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INTRODUCTION
The health insurance marketplaces created by the 
Affordable Care Act (ACA) are designed to facilitate 
consumer comparison of and enrollment in qualified health 
plans. Ideally, the marketplaces will enhance competition 
among plans by creating a transparent information 
source that allows consumers to discern which insurance 
options best suit their needs. However, research on the 
marketplaces has identified shortcomings in coverage 
transparency, such as prescription drug formularies 
and physician networks.1 In addition, the standards for 
prescription drug coverage set by the U.S. Department of 
Health and Human Services offer significant flexibility to 
insurance companies, allowing plans to potentially either 
cover an insufficient array of drugs for particular conditions2 
or attempt to select against particular patient groups 
through poor drug coverage.3 Before the ACA, about 1 in 
10 individual-market enrollees had no prescription drug 
coverage4 and 1 in 5 had no mental health coverage.5 
Further, those plans with coverage usually had significant 
limits, making the ACA’s mandatory coverage of prescription 
drugs and mental health services a substantial coverage 
improvement in the individual market.

We examined marketplace and insurer web sites in five 
states to determine transparency, coverage, and out-of-
pocket costs of antidepressant medications. Antidepressants 
are commonly used in the United States, making them an 
important marker of the ability of patients with prescription 
drug needs to choose an appropriate, cost-effective plan. 
The National Institute of Mental Health estimated that in 2013, 

6.7 percent of U.S. adults had at least one major depressive 
episode in the preceding year,6 and the World Health 
Organization has identified depression as the leading cause 
of disability worldwide.7 About 17 percent of Americans will 
have a major depressive disorder in their lifetimes.8 Between 
2005 and 2008, 11 percent of Americans age 12 and 
over were taking antidepressants, making antidepressants 
the third most commonly used prescription drug class. In 
addition, antidepressants were the most commonly used 
prescription drug class for adults ages 18 to 44.9 

Patients suffering from depression often have to try multiple 
medications to achieve remission of depression symptoms.  
A large, real-world clinical trial found that only about 
one-third of patients achieved remission after trying one 
antidepressant, 50 percent achieved remission after trying 
two, and two-thirds achieved remission after trying four.10 
Together, depression’s high prevalence and the common 
use of multiple medications to achieve its remission 
suggest a need for broad coverage of antidepressants in 
health insurance plans to ensure access to appropriate 
treatment regimens. 

To assess the transparency, coverage and cost of 
antidepressants in marketplace plans, we focus on the 
following research questions:

 � Can consumers find information on antidepressant 
coverage before enrolling in marketplace plans,  
and how easy or difficult is it to compare plans based 
on that coverage?

With support from the Robert Wood Johnson Foundation (RWJF), the Urban Institute 
is undertaking a comprehensive monitoring and tracking project to examine the 
implementation and effects of the Patient Protection and Affordable Care Act of 2010 
(ACA). The project began in May 2011 and will take place over several years. The Urban 
Institute will document changes to the implementation of national health reform to help 
states, researchers and policymakers learn from the process as it unfolds. Reports that have 
been prepared as part of this ongoing project can be found at www.rwjf.org  
and www.healthpolicycenter.org. The quantitative component of the project is producing 
analyses of the effects of the ACA on coverage, health expenditures, affordability, access 
and premiums in the states and nationally.



ACA Implementation—Monitoring and Tracking 3

 � How frequently are antidepressants excluded from 
coverage in marketplace plans, and how often are 
utilization management techniques, such as prior 
authorization and step therapy, employed?

 � Is information available that allows consumers 
to compare marketplace plans based on their 
antidepressant medications’ likely out-of-pocket costs? 
How variable are those out-of-pocket costs?

BACKGROUND
The ACA requires health plans in the individual and small-
group markets to cover 10 essential health benefits, 
including prescription drugs and mental health services. 
Essential health benefits are set by states through reference 
to a benchmark plan. Most frequently, states chose their 
most-enrolled small-group health insurance plan as their 
benchmarks for 2014 through 2016.11 For prescription 
drugs, all plans in a given state must cover the same 
number of drugs in each United States Pharmacopeia (USP) 
category and class as the selected benchmark plan, but in 
no case can a plan cover fewer than one drug per category 
and class.12 Antidepressants constitute one class of drugs 
in the USP. The prescription drug coverage rules do not 
incorporate the “protected classes” policy from Medicare, 
which requires coverage of all medications in six classes, 
including antidepressants.13 The U.S. Department of Health 
and Human Services (HHS) requires insurers to have a 
process for providing enrollees access to prescription drugs 
excluded from their formularies, and recent regulations have 
both clarified time frames for responding to exceptions 
requests and clarified that spending on drugs covered under 
the exceptions process is counted toward the consumer’s 
out-of-pocket limit.14

The prescription drug benchmarks for the 2015 marketplace 
coverage year were chosen from health plans available in 
each state in 2013, and HHS has announced that these 
benchmarks will be updated for the 2017 coverage year.15 
In addition, beginning in the 2017 coverage year, HHS will 
require that each health plan’s pharmacy and therapeutics 
committee review the prescription drug formulary to 
ensure that it “(1) Covers a range of drugs across a broad 
distribution of therapeutic categories and classes and 
recommended drug treatment regimens that treat all disease 
states, and does not discourage enrollment by any group of 
enrollees; and (2) Provides appropriate access to drugs that 
are included in broadly accepted treatment guidelines and 
that are indicative of general best practices at the time.”16 
Beginning in plan year 2016, health plans must comply 
with additional prescription drug formulary transparency 
requirements, including that drug lists must be accessible to 
enrollees and potential enrollees, show tiering and limitations, 
and clearly indicate the plans to which they apply.17

Research on the coverage of prescription drugs in 
the marketplaces has generally focused on high-cost 
conditions, such as cancer or the human immunodeficiency 
virus (HIV).18 Though overall coverage for cancer-treating 
drugs appeared reasonable in 2014, all or nearly all 
such medications were placed on high-cost tiers, and 
transparency in coverage and cost-sharing were significant 
problems.19 In addition, one study of HIV medication 
coverage found evidence of adverse tiering: placement 
of all HIV drugs, sometimes including generics, on 
high cost-sharing tiers to make plans less attractive to 
those with HIV.20 But few analyses have addressed the 
availability of prescription drugs more broadly, particularly 
for drug classes with significant availability of generics, 
such as antidepressants. One study addressed the 
availability of drugs to treat mental health conditions and 
found substantially more use of step therapy and prior 
authorization for mental health drugs in marketplace plans 
than in employer plans, but that study did not assess the 
transparency of coverage or cost.21 

Drug manufacturers will sometimes cover the costs of a 
patient’s copay or coinsurance as an incentive to use their 
pharmaceuticals regardless of the cost-sharing requirements 
in the patient’s own insurance plan. This approach is often 
referred to as copay coupons, and their use is opposed by 
the insurers, as it tends to increase the use of more expensive 
drugs.22 We do not take such coupons into account here, 
as their availability varies by pharmaceutical company and 
by specific drug, and they often have limits on the number 
of prescriptions or the length of time to which they apply. In 
addition to these industry efforts to limit some out-of-pocket 
costs, some states have legislated limits on drug cost-sharing 
amounts per month or per year. Delaware and Louisiana, for 
example limit copays to $150 or less per month, and Maine 
limits them to $3,500 per year.23

Given the significant variation in prescription drug coverage 
allowed under the essential health benefits rules, as well as 
previously identified transparency challenges and prescription 
drug coverage issues in the marketplaces, in this report we 
analyze transparency, coverage, and out-of-pocket cost of 
antidepressants, a commonly used class of medications with 
broadly available generics, in marketplace plans. 
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METHODS
We analyze antidepressant coverage, cost-sharing 
requirements, and transparency in five states: Alabama, 
California, Florida, Maryland and Minnesota. We selected 
these states for geographic dispersion, benchmark plan 
generosity, and a mix of state-based and federally facilitated 
marketplaces. “Benchmark plan generosity” refers to 
how many antidepressants are required to be covered 
under each state’s essential health benefits benchmark 
plan. All data were collected from marketplace web sites 
(Healthcare.gov [for Florida and Alabama], Covered California, 
Maryland Health Connection, and MNsure) as well as from 
the insurers who offered coverage on each. We analyze 
every marketplace plan formulary from the insurers on the 
nongroup marketplace in each of our states. No calls were 
made to insurers for additional information not available 
on the web sites. We determine our drug list for analysis 
using the United States Pharmacopeia (Medicare Model 
Guidelines version 6.0) and include the 38 unique active 
ingredients listed in the antidepressant category to determine 
the breadth of coverage among the selected formularies. 
The USP Medicare Model Guidelines are developed by the 
United States Pharmacopeia with Centers for Medicare 
and Medicaid Services approval, and they provide a list 
of drugs and classifications to be used by insurers when 
developing Medicare Part D plans. Guidelines are updated 
every three years to include newly developed drugs.24 We 
focus on active ingredients rather than the number of drugs 
(including generics and brand names) because generics are 
generally considered to be as efficacious as brand names.25 
Also, we do not count separate formulations of the same 
active ingredient in different form (e.g., liquid versus tablet 
versus capsule). However, we do count extended release 
formulations separately from standard formulations because 
of their importance for compliance for some patients. 

Coverage and exclusions of antidepressants were identified 
by comparing the USP’s list of active ingredients to 
each plan’s formulary list of covered drugs. A drug is not 
considered excluded from a plan unless it is not covered in 

either brand name or generic form. We determine how easy 
or difficult it is to find the correct marketplace formulary from 
the insurer’s home page. We define a marketplace formulary 
as “easy to find” if a user can reach the correct one within 
three straightforward clicks. This column notes whether 
the insurer has multiple formularies, and corresponding 
table notes explain how difficult it is to determine (a) if there 
are multiple formularies, and b) if so, how difficult it is to 
determine which one applies to the plan of interest. If the 
formulary is labeled as “marketplace,” or is otherwise clearly 
identified without requiring the shopper to go back to plan 
browsing on the marketplace web site, then the labeling is 
considered clear. 

Additionally, for a separate in-depth look at the required 
out-of-pocket costs for particular antidepressants, we 
focus on the highest- and lowest-premium silver plans in 
the largest metropolitan areas in each of our study states. 
We compare cost-sharing requirements in each plan for 
generics because the vast majority of antidepressants now 
have generic alternatives, and for Emsam and Viibryd, the 
two antidepressants currently only available under their 
brand names.

There are a number of third party tools, such as those 
developed by Consumers Checkbook and Stride Health, 
which provide approaches for directing consumers to the 
health insurance plan that might be most advantageous 
for them.26 As of this writing, however, these tools have 
not been integrated with the marketplaces, and we do not 
explicitly study them here. At this time, few consumers are 
likely to know that these tools exist, and thus we evaluate 
marketplace and insurer architecture directly. Third parties 
developing these tools may provide advances over the 
marketplaces themselves, and marketplace developers 
might learn from them. Third party tools tend not to be 
available in every geographic location, however, and are 
likely to be dependent upon cooperation from insurance 
companies or states in order to access necessary data.

RESULTS
Ease of Access to Formularies
Ease of access to information and transparency of coverage 

are critical in several ways for consumers attempting to 

identify the best plan for their antidepressant need. We 

start by focusing on the transparency and ease of use of 

the marketplace web site itself because it is the first source 

of information on plan options for consumers and their 
assisters. We then focus on the insurers’ specific web sites.

Marketplace Web Sites. Of the five marketplace web sites 
we study, only the two run through healthcare.gov, Alabama 
and Florida, have insurer formulary links that are posted 
directly on the anonymous plan browsing page (figure 1 
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and table 1). In addition, healthcare.gov allows shoppers 
to filter, or reduce the number of plan options shown on 
the browsing page, to show only plans providing a medical 
management program for depression; none of the state-
based marketplace web sites we study offer this feature. 
Maryland’s browsing page for each plan contains a link for 
more-detailed information about that plan through a “Details” 
box in the top right corner of each plan’s banner; a click for 
details takes consumers to a page with more information 

about the plan, including a clearly identified section on 
prescription drug coverage with an easily identified link for 
that plan’s formulary.

The Covered California web site does not have a link to 
the formulary in the browsing pages’ prescription-drug 
coverage detail, although one could easily be added. 
However, a large button at the top of the web site labeled 
“Explore What’s Right For You” takes consumers to 

Table 1. Marketplace Website Transparency Related to Formularies

State

Formulary accessibility

Formulary link posted 
directly on marketplace 

browsing page?

Formulary link available 
within one click from 

marketplace browsing page?

Marketplace web site 
directly links to correct 

formularies for all insurers?

State has standardized cost-
sharing for plans within an 

actuarial-value tier?

Alabama Yes n/a No No

Florida Yes n/a No No

Maryland No Yes No No

Minnesota No No No No

California No No No Yes

Figure 1: A Healthcare.gov Browsing Page with One-Click Formulary Link

Source: Healthcare.gov
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a list of resources, including one link for prescription 
drug information. Clicking the link for prescription drug 
information takes the consumer to a page that lists of all 
the insurers selling marketplace coverage in the state and 
provides links to their formulary information. Minnesota’s 
state-based marketplace web site is unique in this group: 
it is the only site that has no links labeled as formulary 
information; the shopper must know to click the summary 
of benefits and coverage (SBC) link, download a pdf file, 
and scroll to the section on prescription drug coverage.

Though MNsure has the furthest to go in improving link 
access to pharmaceutical formularies,, the links’ ease 
of use varies across insurers for all the study states. For 
at least some insurers, the links do not go directly to the 
relevant formularies for the plans; some merely land at the 
insurers’ main web site, requiring consumers to search 
through the web site to try to find the formulary for that 
particular plan. Others link to general formulary information 
for multiple plans, not clearly indicating which information 
applies to the plan of interest. Some links do, however, take 
the consumer directly to the formulary appropriate for that 
plan, which should be the standard. More detail on this 
issue is provided in the next section. 

Marketplaces also have the option to standardize the 
cost-sharing requirements associated with plans offered 
within a given actuarial-value tier (bronze, silver, gold or 
platinum). This approach can be used for plan cost-sharing 
for all services or for particular classes of services, such as 
pharmaceuticals. States can define a single set of cost-
sharing parameters or a limited number, depending upon 
the extent of variation across plans desired. This approach 
reduces the number of cost-sharing options available on the 
marketplace, possibly eliminating some preferred by some 
consumers but significantly reducing the effort needed to 
compare plans. In the five states studied, only California 
takes the standardized cost-sharing approach. In California, 
within each actuarial-value tier, all plans must apply the same 
cost-sharing requirements to each drug tier (figure 2). The 
standardized prescription drug cost sharing is a four-tiered 
formulary with copayments for the first three tiers, generic, 
preferred brand name, and nonpreferred brand name drugs, 
and coinsurance for the fourth tier, specialty drugs. 

Insurer Web Sites. Once on the insurers’ web sites, finding 
the drug formulary applicable for the plan of interest is 
usually straightforward. For most insurers, the links on the 
marketplace web sites take the consumer directly to a 
searchable formulary with no extra effort. However, though 
all insurers’ drug lists are searchable to some extent, not 
all of them allow consumers to search the brand name of 

a drug and then view the generic form if the brand name 
is not covered. Fifteen of the 35 formularies studied have 
this consumer-friendly search capability. For example, 
healthcare.gov provides a direct link to the Blue Cross 
Blue Shield of Alabama formulary, and that formulary is 
searchable and lists drugs in therapeutic categories, making 
it easier for consumers to see all the antidepressants 
covered. In addition, this formulary lists both generic and 
brand names together, making it easier for shoppers to find 
the particular drug they are interested in. However, for 21  
of the 35 insurers we examine across these five states, 
finding the formulary was not easy (table 2). 

For example, trying to find the formulary for 
UnitedHealthcare marketplace plans is substantially more 
challenging. The path to the formulary is as follows:

1. Clicking on the link “List of Covered Drugs” on the 
healthcare.gov browsing page takes consumers to the 
main UnitedHealthcare web site welcome page, not to 
information about prescription drug coverage; 

2. Scrolling well down the welcome page shows 
information for the Compass product (the category 
of marketplace plans that includes the one from the 
original browsing page), and consumers need to click 
“view summary,” leading to another landing page, 
containing a long list of the specific plan options in the 
Compass product group; 

3. Clicking on the name of the specific marketplace 
plan from the browsing page begins a circuitous path 
through the plan’s SBC document, to another general 
information page for the insurer (myuhc.com), to a 
general prescription drug coverage page, and finally 
through that page to the formulary. If, however, the 
consumer bypasses all the clickable names of the 
many plan options listed in the Compass product 
group, at the bottom of the page is a link to the general 
prescription drug coverage page, through which one 
can find a link to the formulary. Drugs on the formulary 
are listed in alphabetical order and are searchable. 

Moving from the marketplace browsing page for a specific 
UnitedHealthcare plan to its formulary takes many clicks, 
and depending upon the route taken, also requires 
consumers to cut and paste an e-mail address into the 
browser. Ideally, moving from a plan browsing page to a 
formulary should take one click. And while Blue Cross Blue 
Shield of Alabama’s path to its formulary is simple, that is 
not true of all Blue Cross insurers. As noted, Minnesota’s 
MNsure marketplace does not have links on the browsing 
page to prescription drug formularies, and clicking the 
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Figure 2. Standardized Prescription Drug Cost-Sharing Requirements 
in Covered CA Plans

Source: CoveredCA.com

http://CoveredCA.com
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Table 2. Insurer Website Usability and Transparency Related to Formularies

State and insurer
 Formulary access on insurers’ websites

Easy to find? Searchable?

Alabama

Humana Yes No

Blue Cross Blue Shield of Alabama Yes No

UnitedHealthcare Noa No

Maryland

Carefirst Blue Cross Blue Shield Yes Yes

Kaiser Permanente Yes No

Evergreen Health No No

Cigna Yes No

UnitedHealthcare-Compass Nob No

UnitedHealthcare-Choice Nob No

Minnesota

Medica Noc Yes

Ucare No Yes

HealthPartners No Yes

Blue Cross Blue Shield Minnesota Nod Yes

California

Anthem Blue Cross No No

Blue Shield of California No No

Chinese Community Health No No

Health Net Noe Yes

Kaiser Permanente Yes No

LA Care Health Plan Yes Yes

Molina Healthcare No Yes

Sharp Health Plan Nof No

Valley Health Yes Yes

Western Health Advantage Yes Yes

Florida

Florida Blue No No

Humana Yesg No

Assurant Health Noh No

UnitedHealthcare Noa No

Health First Yes Yes

Cigna Yes No

Florida Health Care Plans Yes Yes

Molina Healthcare No Yes

Coventry Yes Yes

Ambetter No No

Aetna No Yes

Preferred Medical Plan No No

a  The formulary URL is listed as http://www.uhc.com/xal, but the correct URL is http://xal.welcometouhc.com/files/xal/content/global_assets/Exchanges/4Tier%20Advantage%20PDL.pdf.  
This insurer has multiple formularies, and determining the correct one is difficult.

b This insurer has multiple formularies and determining the correct one is difficult without referring back to plan documents.  
c On this insurer’s web site, determining the difference between medicaid formularies and marketplace formularies is difficult. Several variations of the formularies exist.
d On this insurer’s web site, getting to the formularies is easy, but they are confusing once found. Several formularies do not directly match plan names.
e This insurer’s formulary is labeled as “Affordable Care Act Exchange Drug List (for On/Off Exchange, Individual and Small Group Plans).”
f On this insurer’s web site, consumers must click “drug list” and then know to click “Sharm Health Plan Drug List,” not “Download the Sharp Advantage formulary here.”
g On this insurer’s web site, two formularies are listed. One applies only to Florida and the other applies to Florida and Texas.
h On this insurer’s web site, a two-tier and a three-tier formulary exist. It is unclear which is correct for the selected area.

http://xal.welcometouhc.com/files/xal/content/global_assets/Exchanges/4Tier%20Advantage%20PDL.pdf
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button for additional plan details provides no information 
about prescription drug coverage. If the consumer clicks on 
the SBC link for a Blue Cross Blue Shield of Minnesota plan, 
the nonlinkable web address associated with prescription 
drug information is the main insurer web page. That 
welcome page does not clearly indicate how to find the 
drug formularies and a search on the word “formulary” did 
not either. Links on the main “Prescription Drug Programs” 
page only provide lists of preventive medications that might 
be covered before the deductible is met. 

Some insurers use multiple formularies. Some have a 
single formulary per state but use different formularies in 
different states (e.g., CareFirst Blue Cross Blue Shield), 
and some use different formularies in the same state for 
different insurance plans or products (e.g., Medica). As 
long as the marketplace formulary link goes directly to the 
appropriate formulary for the particular plan listed and the 
formulary is marked with the name or names of the relevant 
plans, multiple formularies should not create significant 
confusion; however, this is not true for all insurers. Medica 
in Minnesota is particularly confusing because, as noted, 
there are no links from the MNsure web site that take 
consumers directly to the insurer’s web site. Going directly 
to the Medica web site, shoppers can find information about 
particular marketplace plan offerings with details about the 
benefits covered, yet even the plan-specific information 
on that web site offers no links to the relevant formularies. 
Searches on the Medica web site are also challenging: they 
turn up different prescription drug lists for Medicaid and 

Medicare plans as well as a private insurance list and do not 
clearly connect particular formularies to the names of the 
marketplace plans. UnitedHealthcare’s web site identifies its 
different formularies by the numbers of tiers of cost-sharing 
each has, but does not identify them with particular plan 
options or connect them to marketplace plans. Conversely, 
a search of the term “prescription drugs” on the Kaiser 
Permanente web site moves consumers to a page that 
clearly differentiates between their marketplace formulary 
and their Medicare formulary for each state (figure 3). 

Access Issues 
Most insurers we research cover a broad spectrum of 
antidepressants. Of the 35 insurers studied across five 
states, six do not exclude any of the 38 unique active 
ingredients in the USP’s list of antidepressants, and an 
additional 20 exclude five or fewer of them (table 3). 
Exclusions of antidepressants are only identifiable by 
comparing the USP list to each plan’s formulary; none of 
the insurers provide an explicit list of excluded prescription 
drugs. Though the formularies tend to be reasonably 
inclusive, they vary significantly across insurers and 
states.  Sharp Health Plan in California excludes 15, the 
most exclusions of any plan in our study (table 3). Pristiq 
(generic name desvenlafaxine), Marplan (generic name 
isocarboxazid), and Surmontil (generic name trimipramine) 
are some of the antidepressants most likely to be excluded 
from coverage among those insurers that exclude any (see 
table 4). HealthPartners in Minnesota and Kaiser Permanente 

Figure 3. Kaiser Permanente, an Example of an Insurer Web Site that 
Explicitly Distinguishes Its Marketplace (i.e., Exchange) Formulary 
from its Medicare Formulary

Source: https://healthy.kaiserpermanente.org

https://healthy.kaiserpermanente.org
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State and insurer
Excluded drugs 

(neither brand name 
nor generic covered)

Access to care for covered drugs

Prior authorization 
required? If yes, on 
how many drugs?

Step therapy 
required? If yes, on 
how many drugs?

Quantity limits? 
 If yes, on how  
many drugs?a

Alabama

Humana 3 2 2 16

Blue Cross Blue Shield of Alabama 1 0 0 4

UnitedHealthcare 0 0 0 8

Maryland

Carefirst Blue Cross Blue Shield 2 0 0 0

Kaiser Permanente 13 0 0 0

Evergreen Health 1 2 0 14

Cigna 2 0 4 0

UnitedHealthcare-Compass 4 0 0 8

UnitedHealthcare-Choice 0 0 0 0

Minnesota

Medica 2 0 4 3

Ucare 5 0 1 0

HealthPartners 13 1 0 6

Blue Cross Blue Shield Minnesota 12 0 0 1

California

Anthem Blue Cross 11 3 0 5

Blue Shield of California 7 0 3 7

Chinese Community Health 3 1 1 1

Health Net 2 1 2 6

Kaiser Permanente 10 0 0 0

LA Care Health Plan 0 0 6 12

Molina Healthcare 2 4 15 0

Sharp Health Plan 15 0 0 0

Valley Health 9 1 0 1

Western Health Advantage 5 0 0 0

Florida

Florida Blue 7 0 11 16

Humana 4 2 2 16

Assurant Health 3 0 5 31

UnitedHealthcare 4 0 0 6

Health First 0 3 1 8

Cigna 2 0 4 0

Florida Health Care Plans 3 3 0 0

Molina Healthcare 1 7 15 0

Coventry 2 6 4 15

Ambetter 0 5 4 21

Aetna 1 6 1 16

Preferred Medical Plan 0 8 0 8

a  The quantity limits vary by drug. In many cases the plans do not specify the quantity-limit policy in detail . Other plans require prior authorization for going above the limit. A few plans specify 
that if the quanity is above the limit then the consumer pays the full price.

Table 3. Access to Antidepressants: Frequency of Exclusions and Other 
Limitations by Insurer
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Table 4. Antidepressant Exclusions by Active Ingredient

Brand-name drug Active ingredient/generic Number of plans that do not covera

Pristiq DESVENLAFAXINE 100 MG 15

Marplan ISOCARBOXAZID TAB 10 MG 13

Surmontil TRIMIPRAMINE 100 MG 13

Luvox ER FLUVOXAMINE MALEATE 100 MG ER 12

Pristiq ER DESVENLAFAXINE ER 12

Prozac Weekly FLUOXETINE DELAYED RELEASE 11

Tofranil-PM IMIPRAMINE PAMOATE 125 MG 11

Emsam patch 24 hr N/A 11

VIIBRYD N/A 9

N/A AMITRIPTYLINE HYDROCHLORIDE 10 MG/PERPHENAZINE 2 MG 8

Symbyax 12/25 FLUOXETINE 25 MG/OLANZAPINE 12 MG 8

Seroquel (XR) N/A 6

Pexeva PAROXETINE 10 MG ER 6

Vivactil PROTRIPTYLINE HYDROCHLORIDE 10 MG 5

Abilify ARIPIPRAZOLE 5

N/A MAPROTILINE HYDROCHLORIDE 25 MG 4

Cymbalta
DULOXETINE HCL ENTERIC COATED PELLETES CAP 20 MG DELAYED 
RELEASE

3

Sarafem FLUOXETINE TAB 3

N/A NEFAZODONE HYDROCHLORIDE 100 MG 3

N/A AMOXAPINE 100 MG 3

N/A CITALOPRAM 10 MG SOL 2

Luvox FLUVOXAMINE MALEATE 100 MG 2

N/A AMITRIPTYLINE HYDROCHLORIDE 10 MG 2

Prozac Weekly FLUOXETINE 10 MG SOL 2

Oleptro TRAZODONE HYDROCHLORIDE 150 MG 2

Effexor XR VENLAFAXINE 100 MG ER 2

Effexor VENLAFAXINE 100 MG 1

N/A MIRTAZAPINE 15 MG DISINTEGRATING TAB 1

Seroquel QUETIAPINE 100 MG FUMARATE 1

Parnate TRANYLCYPROMINE 10 MG 1

Lexapro ESCITALOPRAM 1 MG/ML AND TAB 1

Anafranil CLOMIPRAMINE HYDROCHLORIDE 25 MG 1

Remeron MIRTAZAPINE 15 MG TAB 0

Norpramin DESIPRAMINE HYDROCHLORIDE 10 MG 0

N/A DOXEPIN HYDROCHLORIDE 10 MG 0

Tofranil IMIPRAMINE HYDROCHLORIDE 10 MG 0

Nardil PHENELZINE 15 MG 0

Celexa CITALOPRAM 10 MG 0

Paxil PAROXETINE 10 MG 0

Zoloft SERTRALINE 100 MG 0

Pamelor NORTRIPTYLINE 10 MG 0

a  Out of 35 insurer formualries analyzed.
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in Maryland each exclude 13, and Blue Cross Blue Shield of 
Minnesota excludes 12. Insurers do not seem to post formal 
exclusion policies or processes for appealing exclusions, but 
most post a phone number on their formularies for enrollees 
to call if a desired drug is not in the formulary. 

Many of the insurers use some forms of utilization controls 
for antidepressants, such as prior authorization, step 
therapy, or quantity limits (table 3). Use of these controls 
is noted on each insurer’s formulary next to the specific 
drug. Prior authorization requires the prescribing physician 
to contact the insurer and provide support for a drug’s 
necessity for that patient for the plan to cover it. Sixteen of 
the 35 insurers require prior authorization for at least one 
antidepressant; insurers in Florida require prior authorization 
for the largest number. 

Some insurers require step therapy before reimbursing for 
specific antidepressants. Step therapy requires that less-
expensive drugs be used first and shown to be ineffective 
before more expensive drugs are covered. Step therapy 
requirements can be problematic for consumers who move 
to a different insurer and may have to interrupt effective 
treatment regimens. Insurers require step therapy on a 
drug-by-drug basis, and Molina in California and Florida as 
well as Florida Blue in Florida require step therapy for the 
largest number of antidepressants (15 and 11, respectively). 
Requirements vary across the other insurers, with 17 of 
them not requiring step therapy for any antidepressants. 
Only one insurer (Cigna) out of six in Maryland requires step 
therapy of any drugs, and Humana is the only insurer out of 
three in Alabama to do so.

Insurers can impose quantity limits on prescription drugs 
through several methods. They can deny reimbursement 
for prescriptions of more than a particular amount, they can 
require prior authorization after a limit has been reached, 
they can restrict coverage to individuals of a minimum 
age, and limits can be placed on the number of pills or 
dosages (figure 4). Though formularies frequently indicate 
that quantity limits are placed on particular antidepressants, 
they often do not explain the form of the limit or the actual 
quantities that are permitted; such information often comes 
in detailed plan documents, which are not readily available. 
Consequently, this area demands more transparency. 
Assurant in Florida, for example, places quantity limits on 
31 of the 38 antidepressants on our list and notes that prior 
authorization is required for exceeding the limits. Health 
First in Florida places quantity limits on eight antidepressant 
active ingredients and notes that no reimbursement is made 
beyond those limits. Ambetter in Florida notes quantity 
limits on 21 antidepressants without explaining the form that 
those limits take, and LA Care Health Plan in California does 

not explain the nature of its limits on 12 antidepressants. 
Conversely, 12 of the insurers we study do not place any 
quantity limits on antidepressants.

Cost-Sharing Structures 
The ease with which consumers are able to identify the 
cost-sharing requirements for a particular prescription drug 
before enrolling in a plan varies considerably across states 
and insurers (table 5), and in several cases the information 
provided is confusing for consumers. For each of the largest 
metropolitan areas in the five study states (Birmingham, AL; 
Baltimore, MD; Minneapolis, MN; Los Angeles, CA; and 
Jacksonville, FL), we assess each insurer’s lowest-priced 
silver plan, categorizing them as follows:

1. Simple cases for consumers: the names of prescription 
drug tiers and their associated cost-sharing 
requirements are all provided in the SBC, and these 
named tiers match the tier names in the plan’s formulary 
listing for each drug; or the plan’s formulary lists the 
estimated out-of-pocket cost next to the drug name;

2. Confusing case for consumers—information on all 
cost-sharing tiers are not provided: The plan has more 
than four prescription drug cost-sharing tiers, and 
because the SBCs on some marketplace web sites, 
including healthcare.gov, do not list more than four 
tiers, not all of them show up there;

3. Confusing case for consumers—tier designations 
do not match: Cost-sharing requirements in the 
SBC and/or on the marketplace web site are named 
differently from the tier designations for each drug in 
the plan’s formulary.

Of the 22 plans examined, 13 were simple cases. In three of 
these (Anthem in Los Angeles, Kaiser in Los Angeles, and 
United Healthcare in Jacksonville), but we categorize them 
as simple because they include a key on each page of the 
formulary that allows the consumer to translate from one to 
the other. In 2 of the 22 cases, Molina in Los Angeles and 
Blue Cross Blue Shield of Minnesota, the insurer places the 
estimated out-of-pocket cost to the consumer next to each 
covered drug’s name in the formulary listing. 

Four of the plans we study (Humana Silver 4600 in 
Birmingham, Coventry Silver $5 Copay 2750 Carelink 
HMO in Jacksonville, Cigna’s myCigna Health Savings 
3400 in Baltimore, and Medica’s North Memorial Acclaim 
Silver in Minneapolis) have more than four tiers of 
prescription drug cost-sharing, and all the tiers and their 
associated cost-sharing requirements are not shown on 
the marketplace web sites or in the SBCs. Consequently, 
consumers looking at an antidepressant in the 5th tier 
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Drug Tier Limits/Notes

fluoxetine oral capsule,delayed release(dr/ec) 1 QL (4 caps/month)

fluoxetine oral solution 1

fluoxetine oral tablet 10 mg, 20 mg 1

fluvoxamine oral capsule,extended release 24hr 100 mg 1 ST QL (use fluvoxamine ir tabs first; 3 caps/day)

fluvoxamine oral capsule,extended release 24hr 150 mg 1 ST QL (use fluvoxamine ir tabs first; 2 caps/day)

fluvoxamine oral tablet 1

paroxetine hcl oral tablet 1

paroxetine hcl oral tablet extended release 24 hr 1

PRISTIQ 3
ST QL (use venlafaxine ER or regular release, or a drug 

from the SSRI class first; 1 tab/day)

sertraline 1

venlafaxine oral capsule,extended release 24hr 150 mg, 37.5 mg 1 QL (2 caps/day)

venlafaxine oral capsule,extended release 24hr 75 mg 1 QL (3 caps/day)

venlafaxine oral tablet 1

venlafaxine oral tablet extended release 24hr 150 mg, 37.5 mg, 75 
mg

1 QL (1 tab/day)

Tricyclics

amitriptyline 1

amoxapine 1

clomipramine 1

desipramine oral 1

imipramine hcl 1

imipramine pamoate 1

nortriptyline 1

protriptyline 1

Antiemetics

Antiemetics, Other

chlorpromazine oral 1

compazine rectal 1

compro 1

hydroxyzine hcl oral solution 10 mg/5 ml 1 AL (PA required for those 65 years of age or older)

hydroxyzine hcl oral tablet 1 AL (PA required for those 65 years of age or older)

hydroxyzine pamoate 1 AL (PA required for those 65 years of age or older)

metoclopramide hcl oral solution 1

metoclopramide hcl oral tablet 1

metoclopramide hcl oral tablet,disintegrating 1 QL (4 tabs/day)

phenadoz 1 AL (PA required for those 65 years of age or older)

phenergan rectal 1 AL (PA required for those 65 years of age or older)

prochlorperazine 1

prochlorperazine maleate oral 1

promethazine oral 1 AL (PA required for those 65 years of age or older)

promethazine rectal 1 AL (PA required for those 65 years of age or older)

promethegan 1 AL (PA required for those 65 years of age or older)

TRANSDERM-SCOP 3

trimethobenzamide oral 1 AL (PA required for those 65 years of age or older)

Emetogenic Therapy Adjuncts

dronabinol 1 QL (6 caps/day)

AL - Age Limit         GL  - Gender Limit         PA -  Prior Authorization         QL  - Quantity Limit  
   ST  - Step Therapy         X - $0 copay          XX -  $0 copay requires PA based on medical necessity

12 • Blue Shield Drug Formulary, Standard

Figure 4. Blue Shield of California Marketplace Formulary, an Example of 
an Insurer’s Description of the Structure of Prescription Drug Limits

Source: www.blueshieldca.com

http://www.blueshieldca.com
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in a plan’s formularies will not be able to determine the 
cost-sharing requirements associated with it. Five of the 
plans we study (UnitedHealthcare Silver Compass HSA 
in Birmingham, HealthPartners’ Key $2750 HSA, Ucare’s 
Fairview Choices Silver in Minneapolis, Coventry’s Silver 
$5 Copay 2750 Carelink HMO, and BlueSelect Everyday 
Health 1443 in Jacksonville) list cost-sharing requirements 
for their prescription drug tiers with different names on 
the marketplace web site and SBC than they use on 
the formulary listing of covered drugs, making it very 
challenging for consumers to identify which cost-sharing 
requirements apply to which drugs they need.

Ten of the plans we examine have separate deductibles 
for outpatient prescription drugs than for other medical 
services. Six of these plans, all those offered in Los 
Angeles, have separate deductibles for brand-name drugs 
only. Separate drug deductibles can benefit those using 
antidepressants who also do not have significant use of 
other types of medical services. Combined deductibles 
benefit those who have hospitalizations or other substantial 
spending on medical services early in the plan year. 

All but six of the insurance plans studied relied on 
coinsurance for at least some of their covered anti-
depressants. Coinsurance, or charging enrollees a fixed 
percentage of the price the insurer has negotiated for 
a particular drug, leads to the least transparency for 
consumers shopping for a plan. Because the negotiated 
rates for a particular drug are not provided before 
enrollment, structuring the consumer’s cost as a percentage 
of that price means that the individual has no idea what 
their direct cost for that drug will be once enrolled. In 
Los Angeles, all plans offered apply coinsurance to the 
specialty tier. Overall, of the 22 plans we examine, 10 
apply coinsurance to at least one tier of their prescription 
drug coverage, in addition to the 6 in Los Angeles that 
are standardized to include coinsurance. Some, including 
BlueChoice HSA Silver $1300 in Baltimore and Key $2750 
HSA in Minneapolis, apply coinsurance to all of their 
prescription drug tiers. Others, such as Evergreen Health 
HMO Silver HSA/HRA 1700 in Baltimore and Coventry 
Silver $5 Copay 2750 Carelink HMO (Coventry of Florida) 
in Jacksonville, only apply coinsurance for particular 
prescription drug cost-sharing tiers (e.g., only specialty 
drugs or only brand-name drugs).

Cost-Sharing Comparison: Lowest- and  
Highest-Premium Silver Plans
Finally, we check the lowest-premium and highest-
premium silver plans available in these metropolitan 

areas, comparing the cost-sharing levels they require 
on generic antidepressants and on the two brand name 
antidepressants that currently have no generic alternative, 
Emsam and Viibryd. We also compare each of these plans 
on the number of antidepressants they exclude from their 
formularies, their medical deductibles and any separate 
prescription drug deductibles. We find that premium price is 
not necessarily an indicator of greater breadth of coverage or 
lower cost-sharing for antidepressants (table 6). For example, 
in Los Angeles, the highest-premium silver plan (Anthem 
Blue Cross Silver 70 EPO) does not cover either Emsam or 
Viibryd; the lowest-premium silver plan (Health Net’s Silver 
70 HMO) covers both with a $70 co-pay. In addition, the 
lower-premium plan only excludes two antidepressants 
from the formulary; the highest-premium plan excludes 11. 
They both have the same medical and prescription drug 
deductibles and charge the same co-pay of $15 for generics. 
Similarly, in Jacksonville, the highest-premium silver plan 
(Florida Blue, Blue Options Everyday Health 1423) does not 
cover Emsam but does cover Viibryd with a $100 co-pay; 
the lowest-premium silver plan (Coventry Silver $5 Copay 
2750 Carelink HMO) covers both of these brand-name drugs 
with a $75 co-pay. The more expensive Florida Blue plan 
excludes seven antidepressants from coverage; the Coventry 
plan only excludes two. The Florida Blue Plan’s coverage for 
prescription drugs does start before any deductible is paid, 
however; Coventry’s prescription coverage does not begin 
until the $2,750 medical deductible is satisfied. 

Conversely, in Minneapolis and Baltimore, the lowest-
premium silver plans offered do not cover Emsam or 
Viibryd while the highest-premium plans do cover them, 
and the lower-priced plans exclude 13 antidepressants 
compared with only two excluded from the higher-premium 
plans. Interestingly, however, the highest-premium plan in 
Baltimore has a combined medical and prescription drug 
deductible almost twice as large as the lowest-premium 
plan’s combined deductible ($3,400 versus $1,750). 

The variety in cost-sharing requirements for and exclusions 
of coverage for antidepressants, as well as the lack of 
correlation with premium prices, reinforces the importance 
of careful shopping and the need for improved transparency. 
In particular, higher premiums do not necessarily mean 
more inclusive coverage of antidepressants or lower out-
of-pocket costs for them. In addition, the common use of 
coinsurance for prescription drugs significantly hinders even 
highly motivated shoppers’ ability to assess the financial 
consequences of their plan choices. 
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Metropolitan area, insurer, and plan name

Ease of identifying 
cost-sharing 

requirements for 
particular drugs

Separate drug 
deductible? (y/n)

Relies on 
coinsurance? If so, 

all drug tiers or 
specific tiers? (y/n)

Birmingham, AL

Humana Silver 4600/Birmingham PPOx (Humana) 2 Yes Tiers 3 and 4

UnitedHealthcare Silver Compass HSA 3600 (UnitedHealthcare) 3 No No

Blue Value Silver (BCBS AL) 1 Yes No

Baltimore, MD

KP MD Silver 1750/25%/HSA/Dental/PedDental (Kaiser Permanente) 1 No Nonpreferred brand

Evergreen Health HMO Silver HSA/HRA 1700 (Evergreen Health) 1 No Nonpreferred brand

BlueChoice HSA Silver $1300 (Carefirst) 1 No All tiers

Silver Compass 5000-1 (UnitedHealthcare) 3 Yes Tier 3 and 4

myCigna Health Savings 3400 (Cigna) 2 No All tiers

Minneapolis, MN

Key $2750 HSA (Silver) (HealthPartners) 3 No All tiers

Fairview Ucare Choices Silver (Ucare) 3 No Formulary brand

BlueBasic HSA Silver $3500 Plan 447 (AATH) (BCBSMN) 1 No Nob

North Memorial Acclaim Silver HSA (Medica) 2 No All tiers

Los Angeles, CA

Silver 70 HMO (Health Net) 1 Yes (brand) Specialty

Silver 70 HMO (Molina) 1 Yes (brand) Specialty

Silver 70 HMO (Anthem) 1a Yes (brand) Specialty

Silver 70 HMO (LA Care) 1 Yes (brand) Specialty

Silver 70 HMO (Kaiser) 1a Yes (brand) Specialty

Silver 70 PPO (Blue Shield) 1 Yes (brand) Specialty

Jacksonville, FL

Coventry Silver $5 Copay 2750 Carelink HMO (Coventry of Florida) 2 No Specialty

United Healthcare Silver Compass HSA 3600 (UnitedHealthcare) 1a No No

BlueSelect Everyday Health 1443 (Florida Blue) 3 Yes No

Assurant Health Silver Plan 001 (Assurant Health) 1 No No

Notes: SBC = summary of benefits and coverage. For ease of identifying cost-sharing requirements, “1” indicates the simplest cases: names of drug tiers are all provided in the SBC and they match the 
tier names in the formulary list for each drug, or formula lists estimated out-of-pocket cost in dollars next to each drug’s name. “2” indicates that the plan or insurer has more then four drug pricing 
tiers, and not all of them show up with their associated cost-sharing requirements in the SBC or in the formulary. “3” indicates that cost-sharing requirements in SBC are named differently from the 
tier designations for each drug in the formulary, with no key provided to relate one approach to the other.
a Tier names are inconsistent between SBC and formulary, but formulary has a key printed on each page that relates one to the other.
b Coinsurance of 0 percent after deductibe for all tiers.

Table 5. Cost-Sharing Structures for Lowest-Premium Silver Plan Offered 
by Each Insurer in the Largest Metropolitan Area of Each Study State
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DISCUSSION
Our analysis of five states’ marketplace plans suggests that 
the breadth of coverage for antidepressants is fairly strong 
across plans. Most provide coverage for the vast majority of 
active ingredients, so consumers should have many choices 
when choosing a plan. However, a minority of plans studied 
(about 17 percent) exclude 10 or more antidepressants from 
coverage, so those with prescriptions shopping for a new 
plan should check a plan’s formulary to be sure a drug that 
they are successfully using is covered.

For those choosing an insurance plan based on coverage 
of a specific drug, some states and some insurers are 
more transparent about their coverage than others. But 
this situation is improving. For example, California did not 
provide formulary links to shoppers at all in 2014, but they 
do in 2015. Still, further refinements can be made. 

Cost-sharing transparency is a widespread problem both 
because of the use of coinsurance and because the tiers 
of cost-sharing posted on marketplace web sites do not 

Metropolitan area, insurer, and plan name

Details

Co-pay 
for generic 

antidepressant

Co-pay for 
Emsam and 

Viibryd

Number of 
excluded anti-

depressants

Medical 
deductible

Separate drug 
deductible?

Birmingham, AL

Lowest-premium plan 
Humana Silver 4600/
Birmingham PPOx (Humana)

$17.00
50%  

coinsurance
2 $4,600.00 $1,500

Highest-premium plan
Blue Saver Silver (Blue Cross 
Blue Shield of AL)

$15.00 $100.00 0 $3,000.00 $0.00

Baltimore, MD

Lowest-premium plan 
KP MD Silver 1750/25%/
HSA/Dental/PedDental (Kaiser 
Permanente)

$15.00 Not covered 13 $1,750.00 No

Highest-premium plan
myCigna Health Savings 3400 
(Cigna)

None
50%  

coinsurance
2 $3,400.00 No

Minneapolis, MN

Lowest-premium plan 
Key $2750 HAS (Silver) 
(HealthPartners)

10%  
coinsurance

Not covered 13 $2,750.00 No

Highest-premium plan
Medica Individual Choice Silver 
Copay (Medica)

$10.00
Emsam 40% 
Viibryd 60%

2 $2,600.00 No

Los Angeles, CA

Lowest-premium plan Silver 70 HMO (Health Net) $15.00 $70.00 2 $2,000.00 $250.00

Highest-premium plan
Anthem Blue Cross Silver 70 
EPO a Multistate Plan (Anthem)

$15.00 Not covered 11 $2,000.00 $250.00

Jacksonville, FL

Lowest-premium plan 
Coventry of Florida, Coventry 
Silver $5 Copay 2750 Carelink 
HMO

$15.00 $75.00 2 $2,750.00 No

Highest-premium plan
Florida Blue, BlueOptions 
Everyday Health 1423

$10.00
Emsam not 

covered  
Viibryd $100

7 $5,000.00 $0.00

Table 6. Cost-Sharing Details for Lowest- and Highest-Premium Silver Plans 
Available in the Largest Metropolitan Area of Each Study State
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necessarily match the cost-sharing tiers associated with 
the drugs on the insurers’ formularies. Healthcare.gov, for 
example, should display all of the cost-sharing tiers used by 
insurers instead of limiting their display to four of them. 

Currently, given the shortcomings of labeling and the frequent 
use of coinsurance (payments computed as percentages 
of insurer-negotiated prices) instead of fixed dollar co-pays, 
it would be difficult and in some cases impossible for a 
consumer to accurately judge the best value plan based on 
drug coverage. And although antidepressants do not tend 
to be extremely expensive drugs, affordability may continue 
to be an issue for some consumers because of plans with 
high deductibles and coinsurance. These cost-sharing 
requirements vary considerably across plans.

Coverage and Transparency Recommendations
Our review of marketplace plan antidepressant coverage 
leads us to the following recommendations: 

1. Direct link from web site browsing page to formulary. 
Every marketplace should require participating insurers 
to provide a direct link to the searchable formulary 
specific to each marketplace plan, and those links 
should be provided to consumers on the anonymous 
plan browsing page of each marketplace. Marketplace 
staff should check whether the appropriate links are 
provided and require insurers to provide the correct 
ones if they submit links that lead to a home page or 
elsewhere on the insurers’ sites. 

2. A strengthening of the exceptions process. Further 
improvements to the exceptions process can be 
made, such as specifying standardized cost-sharing 
for drugs covered under the exceptions process, 
providing standardized exceptions-request forms to 
streamline the process for patients and doctors, and 
requiring plans to cover the drug requested during the 
exceptions process for those consumers switching 
from a different plan. In addition to providing stronger 
guidance, HHS and state departments of insurance 
should develop an audit and oversight function to 
ensure that plans are fairly and appropriately reviewing 
requests for coverage of excluded drugs.

3. Convert coinsurance requirements to co-pays. 
Because insurers do not make public the payment 
rates they have negotiated for particular drugs, 

coinsurance requirements for antidepressants prohibit 
consumers from evaluating their out-of-pocket 
costs before enrolling. Transparency is improved 
tremendously by using co-pays instead of coinsurance.

4. Clear labeling of cost-sharing tier in formulary. All 
drugs listed in a plan’s formulary should be clearly 
labeled with the cost-sharing tier associated with it, 
and the names of those cost-sharing tiers should 
match those listed in the plan’s SBC. 

5. Web site and SBC consistent with all plan cost-sharing 
tiers. Each plan’s SBC and the information provided on 
the marketplace web sites should be consistent with 
the complete number of prescription drug cost-sharing 
tiers required by the plan. Currently, many web sites 
and cost-sharing tiers list a maximum of four tiers, but 
some plans use five or more tiers.

6. Limited use of prior authorization and step therapy 
and more transparency of quantity limits. Prior 
authorization for antidepressants should only be used 
in limited circumstances and is particularly difficult 
to justify for generics. Step therapy should not be 
required for those enrolling in coverage who are 
already successfully receiving treatment, because 
their condition could be destabilized by requiring them 
to try other options before their current treatment is 
covered. In addition, the form and specifics of any 
quantity limits employed by an insurer should be made 
clear to consumers before they enroll, and any limits 
on antidepressants should be consistent with the 
expectation of long-term prescription drug use.

7. Consumer tools. Ideally, marketplaces would provide 
a tool that allows consumers to enter the name of a 
prescription drug and have the system identify which 
plans available to the consumer cover that drug and 
at what out-of-pocket cost. This tool could be based 
on those already developed for Medicare Part D. 
HHS is developing an out-of-pocket-cost tool for the 
federally facilitated marketplace that is expected to 
allow consumers to input their specific medical needs 
to identify the plan options with the lowest cost-
sharing requirements for their specific circumstances. 
Depending upon its functionality, this effort could be 
useful for those with depression and could be built 
upon by state-based marketplaces.
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