
 

AGENDA 

      State and Public School Life and Health Insurance Board 
Quality of Care Sub-Committee 

Meeting 
 

October 15th, 2019  
 

1:00 p.m. 

EBD Board Room – 501 Building, Suite 500 
 

I. Call to Order ......................................................................................Dr. John Vinson, Chair 

II. Approval of September Minutes ......................................................Dr. John Vinson, Chair 

III. Health Risk Analysis ..................................... Elizabeth Montgomery & Mike Motley, ACHI 

IV. Plan Diabetes Update .................................................... Krishna Rao & Eric Pohl, Kannact 

V. Director’s Report ..................................................................... Chris Howlett, EBD Director 

VI. Adjournment .....................................................................................Dr. John Vinson, Chair 

  

  

Upcoming Meetings 

November 12th, 2019, December 10th, 2019 

 

 NOTE: All material for this meeting will be available by electronic means only.  

Notice: Please silence your cell phones.  Keep your personal conversations to a 

minimum. 

 

  



 

 

State and Public School Life and Health Insurance Board  

Quality of Care Sub-Committee Minutes 

October 15, 2019 

Date | time 010/15/2019 1:00 PM | Meeting called to order by Dr. John Vinson, Chair 

Attendance 

  Members Present       Members Absent 

  Dr. John Vinson – Chair       

Margo Bushmiaer – Vice-Chair     

Michelle Murtha       

  Dr. Arlo Kahn        

  Cindy Gillespie – proxy – Jimmy Fields 

  Zinnia Clanton 

  Dr. Terry Fiddler  

Pam Brown  

Dr. Appathurai Balamurugan 

Shalada Toles, Employee Benefits Division (EBD) Deputy Director 

 
Others Present:  
Rhoda Classen, Theresa Huber, Sharon Parker, EBD; Elizabeth Montgomery, Mike Motley, ACHI; 
Takisha Sanders, Jessica Akins, HA; Marc Bagby, MERCK; Octawia DeYoung, UAMS EBRx; Greg 
Jones, MTI 

Approval of Minutes by: Dr. John Vinson, Chair 

MOTION by Bushmiaer  
 

I motion to approve the September 10, 2019 minutes.  
 

Clanton seconded. All were in favor. 
 

Minutes Approved. 

Health Risk Analysis by: Elizabeth Montgomery & Mike Motley, ACHI 

Montgomery and Motley provided an update on health risk assessment (HRA) analyses and trend 
comparisons: response rates, demographic breakdown, previously assessed risk factors, and 
additional survey questions of interest. 
 
Discussion: 
Dr. Fiddler: What is the definition of physical activity? 
Montgomery: If you are performing 20-30 minutes of physical activity per day, walking for that duration 

of time would qualify. 
 



Page 2 

Dr. Bala: There is a physical activity question in behavioral risk factor survey which describes 
physical activity. I recommend we use that. It has a little more sensitivity and specificity 
to it.  

Dr. Vinson: Would it be helpful if we had a copy of the current HRA? Could it be provided so that the 
Quality of Care committee members could look at it as it may have other questions on it 
that may need to be tweaked. 

Toles: I would like to note that for 2017 and 2018, we have a different HRA, so this is reporting 
on older data. The one for 2019 does have more specific information available. We will 
work on getting copies of the current one. 

Dr. Fiddler: So, the HRA for 2019 is asking a more specific question on what physical activity is? 
Toles: I think the question might be very similar, but the explanation of what physical activity is 

might be included.  
Dr. Bala: Perhaps you should include smokeless tobacco, as well. Arkansas is number one in the 

nation for smokeless tobacco, with e-cigarettes increasing.  
Montgomery: ACHI does not develop the HRA, we just analyze the data from the past few years. 
Dr. Vinson: Who does develop it? 
Toles: The particular one that ACHI is presenting on was created by 

ComPsych/GuidanceResources, our previous EAP vendor. The current one is 
developed by HealthAdvantage in conjunction with their medical management.  

Montgomery: This analysis is specific to 2018, the older HRA. 
Dr. Fiddler: When did we start our healthy choices and all that? On the BMI, how old are these 

people? There is a big difference between a 30-year-old with a BMI of 30 versus a 60-
year-old. 

Motley: We did not break it down that way, but we can. The age of members is in the survey. 
You do see increasing rates of obesity as individuals get older and the associated 
medical costs for those individuals go up as well exponentially. 

Dr. Fiddler: If I knew how old a person with a BMI of 30 who has had an opportunity to participate in 
our healthy choice and other programs for two to three years and nothing has changed. 
Maybe this program is not the program that we want to have. If we could have an 
accumulation of those three groups and see if the programs are really working for the 
age groups.  

Toles: To answer your earlier question, the Catapult health assessments February of 2018, 
Naturally Slim had their first class in May 2018, and Kannact came on October 2018 
and got going in January 2019. 

Dr. Kahn: I think the data that we are going to need about Naturally Slim, for example, is going to 
have to come from them. This data won’t tell us who is enrolled in the programs. I think 
each vendor that the plan hires need to specify their expected outcomes and what they 
expect to improve and then every year we need to evaluate them to see if they are 
doing what they said they would.  

Dr. Vinson: How many beneficiaries are in Naturally Slim? 
Toles: I think that the overall is about 5,500. 
Dr. Vinson: If this is reflective of the whole population, even if that was successful in the 5,500, you 

could still see a worsening of obesity because it is such a small percentage of the 
overall population. 

Toles: The programs that have been brought on are voluntary programs, so not everyone has 
participated as well as these HRA results. We are really dealing with a bunch of 
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different buckets and we would need to find a way to aggregate all of it to get an overall 
picture, but there is a way to determine how well the vendors are performing based on 
the number of members that have participated in the program.  

Dr. Kahn: The other thing to keep in mind, is that the report is only about half of the members 
because half of them members didn’t do the HRA online, but instead went to Catapult 
and we don’t have those results. 

Toles: Catapult presented those results earlier this year. 
Dr. Kahn: But they have a different HRA, so we wouldn’t be able to compare it to previous years 

or this one. 
Dr. Bala: What is your response rate? 
Motley: I believe that 85%-90% met the wellness requirements for 2018. 
Dr. Vinson: Is there any way we could have only one HRA? I am trying to understand why we would 

have two different HRA’s.  
Toles: A lot of that had to do with some of the concerns about the self-reported data. I think the 

plan is trying to move more to biometric screening with real data available. Not 
everyone was prepared to go to Catapult and still wanted to use their PCP’s.  

Dr. Vinson: So, some of the data in Catapult is not really self-reported data HRA, it is actually real 
data based on what their measurements were. Whereas the people who don’t do the 
worksite wellness may not have accurate answer because they are still doing the self-
reported.  

Toles: The other part of that is the PCP form that has to go to the doctor’s office, currently, so 
we expect that that is accurate data, but that does not inform what a member might add 
to their HRA, so they are not tied together.  

Dr. Vinson: In Medicaid recently, a report/study was done and found that there was a low 
percentage of Medicaid beneficiaries getting the flu shot. They did an analysis on the 
expenditures and found that they were spending $10 for every $1 on Tamiflu, outpatient 
doctor visits, lab associated with diagnosing and treating the flu, and it doesn’t even 
include the hospitalization. I wonder, since you did the that data on spend obesity 
versus non-obesity and smokers versus non-smokers, I wonder if there are higher 
expenditures for acute care for patients who didn’t get a flu shot.  

Motley: We can look into that. 
Dr. Vinson: We talked about making the flu shot part of the wellness benefit, ultimately it was pulled 

out because the vast majority of our money is spent on obesity, diabetes, and other 
chronic illnesses. The assumption is that we aren’t spending that much money on 
treatment of the flu and I’m just curious if that is accurate.  

Motley: It will be a very interesting to look at. 
Dr. Kahn: The other thing is this is the Quality of Care Committee not the cost of care committee, 

so if quality means flu shots, we ought to have our eye on that. 
Dr. Fiddler: Why would the Plan consider additional options to assist members when we are giving 

them everything we can? Why would we spend more money to try to get further options 
or would you include that in an existing program?  

Dr. Kahn: You say that we have done everything we could or should. That is a possibility, but I 
don’t think that is accurate that we have done everything that could be done to make it 
easier for our members to be healthier.  

Dr. Fiddler: What might that be? 
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Dr. Kahn: The first thing we are going to do is hear from our vendor who is taking care of our 
diabetic population, because we don’t know what they have done. The question should 
be, “Is the plan doing everything we should do?” 

Dr. Bala: The state level has a lot that can be done. Most of the time it is the 80/20 rule, where 
20% of members are using 80% of the resources. Wellness visit is a first step and 
having incentives for not smoking, for example, can be helpful.  

Fields: Smokers cost us approximately $52 more than obese identified members who cost us 
$155 more or approximately three times what the smokers are. Where does one try to 
encourage members to do right? 

Dr. Vinson: I think a roadmap of what we can and cannot do would be nice when looking at a plan 
design.  

Toles: We may need some legal counsel to speak on that, but we do know that some points of 
the law do allow for a surcharge on smokers. I do know that some plans do a surcharge 
on obesity. 

Dr. Kahn: I don’t want to give the impression that I don’t think quality also has cost as part of it. It 
is why I think we hear about the waste calculator every quarter. Part of quality is not 
wasting valuable resources.  

Plan Diabetes Update by: Krishna Rao, Mike Pohl, & Dr. Pohl, Kannact 

Pohl, Rao, and Dr. Pohl provided a brief update on the Kannact plan. 

Discussion: 
Dr. Vinson: How many members have diabetes in the plan? 
Pohl: I would estimate at least 10% of the population based on our experience and working 

with our clients. 
Dr. Vinson: That would be helpful for me to know. It’s hard for me to understand what kind of 

participation we have without it. 
Toles: I believe ACHI presented another time and stated that about 15,000 people were 

diabetics, but it is still a voluntary program.  
Dr. Fiddler: That would be approximately 2,200 people, but you are now showing 1,300 people. 
Pohl: Yes, they didn’t all join in October. EBD began sending out information in that time 

period, so they didn’t all join right away. 
Dr. Fiddler: With the assumption that it went from 6,500 to 2,200, does that mean the other 4,000 

were not really participating in the previous program? 
Pohl: That would be a good assumption. 
Dr. Kahn: Was there any effort to find out what happened to the other half that didn’t enroll in 

Kannact.  
Pohl: We did the best we could in partnering with EBD in terms of reaching out to those 

participants and the best contact info. We were able to get information out via email, 
phone calls, etc. to try to help people understand the transition and what we have to 
offer.  

Dr. Kahn: But you don’t have the results of the half that didn’t join up and why they didn’t join up? 
Pohl: A lot of them weren’t responsive or didn’t have good contact information. Out of the 

2,200, there was probably a couple hundred that respond and say they were going to fill 
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their own supplies or were working closely with their doctor and didn’t want to take part 
in the program. 

Fields: Are your coaches developing a personal relationship, or is your corporation developing 
a relationship with these individuals? 

Pohl: It’s a little bit of both. The coach is the primary driver of the relationship. They also have 
secondary staff who are within that same group. Essentially, if they call into the 
program, they are, typically, going to talk to one of a couple people who they have been 
involved with. The coach is the primary, but if they are not available there is a 
secondary person.  

Dr. Kahn: Do you have a certain number of blood glucose results that each person is supposed to 
submit or that each device is supposed to submit? 

Pohl: We go based off of their doctor’s recommendation. The baselines are on average 21 
readings per person. On average, what we are seeing in most of the months following 
as participants working with coaches, is about 30 to 32 a month on average. 

Dr. Kahn: On average one a day. Do you have any HbA1c readings? 
Pohl: We don’t have actual HbA1c data. We have some self-reported that the coaches get 

from the participants.  
Dr. Kahn: One of the things from last month were the HEDIS measures including HbA1c, statin 

use, and eye exams. Do you collect that and could report on that for us? Do you do 
anything to get people who are diabetics on statins, to get their eye exams every year or 
two, and/or get their HbA1c’s done? 

Pohl: Yes, the health coaches do recommend the eye exam visits and we also have 
pharmacists who are looking at the medication as they understand what medications 
they are on and do recommend statins for those individuals.  

 Dr. Kahn: Would you be able to get that data for us about how many individuals the program has 
contacted who aren’t taking statins to start taking statins? 

Pohl: Yes, absolutely. 
Dr. Kahn: Are we doing everything that’s reasonable for a plan to do to help our diabetic patients? 

As far as I know, the only thing we are doing as a plan right now is having you deal with 
our diabetic patients. For us to know if we are doing everything that we could do, we 
need to know everything we can about what you are doing, so that we know what is left 
to do. At this point, what could you suggest the plan do that you aren’t already doing? 

Dr. Vinson: Or for the patients you aren’t reaching. 
Pohl: In other situations, we do try to collect a little more information up front on a list of 

participants with diabetes and contact info and assign staff to reach out and offer the 
program. We do have a number of clients who are offering incentives to join our 
program as well. We are open to all ways of increasing engagement. We have 
participants who have found out about us at the Catapult clinics, for example. Any type 
of partnership we can do with other programs to increase volume and getting the word 
out.  

Dr. Kahn: Are you able to do biometrics of any kind or get HbA1c on the participants? 
Pohl: We don’t currently have a method to do that. Right now, it is either self-reported or we 

can get it directly from another service that is providing that. We do have situations with 
wellness companies that are doing screenings and will send us that data directly.  

Dr. Kahn: Isn’t Catapult doing A1c’s, at least, on initial employee visits? Would it be possible for 
that information to be transferred to Kannact? 
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Toles: It is already being done. 
Pohl: We have gotten some Catapult data at this point. I think of the 3,300 about 500 have 

done Catapult twice. It is a little bit of data. As that program continues to grow, we will 
be able to better correlate between the two. 

Dr. Kahn: Those three HEDIS quality measures that I mentioned, we now know how our members 
are reporting on that and it is not good. Some worse than others. How would you go 
about helping our members do better on those three measures? 

Pohl: We can look at actual pharmacy claims, we can have a pharmacist go through and 
identify what issues come up, what recommendations for those participants, and get 
ongoing updates then we can go back and say that X% actually took the 
recommendation from the coach. We can evaluate how we can further work with those 
patients to push them into making those steps.  

Dr. Vinson: For the price of the program, for the $69 versus the $79, is that per month and does the 
Plan pay that or the participant? 

Pohl: Yes, it is per month and the Plan pays. It includes all of the health coaching as well as 
unlimited testing supplies and insulin injection supplies. We have seen a pretty 
significantly higher number of insulin users in this program than others. We have about 
49% that are filling for insulin injection supplies.   

Dr. Vinson: So that 6,500 number was people who had testing supplies or insulin supplies for 
injection prior to this program going into effect.  

Toles: They were on a grandfathered list and some were grandfathered into the grandfathered 
list, so we did find some difficulty with the contact information that was there. I’m 
personally surprised by how many people don’t provide good contact information to their 
employer. We don’t always have good phone numbers and addresses for those people, 
so that was a large percentage of the 6,500 that were just unable to be reached.  

Dr. Fiddler: So, at this level, we about $14,000-$16,000 a month at 2,200 patients. 
Pohl: At the end of September, is was 3,387 participants.  
Dr. Fiddler: So that is $21,000+ a month then.  
Toles: It is a good amount of money each year.  
Dr. Kahn: We were talking about the need for this committee to be able to evaluate various 

contractors who are doing parts of our program to know what the expectations are. You 
gave some general expectations, engagement and better control. Can you give us what 
your expectations are on the whole population in terms of how many people you will 
have engaged and what sort of improvements you will have on the outcome measures 
that are of interest to us? Can you give us a projection of what you expect so that we 
will have something to measure against at the end of the next year?  

Pohl: In terms on the HEDIS measures, we can gather those and give you a report in terms of 
where we have evaluated people at this point. In terms of outcomes, at the end of year 
two we typically see cost savings across the two years. If people are utilizing services 
better and getting healthier, typically in the end, we are going to see final outcome. As 
we get more data from Catapult, we can report changes on A1c and HEDIS measures 
as well as the blood glucose data we are able to gather from the participants. After two 
years, that ends up meeting cost outcomes for participants engaged. As far as 
enrollment and engagement, the partnership between Kannact and EBD in terms of 
how else we want to get the word out to members, it doesn’t come right away but 
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typically over time with contact lists we will assign staff to reach out and mail out 
information.  

Dr. Vinson: Do you have patients who when they come into the program are actually costing you 
more than what you are being paid? Would it be fair to say you have some risk? 

Pohl: We do have some scenarios where doctors are recommending 6-8 a day, but it is not a 
high percentage of participants. In this case, we do have more of those as well as 
insulin users, so there is a higher cost us per participant. We do also have those who 
are only testing once a day and on more of a regular regimen, so that averages things 
out a little bit. We could report on supply usage and how much we are shipping per 
person and what the trend is.  

Dr. Kahn: As well as any conclusion you can draw from that that we as a plan may suggest to cut 
down on wasteful spending. 

Dr. Vinson: I know there will be ongoing discussion about “Do they have to get their supplies filled 
through this program or do people have an option to get it filled locally?” If you have 
data that can eliminate waste and have higher quality, then you would like to see a 
similar program for the patients who choose not to use this program or incentivize them 
to use this plan.  

Murtha: On your website, it has 9-month outcomes of glucose readings saying that they will drop 
2 points within those 9 months. Is that just that people just reported their A1c to you? 

Pohl: Yes, A1c is typically a self-reported drop and then we also have a report with the actual 
blood glucose numbers and also an estimated A1c value as well. If you’re looking at the 
chart on the website that shows the ADA estimation based on their formula.  

Director’s Report by: Shalada Toles, EBD Deputy Director 

Toles provided an update on the wellness as listed below. 

2020 discount thus far: 2019, at this point: 

64% Completed 58% With Discount 

36% Without Completion 42% Without Discount 

Catapult has been responsible for 42,753 members and the PCP forms are at 16,278 with some of 
those being incomplete but we are working with them to get all the data.  

MOTION by Dr. Fiddler 

Move to adjourn.   

Brown seconded. All were in favor. 

Meeting adjourned. 
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OBJECTIVES

oReview updated health risk assessment (HRA) analyses and trend 
comparisons:

o Response rates 

o Demographic breakdown 

o Previously assessed risk factors: physical inactivity, current smokers, obesity 
and associated claims costs

o Additional survey questions of interest
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HRA SURVEY RESPONSE RATES: PLAN TYPE 
(2017–2018)
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Plan Type 2017 2018

ASE 24,735 
(38%)

13,670 
(37%)

PSE 40,762 
(62%)

23,231 
(63%)

Total 65,497 36,901



HRA SURVEY RESPONDENT DEMOGRAPHICS: 
GENDER (2017–2018)
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Gender 2017 2018

Male 21,766 
(33%)

12,203 
(33%)

Female 43,731 
(67%)

24,698 
(67%)

Total 65,497 36,901



HRA SURVEY RESPONDENT DEMOGRAPHICS: 
AGE (2017–2018)
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Age Range 2017 2018

18 to 24 921
(1%)

434
(1%)

25 to 34 10,861
(17%)

6,433
(17%)

35 to 44 15,338
(23%)

8,606
(23%)

45 to 54 18,444
(28%)

10,176
(28%)

55 to 64 17,289
(26%)

9,688
(26%)

65 to 74 2,644
(4%)

1,564
(4%)

Total 65,497 36,901



PHYSICAL INACTIVITY

oHRA Question: How many days per week do you do at least 20 
to 30 minutes of physical activity?

o0 days to 7 days

oRespondents reporting zero days of physical activity per week 
were deemed “physically inactive” for this analysis 
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PHYSICAL INACTIVITY (2017–2018)
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PHYSICAL ACTIVITY RESPONSES BY REPORTED 
DAYS OF ACTIVITY (2017–2018)
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MEDIAN ANNUAL COSTS FOR PHYSICALLY ACTIVE 
VS. PHYSICALLY INACTIVE (2018) 
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CURRENT SMOKERS (2018)
o HRA Question: Smoking status – Select the item below that applies to you:

o Have never smoked

o Quit smoking two or more years ago

o Quit smoking one or more years ago

o Quit smoking 6-12 months ago

o Quit smoking 0-5 months ago

o *Currently smoke pipe or cigar only

o *Currently smoke fewer than 10 cigarettes daily

o *Currently smoke 10 or more cigarettes daily 

10

*Individuals who responded “Yes” to 

questions in red were included in 

analysis as current smokers.



CURRENT SMOKERS (2017–2018)
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STATEWIDE CURRENT SMOKERS (2018)
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oAccording to Behavioral Risk Factor Surveillance Survey 
(BRFSS), Arkansas adults who are current smokers: 22.7%

Source: BRFSS Prevalence and Trends Data, Arkansas – Topic: Current Smoker Status, 2018. 

https://nccd.cdc.gov/BRFSSPrevalence/rdPage.aspx?rdReport=DPH_BRFSS.ExploreByLocation&rdProcessAction=&SaveFileGenerated=1&irbLocationType=States&islLocation=05&islState=&islCounty=&islClass=CLASS17&islTopic=TOPIC15&islYear=2018&hidLocationType=States&hidLocation=05&hidClass=CLASS17&hidTopic=TOPIC15&hidTopicName=Current+Smoker+Status&hidYear=2018&irbShowFootnotes=Show&rdICL-iclIndicators=_RFSMOK3&iclIndicators_rdExpandedCollapsedHistory=&iclIndicators=_RFSMOK3&hidPreviouslySelectedIndicators=&DashboardColumnCount=2&rdShowElementHistory=divTopicUpdating%3dHide,islTopic%3dShow,divYearUpdating%3dHide,islYear%3dShow,&rdScrollX=0&rdScrollY=160&rdRnd=92937


MEDIAN ANNUAL COSTS FOR NON-SMOKERS VS. 
CURRENT SMOKERS (2018) 
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OBESITY

oHRA question: Respondents provide their height and weight

oBMI is then derived from this information
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OBESITY (2017–2018)
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STATEWIDE OBESITY (2018) 
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oAccording to BRFSS, Arkansas adults who classified as obese: 
37.1%

Source: BRFSS Prevalence and Trends Data, Arkansas – Topic: Overweight and Obesity (BMI), 2018.  

https://nccd.cdc.gov/BRFSSPrevalence/rdPage.aspx?rdReport=DPH_BRFSS.ExploreByLocation&rdProcessAction=&SaveFileGenerated=1&irbLocationType=States&islLocation=05&islState=&islCounty=&islClass=CLASS14&islTopic=TOPIC09&islYear=2018&hidLocationType=States&hidLocation=05&hidClass=CLASS14&hidTopic=TOPIC09&hidTopicName=BMI+Categories&hidYear=2018&irbShowFootnotes=Show&rdICL-iclIndicators=_BMI5CAT&iclIndicators_rdExpandedCollapsedHistory=&iclIndicators=_BMI5CAT&hidPreviouslySelectedIndicators=&DashboardColumnCount=2&rdShowElementHistory=divTopicUpdating%3dHide,islTopic%3dShow,divYearUpdating%3dHide,islYear%3dShow,&rdScrollX=0&rdScrollY=320&rdRnd=55333


BMI CATEGORIZATION OF HRA RESPONDENTS 
(2017—2018)
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MEDIAN ANNUAL COSTS FOR NON-OBESE VS. 
OBESE MEMBERS (2018) 
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GENERAL HEALTH 

oHRA question: Complete the following statement: “In general, 
my overall health is…”

oExcellent

oVery good

oGood

oFair

oPoor

19



GENERAL HEALTH RATES AMONG RESPONDENTS 
(2017–2018) 
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CURRENT HEALTH

oHRA question: If you’ve been told you have any of the following 
diseases or illnesses, please select them:

21

Stroke High cholesterol

Asthma Cancer

Diabetes High blood pressure

Arthritis Chronic bronchitis, COPD

Back pain Angina, congestive heart failure
or heart attack

Depression Heartburn

Osteoporosis Headaches

Anxiety Allergies



MOST FREQUENT CURRENT HEALTH CONDITIONS 
AMONG RESPONDENTS (2017–2018) 
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FLU SHOT

oHRA question: Have you had a flu shot in the last 12 months? 

23



FLU SHOT RATES AMONG RESPONDENTS (2017–
2018) 
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BINGE DRINKING

oHRA question: Have you had 5 or more alcoholic drinks in a 
single sitting over the past 6 months? (A single sitting is defined 
by the CDC as 2 hours or less)

25



BINGE DRINKING RATES AMONG RESPONDENTS 
(2017–2018) 
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NUMBER OF ALCOHOLIC DRINKS

oHRA question: How many alcoholic drinks do you usually consume 
each week? (One drink = a 12 oz. beer or wine cooler, 5 oz. wine, or 
1.5 oz. distilled liquor)

o 0

o 1 to 7

o 8 to 14

o 15 to 20

o 21 or more

27



NUMBER OF ALCOHOLIC DRINKS PER WEEK: 
FEMALE RESPONDENTS (2017–2018)
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NUMBER OF ALCOHOLIC DRINKS PER WEEK: 
MALE RESPONDENTS (2017–2018)
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CONCLUSIONS

o2018 analysis is based on 56% fewer responses than previous 
year

oMost members do not attain the recommended amount of 
physical activity

oMembers report about half the rate of current smoking as seen 
in the BRFSS

oObesity rate continues to trend upward, affecting almost half of 
members 

oPlan pays higher median costs for members with physical 
inactivity, smoking, or obesity
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CONCLUSIONS

oOver 90% of members report that their general health is good, 
very good, or excellent

oSignificant number of members report serious health conditions

oAbout 5% of members report binge drinking; less than 1% of 
members report other problem drinking

oFlu shot rates low for both ASE & PSE
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RECOMMENDATIONS

oPlan should consider additional options to assist members with 
known risk factors and chronic diseases 

oEfforts should be made to utilize same validated questionnaire 
for all members 

oRevisit online HRA questions for relevance and accuracy for 
2020

oRetrieve all HRA responses for complete analysis 

oPlan should consider intensifying efforts to promote flu shots 
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A personalized approach to 
Diabetes Management

Annual Review
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• Kannact Program primarily focuses on participants with a diagnosis of Type II Diabetes.

• Program price - $69 for participants with a diagnosis of diabetes and $79 for participants 
with a diagnosis of diabetes and associated co-morbidities. Program price includes all 
testing and injectable supplies shipped directly to participant home.

• Historical program timeline: Year one (1) to serve as adoption; Year two (2) and three (3) 
to show outcome improvement & impact on claims costs.

• Participants are removed from the program after 90 days if they have not utilized Kannact 
for coaching or supplies. 

• ARBenefits had approximately 6,500 participants a combination of previous programs that 
received no-cost testing supplies, and recommended all these members to transition to 
Kannact, along with new members interested in the program.  Approximately 1/3 of the 
6,500 transition participants voluntarily joined Kannact.

Kannact Program & ARBenefits Plan – August 2018
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• Kannact to provide health coaches with Level I and Level II AADE certification, and 
approximately 250 participants per coach:
• Kannact began the program with current coaching center in Oregon.  To improve 

service and impact to the participants, Kannact opened an Operational 
Headquarters in Little Rock in April 2019.  Participants are currently coached by local 
Arkansas health coaches.

• Medical oversight provided:
• ARBenefits participants currently work with Kannact health coaches, including nurse 

coaches with AADE clinical certification, and health coaches with AADE Level II 
certification.

• All coaches have access to the medical team for escalation, which includes both 
MD’s and Pharmacists.

• Potential cost improvement: 
• During 2020, Kannact will begin evaluating cost trends for one (1) full year of 

participation in the program.

Review of Progress to Plan
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Program Definitions 
Active Participants: Participants voluntarily enrolled in the Kannact program and eligible for the 
health plan.

Inactive Participants: Participants who are not active in the program for three (3) consecutive 
months.  Activity includes engagement with a coach or submitting readings to the app.

Engagement with a Coach: Includes a conversation with a coach by phone or secure 
message.  Only successful interactions (a conversation on the phone or responses to messages) 
are included as engagement with a coach.

Submitting Readings to the App: Connecting blood glucose testing device to participant 
account to share readings with the participant portal.

Self Reported Testing: Requesting additional supplies based on self-reported testing adherence.

Comorbidity: Conditions included in the participant profile for Kannact program purposes, 
including hypertension, heart disease, and kidney disease.  

Monthly Blood Glucose Average: Includes average of all blood glucose readings for a specific 
participant submitting readings.  
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Member Participation
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Member history and  behavior assessment drive individualized profile and action plan.

Profile Creation

Member History
• Diabetes diagnosis and testing 

recommendation
• Diagnosis of related comorbidities
• Past medical services
• Number and type of medications
• Medication strength/dose
• Weight/Height (BMI)
• Blood pressure
• Blood glucose
• Cholesterol

Behavior Assessment
• Nutrition management
• Activity levels
• Family and support system
• Disease knowledge
• Sleep and stress
• Medication adherence
• Testing adherence
• Self-efficacy 
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Coaching for Long-Term Behavior Change

• A dedicated coach spends time building a relationship with each participant, growing 
trust with the coach and program.  This process can begin from day one, or take as long 
as six to nine months, depending on the participant’s willingness to share. 

• Based on the participant profile and their readiness to change, the coach begins working 
in areas including lifestyle & behavior modification, nutrition guidance, stress 
management, clinically appropriate glucose levels, medication adherence, and 
biometric testing adherence.

• The coach and participant work together to make small, achievable goals that will lead to 
long-term health improvement.

• The coach has the ability to intervene when appropriate, and identify and bridge gaps 
with physician summary reports, friends and family platform access, and provide 
appropriate educational resources. 
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12-Month Blood Glucose Trend of 419 Participants

Participants placed in the following 
baseline groups based on October 

blood glucose average

• Began submitting 
blood glucose readings 
in October 2018

• Currently active in 
Kannact program

Requirements for Inclusion
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Success Stories

ARB Participant 2
• Physician eliminated Insulin after 

taking it daily for 38 years
• Eating smaller portions at 

mealtimes
• Riding bicycle 4-5 miles a day
• Achieved personal goal of 

eliminating alcohol and soda
• Blood glucose testing consistency 

since joining program
• Physician identified a noticeably 

positive demeanor

ARB Participant 1
• Coach recommended check-in 

with participant’s physician 
based on oversight from a 
Kannact pharmacist. Resulted in 
physician adjusting prescription 
due to an allergy to blood 
pressure meds

• Self Reported A1C down from 7.3 
to 5.8

• Running 2 miles/day since 
engaging with health coach

• Eliminated unhealthy snacking
• Newfound energy

ARB Participant 3
• Coach identified consistent and 

unexplainable hyperglycemia in 
the mornings and recommended 
the participant to test a few nights 
around 2 AM

• Nighttime tests showed 
hypoglycemia, and coach 
directed patient to check-in with 
physician

• Physician altered medications to 
prevent future nighttime 
hypoglycemic events
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Success Stories Continued

ARB Participant 5
• Eating healthier to gain control of 

obesity
• No longer craving sugary snacks

• Achieved portion control with 
strategies and accountability from 
health coach

• Lost over 40 pounds
• Consistent blood glucose readings 

between 79-95, down from 120-139

ARB Participant 4
• PCP reduced testing from 8 x day 

to 2 x day
• Compliant to physician 

recommended plant-based diet
• Requested frequent contact & is 

more engaged daily with personal 
health choices

• Lowered A1C by half a point

ARB Participant 6
• Coach suggested swimming for 

exercise since participant suffered 
from severe Arthritis

• Involved daughter on journey for 
accountability

• Lost 35 pounds since joining 
program

• Motivated to be more active and 
eat healthier meals

• Increased sleep to 8 hours per night 
to lower stress
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www.kannact.com

Thank You


