9


State and Public School Life and Health Insurance Board
Minutes
August 10, 2004 – 1:00 p.m.
Public Service Commission, Hearing Room Two
1000 Center Street, Little Rock, AR



The 59th meeting of the State and Public School Life and Health Insurance Board met on Tuesday, August 10, 2004 at 1:00 p.m. at the Public Service Commission, Hearing Room Two, 1000 Center Street, Little Rock, AR.

Members Present					Members Absent

Preston Means					Darrell Montgomery
John Hartnedy					Joseph Thompson, M.D.
Bobbie Davis					Robert Watson
Vance Strange					Renee Mallory
Nancy Sheehan					Charlie Campbell
Shelby McCook					John Mattox

Sharon Dickerson, Executive Director, Employee Benefits Div., DFA.

Others Present

Doris Williams, Susan Bumpas, Leigh Ann Chrouch, and Robert Sterling, Employee Benefits Division, DFA; Rose Gantner, Corphealth; Edddie Freyer, USAble Life; Marc Watts, ASEA; Roy Lamm, QualChoice; Don Barnes, Attorney General’s Office; Jill John and Walter Morrison, UAMS PBM Consultants; Cheryl Mokry, Caremark, and Larry Carnes.

Call to Order

The meeting was called to order by Preston Means.



Financials

Leigh Ann Chrouch reviewed the Financials for the State and Schools.  Chrouch reported that no one is delinquent that EBD had not anticipated and are corresponding with and making any adjustments.  The state had a net loss of $1.4 million which had been anticipated of claims over and above what EBD had projected for last month.  Dickerson advised that Health Advantage had claims of $1.2 million that have just recently been submitted that were above what EBD had anticipated.

Performance Measures – Carriers

Bob Sterling reported on the 2nd quarter performance measures for the carriers.  A packet was distributed to the Board members.  BlueCross, Health Advantage, QualChoice, Caremark and FBMC were all cited with performance standard failures.

HRA Update

Dickerson reported to the Board on the HRA.  Dickerson advised that the plan will be using the new PBM, NMHCRx, to collect and store this data.  Dickerson completed a cost benefit analysis for both the PBM and UALR.  The cost for the PBM is going to be $60,000 and $61,700 by UALR.  The cost with UALR would be ongoing each year.  The cost from the PBM is a one time cost, and will not be paying anymore for set up and implementation.  The members will have two options.  They will have the option of completing on the web and also there will be an interactive voice response system to a toll free telephone number.  This first HRA will be taken by the state employees only.  The PBM will have the eligibility data, and will then take the HRA data and provide information to EBD on the members who completed the assessment.  EBD will put it in their system and will be able to run a report from that information and provide to the insurance agency reps. so that they will know who has taken the assessment and who hasn’t in order to key in the appropriate premium for the individual.  Keep in mind that the insurance agency rep. is going to have to go in to everyone eligible and key, so this will be very labor intensive for them.  The results of the assessment will not be housed at EBD.  Dickerson stated that EBD would be able to do this in the future, but not at the present. Only the results will be housed in the EBD system.  This can be done without going out with another RFP.  The PBM, in their response to the RFP, have the Integral System and EBD is just tapping into that.  Dickerson stated that the Board voted at one of their meetings to have the Health Risk Assessment in by October 31st, but Dickerson advised that if it is not in September 30th there is no way that the insurance agency reps will have time to key in by the end of open enrollment, so what we need from the Board is permission to let EBD make those decisions on the due dates or back up a month, because logistically it cannot be done.  Dickerson asked that the Board give EBD that leeway on the due dates, when we do have a quorum.  Means makes a suggestion on allowing EBD to administratively set deadlines for the HRA due dates and report back to the board at the next meeting.  Our attorney advised Chairman Means that we could have a conference call to the Board members, if we do not have a quorum today, to vote on these issues.

Dickerson advised that one of the superintendents asked her to do a survey to see what the school business officials and what the superintendents felt about changing the enrollment time.  It is at the very busiest time of the year.  Dickerson also stated she has been told by other school business officials that they don’t want it changed, and that they like it done at this time, but with more and more changes, the school business officials and superintendents might decide to change the open enrollment to July 1 or January 1.  Dickerson stated for EBD it is better to have them at two different times.  One Board member who represents the schools stated that July 1st would not work.  Another member noted the information that was needed regarding state funding and feels that January would not be a good time either.  Dickerson stated that a survey will be completed and are working with DFA to be able to perform some surveys in the future.  

One member asked if the issue was that the AASIS people wouldn’t work with EBD to get the HRA information.  Dickerson stated that the AASIS people could do whatever needed to be done, but the problem was that EBD might in some way jeopardize payroll for state employees taking information from the ARBenefits system and feeding it into the AASIS system, and they felt with the possibility of this small risk, the payroll people didn’t want to do it.  The way AASIS was going to take the feed from EBD is that every month they would overlay the feed from EBD on top of the information in the AASIS system on each employee.  Means stated that part of the problem was a resource issue.  They are still under court order right now because of some problems to turn off functionality in that system that does not provide access for visually impaired that are not core critical parts of the system, so they have worked out a deal with the court where they make something qualified to be accessed by the visually impaired, and then they can petition the court to release those transactions, so AASIS is really devoted to that.  They stated they had enough people to do the overlaying every two weeks but they didn’t have enough time to be able to set up the kind of thing EBD wants to see.  

Committee Reports

DUEC Clinical and Fiscal Report by Sharon Dickerson  

A spreadsheet on the recommended Prescription Benefit Changes was distributed to the Board Members.  Dickerson went over the drugs going to 3rd tier that do not need a Board vote, and then the ones that would require a vote by the Board.  The drugs requiring a vote from the Board are Inderal LA, Beconase AQ & Nasarel, Patanol, Ocuflox, Ditropan XL, Didronel, Dantrium, and Avelox.  Dickerson stated that this needs to be voted on today as the PBM needs to be able to print the formulary list and get out to the membership, prior to the change to the new PBM October 1st.  

1.  Dickerson reported Cozaar/Hyzaar the Board had already made a decision regarding at a previous board meeting to move to 3rd tier. 

2.  Agrylin is a blood modifier and there is no alternative available, so the DUE Clinical Committee recommends leaving this drug on 2nd tier.  

3.  Inderal LA is a beta blocker, and there is an alternative, Innopran XL, so the Clinical Committee recommends moving Inderal LA to 3rd tier, and the Board will have to vote on this one. 

4.  Vioxx has already been taken care of in a previous board meeting, so nothing has to be done on it today.  

5.  Avinza is an Opioid, and there is an extended release Opioid generic available. Recommendations are to move to the 3rd tier.  

6.  Maxalt is a migraine agent and has a release after 2 hours, so we are going to leave it on the 2nd tier.  

7.  Kenalog cream - there is a generic available, so will be moved to 3rd tier.  

8.  Cutivate cream - No one presently in the membership using this cream, so the Clinical Committee recommends moving it to the 3rd tier, and the Board will have to vote on it.  

9.  Granulex is a drug used for wound healing, and there is a generic available, so will be moved to the 3rd tier.  

10. Allegra was taken care of in a previous board meeting.  

11. Beconase AQ and Nasarel nasal steroids - there is an alternative, Flonase, that is superior in one trial.  Recommend moving to 3rd tier and will require a vote.  

12. Patanol has a generic equivalent, Optivar, and Patanol is more expensive, so are recommending moving it to 3rd tier and will require a vote.  

13. Ocuflox has an alternative, Quixin, so the Clinical Committee are recommending moving Ocuflox to 3rd tier, and the board will have to vote on this one.  

14. Acular - The Clinical Committee is recommending leaving on 2nd tier due to different indications and has no alternative.  

15. Saizen also has no alternative, so it is recommended leaving it on 2nd tier.  

16. Didronel is an anti-hypercalcemic and Foxamax is the alternative.  It is recommended moving to 3rd tier and the board will have to vote on it.  

17. Hepsera is a hepatitis agent and there is no alternative available, so it is recommended leaving it on 2nd tier.  

18. Rebetol has an alternative available so it is recommended moving to 3rd tier.  

19. Vantin tabs & susp., which are 3rd generation antibiotics.  The tablet has been 3rd tier because there is a generic available, but the liquid needs to be in 2nd tier, so the Clinical Committee recommends the tablets be moved to 3rd tier and the liquid to 2nd tier, so the board will have to take a vote on that one.

20. Avelox is not as useful as the alternatives, so the Clinical Committee is recommending moving to 3rd tier, so the board will have to vote on this one.  

21. Macrobid has a generic available so it is being moved to 3rd tier.  

22. Biaxin/Biaxin XL – Recommendation is to leave in 2nd tier.

23. It is recommended that Dantrium be moved to 3rd tier for lack of use, and the board will have to vote on this one.  

24, 25, 26. Estrostep FE, Ovcon 35 and Ovcon 50 are birth control products and generics are available so they will be moved to 3rd tier.  

27. It is recommended to leave Estring in 2nd tier as it doesn’t have an alternative.  

28. Cleocin - It is recommended leaving in 2nd tier as there is no alternative.  

29. K-Lyte has many generic alternatives available so it is being moved to 3rd tier.  

30. Ditropan XL -  Ditropan has a generic and Detrol/LA is about equivalent to Ditropan.  This is a situation where the drugs are equivalent but it is more cost effective to place Ditropan XL on 3rd tier. It would cost $69,000 a year if we keep Ditropan on 2nd tier, and the recommendation from the DUE Committee was to move it to 3rd tier.  Walt Morrison stated that the generic would cost about $10.05 and the formulary, Detrol/LA, would cost in the mid $90’s range, and Ditropan XL cost about $100.  The board will have to vote on this one.

The other recommendation from the DUE Committee, which requires a vote, is regarding Actiq.  It is a pain medication that is very expensive. The FDA’s indication is for cancer pain.  There are people who are taking it for other diagnosis.  The DUE Committee recommended putting this drug on a Prior Authorization and limit it to 5 per fill, and if more is requested, they must complete a Prior Approval. Any utilization over 5 units per script would require a diagnosis of cancer. 
Dickerson stated the DUE Fiscal Committee was in agreement with the recommendations of the DUE Clinical Committee.  

Benefits Sub-Committee Report by John Hartnedy

John Hartnedy gave a report on the Benefits Sub-Committee Meeting.  There was a presentation by Blue Cross/Blue Shield on their HealthConnect Blue, which is a nurse health coach available to any who use Blue Cross/Blue Shield.  It is built into the admin. charges so we are paying for it.  There was a discussion about vision and dental plans.  The Benefits Sub-Committee is still looking at it and the question being asked is, “Should we pull out the dental and make it an employee pay all voluntary plan?”  No decision has been made.  Segal, a consulting firm, put together rates for 13 south central and south eastern states for 2003 as to what the employees pay that are involved in school or state government.  Sharon Dickerson added the state and school group rates for Arkansas for 2004. When looking at the employee only, the lowest state contribution comes from the state of Arkansas.  We run in the 40%.  The next lowest is Arkansas State Employees at 78%, and then after that it goes anywhere from 80% to 100%.  That is employee only contribution, what the state contribution is to the entire premium.  When looking at family, the state teachers' contribution from the state is about 16%, the next lowest is Kentucky at 33%.  The premiums for both school and state teachers tend to be among the highest.  We have a higher than average age, and in general, Arkansas has a worse case condition.  We do not have a comparison of benefits.  Hartnedy stated he would classify our benefits as a pretty good benefit package, and that would cost a little more.  Our new PBM is going to be able to combine claims for drugs and medical care so we will be able to get a lot more information from them as they do that.  The Committee talked about getting a presentation from a Dr. Dougherty regarding an Arkansas coalition to address quality and results. Dickerson said this presentation has been tabled until Dr. Dougherty obtains support from the Medical Society and other physician groups in the state. The Committee talked very generally about developing a plan as to where we need to be going as far as the kind of benefits we want to offer, where we think the ultimate in plan should be, and we talked about that primarily for the benefit of EBD to try and give them as much lead time as possible in putting together the support that we need, because now we are starting to talk about getting claims analysis and doing things that they are going to do for us out of their system, these various levels of billing that right now we don’t know how the schools can support that reasonably, and we are even having trouble about AASIS being willing to support us in doing that, so we feel we need to put together a plan of where we think we are going.  A comment was made about the ADA and that obesity is considered a disability, and whether that’s going to create any implication for us on what we cover.  Hartnedy looked back at General Insurance experience and there are disabilities now that insurance plans do not cover.  There are disabilities now that insurance plans rate up for or rider out.  Hartnedy is hopeful that it would not have any impact in what we are doing and what we are planning to do as far as rating up and risk factors and things like that simply because insurance is not required to cover everything that is considered a disability.  The things that are regulated by state are required to cover mandates and there are a few federal mandates, so as long as we are within those Hartnedy hopes that we would be all right.
 
Director’s Report

Dickerson stated that at the last board meeting, even though we don’t have specific guidelines, the Board wanted to look in that direction.  Dickerson took the Board Guidelines, which have been developed over the years, and added into that the topics that will be voted on by this committee. That the committee has two weeks to review the information is basically what’s different in the Operating Guidelines, so Dickerson’s question to the board was, “Are two weeks adequate for you to get information and to review it?”  Dickerson stated that personally that would give EBD time to have the committees meet and then pull together the information and email it to the board members so that they would have all the information before coming to a board meeting.  Means wanted to follow up on this subject.  Means stated Dickerson had emailed him, and he had asked her to make a change to it, which is on Page 4 of the Board Operating Guidelines (which was handed out to the board members), and that is that this rule could be suspended by a motion of any member with a vote of two-thirds vote of the members present, so that you could take up something without two weeks notice if we got into an emergency situation.  

Means asked the Board to think about if there are any issues as far as the way we do business that any board member would like to either formalize or change.  Any topic could be an open item for discussion, and we can work from that.  He asked each member to think about this, and bring up at the next meeting any suggestions.  

Dr. Walt Morrison spoke to the Board regarding particular drug products, some of which may not be on the new PBM’s formulary.  He would like the board to consider the following motion.  

“The actions of this board are predicated on the assumption that if any products are approved on 2nd tier but rebates are not available from the PBM, the manufacturers of the products make the plan whole.  If the manufacturer does not agree to make the plan whole, their product and others in the same therapeutic class are to be re-evaluated by the committees and the board.”

Means went over the list of things to be voted on by the Board:

1.  Minutes
2.  HRA issue
3.  DUE Clinical/Fiscal recommendations
4.  Operating Guidelines
5.  Dr. Walter Morrison’s recommendation

Walt Morrison went over his conception of the formulary list.  Also he stated we don’t truly have a DUE committee to write letters to the patients, doctors, etc. and work with the doctors regarding members and drugs being taken, and sometimes the same drugs are being prescribed by multiple doctors.  We have paid pharmacists to work with members and suggesting generics.  Generics are running 43-44%.  Morrison recommended a risk-reward approach.  Regarding the money being paid to pharmacists, he suggests developing a target PMPM and put money in a pool to give the monies out as an additional incentive to the pharmacists.  Morrison felt the patient should also have an incentive.  The patient should pay the difference if they want a brand and a generic is available.  Morrison will come back with more specifics on this plan.  Morrison suggested going to legislature to set up the correct type of DUEC.  Hartnedy said we really don’t have to go to legislature, but previously it was from general consensus of the board and a vote was taken on it.  Means suggested Dickerson work with Morrison on his recommendation of Morrison’s and report at the next meeting.  

Attempts to contact a board member via phone was unsuccessful, so it was suggested a conference call be set up so that the Board could vote on the HRA issue, DUEC drug lists recommendation, and Morrison’s recommendation.

There being no further business, the meeting adjourned. 

