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AGENDA
State and Public School Life and Health Insurance Board
Wellness Sub-Committee
Meeting
March 10, 2017
10:00 a.m.
EBD Board Room – 501 Building, Suite 500
I.

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

II.

Wellness Discussion ................................... Chris Howlett, EBD Executive Director

III.

Supporting information……………. ........ .… Chris Howlett, EBD Executive Director

IV.

New Topic Discussion ........................................................... Dr. John Vinson, Chair

Upcoming Meetings
To be determined.

NOTE: All material for this meeting will be available by electronic means only. Please
contact ASEPSE-BOARD@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
Wellness Discussion Committee
Minutes
March 10, 2017
The Wellness Discussion Committee of the State and Public School Life and
Health Insurance Board (hereinafter called the Committee) met on March 10,
2017 at 1:00 p.m. in the EBD Board Room, 501 Woodlane, Suite 500, Little
Rock, Arkansas.

Members Present

Members Absent

Janis Harrison
Dr. John Kirtley
Carla Haugen
Dr. John Vinson

Dr. Joseph Thompson

Chris Howlett, Executive Director, Employee Benefits Division (EBD)

Others Present
Geri Bemberg, UAMS; Marla Wallace, Ethel Whittaker, Eric Gallo, Cecilia
Walker, Drew Higginbotham, Matt Turner, Amanda K Hood-Armstrong; EBD;
Jennifer Vaughn, Kristi Jackson, Com Psych; Sandra Wilson, AHM; Vicki Slay,
SOS; Marc Watts, ASEA; Wayne Whitley, AHTD; Mike Motley, Elizabeth
Whittington, Randy Loggins, ACHI; David Doctor, AHM; John Colberg,Cherion;
Karyn Langley, QualChoice; Sean Seago, Merck; Jon Arnett, Sanoti Genzyme

CALL TO ORDER
The meeting was called to order by John Vinson, Chair

WELLNESS DISCUSSION AND SUPPORTING INFORMATION by
Chris Howlett, EBD Executive Director
Howlett provided a program model developed by Compsych for the ARBenefits
Plan that outlines the current additional services that are provided by the vendor.
The program model includes several resources to include but not limited to:
Clinical Support, HR Assistance, Legal Connect, Financial Connect, Family
source, Guidance Resources Online, CISM/Training/Health Fairs, and Healthy
Guidance.
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Howlett also provided a 2017 Communication Calendar for monthly focus
meetings related to health and wellness, 2017 Proposed Wellness Incentive
Communication Plan, and ComPsych Guidance Resources Products and
Services.
Dr. Vinson inquired if the members are using the services listed under Healthy
Guidance of the program model? Also, is it possible to request statistics on how
many members utilize the Healthy Guidance Services?
Howlett will provide the requested information at the next wellness meeting.
Haugen inquired about the CISM/Training/Health Fairs 240 hours available.
Howlett reported CISM is emergency training for respective agencies and groups
in case of an emergency that would need an on-site counselor to facilitate for the
members. There are 240 hours available for the service.
Dr. Vinson inquired of the details regarding the previous service from Arkansas
Health Group compared to the current service offered by ActiveHealth.
Howlett reported the consolidation of the previous service of Case Management,
Utilization Review, and Disease Management was combined into one under the
current RFP.
 The Services Include:
 Post Discharge
 Case Management based on clinical conditions
 Utilization review cost savings related to procedures
 Disease Management associated with certain clinical conditions
that are standard in business, but are not covered.
Howlett reported regarding wellness the Division previously provided two
separate scenarios through by presentations from ActiveHealth and Catapult
Health.
Howlett reported a feasible option could possibly mirror the Catapult Health
design.
Howlett reported questions to define:
 How is wellness defined within the EBD population?
 What should be included in the wellness visit?
 What it the ultimate goal of achievement in regards to wellness?
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Dr. Vinson reported the definition of wellness is an active process through which
people become aware of, and make choices toward, a more successful
existence.
Three questions that can help persons and organizations assess the degree to
which wellness is incorporated into a particular approach or program:
 Dos this help people achieve their full potential?
 Does this recognize and address the whole person (multi-dimensional
approach)?
 Does this affirm mobilize peoples’ positive qualities and strengths?
Harrison reported two concerns; (1) Identify what entitles in a wellness visit to
ensure a consistent application for the members; (2) Provide resources to assist
members to make better choices with the goal of achieving better health.
Howlett agrees defining what entitles in a wellness is essential in order to
develop the core values.
Howlett reported in the previous wellness meeting Dr. Thompson presented the
Medicare component for wellness. The approach derived from many meetings
over the past three years regarding Qualified Health Plans.
Howlett’s position is to provide additional data to Dr. Thompsons’ and from there
the committee will have the responsibility of deciding which, if any steps to adopt,
and what considerations should be outlined before moving to the next phase.
Harrison reported Catapult’s assessment seem to be in guidelines with what is
considered as a wellness visit, therefore, could the Division use the same
assessment analysis as a guideline to develop a platform? The Wellness visit
can be conducted by a Primary Care Physician (PCP) using the same
assessment data.
Howlett reported Catapult Health captured a solid baseline of components.
Second, if the plan foresees the possibility of a premium shift for those not
involved in wellness participation, additional reviews will be required.
Dr. Vinson asked for a motion to adjourn. Dr. Kirtley motioned to adjourn.
Haugen seconded; all were in favor.
Meeting adjourned
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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
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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

5

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

9

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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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
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$4,013
$4,000

$3,964
$3,599
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$750

$500
$0
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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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Concept Series Paper on Disease Management

Disease management is the concept of reducing health care costs and improving quality of life for
individuals with chronic conditions by preventing or minimizing the effects of the disease through
integrated care. Disease management programs are designed to improve the health of persons with
chronic conditions and reduce associated costs from avoidable complications by identifying and
treating chronic conditions more quickly and more effectively, thus slowing the progression of those
diseases.
Disease management is a system of coordinated heath care interventions and communications for
defined patient populations with conditions where self-care efforts can be implemented. Disease
management empowers individuals, working with other health care providers to manage their disease
and prevent complications.
Disease management has emerged as a promising strategy for improving care for those individuals with
chronic conditions. People with chronic conditions usually use more health care services which often
are not coordinated among providers, creating opportunities for overuse or underuse of medical care.
Disease management is a proactive, multidisciplinary, systematic approach to health care delivery that:
•
•
•
•
•
•
•

Includes all members with a chronic disease
Supports the provider-patient relationship and plan of care
Optimizes patient care through prevention and proactive interventions based on
evidence-based guidelines
Incorporates patient self-management
Continuously evaluates health status
Measures outcomes
Strives to improve overall health and quality of life and lower cost of care

Components of disease management programs include:
•
•
•
•
•

Population identification processes
o Programs designed to target individuals with specific diseases
o Chronic and costly conditions
Evidence-based practice guidelines
Collaborative practice involvement
o Multidisciplinary teams that may include physicians, pharmacists, nurses,
dieticians and psychologists
Risk identification and matching of interventions to need
Patient self-management education
o Self management may include behavior modification, support groups and
primary prevention

•
•

Process and outcomes measurement and evaluation
o A method for the measurement of outcomes may include heath care service
use, expenditures and patient satisfaction
Tracking and monitoring system
o Routine reporting and feedback loops that include patients and providers
o Appropriate use of information technology

As a first step, a disease management program must identify the population group. Demographic
characteristics, health care use and health care expenditures are generally reviewed to identify
individuals who will benefit from a disease management program.
Programs target individuals with a specific disease that is chronic in nature and costly. Individuals with
multiple conditions may also benefit from a disease management program.
Providers within disease management programs are critical to educating patients about their disease
and how to better manage their conditions. Practice guidelines based on clinical evidence ensure
consistency in treatment across the targeted population.
Chronic disorders commonly managed through disease management programs are:
•
•
•
•
•
•

Diabetes Mellitus
Congestive Heart Failure (CHF)
Chronic Obstructive Pulmonary Disease (COPD)
Coronary Artery Disease (CAD)
Asthma
Hypertension

Disease management generally entails using a multidisciplinary team of providers (for example,
physicians, pharmacists, nurses, dieticians, psychologists) to assist individuals in managing their
condition(s).
Disease management programs are based on the concept that individuals who are educated about
managing their disorder seek and receive better care.
Disease Management Programs
Care coordination is one of the primary concerns of health care payors and providers. Individuals with
chronic conditions require appropriate management and interventions to ensure optimal health
outcomes. Disease management programs should emphasize the prevention of exacerbations and
complications using evidence-based practice guidelines and patient empowerment strategies, while
evaluating clinical, economic and humanistic outcomes to improve overall health and quality of life for
patients.
The goal of disease management is to encourage patients to use medications properly, to understand
and monitor their symptoms more effectively, and possibly, to change behavior.
Comprehensive disease management programs can:
• Improve the safety and quality of care
• Improve access to care
• Improve patient self-management

•
•

Improve financial cost containment without sacrificing quality or patient satisfaction
Enhance efforts to provide health improvement programs on a population basis

Focus on Patient Populations
In traditional fee-for-service settings, health care professionals typically focus on specific, isolated
medical events and the health care status of individual patients. For example, a physician who
diagnoses and treats a patient with congestive heart failure (CHF) may believe he or she has fulfilled
their responsibility once the patient's symptoms are resolved. The physician would then prescribe
appropriate medications and suggest ways to manage CHF symptoms. Generally, physicians or other
health care professionals only have the opportunity to evaluate patients when the patient complains of
symptoms, when the patient is seen during an office visit or when the patient is hospitalized.
By contrast, disease management programs focus on multiple facets of patient care and maximize the
health status of defined patient populations. Successful disease management programs coordinate care
for the disease among all providers, physicians, pharmacists, hospitals and laboratories. They also
develop and implement a partnership with patients, because all of these individuals understand the
value and relative contribution each brings to the program. A disease management program for a
health plan’s CHF patients often involves instruction for daily weigh-ins to monitor minor weight
fluctuations due to fluid retention. Programs may involve a daily telephone call from a nurse verifying
a patient’s weight. Such programs are then able to notify the patient’s physician of weight changes
before such changes cause hospitalizations.
Managed care organizations are well positioned to practice disease management because they are
dedicated to comprehensive, coordinated care. They focus on improving the health of entire patient
populations, use available resources effectively, and are held accountable by patients, purchasers and
regulators for the quality of their medical services. Managed care organizations integrate key health
care services, including patient and health care professional education, as well as ambulatory care,
acute care, home health care and nursing home services. Such integration provides greater continuity of
patient care, leading to better health care outcomes.
Evaluation of Disease Management Programs
Health outcomes affect both the quality of life and the use of health care services. Disease management
programs are objectively evaluated based on previously defined outcome points and the collection of
baseline data on the natural course of the targeted disease. Performance indicators and outcome
measures should be analyzed to determine if the program is achieving quality improvement.
Performance indicators assess a specific performance at regular intervals and compare performance to
predefined indicators. These indicators measure the intermediate success of an action or intervention.
Outcome measures determine the end result of an action or intervention. Obtaining meaningful
outcomes should improve the overall quality of the program. Health outcomes can be measured from
several perspectives:
•
•
•

Clinical outcomes and health care utilization, such as a change in the incidence of
medical outcomes, e.g., heart attacks, increase or decrease in use of medications
Humanistic outcomes (quality of life) measure the patient's own assessment of the
impact of the program on his or her physical, social and emotional well-being
Economic outcomes, defined as the cost of the intervention less any savings from
health improvements

Based on continuous, objective evaluation by health care professionals, the most effective programs are
retained. Marginally effective or ineffective programs are either modified or abandoned.
Medication Therapy Management Programs
In discussions involving patient care, a common question that arises is the distinction between
disease management programs and medication therapy management (MTM) programs.
Medication therapy management is a distinct service or group of services that optimize
therapeutic drug outcomes for individual patients. MTM services are independent of, but can
occur in conjunction with, the provision of a medication. MTM programs are not intended to
focus on one disease state but cover the full spectrum of medications a specific patient may be
taking.
The Role of the Pharmacist in Disease Management Programs
Pharmacists are important team members of the disease management process. As members of the
health care team, pharmacists can provide education, as well as screening and medication monitoring
services. Pharmacists are involved in disease management programs in numerous ways. Individual
pharmacist involvement will vary according to each practice setting. Pharmacists:
•
•
•
•
•
•

Assist in the identification of individuals
Conduct monitoring for specific diseases, for example, diabetes, cholesterol, blood
pressure
Provide patient education
o Glucose monitoring
o Peak flow monitoring
Assist with medication adherence
Provide direct patient care
Evaluate outcomes of programs

By working as a member of a health care team, the pharmacist can provide ongoing, comprehensive
assessment of drug therapy and can share the results of that assessment with patients and other health
care professionals.
Patient Interaction
A trained pharmacist can evaluate medication therapies, identify and manage drug-related problems for
the patient, as well as provide advice on a disease and its management. Examples include:
•

Asthma Management
o Provide educational programs to patients about the disease,
o Conduct periodic review of the patient's inhaler technique,
o Perform ongoing monitoring of peak-flow function tests,
o Manage chronic medication use, including compliance assistance.

•

Diabetes Management
o Provide educational programs to patients about the disease,
o Regularly monitor both self-tested and laboratory tested blood glucose levels,
o Educate patients on how to use home blood glucose monitoring equipment,

o
o
o
•

Monitor patient compliance with prescribed therapies and scheduled clinic and
laboratory appointments,
Screen for drug/drug, drug/food, drug/lab and drug/disease interactions and
adverse drug reactions,
Provide medication management and review.

Hypertension & Cholesterol Management
o Educate patients about these silent diseases,
o Monitor compliance with medications, diet and exercise regimens,
o Screen for drug/drug, drug/food, drug/lab and drug/disease interactions and
adverse drug reactions,
o Perform periodic blood pressure checks,
o Perform periodic cholesterol level checks.

Health Care Professionals Interaction
Along with performing disease-specific clinical activities, pharmacists can also have a significant
impact on the development, implementation and improvement of disease management programs.
Examples include:
•
•
•
•
•
•
•

Target high-risk and high-utilizing patients for education and/or intervention,
Conduct outcomes research to form the basis for treatment guidelines,
Ensure the ongoing involvement of the pharmacy and therapeutics (P&T) committee
in the disease management process,
Influence prescribing patterns,
Educate other pharmacists and physicians about treatment guidelines,
Provide expert information on medications and pharmacotherapy,
Use health system databases to track drug expenditure patterns and health care
professionals' adherence to health care management regimens.

Conclusion
Disease management is an approach to patient care that seeks to limit preventable events by
maximizing patient adherence to prescribed treatment and health-promoting behaviors. These programs
produce significant clinical improvements, as well as financial savings. Disease management programs
provide opportunities to improve patient outcomes. True disease management can be achieved only
with the complete commitment of the health care team. As the trained medication management
specialist, the pharmacist has a leadership role to play in the collaborative development,
implementation and improvement of disease management programs.

