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State and Public School Life and Health Insurance
Benefits Sub-Committee 
Minutes
June 9, 2006 – 9:00 AM

The Benefits Sub-Committee of the State and Public School Life and Health Insurance Board (hereinafter called the Committee) met on Friday, June 9, 2006 at 9:00 a.m. in the EBD Board Room, 501 Woodlane, Suite 500, Little Rock, Arkansas.

Members Present				Members Absent
	Janis Harrison				Debbie Veach 
	Shelby McCook				Nancy Sheehan
	Jeff Altemus					Becky Walker
	Renee Mallory
	Joe Musgrove/Rosalind Minor						 
	Janie Roach

	Sharon Dickerson, Executive Director, Employee Benefits Division.

Others Present:
Pat Minyard, George Platt, Leigh Ann Crouch, Connie Diggs, Ashli Davis, Cathy Harris, Louise Mann, EBD; Bryan Meldrum, John Glassford, Nova Sys Health; Rhonda Jaster, ACHI; Eddie Fryer, Usable Life; Lacey Hines, Ben Robbins, Data Path; Ron DeBerry, David Bridges, Kathy Ryan, Barbara Melugin, ABCBS/HA; Mona Neal, PSC; Shonda Rocke, NMHC; Martha Borders, Roy Lamm, Qual Choice; Dianne Gwatney, AHTD; Kevin Geurtsen, Milli man; Richard Brittain, DHHS; Kay Durnett, ASEA;    

Call to Order
The meeting was called to order by Janis Harrison.

Approval of Minutes
A motion was made by Janis Harrison to approve the minutes of the prior meeting.  Motion approved by Altemus. Dickerson seconded.   

HRA, Point System by Rhonda Jaster, Arkansas Center for Health Improvement   
Jaster introduced the new format for the Health Risk Assessment Point System Survey for 2006.  
Participants will receive points for taking the survey and points for levels of health risks.  The survey consists of 20 questions about healthy and non-healthy behaviors.  Participants can receive either a $10.00 (ten dollar) or $20.00 (twenty dollar) discount depending on the amount of points scored.  Participates will receive immediate feedback on the answers to the survey via a personalized wellness report that will give helpful information on their health risk and ways to improve their behaviors.  Jaster stated that it is extremely important to reward individuals who are doing extremely well with health behaviors.


TMJ by Kevin Geurtsen, Milliman
Dickerson asked the Board to consider raising the benefit limit for TMJ disorder. Currently TMJ (Temporomandibular Joint or the jaw joint) defect benefit is limited to $500 maximum and not eligible for benefit extensions.  Dickerson added that not a lot can be done for the painful condition and as a result, some patients are made worse by treatments.

McCook stated that he is in the process of gathering information about a new surgical procedures and requested that the Board make no decision until his research is complete.     

Geurtsen reported that 96% of patients with TMJ are treated with drugs, non-invasive or non-reversible procedures and 4% treated with invasive surgical procedure.  Geurtsen stated that although there are some plans that cover the condition as part of the benefit package with no limitation, Milli man felt it necessary to have some type of cap or limit to keep down cost.   
   
The Board agreed to revisit the issue on a later date upon receipt of all necessary documentation.  

PCP Referral Process by Carriers
Altemus requested in the previous Committee meeting a review of the PCP referral process.   
Representatives from Qual Choice, Health Advantage and Nova Sys explained how the referral process works.  Members with an HMO or point-of-service (POS) policy must choose a primary-care physician (PCP) to coordinate his or her medical care. When needed, the PCP will "refer" the member to the appropriate specialist.  The PCP must refer you to a plan specialist for a specified number of visits within a specified length of time. The PCP may give the patient a written authorization form to be taken to the appointment with the in-network specialist or fax the form to the in-network specialist. The in-network specialist or in-network facility then uses the referral number when filing the claim. If you have a referral and need other treatment by a specialty provider, your PCP must be contacted for a new authorization number. It is the member's responsibility to obtain a referral authorization when required prior to receiving services from a specialty provider.  Referrals have an expiration date and may limit the number of visits to a specialist. Failure to obtain a referral for In-Network services that require a PCP referral will result in payment at the out-of-network rate. The out-of-network reimbursement rate is a percentage of the maximum allowable cost
Altemus added that the referral process has not always proven to be effective. The referral forms are sometimes lost or misplaced; they do not always reach their destinations therefore creating grief for the member. Altemus suggested the Committee entertain the idea of eliminating the referral process as other plans have done.   
Qual Choice and Nova sys reported that EBD is their only business that still has PCP referral process and that it would not be a difference in cost to remove the PCP referral to specialist for the POS plan; however, they suggested that a primary care physician still be a requirement.  

Health Advantage recommends maintaining the PCP referral process as there would be a 3% increase in cost. They also have capitate arrangements with some of the central Arkansas PCP’s.  
 
Milli man reported that they really did not see any significant increases in cost for non-capitate arrangements, less than 3%, more like 1% if at all.  Geurtsen stated that capitations may make a difference however this can be taken into account when setting the POS plan rates.   

Dickerson reported that there was an estimated 18,000 members on the POS Plan which is more expensive per month than the HMO plan.  Dickerson suggested eliminating the referral process for the POS plan for a trial period and if costs escalated the co pay for the specialist could be increased to accommodate the increase in cost.  

Altemus made the motion to remove the PCP referral process for specialists for the POS plans.  McCook seconded.  Motion approved.  


Third Party Administers Future Requirements by Sharon Dickerson
Dickerson reported to the Committee that the Board will renew contract for Third Party Administrators.  Some changes and requirements will be implemented in the new contract. 
Performances will be graded and penalized Quarterly.  
Third Party Administrators are expected to support EBD‘s decision to adjust the Administration Fees as other opportunity arises for self administration and   assist with Customer Service Call Center.  
A Statement on Auditing Standards (SAS) No. 70 Type 2 report may be required in the future from vendors.
 
Coverage Modifications by Sharon Dickerson
Dickerson reported to the Committee that EBD was in the process of rewriting the Summary Plan Description making it user friendly for the members.  Dickerson suggested the Committee think about some of those procedures that are not covered by the plan because they are complications from non-covered procedures.  McCook suggested Case Management review these cases as the need arises.  


	
Meeting adjourned  

NEXT MEETING
August 11, 2006

