AGENDA
State and Public School Life and Health Insurance Board
Quality of Care Sub-Committee
Meeting
March 14, 2017
1:00 p.m.
EBD Board Room – 501 Building, Suite 500
I. Approval of February 14, 2017 Minutes ................................Margo Bushmiaer, Chairman
II. Call to Order............................................................................Margo Bushmiaer, Chairman
III. ACHI Updates ........................................................ Michael Motley, Izzy Whittington, ACHI
IV. New Topics .............................................................................Margo Bushmiaer, Chairman
V. Director’s Report ................................................... Chris Howlett, EBD Executive Director

Upcoming Meetings
May 9, 2017, June 13, 2017, July 11, 2017, August 15, 2017

NOTE: All material for this meeting will be available by electronic means only
ethel.whittaker@dfa.arkansas.gov. Notice: Silence your cell phones. Keep your personal
conversations to a minimum. Observe restrictions designating areas as “Members and
Staff only”

State and Public School Life and Health Insurance
Board Quality of Care Sub-Committee
Minutes
March 14, 2017
The State and Public Life and Health Insurance Board, Quality of Care
Committee met on March14, 2017, at 1:00 p.m. in the EBD Board Room, 501
Woodlane, Little Rock, Arkansas.
Members Present
Margo Bushmiaer
Dr. John Vinson
Pam Brown
Dr. Namvar Zohoori
Don Hollingsworth
Dr. Joseph Thompson
Robert Boyd

Members Absent
Zinnia Clanton
Dr. Andrew Kumpuris
Frazier Edwards

Chris Howlett, EBD Executive Director, Employee Benefits Division
Others Present
Geri Bemberg, UAMS; Ethel Whittaker, Marla Wallace, Cecilia Walker, Amanda
K Hood Armstrong, Terri Freeman, Shalada Toles, Eric Gallo, Drew
Higginbotham, Matt Turner, EBD; Kristi Jackson, Marc Watts, ASEA; Karyn
Langley, Qual Choice; Wayne Whitley, Ronda Walthall, AHTD, Andy Davis,
Arkansas Democrat-Gazette; Mike Motley, Izzy Whittington, Randy Loggins, Izzy
Whittington, Mike Motley, Arlo Kahn, Pader, Mona, ACHI; Kristi Jackson,
Comysych; Jessica Akins, Takisha Sanders, Health Advantage
CALL TO ORDER
The meeting was called to order by Margo Bushmiaer, Chair

APPROVAL OF MINUTES: by Margo Bushmiaer, Chair
Bushmiaer asked for a motion to approve the February 14, 2017, minutes. Brown
motioned for adoption of the minutes. Murtha seconded; All were in favor.

Minutes Approved.
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EBD BARIATRIC SURGERY PROGRAM ANALYSIS: by: Mike Motley,
Elizabeth Whittington, Dr. Arlo Kahn, ACHI
Whittington reported the objectives for the presentation is to provide information
regarding Bariatric surgery procedures, assess cost-impact of members who
have undergone surgery as part of EBD’s bariatric surgery program, and assess
impact of bariatric surgery on BMI/weight loss for member’s with available data.
Kahn reported 340,000 bariatric surgery procedures performed worldwide in
2011. Demonstrated to be effective at achieving weight loss and improving
coexisting conditions.
The three most common performed bariatric procedures are as follows:
 Gastric bypass
 Gastric sleeve
 Lap banding
Kahn reported the complication rate for bariatric surgery is 17%, and the
Reoperation rate is 7%. Gastric bypass and gastric sleeve procedures are as
follows:
 More invasive
 Higher complication rates
 More effective in achieving weight-loss
Dr. Kahn reported three classes of BMI indicate obesity. Those classes are
divided into three subdivisions: Class 1: BMI of 30 to <35; Class 2: 35 to <40;
Class 3: BMI of 40 or greater; class 3 is recognized as “extreme” or “severe”
obesity.
EBD Obesity Sub-Classes in EBD Population:
Class 1: 22.16%
Class 2: 11.38%
Class 3: 9.49%
Motley provided an analysis for the EBD Bariatric Program:






Pilot program began in 2012; slated to end in 2017
High participation/costs led to restriction on number of participants after
first year
Original design restricted to Centers of Excellence & beneficiary had to
complete requirements before/after surgery
At the request of EBD leadership, ACHI is conducting analysis of program
Approximately 775 members have participated since 2012
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Analysis will include EBD program financial outcomes and literature
review of related health impacts and procedural efficacy
EBD Bariatric Surgery Program Analysis
Year
Number of
Procedures

2012
189

2013
298

2014
181

2015
48

2016
59

Overall
775

Motley reported the financial impact of the Bariatric Surgery Program outlined
below:
 Total cost of surgeries for 201/2013 cohort = $5,660,888
o (Total cost = average surgery cost $11,624 x 487)
o (Average reduction from 12-24 month’s post-surgery for 2012-2013
cohort of 487 was $365)
o (487 member’s x $365 = $177,755 per year
 With estimated savings to plan of $177,755 per year, would take
approximately 28 years to see an estimated savings of $5,000,000.
Motley reported on the health risk survey outlining the objectives are to provide
information regarding health risks within the population as evidence in the survey
outcomes, as well as offer guidance while moving forward to implement the
stages of the wellness program. Our goal is to review the outcomes so they can
serve as a baseline for the platform.
Motley said the purpose of requiring the health risk assessments are:





Effort to engage membership in managing their own health
Guides plan management/intervention with baseline data
Provides member-specific reports outlining health-risks
Used as mechanism for disease/risk-behavior management referral
(Healthy Guidance Program)

Three risk behaviors assessed in analysis:




Obesity
Physical Inactivity
Smoking Status

Whittington reported 56.96% reported as non-obese reporting a BMI of less than
30, and 43.04% reported as obese, which is almost 10% higher than the state
wide average. In 2015 the Arkansas Adult Obesity Statistics indicated the adult
obesity rate was 34.5%, the 6th highest adult obesity rate in the nation.
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Whittington stated that according to self-reported data from the HRA, 90% of the
plan population completed the survey, 43% reported as obese.

Motley reported engaging in physical activity at least 2 days per week could
potentially save the plan $31 million annually.
Motley reported the average cost for current smokers is $3,703. The average
cost for the “no risk’ population is $2,549. The annual average difference is
$1,154.00.

Meeting adjourned.
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Bariatric Surgery Overview
BACKGROUND
Bariatric surgery is one of the fastest growing operative procedures performed worldwide, with approximately
>340,000 operations performed in 2011. However, the number of procedures performed in the United States
appears to have plateaued at approximately 200,000 operations per year. This may be a result of several factors,
including multidisciplinary team identification of patients who can be effectively managed with behavior
modification or a comprehensive evaluation which may identify patients who are not ideal surgical candidates.1
Legislation was passed in 2011 which charged the Employee Benefits Division (EBD) to establish a bariatric surgery
pilot program as a covered benefit for qualifying members. The first surgeries began in 2012, and Table 1 shows the
number of procedures per year through 2016.
Table 1. Number of Bariatric Procedures Performed on Eligible ASE/PSE Members
Year

2012

2013

2014

2015

2016

Overall

Number of
Procedures

189

298

181

48

59

775

EFFECTIVENESS


Weight Loss—Evidence demonstrates that bariatric surgery is an effective method of achieving weight-loss in
obese individuals. However, expected weight loss varies based on the type of surgery: 2
 Gastric bypass—“Gastric bypass has a high success rate, and people lose an average of 70 to 75
percent of their excess body weight in the first year. For a person who is 120 pounds overweight, an
average of 85 to 90 pounds of weight loss would be expected. Weight loss typically levels off after one
to two years, with an overall excess weight loss between 60 and 70 percent after five years.”
 Gastric sleeve—“The gastric sleeve has a good success rate, and people lose an average of 60 to 65
percent of their excess body weight at two years after their procedure. For a person who is 120 pounds
overweight, this would mean losing about 72 to 78 pounds. Like the lap band and gastric bypass, it is
important to follow an appropriate diet after surgery.”
 Lap banding—“Weight loss after two years ranges from 50 to 60 percent of excess weight. As an
example, a person who is 120 pounds overweight could expect to lose approximately 60 to 72 pounds
in the two years after lap banding.”



Medical Conditions—Bariatric surgery can also improve health issues that are related to obesity, including
diabetes, high blood pressure, and sleep apnea. In some cases, the patient may no longer need to take
medication used to treat these and other related conditions. Surgery may also help to reduce the patient’s risk
of developing other conditions related to obesity, such as heart disease.3

COMPLICATION AND REOPERATION RATES
A 2014 national systemic review and meta-analysis spanning 2003-2012 concluded the following with respect to
both the complication rates and reoperation rates for individuals who had undergone various types of bariatric
procedures: 4





Of the 164 studies assessed, the complication rate from bariatric surgery was 17 percent.
Reoperation rate was 7 percent.
Gastric bypass, a more invasive surgery but considered more effective in weight loss, was associated
with more complications.
Adjustable gastric banding had lower complication rates but was more likely to have higher reoperation
rates than both gastric bypass and sleeve gastrostomy procedures.
ACHI is a nonpartisan, independent, health policy center that serves as a catalyst to improve the health of Arkansans.

1401 W. Capitol Avenue, Suite 300 ● Little Rock, Arkansas 72201 ● (501) 526-2244 ● www.achi.net

TYPES OF BARIATRIC SURGERY
Bariatric surgery includes a group of procedures that cause weight-loss by restricting the amount of food an
individual’s stomach can hold and the calories/nutrients the body absorbs. The most common bariatric surgery
procedures in the U.S. include the following: 2


Gastric bypass—Roux-en-Y gastric bypass, also called gastric bypass, reduces the amount of food that can
be eaten and reduces the number of calories and nutrients that can be absorbed food. The surgeon creates a
small stomach pouch by dividing the stomach and attaching it to the small intestine.
Gastric sleeve—Gastric sleeve, also known as sleeve gastrectomy, is a surgery that reduces the size of the
stomach and makes it into a narrow tube. The new stomach is much smaller, it does not stretch when eating,
and it produces less of the hormone (ghrelin) that causes hunger, helping the patient feel satisfied with less
food.
Lap banding—Laparoscopic adjustable gastric banding (LAGB), or lap banding, is a surgery that uses an
adjustable band around the opening to the stomach. This reduces the amount of food that the patient can eat
at one time.





(Other procedures are available, but are rarely performed in Arkansas.)

ELIGIBILITY
Patients meeting the following criteria may be eligible for surgery:1





Adults with a body-mass-index (BMI) greater than 40
Adults with a BMI between 35 and 39.5 with at least one serious coexisting condition, including but not
limited to:
o Type 2 diabetes
o Sleep apnea
o Hypertension
o Hyperlipidemia
o Asthma
Adults with a BMI between 30 and 34.9 with uncontrollable Type 2 diabetes or metabolic syndrome, although
there is no long-term evidence of benefit to support routinely performing bariatric surgery on these individuals

PRE- AND POST-SURGERY COMPONENTS
Pre-Surgery Components
U.S. Preventive Services Task Force (USPSTF) Recommendation on Obesity—Clinicians should offer or refer
patients with a BMI of 30 or higher to intensive, multicomponent behavioral interventions. These interventions can lead
to an average weight loss of 8.8 to15.4 pounds and improve glucose tolerance and other physiologic risk factors for
cardiovascular disease.”3 While bariatric surgery is often a last-resort for individuals who have exhausted other
avenues in weight-loss, both the compiled academic findings and USPSTF recommendations emphasize the key role
of intensive behavioral therapy in the treatment of obesity.
Preoperative Assessment—Bariatric surgery should be performed along with a comprehensive preoperative
assessment. A multidisciplinary team that includes a nutritionist, medical bariatric specialist, psychologist/psychiatrist,
nurse specialist, and skilled surgeons offer well-rounded assessments and support for the obese patient considering a
bariatric surgical procedure.2
Post-Surgery Components
After a patient has undergone bariatric surgery, there are two components to post-surgery care—postoperative care
(both in the hospital immediately following surgery and follow-up visits within the first few months of surgery) and longterm care/management. The type of bariatric procedure can also determine the level of post-surgery care required.5
For long-term management, individuals who have undergone bariatric surgery require ongoing routine visits with their
physicians, which should include weight monitoring and discussion of compliance with required dietary modifications
and other behavior changes. As with pre-surgery requirements, post-surgery care should include a multidisciplinary
team approach including a nursing team to address patient concerns, registered dieticians to assist with dietary needs,
and opportunities for group-support. For individuals with coexisting conditions such as hypertension and diabetes,
monitoring changes in these conditions must also be tracked.4
Bariatric Surgery Overview
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CONCLUSION
Evidence-based information on bariatric surgery should be considered as EBD makes decisions regarding the
continuation of its bariatric surgery program. Candidates for surgery should include individuals with BMIs greater than
40 or with BMIs 35 and greater with a coexisting condition present. Both the pre- and post-operative care of individuals
undergoing surgery should include a multidisciplinary-team approach, including intensive behavioral therapy.
Effectiveness, complications, and reoperation rates for procedures must also be considered.
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EBD Bariatric Surgery
Program Assessment
Arlo Kahn, MD
Senior Policy Advisor
Mike Motley, MPH
Assistant Health Policy Director
Elizabeth Whittington, MPA
Policy Analyst

March 2017

Objectives for Presentation:
• Review evidence-based guidelines regarding
bariatric surgery procedures/program

• Assess cost-impact of members who have
undergone surgery as part of EBD’s bariatric
surgery program
• Assess impact of bariatric surgery on
BMI/weight loss for member’s with available
data
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Background on EBD’s Pilot Program
• 2011 Legislation charged EBD to create a
pilot program for bariatric surgery (Act 855
of 2011) ending in December 2017
• Enrollment began in 2011 with initial
surgeries taking place in 2012

• Initial eligibility criteria:
–BMI of 40
–BMI of 35 or greater with coexisting condition
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Capping Programmatic Costs—2014
• Based on initial program experience from
2012-2013, actual programmatic costs far
exceeded initially projected costs
• 2014 legislation included a spending limit on
coverage of bariatric surgery(Act 6 of the
Second Extraordinary Session of the 89th
Arkansas General Assembly)
• Act required that costs for program not
exceed $3,000,000 for ASE or $3,000,000 for
PSE
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Future of Bariatric Surgery Coverage
• Legislation filed during 91st General
Assembly to continue coverage for bariatric
surgery (SB 522)

• As filed, legislation requires that costs for
program not exceed $3,000,000 for ASE or
$3,000,000 for PSE

4

Bariatric Surgery: Background
• >340,000 bariatric surgery procedures
performed worldwide in 2011

• Demonstrated to be effective at achieving
weight loss and improving coexisting
conditions
• Three most commonly performed bariatric
procedures:
–Gastric bypass
–Gastric sleeve
–Lap banding
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Bariatric Surgery Complications
• Complication rate: 17%
• Reoperation rate: 7%
• Gastric bypass and gastric sleeve
procedures:
–More invasive
–Higher complication rates
–More effective in achieving weight-loss
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Essential Components
• Intensive behavioral management before
referral for surgery
• Multidisciplinary team approach (bariatric
specialist, psychologist/psychiatrist,
nutritionist, etc.)

• Post-surgery care including ongoing weight
monitoring, review of dietary changes, and
assessment of coexisting conditions
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Body-Mass-Index (BMI) Categories
• Class 1: BMI of 30 to <35

• Class 2: BMI of 35 to <40
• Class 3: BMI of 40 or higher; Class 3 obesity
also categorized as “extreme” or “severely”
obesity

*Source: Centers for Disease and Control (CDC). “Defining Adult Overweight and Obesity”, Retrieved February 6, 2017. https://www.cdc.gov/obesity/adult/defining.html
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Body-Mass-Index (BMI) Examples
*Example: Individual with a height measurement of 5’ 9”
Weight Range

BMI

Considered

124 lbs or less

Below 18.5

Underweight

125 lbs to 168 lbs

18.5 to 24.9

Healthy weight

169 lbs to 202 lbs

25.0 to 29.9

Overweight

203 lbs or more

30 or higher

Obese

271 lbs or more

40 or higher

Class 3 Obese

*Source: Centers for Disease and Control (CDC). “Defining Adult Overweight and Obesity”, Retrieved February 6, 2017. https://www.cdc.gov/obesity/adult/defining.html
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Adult BMI Chart
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2012 Bariatric Surgery Program
Requirements
• Subscribers and covered spouses eligible
• BMI greater than or equal to 35 with
coexisting condition OR a BMI greater than 40
• Participation in physician-supervised weight
loss program for at least 6 months prior to
surgery date
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2012 Bariatric Surgery Program
Requirements (continued)
• Procedures to be performed at fully approved
in-network Center of Excellence

• Member compliance in writing of one year
physician-supervised treatment plan (post
surgery)
(Enrollment in the program was suspended
throughout parts of 2014 for evaluation and
consideration of new requirements)
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2015 Revised Program Requirements
• Spouses excluded, eligibility restricted to those
aged 25-55

• Required one year plan participation before
enrollment in bariatric program
• Contacts with health coaches required monthly
• 10% weight loss prior to surgery
• Required enrollment in Healthy Guidance
Weight Program following surgery
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2017 Program Requirements
• As of 2017 (last year of pilot program), most
of the same modified requirements from 2015
are still in place
• Exception: BMI of 35 or higher are eligible
regardless of coexisting conditions
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EBD Bariatric Surgery Recipient
Demographics 2012 - 2016
Age Group

Gender
Female

638

Male

137

Total

775

<=35

108

36-45

237

46-55

259

56-65

146

>65

25

Total

775

Member
Primary

691

NonPrimary

84

Total

775

Plan

ASE

362

PSE

413

Total

775
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EBD Bariatric Surgery Volume and Cost
2012 through 2016
Year

Number of
Procedures

Total Amount Paid By Plan for
Surgery Admission

2012

189

$2,144,633

2013

298

$3,516,403

2014

181

$2,301,193

2015

48

$481,850

2016

59

$622,782

Total

775

$9,057,960

* Surgery window includes triggering hospital stay and one day prior
to that hospital admission
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Changes in BMI Post Surgery
• Programmatic requirements dictate a BMI of at
least 35 for eligibility
• 2015 HRA results included BMI for 282 bariatric
surgery recipients in 2012-2013
• Average 2015 BMI for 2012-2013 cohort was 33

• With eligibility set at 35 BMI, average BMI
reduction was at least 2 points (or 12 lbs for a
5’6” person
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Changes in BMI Post Surgery
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2015 BMI Distribution for 2012-2013 Cohort
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Pre/Post Surgery Cost for 2012 and 2013
• The 2013-2013 study cohort included 487 individuals who had
bariatric surgery in either year

• Average surgery cost for this group was $11,624
Pre and Post-Surgery Total Medical Costs to EBD per Member
(2012-2013 Cohort)
$5,000

$4,691

$4,500

$4,013
$4,000

$3,964
$3,599

$3,500
$3,000
$2,500
$2,000
$1,500
$1,000

$672

$750

$500
$0
1 Month Before and After

1-12 Months Before and After
Pre-Surgery

Post-Surgery

12-24 Months Before and After
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Financial Impact of Bariatric Surgery Program
• Total cost of surgeries for 2012/2013 cohort
= $5,660,888
–(Total cost = average surgery cost of $11,624 x
487)
–(Average reduction from 12-24 months postsurgery for 2012-2013 cohort of 487 was $365)
–(487 members X $365 = $177,755 per year)

• With estimated savings to plan of ~$177,755
per year, would take approximately 28 years
to see an estimated savings of $5,000,000
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Next Steps
• Will provide additional analyses in upcoming
meetings to look at other cost and healthoutcome related components of EBD’s
bariatric program
• Will discuss opportunities for potential
changes to programmatic
requirements/alignment with evidence-based
guidelines
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