employer

Annual limits on Federally set limit of up to 100% of the No federal limits, employers can set
contributions deductible, not to exceed $2,700 for

self-only or $5,450 for families in 20062

Tax treatment of Employee contributions are tax- Employer contributions are excluded from gross
contributions deductible; employer contributions are income and not subject to taxes

excluded from gross income and not

subject to taxes

Rollover provisions Yes Yes; unused funds revert to employer if
employee leaves or retires

Penalties for Taxed as income plus 10% additional tax Nonmedical expenses not allowed
nonmedical use if used for nonmedical expenses

Required companion Must be paired with a high-deductible No specific companion-plan requirements
plan companion plan (min. $1,050 for self-

only, $2,100 for families in 2006)

Enabling legislation Medicare Prescription Drug, Improvement, Authorized by the Treasury Department Revenue
and Modernization Act (MMA) of 2003 Ruling 2002-41 in 2002, and IRS Guidance
2002-45
2006 enrollment 3.2 million® 2.9 million®

SOURCES: Authors’ analysis except where indicated.

2U.S. Department of the Treasury, “Indexed Amounts for Health Savings Accounts,” Press Brief no. js-2996, 28 October 2005,
http://www.ustreas.gov/press/releases/js2996.htm (accessed 3 April 2006).

®America’s Health Insurance Plans, Center for Policy and Research, “January 2006 Census Shows 3.2 Million People Covered
by HSA Plans,” January 2006, http://www.ahipresearch.org/pdfs/HSAHDHPReportJanuary2006.pdf (accessed 20 March
2006). Members of America’s Health Insurance Plans (AHIP) constitute the vast majority of insurers selling these products.
¢S. Davis and J. Gutman, “CDH Enrollment Increases to 4.9 Million; HSA-qualified HDHPs Gain on HRA Plans,” Inside
Consumer-directed Care, 27 January 2006. Figure includes HRA enrollees who are in both high- and low-deductible plans.

plans found that enrollment had more than tripled since early 2005, reaching 3.2
million."* Predictions for future growth in the HSA market are also impressive:
One recent forecast is that the market will expand to fifteen to thirty million en-
rollees over the next five to ten years.” Moreover, 26 percent of firms that do not
offer a plan with an HRA say that they are likely to do so in the next year, and 27
percent say that they are likely to offer an HSA-compatible plan.'®

All of these figures must, however, be kept in context: The millions enrolled in
HSA- and HRA-based plans by 2006 still represent only about 3 percent of the
commercial insurance market, although it represents a substantial increase over
the 1 percent reported for 2005." Nonetheless, these gains in enrollment and the
administration’s embrace of consumer-directed plans raise critical questions. Will
favorable selection into consumer-directed plans lead to fewer choices, which will
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burden the sick and the poor? Will CDHC spur patients to make prudent health
care choices or lead to cutbacks in appropriate and necessary care? Will this con-
strain overall health care cost growth or drive needed improvements in quality?

We examine what the early evidence has to say about these questions below.
We drew upon the research literature as well as reports from carriers and employ-
ers offering health insurance. We selected studies that provided quantitative esti-
mates and that compared consumers’ experiences with CDHC to a control group
using cross-sectional data or panel data. To obtain a broad look at these new expe-
riences, we did not restrict our review to studies that employed rigorous analytic
methods. In few cases do the analyses attempt to control for confounding factors;
in some cases, the analytic methods are not completely described, and in no cases
are the findings able to cover much more than the plans’ initial implementation
periods. Therefore, we focus on consistent patterns across the studies rather than
on specific results, and we couple this information with relevant results from the
RAND Health Insurance Experiment (HIE). Our analysis contrasts outcomes for
those in high-deductible plans with those in more comprehensive traditional
plans, because many policy concerns center on forgone care from switching the in-
sured to less comprehensive coverage.'®

The Challenge Of Adverse Selection

Many policymakers are greatly concerned about adverse selection—whereby
low-deductible insurance is more attractive to sicker people and consumer-
directed plans are more attractive to healthy people—and its implications for ac-
cess to and quality of care for the sick. If healthier families leave traditional plans,
the cost of these plans for those remaining in them might increase. This could lead
to lower levels of insurance for them and to underuse of care; ultimately, it might
cause the number of uninsured Americans to rise further. Simulation studies have
concluded that selection might be a concern with very-high-deductible plans but
is less likely to be an issue when deductibles are modest.”

The new evidence about the extent of selection from comparisons of CDHC en-
rollees to those in traditional plans is shown in Exhibit 2.*° The studies generally
find little difference in the average age of subscribers between those in consumer-
directed and other plans, but they find that CDHC participants have higher in-
comes than those in other plans. Those in CDHC also appear to be in somewhat
better health. This latter conclusion was also reached by Laura Tollen and col-
leagues, who report that use by CDHC enrollees prior to switching was less than
use by those remaining in traditional plans.” In sum, there may be some modest fa-
vorable health selection among early adopters of CDHC that warrants monitoring.

Effects Of High Deductibles And Personal Accounts

B Health care use. The best source of information about the effect of high de-
ductibles on health care spending continues to be the RAND HIE.*? Exhibit 3 sum-
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EXHIBIT 2
Evidence On Selection Into Consumer-Directed Health Plans

Type of selection Populations Measure of
measure/source compared selection CDHP Comparison
Age
Parente et al., 2004 Enrollees in CDHP vs. PPO, Age of subscriber 41 42
1 employer
Parente et al., 2004 Enrollees in CDHP vs. HMO, Age of subscriber 41 40
1 employer
GAO, 2006 FEHB in CDHP vs. all other plans Age of subscriber 41 47
Tollen et al., 2004 Enrollees in CDHP vs. other plans,  Age of subscriber 38 38
1 employer
eHealthinsurance, 2005 Enrollees in HSA vs. other plans Percent over age 40 35% 49%
sold by eHealthinsurance
Fronstin and Collins, 2005 Those in high-deductible vs. Percent over age 45 58% 45%
other plans?
Income
Parente et al., 2004 Enrollees in CDHP vs. PPO, Percent in top quartile  36% 27%
1 employer
Parente et al., 2004 Enrollees in CDHP vs. HMO, Percent in top quartile  36% 20%
1 employer
GAO, 2006 FEHB in CDHP vs. all other plans Percent earning 43% 23%
>$75,000
Lo Sasso et al., 2004 Enrollees in CDHP vs. other plans,  Percent with income 6.4% 3.7%
1 employer >$80,000
Tollen et al., 2004 Enrollees in CDHP vs. other plans,  Average salary groupb 2.6 2.2
1 employer
Fronstin and Collins, 2005 Those in high-deductible vs. Percent with income 16% 18%
other plans? >$100,000
Health
Parente et al., 2004 Enrollees in CDHP vs. PPO, Case-mix index® 6.5 7.1
1 employer
Parente et al., 2004 Enrollees in CDHP vs. HMO, Case-mix index® 6.5 6.8
1 employer
Fronstin and Collins, 2005 Those in high-deductible vs. Report excellent/very 48% 45%
other plans?® good health
Fowles et al., 2004 Those in HRA vs. other plans Report excellent/very 82% 61%
good health

SOURCES: See Note 20 in text.

NOTES: CDHP is consumer-directed health plan. PPO is preferred provider organization. HMO is health maintenance
organization. FEHB is Federal Employees Health Benefit plan. HSA is health savings account. HRA is health reimbursement
arrangement.

aHigh-deductible is $1,000 single or $2,000 family; includes enrollees in plans with savings accounts and in plans without
accounts.

"Higher indicates worse health/higher salary.

marizes the results of several studies that have used HIE results to simulate the ef-
fect of moving the population from a plan typical of those now offered by employers
to a plan with a high deductible.”® The studies by Emmett Keeler and colleagues
(1996 and 1988) use a simulation model based on the HIE to assess changes in the
number and costs of health care episodes that occur when a person exceeds the in-
surance deductible or the maximum limit, or both.?* Larry Ozanne (1996) estimated
savings using the overall price elasticity of demand from the HIE.” The other two
studies in Exhibit 3 are based on actuarial pricing models that use a range of esti-
mates of the elasticity of demand from the literature—including the HIE esti
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EXHIBIT 3
Predictions Of Reduced Health Care Spending From Moving To High-Deductible
Health Plan

Base plan? High-deductible plan? Estimated Reduction in
reduction spending if
in total coupled with

Out-of-pocket Out-of-pocket spending savings

Source Deductible ($§) maximum ($) Deductible ($) maximum ($) (%) account (%)°
Keeler et al., 1988 300 3,000 1,000 3,000 5 2.5

Keeler et al., 1996 335 2,000 2,000/4,000° 2,000/4,000° 6 3

Ozanne, 1996 275 1,400 2,800 2,800 4-8 2-4

Lee and Tollen, 270 1,600 1,070 3,210 13 6.5

2002
Nichols et al., 1996 350 1,825 3,000 3,000 15 7.5

SOURCES: See Notes 24, 25, and 26 in text.

2The parameters of the plans examined in each study are inflated to 2003 dollars in the exhibit using the medical care
component of the Consumer Price Index.

Assuming savings account offsets the effect of the high deductible by 50 percent, based on Keeler et al., 1996 and Ozanne,
1996.

¢Individual/family deductible.

mates.”® All told, the studies in Exhibit 3 suggest that moving everyone from a tradi-
tional plan to a high-deductible plan would result in a one-time reduction in use of
about 4-15 percent. Another recent study also concluded that CDHC will have only
modest effects because many with high spending would actually see a decrease in
cost sharing under some consumer-directed plan designs.”

The availability of personal spending accounts (HRAs or HSAs) coupled with a
high-deductible plan may affect spending incentives and offset some of these
gains. For example, if consumers view the accounts as earmarked for current
spending, they might feel that there is no need to constrain spending despite the
deductible, at least until they have exhausted the account. HSAs' tax benefit
makes current consumption of medical care below the plan deductible somewhat
less expensive than current consumption of other goods and services; this miti-
gates the effects of a high-deductible plan.

Estimates are that personal health accounts might offset the 4-15 percent re-
duction in spending expected from a high-deductible plan by about half, so that
high-deductible plans combined with personal accounts would reduce use by 2-7
percent (Exhibit 3).2® However, in addition to the tax-favored status of current
contributions, the interest on HSAs is not taxed as earned, which could boost
HSAS’ cost containment incentives. Still, experts believe that the reduction in
spending by a person with an HSA would be less than the reduction with a high-
deductible plan alone.?

The emerging evidence that the new consumer-directed plans affect total
health care use is summarized in Exhibit 4. The eight reports summarized in the
exhibit include comparisons of a population before and after adopting CDHC and

]
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EXHIBIT 4
Comparisons Of Total Health Services Use In Consumer-Directed Health Plans And
Other Plans

Type of comparison/ Populations Measure of use or Adjusted
source compared spending (increase) for pop. CDHP Comparison
Cross-sectional spending
Parente et al., 2004 Enrollees in CDHP vs. 2-year average spending Yes $7,152 $7,714
PPO, 1 employer
Parente et al., 2004 Enrollees in CDHP vs. 2-year average spending Yes $7,152 $6,986
HMO, 1 employer
Lo Sasso et al., 2004 Enrollees in CDHP vs. 2002 spending No $1,492 $2,837
other plans, 1 employer
Premium increase
PriceWaterhouseCoopers, Sample of CDHP vs. non- Late 2004-early 2005 No 3.4% 9.6%
20052 CDHP plans increase
Ehrbeck and Packard, Test sample of plans of 2003 increase No 2.0% 16.0%
2005 1 carrier
Deloitte, 20052 Sample of large 2006 increase No 2.6% 7.5%
employers, CDHP vs.
PPO
Spending increase
Parente et al., 2004 Enrollees in CDHP vs. 2-year total spending Yes 85.3% 60.2%
PPO, 1 employer increase
Parente et al., 2004 Enrollees in CDHP vs. 2-year total spending Yes 85.3% 36.2%
HMO, 1 employer increase
Humana, 2005 Enrollees in carrier 1-year claims cost Yes® 5.6% 14.1%
product vs. market increase vs. market
average® average
Leach, 20042 Employees after full 1-year change =€ -18.7% -°
replacement, no control
Utilization increase
Downey, 2004 Enrollees in CDHP vs. Hospital admissions, Yes -52% 11.7%
other plans, 1 carrier 1-year change
Downey, 2004 Enrollees in CDHP vs. Primary care visits, Yes -10.9% 3.5%
other plans, 1 carrier 1-year change
Downey, 2004 Enrollees in CDHP vs. Emergency room visits,  Yes -2.6% 4.2%
other plans, 1 carrier 1-year change
Humana, 2005 Enrollees in carrier Hospital days vs. market Yes® -4% -2%
product vs. market average, 1-year change
average®
Humana, 2005 Enrollees in carrier Office visits vs. market Yes? -1% 3%

product vs. market
average®

average, 1-year change

SOURCES: See Note 30 in text.

NOTE: Unless otherwise noted, consumer-directed health plans (CDHPs) have a deductible of $1,000 or higher. PPO is
preferred provider organization. HMO is health maintenance organization.
2Size of CDHP deductible not specified.
Not specified whether CDHP enrollees had personal spending accounts.

¢CDHP experience includes all employees in the carrier offerings, not just those enrolling in the plan.

9Comparison is all enrollees with the carrier, but it does not control for selection into the carrier.

¢Not applicable.

case studies of the experience of enrollees in consumer-directed plans compared
with those in traditional plans.*

The favorable selection noted above confounds simple comparisons: Exhibit 4
notes when the contrasts control for selection or secular trends. Although the ex-
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hibit reflects experiences in a limited number of consumer-directed plans, the
early evidence, consistent with the HIE, suggests that higher deductibles reduce
total health care use and spending, Two cross-sectional studies of a single em-
ployer found lower levels of health spending (including out-of-pocket payments
and plan spending) among enrollees in consumer-directed plans than among
those in other plans.* However, in one of these, rates of increase in premiums were
higher in the consumer-directed than in traditional plans, even though levels of
spending were lower in the former. In a recent set of case studies of seven con-
sumer-directed plans with spending accounts, plans reported reduced service use
following the introduction of the consumer-directed option (data not shown).>> In
addition, six studies shown in Exhibit 4 report lower rates of increase in costs or
use in consumer-directed than in other plans.

Anecdotal reports in the trade literature tend to support the view that CDHC
helps lower costs. Estimates of at least 10 percent savings relative to expected
trends for employers introducing high-deductible plans are typical, with some re-
porting 20-25 percent savings.** Some of these anecdotal reports refer to employer
savings and some, to reductions in total health care resources, and it is not always
clear which is being reported. In the former case, savings could represent a shift in
costs from employer to employee rather than real spending reductions. But on bal-
ance, early evidence suggests that CDHC may help lower costs and lower cost in-
creases—although larger studies with rigorous designs are needed to confirm
these findings and to establish whether these differences can be sustained.

B Quality of care. Claims that CDHC will encourage patients to reduce inap-
propriate and unnecessary use instead of making indiscriminant cuts are more
problematic. Although the HIE found that greater patient cost sharing reduces use,
italso concluded that reductions occurred both in care that is considered efficacious
and in services that are less effective.** There were a few exceptions. Cost sharing re-
duced use of the emergency room for less urgent problems to a greater extent than
for more urgent problems. And cost sharing did not reduce use of care regarded as
highly effective for nonpoor children.

Changes have occurred since the HIE that might promote more-appropriate
care choices among consumers who have financial incentives to choose wisely.
First, many consumer-directed plans include financial incentives to encourage
participation in programs such as health risk appraisals, disease management pro-
grams to develop self-management skills for chronic diseases, and wellness initia-
tives. Second, many insurers and employers offer consumer-directed plans that
waive or reduce the deductible for preventive care. A 2005 national survey of em-
ployers found that 60 percent of employees in a high-deductible plan with an
HRA and one-third of those with an HSA had some preventive services paid for
before the deductible was met.** Finally, there are efforts to couple the new plan
designs with tools to help consumers make better choices about the health care
they use, which we discuss below.
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Nonetheless, the evidence about CDHC’s effects on quality remains mixed (Ex-
hibit 5).%° Several studies report increased use of preventive care in consumer-
directed plans and increased compliance with prescribed treatment regimens.
One study also finds that those in such plans are more likely than others to forgo
care for less serious health problems but are not more likely than others to forgo

EXHIBIT 5

Comparison Of Quality Indicators And Satisfaction In Consumer-Directed Health

Plans And Other Plans

Comparison
Source populations Measure Adjusted CDHP Comparison
Quality indicators
based on use
Downey, 2004 Enrollees in CDHP and Increase in use of preventive Yes 23.1% 8.3%
other plans, 1 carrier exams, 2-year
Humana, 2005 Enrollees in 1 carrier Compliance indicator® Yes? 76.8 62.7
product with CDHP vs.
traditional product groups?®
Agrawal et al., CDHP enrollees with chronic Report likely to follow No 55% 44%
2005 conditions vs. others with condition treatment
chronic conditions regimen
Agrawal et al., CDHP enrollees vs. others Report forgone care for not No 11% 5%
2005 in other products very serious problem
Report forgone care for very No 2% 3%
serious problem
Greene et al., Enrollees in CDHP vs. PPO,  Report failed to see doctor Yes 16% 11%
2005 1 employer as needed
Report failed to get lab test Yes' 7% 4%
Davis et al., 2005 CDHP = deductible of Report failed to get No 21% 17%
$500+; other = deductible  prescriptions
of <$500 Report failed to see 12% 7%
specialist as needed
Report skipped test or follow-up 19% 10%
Report failed to see doctor 24% 9%
as needed
Fronstin and Those in high-deductible Delayed or avoided getting No 31% 17%
Collins, 2005 plans vs. other plans® care due to cost
Quality indicators
based on patient
satisfaction
Agrawal et al., CDHP enrollees before and ~ Satisfied with CDHP -d 44% -9
2005 after CDHP
Fronstin and Those in high-deductible Extremely or very satisfied No 34% 63%
Collins, 2005 plans vs. other plans® with plan
Christianson et CDHP enrollees vs. other Satisfaction index (10 = No 7.46 7.55

al., 2004 plans, 1 employer high satisfaction)

SOURCES: See Note 36 in text.
NOTES: CDHP is consumer-directed health plan. PPO is preferred provider organization.

2Comparison is for all enrollees with the carrier group, not just those in the CDHP, but does not control for group selection to

carrier.

"Based on the Medication Possession Ratio [Journal of Managed Care Pharmacy 6, no. 6 (2000): 499-506].

¢Unadjusted result shown, but adjustment confirmed finding.
9Not applicable.
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needed care. On the other hand, several studies find that those in consumer-
directed plans are significantly more likely to adopt cost-saving behavior that
might have adverse consequences. Patient satisfaction is also an indicator of qual-
ity; Exhibit 5 shows that consumer-directed plan enrollees are less satisfied with
their health coverage than those in other types of plans and frequently are less sat-
isfied with their consumer-directed plan than with their previous plan.

The Potential Roles Of Information And Technology

CDHC is predicated on the idea that when choices “hit people in their pocket-
books,” people will demand to know more about the cost and quality of their care.
So the fact that most consumers don't know what medical care costs or how to as-
sess quality would seem to represent a major obstacle to CDHC. Surveys of plans
in 2003 and early 2004 concluded that only a minority of consumer-directed plans
provide comparative price data.’”

New sources of information and information tools, however, are appearing,
Aetna has begun a pilot program in Cincinnati to report the fees it has negotiated
for the most common medical procedures.”® CIGNA has introduced a nationwide
plan to provide information about prices for prescription drugs—including pa-
tients’ out-of-pocket costs.*

Insurers are arming patients with questions to ask when choosing providers.
They are also partnering with health information organizations to provide person-
alized Web sites that combine health risk assessment tools, personal health rec-
ords, and health information. In a recent Forrester Research study, a majority of
employers reported that they intend to provide employees with information about
provider quality.*°

Just as important, there are indications that consumers in consumer-directed
plans are using this information. Enrollees in such plans are more likely than those
in comprehensive plans to ask providers about cost, to identify and consider treat-
ment alternatives, and to pay attention to wellness and prevention practices.*
They are also more likely to check plan coverage before seeking care, discuss costs
and options with physicians, ask for less costly drugs, check quality ratings, and
ask about service prices.*

Aetna indicates that its consumer-directed plan enrollees access information at
twice the rate of other members.*”* Those in such plans are more likely to use nurse
hotlines to decide whether to seek care or self-treat, more likely to seek out alter-
native treatment methods, and more likely to choose less expensive and less ex-
tensive treatment (such as going to an urgent care center rather than an emer-
gency room).**

Nonetheless, consumer-directed plan enrollees feel that they lack sufficient in-
formation to support their decisions, particularly in the area of costs.® Less than a
sixth of enrollees said that information was available to help them with choices,
and only half of those said that they used it to make decisions.*
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Some plans are using network design to convey information to patients. For ex-
ample, tiered-provider networks include all or most available hospitals and health
systems in their plans, placing them in different tiers with different cost-sharing
requirements. This provides consumers with choices while sending signals that
not all providers are equally cost-effective.

Still, the information available to consumers about provider cost and perfor-
mance, and about the effectiveness of treatment alternatives, is sparse. Cost infor-
mation in particular is difficult for even assertive consumers to extract from pro-
viders. Consumers are also handicapped by the lack of standardization in
measurement and reporting across providers and treatments.

Similarly, physicians often do not have the information systems they need to
help consumers make informed choices. This may be part of the reason why almost
half of patients now report that physicians do not involve them in decision mak-
ing.* Clearly, this situation is a far cry from the patient-centered health care sys-
tem that is one of the six aims for improving the quality of health care recom-
mended by the Institute of Medicine (IOM).

Given this, there are mounting calls for more and better information technology
(IT) for both patients and providers. Supporters of CDHC argue that patient fi-
nancial responsibility will produce demand for information and even serve as the
impetus for comprehensive electronic health records (EHRs). All of this points to
the substantial but as yet unrealized potential of IT in the health sector, especially
if CDHC continues to grow.

Discussion And Conclusions

The evidence needed to draw firm conclusions about CDHC’s overall effects
does not yet exist. The evidence to date focuses on early adopters, is limited to se-
lected case studies, often does not control for confounding factors, and in some
cases is purely anecdotal. Despite this, experiences to date are consistent with ef-
fects predicted by earlier analyses and the HIE findings; they suggest that CDHC
is associated with modest favorable health selection, one-time reductions in use
and costs, and mixed effects on quality. Nonetheless, more research is needed that
examines a broad range of benefit designs, includes sufficient sample to test for
different effects of CDHC among vulnerable populations, measures changes in
patterns of use, and adopts rigorous analytic techniques and methods that will
produce reliable and generalizable conclusions.

B Input from experts. Moreover, the early evidence and the prior literature can-
not tell us how stakeholders and policymakers can encourage “consumerism” and
spur more fundamental changes in the health care system. To assess this, we inter-
viewed twenty-five people representing insurers, employers, and provider groups
who are involved with CDHC. The experts with whom we spoke were unanimous
in agreeing that increased consumer engagement is important to improved decision
making, adherence, and outcomes and that financial incentives could be important
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in bringing about this engagement. But most experts agreed that providing appro-
priate incentives to physicians is also important.

All experts with whom we spoke agreed that existing IT is inadequate. They
cited a need for standardized measures to compare quality among providers;
better data-sharing systems; state-of-the-art evidence-based-medicine and tech-
nology assessment information; and cost-effectiveness measures. Better measures
of quality would aid in network design and support better individual choices.
Once such information is available, research needs to continue to assess whether
and how it is used and how it affects longer-term cost and quality outcomes.

M Policies to promote quality in consumer-directed plans. We found a strik-
ing degree of unanimity among the experts we interviewed about the role that pub-
lic policy should play. All of them saw CDHC continuing into the foreseeable future,
and many cited a need for regulations that allow greater flexibility in plan design to
provide incentives for appropriate use and to protect vulnerable populations. Some
would like to see regulations that allow HSAs to be paired with benefit designs that
permit variation in deductibles or cost sharing, depending on place of service, type
of provider choice, and treatment choice. Some employers would like greater flexi-
bility to tailor cost sharing or account contributions to the needs of specific employ-
ees, varying amounts based on income or health status. There are indications that
such flexibility might soon be forthcoming. A Treasury official recently stated that
employers will probably soon be allowed to make contributions to HSAs based on
factors such as age and income.*®

The public sector could also further quality improvements by developing stan-
dard metrics for assessing quality. A lack of uniform quality metrics has led to
many different systems, rendering comparisons across plans and groups difficult if
not impossible.

Valid performance measurement requires the ability to score a provider on a
substantial number of events. An important role for government is in facilitating
mechanisms to generate the data needed for valid measurement. One approach is
to use Medicare data to measure performance, as is occurring in a limited way
through pilot projects. Another is to remove legal challenges to releasing data pub-
licly and to pooling data across private insurers that arise from Health Insurance
Portability and Accountability Act (HIPAA) concerns. Similarly, steps need to be
taken to increase the amount of information available to consumers about prices,
to increase the competitiveness of the provider market.

Many experts believe that EHRs have the potential to improve health care qual-
ity, promote continuity of care, and help doctors and patients make better choices.
They believe that a more aggressive public-sector role is needed to support and
promote this development and to find ways to make the return on investment suf-
ficient for small practices to participate. Using the Medicare system to develop in-
centives to adopt electronic records could be one way to do this.

Finally, some cited a role for the public sector in raising the level of health liter-
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acy. About half of all Americans now have difficulty understanding health infor-
mation, which could affect their ability to obtain high-quality care.* The public
sector can help develop measures of health literacy, monitor trends in health liter-
acy, and develop programs and standards for improving health literacy.

The authors gratefully acknowledge support from the California HealthCare Foundation and from RAND’s
Comprehensive Assessment of Reform Efforts (COMPARE) initiative. They are also thankful to the insurers,
employers, and experts from the consumer-directed health care and health policy arenas who provided them with
information and insights, and to Linda Walgamott and Amanda Pomeroy, who provided administrative and
research dssistance.

NOTES

1.

10.

1L

12.
13.
14.

15

HSAs were established as part of the Medicare Prescription Drug, Improvement, and Modernization Act
(MMA) of 2003.

J. Cogan, G. Hubbard, and D. Kessler, “Keep Government Out,” Wall Street Journdl, 13 January 2006; and J.F.
Cogan, R.G. Hubbard, and D.P. Kessler, “Making Markets Work: Five Steps to a Better Health Care Sys-
tem,” Health Affairs 24, no. 6 (2005): 1447-1457.

J. Frogue, “The Future of Medicaid: Consumer-directed Care,” Backgrounder no. 1618 (Washington: Heri-
tage Foundation, 2003).

M.B. Buntin et al., “Consumer-directed” Health Plans: Implications for Health Care Quality and Cost, June 2003, http://
www.chef.org/documents/insurance/ConsumerDirHealthPlansQualityCost.pdf (accessed 28 March
2006).

G. Claxton et al., “What High-Deductible Plans Look Like: Findings from a National Survey of Employers,
2005,” Health Affairs 24 (2005): w434-w441 (published online 14 September 2005;10.1377/hlthaffw5.434).

J. Gabel et al., “Health Benefits in 2004: Four Years of Double-Digit Premium Increases Take Their Toll on
Coverage,” Health Affairs 23, no. 5 (2004): 200-209; Henry J. Kaiser Family Foundation and Health Re-
search and Educational Trust, Employer Health Benefits: 2002 Annual Survey, September 2002, http:/www
Kkff.org/insurance/3251.pdf (accessed 5 January 2005); and P. Fronstin and S.R. Collins, “Early Experience
with High-Deductible and Consumer-driven Health Plans: Findings from the EBRI/Commonwealth Fund
Consumerism in Health Care Survey,” Issue Brief no. 288 (Washington: Employee Benefit Research
Institute, 2005).

S. Trude, “Patient Cost Sharing: How Much Is Too Much?” Issue Brief no. 72 (Washington: Center for
Studying Health System Change, 2003).

U.S. Department of the Treasury, “Indexed Amounts for Health Savings Accounts,” Press Brief no. js-2996,
28 October 2005, http://www.ustreas.gov/press/releases/js2996.htm (accessed 3 April 2006); America’s
Health Insurance Plans, “January 2006 Census Shows 3.2 Million People Covered by HSA Plans,” January
2006, http://www.ahipresearch.org/pdfs/HSAHDHPReportjanuary2006.pdf (20 March 2006); and S.
Davis and J. Gutman, “CDH Enrollment Increases to 4.9 Million; HSA-qualified HDHPs Gain on HRA
Plans,” Inside Consumer-directed Care, 27 January 2006.

Centers for Medicare and Medicaid Services, CMS Legislative Summary, April 2004, Summary of HR. 1 Medicare
Prescription Drug, Improvement, and Modernization Act of 2003, Public Law 108-173, April 2004, http://cms.hhs
.gov/MMAUpdate/downloads/PL108-173summary.pdf (accessed 30 March 2006).

This has since been increased to $1,050 and $2,100, respectively, although many plans on the market have
higher deductibles. J.C. Robinson, “Health Savings Accounts—The Ownership Society in Health Care,”
New England Journal of Medicine 353, no. 12 (2005): 1199-1202.

Flexible spending accounts (FSAs), enacted in 1978, are even more restricted in that they do not roll over
from year to year. Medical savings accounts (MSAs) were the precursors to HRAs and HSAs, but the legis-
lation that authorized them has now expired.

Fronstin and Collins, “Early Experience.”

Claxton et al., “What High-Deductible Plans Look Like.”

AHIP, “January 2006 Census.”

. S. Duxbury, “Consumers Not Driving New Health Vehicles,” San Francisco Business Times, 1 October 2004;

w528 24 October 2006



CosT & QUuALITY

16.
17.
18.

19.

20.

2L

22.

23.

24.

25.

26.

27.

28.
29.
30.

3L

and Celent Communications LLC, “Health Savings Accounts: How Will the Stars Align?” Press Release,
22 September 2005, http://celent.com/PressReleases/20050922/HealthSavingsAccounts.htm (accessed 30
March 2006).

Claxton et al., “What High-Deductible Plans Look Like.”
Authors’ calculations based on AHIP and census data.

Some believe that CDHC will also lead to an increase in the number of insured people. Our review does
not include estimates of this benefit.

E.B. Keeler et al., “Can Medical Savings Accounts for the Nonelderly Reduce Health Care Costs?” Journal of
the American Medical Association 275, no. 21 (1996): 1666-1671.

ST. Parente, R. Feldman, and J.B. Christianson, “Evaluation of the Effect of a Consumer-driven Health Plan
on Medical Care Expenditures and Utilization,” Health Services Research 39, no. 4, Part 2 (2004): 1189-1210;
U.S. Government Accountability Office, Federal Employees Health Benefits Program: First Year Experience with
High-Deductible Health Plans and Health Savings Accounts, Pub. no. GAO-06-271 (Washington: GAO, 2006); L.A.
Tollen, M.N. Ross, and S. Poor, “Risk Segmentation Related to the Offering of a Consumer-directed Health
Plan: A Case Study of Humana Inc.,” Health Services Research 39, no. 4, Part 2 (2004): 1167-1188;
eHealthInsurance, “Health Savings Accounts: The First Year in Review;” 2005, http://www.flinthills.org/
component/option,com_docman/task,doc_view/gid,112/Itemid,52 (accessed 14 September 2006); Fronstin
and Collins, “Early Experience”; AT. Lo Sasso et al., “Tales from the New Frontier: Pioneers’ Experiences
with Consumer-driven Health Care,” Hedlth Services Research 39, no. 4, Part 2 (2004): 1071-1090; and J.B.
Fowles et al., “Early Experience with Employee Choice of Consumer-directed Health Plans and Satisfac-
tion with Enrollment,” Health Services Research 39, no. 4, Part 2 (2004): 1141-1158.

Tollen et al., “Risk Segmentation.”

J.P. Newhouse and the Insurance Experiment Group, Free for All? Lessons from the RAND Health Insurance Exper-
iment (Cambridge, Mass.: Harvard University Press, 1993).

The average deductible for enrollees in group plans in 2004 was $221 (based on Gabel et al., “Health Bene-
fits in 2004”), and the average deductible in preferred provider organization (PPO) plans was about $1900
(based on KFF/HRET, Employer Health Benefits: 2002 Annual Survey, inflated to 2004 dollars).

Keeler et al., “Can Medical Savings Accounts?”; and E.B. Keeler and J.E. Rolph, “The Demand for Episodes
of Treatment in the Health Insurance Experiment,” Journdl of Health Economics 7, no. 4 (1988): 337-367.

L. Ozanne, “How Will Medical Savings Accounts Affect Medical Spending?” Inquiry 33, no. 3 (1996): 225-
236.

J.S. Lee and L. Tollen, “How Low Can You Go? The Impact of Reduced Benefits and Increased Cost Shar-
ing,” Health Affairs 21 (2002): w229-w241 (published online 19 June 2002; 10.1377/hlthaffw?2.229); and L M.
Nichols, M. Moon, and S. Wall, Tax-preferred Medical Savings Accounts and Catastrophic Health Insurance Plans: A
Numerical Analysis of Winners and Losers, April 1996, http://www.urban.org/UploadedPDF/winlose.pdf (ac-
cessed 14 September 2006).

S. Glied, “Is Something Better than Nothing? Health Insurance Expansions and the Content of Coverage,”
in Frontiers in Health Policy Research, vol. 6, ed. D. Cutler and A. Garber (Cambridge, Mass: MIT Press, 2003),
55-86.

Keeler et al., “Can Medical Savings Accounts?”; Ozanne, “How Will Medical Savings Accounts?”
Ozanne, “How Will Medical Savings Accounts?”

Parente et al., “Evaluation”; Lo Sasso et al., “Tales from the New Frontier”; PricewaterhouseCoopers, “Em-
ployers Embrace Consumerism to Control Healthcare Costs: New PwC White Paper,” September 2005,
htep://pwe.com/us/eng/about/ind/healthcare/pubconsumerism.html (accessed 14 September 2006); T.E.
Ehrbeck and K. Packard, Will Consumer-driven Health Care Take Off? Expert Voices (Washington: National Insti-
tute for Health Care Management Foundation, May 2005); Deloitte, “2005 Consumer-driven Health Care
Survey,” Press Release, 15 November 2003, http:/deloitte.com/dtt/press_release/0,1014,sid%253D2283%
2526¢id%253D100463,00.html (accessed 14 September 2006); Humana, Health Care Consumers: Passive or Ac-
tive?, June 2003, http://apps.humana.com/marketing/documents.asp?file=319272 (accessed 23 March 2006);
H. Leach, head of Human Resources, Logan Aluminum Inc., “Consumer-directed Health Plans,” Testimony
before the Joint Economic Committee, U.S. Congress, 25 February 2004; and R. Downey, “The Changing
Model of Consumer-directed Health Care: HRAs and HSAs,” Aetna presentation, Washington, D.C., 30
November 2004.

In a few reports it was not possible to determine whether the outcome measure included total utilization
or just the employer cost.

HEALTH AFFAIRS ~ Web Exclusive w529



CoNsUMER-DIRECTED CARE

32.

33.

34.
35.
36.

37.

38.
30.

40.

41.

42.
43.

DK. Remler and S.A. Glied, “How Much More Cost Sharing Will Health Savings Accounts Bring?” Health
Affairs 25, no. 4 (2006): 1070-1078.

G.M. Turner, “New Studies Show Consumer-directed Care Reduces Costs and Improves Access,” 21 July
2004, http://www.galen.org/cchdocs.asp?docID-=679 (accessed 10 December 2004); G. Gonzalez, “Con-
sumerism Brings Savings, Member Satisfaction,” Business Insurance 38, no. 26 (2004): T12-T13; and M.
Prince, “Consumer-driven Health Plans Seeing Some Initial Successes; Employers Expanding Programs
Following Trial Periods,” Business Insurance 7, no. 13 (2003): 3-4.

Newhouse et al., Free for All?

Claxton et al., “What High-Deductible Plans Look Like.”

Downey, “The Changing Model”; Humana, Health Care Consumers; V. Agrawal et al., “Consumer-directed
Health Plan Report—Farly Evidence Is Promising,” June 2005, http://www.mckinsey.com/clientservice/
payorprovider/Health_Plan_Report.pdf (accessed 2 October 2006); J. Greene, J. Hibbard, and M. Tusler,
“Consumers’ Use of Health Care Decision Making Tools and Cost Conscious Decision Making” (Paper
presented at the National Academy for State Health Policy’s Fighteenth Annual State Health Policy Con-
ference, Consumer Directed Health Care: Research Findings and State Policy Implications, Nashville, Ten-
nessee, 7 August 2005); K. Davis, M.M. Doty, and A. Ho, “How High Is Too High? Implications of High-
Deductible Health Plans,” Pub. no. 816 (New York: Commonwealth Fund, April 2005); and Fronstin and
Collins, “Early Experience.”

M. Rosenthal, C. Hsuan, and A. Milstein, “A Report Card on the Freshman Class of Consumer-directed
Health Plans,” Health Affairs 24, no. 6 (2005): 1592-1600; and M. Rosenthal and A. Milstein, “Awakening
Consumer Stewardship of Health Benefits: Prevalence and Differentiation of New Health Plan Models,”
Health Services Research 39, no. 4, Part 2 (2004): 1055-1070.

V. Fuhrmans, “Insurer Reveals What Doctors Really Charge,” Wall Street Journal, 18 August 2005.

iHealthBeat, “Insurance Companies Post Health Care Cost Info Online,” 25 August 2005, http:/www
Jihealthbeat.org/index.cfm?Action-dspltem&itemID-113563 (accessed 14 September 2006).

K. Henrickson, “CDHP Top Employer To-Do Lists, EBN-Forrester Research Reveals,” Employee Benefit
News, 15 September 20053, http://www.benefitnews.com/detail cfm?id-8045 (accessed 14 September 2006).

Agrawal et al.,, “Consumer-directed Health Plan Report.”
Fronstin and Collins, “Early Experience.”

Aetna, “Aetna Research Shows Positive Impact of Consumerism on Health Care Decisions,” Press Release,
16 February 2004, http://www.aetna.com/news/2004/pr_20040216a.htm (accessed 14 September 2006).

44. JH. Hibbard, J. Dubow, and E. Peters, Decision Making in Consumer-directed Health Plans, Pub. no. 2003-05

45.
46.

47.

48.

49.

(Washington: AARP Public Policy Institute, May 2003); and Agrawal et al., “Consumer-directed Health
Plan Report.”

Ibhid.
Fronstin and Collins, “Early Experience.”

C. Schoen et al., “Primary Care and Health System Performance: Adults’ Experiences in Five Countries,”
Health Affairs 23 (2004): w487-w503 (published online 28 October 2004; 10.1377/hlthaffw4.487).

WZR. Boyles, “HSAs May Get New Tiered Contributions, Moving Them Closer to HRA Incentives,” Con-
sumer Driven Market Report, 16 September 2005.

Institute of Medicine, “Health Literacy: A Prescription to End Confusion,” Report Brief, April 2004,
htep://fermat.nap.edu/html/health_literacy/reportbrief.pdf (accessed 19 September 2005).

w530 24 October 2006




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (Adobe RGB \0501998\051)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo true
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile (None)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 212
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 96
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.00000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 212
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 96
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.00000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 600
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 300
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.00000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (IPC Print Services, Inc. Please use these settings with Acrobat 7. These settings should work well for every type of job; B/W, Color or Spot Color. We will be happy to customize settings for your needs - please contact Pre-press Helpdesk at \(888\) 563 3220 or prepress_helpdesk@ipcjci.com)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [792.000 1224.000]
>> setpagedevice


