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areas for the initiation of elimi-
nation programs. Initial mapping 
of areas of high endemicity could 
be based on surveys conducted 
by local field teams using picto-
rial guides of clinical manifesta-
tions of yaws. Progress toward 
the elimination of transmission 
could be monitored by means of 
point-of-care serologic surveys 
for latent yaws in children.4

Finally, as with mass drug-
administration programs for con-
trolling and eliminating other 
infectious diseases, maintaining 

high levels of community partici-
pation in treatment and monitor-
ing will be essential. Azithromy-
cin uptake by 80% or more of 
eligible community participants, 
as Mitjà et al. report in Papua 
New Guinea, with continued tar-
geted community treatment will 
be critical if local elimination 
and, ultimately, global eradica-
tion of yaws are finally to be re-
alized.
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Yaws Eradication — A Goal Finally within Reach
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Healthcare.gov 3.0 — Behavioral Economics and Insurance 
Exchanges
Peter A. Ubel, M.D., David A. Comerford, Ph.D., and Eric Johnson, Ph.D.

In October 2013, the Afford-
able Care Act introduced a 

new insurance market — state 
and federal exchanges where 
people can purchase health in-
surance for themselves or their 
families. Although the rollout of 
the exchanges was disastrous, 

around-the-clock efforts fixed 
many of the biggest technical 
problems, and nearly 7 million 
people purchased insurance in 
the new market. The second 
round of enrollment exposed 
some new problems with the ex-
change websites — for example, 

Colorado’s website had difficul-
ty determining whether people 
were eligible for tax credits — 
but these problems paled in 
comparison with those encoun-
tered when the exchanges were 
first rolled out. In short, we 
have a largely glitch-free system 
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of health insurance exchanges 
that present millions of people 
with a robust set of health in-
surance choices.

Which means that it will soon 
be time to tackle the much more 
challenging job of designing ex-
change websites in ways that 
maximize the chances that con-
sumers will choose plans best 
suited to their needs and prefer-
ences. If the first round of open 
enrollment was primarily about 
avoiding catastrophe and the sec-
ond round was about ironing out 
wrinkles in the underlying pro-
gramming code, then version 3.0, 
in our view, should focus on re-
designing the way exchanges 
present their insurance choices, 
to avoid features known to bias 
people’s decisions.

For example, consider the de-
cision to lump health plans into 
categories with names such as 
bronze (for low monthly premi-

ums and high out-of-pocket costs) 
and gold (for higher monthly pre-
miums and lower out-of-pocket 
costs). These labels could have 
unintended effects on people’s 
attitudes toward which plans are 
best. After all, gold, silver, and 
bronze convey best, second best, 
and third best through associa-
tion with sporting events, but the 
best plan for one enrollee will be 
different from the best plan for 
another.

To test whether such associa-
tions might influence people’s 
perceptions of insurance plans, 
two of us recruited a convenience 
sample of participants from pub-
lic buses in Durham, North Car-
olina, and asked them which cat-
egory of plans they would look at 
first if they were shopping for 
health insurance. To half the peo-
ple, we described the gold plans 
as having higher monthly premi-
ums and lower out-of-pocket costs 

— the language used by many 
exchanges. For the other half, we 
switched the gold and bronze 
plans, describing the gold plans 
as having lower monthly premi-
ums and higher out-of-pocket 
costs (see Fig. 1).

It shouldn’t matter whether 
plans are called bronze or gold. 
Instead, the plans’ attributes — 
high or low monthly premiums 
and high or low out-of-pocket 
costs — should determine peo-
ple’s choices. The labels are arbi-
trary. Nevertheless, among par-
ticipants who were below the 
median in mathematical ability, 
the majority said they preferred 
gold plans over bronze plans, re-
gardless of which plan was la-
beled as gold. (Mathematical abil-
ity, which we measured after 
people made their hypothetical 
insurance choices, has been 
shown to predict people’s suscep-
tibility to a wide range of deci-
sion biases, even when the deci-
sions do not involve complicated 
mathematics.1)

Consider another seemingly 
innocuous design decision made 
by many state exchanges: to list 
health plans according to monthly 
premiums, with the least expen-
sive premiums on top, as demon-
strated in Figure 2, a screen shot 
from the Oregon exchange’s web-
site. When people make choices, 
they often settle for options at 
the top of a menu, regardless of 
whether that choice is best for 
them. Political scientists have 
shown, for example, that all else 
being equal, politicians listed at 
the top of ballots receive more 
votes than those whose names 
appear lower on the list.2 Simi-
larly, people choose different 
wines if the wine list presents 
them in order of quality (as judged 
by experts) than if they’re or-
dered according to price.3 By or-

Healthcare.gov 3.0

Figure 1. Two Different Versions of Information Given in a Test of Labels’ Influence 
on Perceptions of Insurance Plans.
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dering health insurance choices 
according to the amount of the 
monthly premiums rather than, 
say, the amount of the deductible 
or the quality of the health care 
providers included in the network 
(an admittedly controversial mea-
sure), the design of exchange 
websites has probably increased 
the influence of monthly premi-
ums on people’s choices.

Even the decision to present 
premium information on a month-
ly timescale could unintentionally 
influence people’s choices. We 
conducted a survey in which we 
presented half the participants 
with information on weekly pre-
miums and the other half with 
information on monthly premi-

ums. The latter information mag-
nified the price difference among 
plans: a $24 difference in the 
weekly price amounted to a $104 
difference in the monthly price. 
The perception of a bigger differ-
ence in premiums drew attention 
away from other relevant features, 
such as the magnitude of copay-
ments and deductibles. Conse-
quently, participants were signif-
icantly less likely to choose the 
higher-premium, lower-deductible 
plan when we presented them 
with monthly premiums than 
when we cited weekly ones.

Some states have designed their 
own exchanges, whereas others 
have relied on Healthcare.gov. 
Design differences among ex-

change websites raise important 
questions about how best to pre-
sent people with insurance choices. 
For example, most states place 
monthly-premium information in 
the left-most column of the page, 
but a few place it in the right-
most column. Do these design 
differences lead to different 
choices? We don’t know. Minne-
sota and California include “plan 
helpers,” which help people fo-
cus on the information they indi-
cate is the most important to 
their decision. Do these helpers 
improve people’s decisions? Quite 
possibly. A study that one of us 
conducted with colleagues used 
simplified prototypes of exchange 
websites and showed that adding 

Figure 2. Ordering of Insurance Plans According to Monthly Premium on the Oregon Exchange Website.
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educational definitions and calcu-
lators improved decision making.4

As the federal government and 
states continue to refine their ex-
change websites, they may want 
to take fuller advantage of in-
sights from behavioral sciences 
regarding the influence of design 
architecture on people’s choices. 
For starters, we believe that the 
websites should downplay power-
ful connotative labels such as 
bronze, silver, and gold. In addi-
tion, they should deemphasize 
complicated tables of financial 
information that lay out cogni-

tively overwhelm-
ing details about 
premiums, copay-
ments, deductibles, 

out-of-pocket maximums, and 
the like. Instead, they should 
make it easier for shoppers to es-
timate total annual costs under a 
series of plausible scenarios, such 

as expected utilization based on 
previous spending history, as well 
as under best-case and worst-
case scenarios. Finally, when the 
influence of design architecture 
on choices is unknown, designers 
should partner with researchers 
who can run experiments to in-
form the process.

Health insurance exchanges 
have the potential to revolution-
ize U.S. health care markets. To 
maximize this potential, we think 
it’s incumbent on states and the 
federal government to minimize 
the potential for the public face 
of these exchanges to bias peo-
ple’s choices. Supreme Court Jus-
tice Louis Brandeis once observed 
that a “State may . . . serve as a 
laboratory; and try novel social 
and economic experiments.”5 The 
current health exchanges repre-
sent one very complicated exper-
iment; we hope that state and 

federal decision makers are ob-
serving the outcomes.
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Patients in Context — EHR Capture of Social and Behavioral 
Determinants of Health
Nancy E. Adler, Ph.D., and William W. Stead, M.D.

Although social and behavior-
al factors influence health 

and mortality, such determinants 
are often ignored in clinical prac-
tice. A few, such as smoking and 
alcohol use, are commonly as-
sessed by primary care physi-
cians, but many others may be 
viewed as outside the scope of 
medical practice. Calls for clini-
cians to attend to these factors 
are increasing,1 and several de-
velopments are accelerating the 
medical community’s interest in 
addressing them. We hope that 
a new set of standard measures 
for social and behavioral deter-

minants of health, delineated by 
an Institute of Medicine (IOM) 
committee that we cochaired, will 
catalyze action on this front.2

Reimbursement policies that 
reward population health manage-
ment and value-based purchasing 
are encouraging attention to mod-
ifiable determinants of health. 
Penalties for hospital readmissions 
and the move toward account-
able care organizations are foster-
ing attempts to address elements 
of patients’ lives and behavior 
that influence the risk of disease 
and the effectiveness of medical 
treatment.

A growing body of research 
links social and behavioral fac-
tors including low income, low 
levels of education, lack of exer-
cise, and stress to the onset and 
progression of diseases ranging 
from arthritis and asthma to dia-
betes and cardiovascular disease, 
as well as to overall mortality. 
Various studies have shown that 
the effects of social and behav-
ioral risk factors such as smok-
ing and social isolation rival and 
sometimes exceed those of genet-
ic factors and clinical indicators 
such as blood pressure.3

Meanwhile, incentives for adop-
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