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[ NO AUDIO AT START OF MEETING ]

>> CHAIR PROFFITT: Are we back on with audio.
As he's checking, are you able to hear us at this point, Commissioner Hensley.
>> ANTHONY HENSLEY: Yeah, can you hear me.

>> CHAIR PROFFITT: Yes.

all right, Melanie, keep going.
>> |'m going to reset.
So on -- we are looking at the multi-year projection, looking at 2026.

The new reserve balance is projected to be about $6 million versus 7.2.



That was shown at the last meeting.
The bulk of that is coming from an increase in projected pharmacy claims.

And there's a lot of pieces that go into a pharmacy claims projection, and it's kind of like -- you have
to look at all the pieces, you can't isolate any one peace piece.

If you look at rebates on their own and do a projection, you're not carrying that up with your projection
for claims, it gets out of whack.

You did receive a reconciliation check for rebates since the last meeting.
That check came in slightly lower than what we were expecting.
That doesn't mean you got less rebates, it means that you're getting more rebates at point of sale.

It just means we thought you were getting less rebates at point of sale than you were, we had to
adjust the pharmacy projection to account for that.

You're seeing slightly higher pharmacy claims in 2026 and see that continue through 2030.

As we take the claims forward looking at 2027 the tote program expenses, we are projecting quite
close to where we are last time.

There's been some movement, medical went down a little bit, farm et cetera went up a little bit.

Last time we were at 710.8 and now we are 711.1.

Not much of an increase there.

But as we discussed, there was a slight decrease in enroliment, so we have about the same amount
of dollars for slightly less members, and you are seeing a decrease in the program revenue as a
result of those slight decrease in members.

So the program revenue went from 710 to 705.7.

Looking at total program expenses, that Stade relatively flat, slightly up, despite the slight decrease in
enroliment.

You are seeing that decrease in the revenue.
When we net all of that out, the new projection for 2027 is around 600,000.

We were at 6.8 million after we passed the plan benefit changes at the end of the last meeting.



Looking forward to the impact on the funding rate.

The new funding rate to calculate the required reserve is 4.6 percent.

This is versus the 3.9 percent.

So, again, increased as a result of those changes to the pharmacy projection primarily, and looking at
the -- thank you, and then going ahead to the next slide, looking at the sensitivity testing, you know,
we show this every time, be the impact of the trend assumption on this projection, when you have a
multi-year projection, it's going to be very sensitive to these trend assumptions and even looking in
2027, if you look at the range there, we have -- it's about -- it's over 20 -- 22 million-dollar range there,
based off of where we land in that range on the trend.

You're seeing some of that the volatility this time versus last time.

That can happen when we have these long-term projections as trends change.

The if you look out to 2030, you see that range is even more pronounced with the positive side being
that the fund grows to $157.1 million, if trend runs 1 percent better.

The other side being if trend runs 1 percent worse, that the fund would end at negative 10 pow

8 million and we would need approximately 15.6 percent in 2031 and 2032 to make up that difference
in that scenario.

Then we also have the funding rate sensitivity to that million dollars, .1 to .2 percent on either side.
Just rounded off as a result of a million dollars to that funding rate.

That is all | have for the financials.

I'm happy to take any questions on that before we look at the next.

>> CHAIR PROFFITT: Commissioner Schmidt?

>> VICKI SCHMIDT: Thank you, Mr. Chairman.

| was wondering, so on page 24, the -- usually we are given the percentages that first paragraph
underneath the chart, the merging experience medical decrease pharmacy increase, dental slight
decrease, | see some percentages on 27, but not sure I'm looking at the same thing.

>> The percentages for -- I'm sorry, not sure | follow which percentages you're looking for.



>> VICKI SCHMIDT: You say the pharmacy increase, dental slight increase.

| want the percentages.

>> Okay.

| don't have those with me, I'm happy -- we can look at those.

This is just showing what the impact of the experience was so we can look at what the percentage
impact was, but it's just indicating that if you were to look at the medical claims for 2026, are for
example, we are projecting 411.7 million this time, last time it was 413.

We can calculate those patterns for you and provide those.

| don't have those at my finger tips today.

>> VICKI SCHMIDT: | think in the past you have provided those for us.

>> | can look back.

I'm not certain.

>> VICKI SCHMIDT: When you talk about that we received -- | think the point of sale rebates have
increased and so that the rebate that we received, us what the rebate that came in?

>> So it was -- it's really a function of two pieces.
You got both up front and rebate.
Those totaled about $10 million.

We estimated 12 million based off of what the payment was last year. | would have to go back to
look at what the payment was last year.

But we had estimated that based off of what had come in last year for those payments.
It came in slightly less.

>> VICKI SCHMIDT: Give me the two things.

>> Performance guarantee.

>> VICKI SCHMIDT: It isn't a rebate.



>> Correct.

When we calculate those, those come in together, so we calculate what we expect to come in for
those two pieces.

Sorry to answer a question, the rebate piece is 7 million.

It came in around 2 million shorter than we thought would happen -- would come in at the
reconciliation.

>> VICKI SCHMIDT: What was the performance guarantee?

>> |t was 2.9.

>> VICKI SCHMIDT: What was it?
What was it due to.

What performance measures did you not meet that you said you were going to meet that caused
$2.9 million to come into the plan?

>> | don't have that at my finger tips.

| don't know if we -- I'd have to look it up.
| don't know.

Yeah, | don't know off the top of my head.

That payment was in line, when we look at them in total, those pieces, because they comes in around
the same time.

When we are looking at the estimate, we were looking at what we expect those pieces to be.

>> JENNIFER FLORY: We have different types of performance guarantees within the pharmacy
bucket, this is a guarantee about the claims and the funding and we will get you the exact wording of
what it applies to.

The we have different performance guarantees for like customer service, and for claim turn-around
and that type of thing.



These are related to the actual pharmacy that is purchased and the rates that we are getting. So
we'll get you the exact wording.

| don't have it off the top of my head.

>> VICKI SCHMIDT: | just think it's not correct to refer to that as a rebate when there's performance
guarantees are not rebates.

>> No, | understands.

>> VICKI SCHMIDT: | think that ought to be split out separately.

And then | think that starting July 1, the rebates are to be passed on directly at point of sale in Senate
bill 207?

>> So I'm aware -- the point of sale rebate, you have had the point of sale rebates.
The one that changes the dispensing fees.
>> VICKI SCHMIDT: No.

I'm referring to the bill that said point of sale rebates have to be passed on at the point of sale to
them?

>> That's what's occurring in the plan now.

>> VICKI SCHMIDT: You said that but then you said you get the point of sale rebates, these are the
extra rebates or whatever.

Rebates are rebates are rebates.

Why are you separating them into different buckets.

Point of sale and then something else that we are giving you a rebate on?
>> Sure.

The way that this works, basically, Caremark, please step in if | misstate.

When you have point of sale rebates, Caremark will have to submit to the manufacturer to get those
rebate dollars, will be those aren't instantaneous, they have to submit.



When there's a point of sale, they create an estimate of what they expect to recoup from the
manufacturer for that drugs with and that is what's applied at the point of sale.

Then what happens is, there's eventually a reconciliation that goes back to say, what was applied at
the point of sale and what is actually received, and that's the process that we are talking about.

Is that then that process occurs to make sure that the plan receives the entirety of the rebates.

So if the amount that was dispensed at the point of sale doesn't match the amount that is expected to
be received from the manufacturer, that amount has to be remitted to the plan.

With and that's the part that I'm talking about.

That's what | was saying when we look at the projection, we have to look at it in total.

That piece, we make an estimate of what we think is left.

What do we think is left on that piece because we know there is going to be a payment for that piece
that comes through and then in this case it was slightly lower than what we thought because they
were adjudicating more of them at the point of sale.

>> VICKI SCHMIDT: When we get into the GLP-1 discussion, will that same rhetoric apply to that?
>> So when we look at that, we are really looking at the rebate impact in total.

It's Lou what | can we expect the total impact to the plan.

>> VICKI SCHMIDT: It could be different?

>> CHAIR PROFFITT: This might be a discussion.

>> VICKI SCHMIDT: | want to make sure what you said now will apply to all drugs, whether it's
GLP-1s or other drugs, where it's just an estimate?

>> Yeah, yeah.

It's an estimate of what we would expect.

You know, when you are talking about the GLP-1 conversation, there's a variety of drugs in those
buckets and | presume all of them have slightly different rebates that the manufacturers are going to
pay for those drugs.

We are making the assumption based off of the mix of drugs.

That rebate assumption would change if the mix of drugs changes.



>> CHAIR PROFFITT: Caremark, please introduce yourself for the record.
If you can corroborate what Melanie was saying there.

Commissioners, we this questions, | want to keep the questions on track and Germain to the rebates
here.

>> CVS Caremark, it's a true up to the guarantees that we have, Kansas receives 100 percent of all
rebates that we receive from the manufacturer.

So we have a guarantee per claim that -- what happens is, that's when the million dollars, $8 million, |
forget the exact number she said, gets paid out.

We hadn't received all those rebates, we pay it out at year end per the contract terms.

It's an annual reconciliation to make sure Kansas is receiving 100 percent of all rebates we receive
from Pharma.

>> VICKI SCHMIDT: Is there ever a time where the plan owes you many because you rebated too
much back to a plan?

>> |f you over exceed the guarantee, which you have, we would owe you if you underperform the
guarantee.

Money is never owed back to Caremark, where it's us owing money to the state.
If we guarantee you two dollars per claim and came back at $1.50.

We owe the delta of 50 cents.

If you performed at $2.50, you get  hundred percent of that.

>> VICKI SCHMIDT: Do you pay us interest on the money that you owe us?

>> No interest involved in that.

It's not an interest payment, no.

>> CHAIR PROFFITT: Thank you.



Melanie, if you want to come back up.
Okay.

Commissioner Dechant.

>> STEVE DECHANT: Thank you.

| was told earlier, maybe | speak loud enough | don't need a Maine SILC, | probably wasn't at this
point.

The so the rebate, in past years in general, what percentage of the overall rebates does the
reconciliation amount tend to be.

There was 7 million is what Melanie said.
So was that 5 percent, 10 percent, 50 percent?

Of the -- you know, full amount of point of sale?

>> Do you have the total for the rebates.

>> So the target is like 5 percent, it's generally target.

| believe this time when | looked at it, | believe the estimate is around 100 million for total.
It's closer to 7.

| don't -- I'm going off memory, | believe it was right around the 100 million in total.

>> STEVE DECHANT: Your projection has been or is generally around 5 percent mark, and this
would turn into about 7 percent for the year?

>> The target for the point of sale rebates is generally the 95.
So that's the target.

But, you know, these things are moving all the time.



That's sort of the target.
This time | think it was closer to 7.

As far as the residual payment was.

>> STEVE DECHANT: Thank you.
>> CHAIR PROFFITT: Any other questions on the financial report, Commissioners?
All right.

Seeing none, thank you.

>> | won't go far.

>> CHAIR PROFFITT: Commissioners, we are going to move into tab 3.
Melanie, did you have anything else?

>> No, that's out.

>> CHAIR PROFFITT: Agenda item 3.

Discuss what has become a recurring topic at these meetings with GLP-1s.

| believe we talked at the last meeting about some potential options we could consider moving
forward as we look at plan year 26.

We have put together a few different options, Jennifer, are you going to walk us through this or
Melanie.

>> JENNIFER FLORY: Melanie, yes.

>> |f that's all right with you.



>> CHAIR PROFFITT: 43, 48 and 49.

>> We are going to talk about GLP-1 anti-obesity medications, we wanted to talk about where we
have been and where we are.

As you all know, a change was put in 2026.
This is how it was implemented.
It was implemented.

Change for the BMI 35 as implemented, there's the 5 percent weight loss criteria, and then we have
this sort of recurring annual pa.

We did want to show what we are projecting to be the impact of the -- of how this change was
implemented.

This is with data through June, so it is a projection, but we are projecting savings for 2026 as a result
of this change.

So we are projecting a plan savings of about $3.8 million overall gross spend reduction of about
$6 million.

So that's based off of the data through June.

We are seeing a reduction, as you can see there, it's like 1/3 of a reduction in scripts, based off of this
change that was put into place.

But we'll talk about some other options today.

We won't show you any other options related to bmi or like this coverage criteria specifically.
We have exhausted those options.

That would retain rebates.

Today we'll look at some additional options that you could consider and they're all related to cost
sharing.

We did want to start with where we are seeing as a result of the change that was implemented in
2026.



So moving to the next slide, the slide that a little bit busy, | apologize, we wanted to be thorough.
So we have three options really here for you to consider.

These are proposal 1 is an additional $200 copay, and to be clear, that's Net Inclusion their current
cost sharing.

So in the chart above, you have the rx deductible, Plan A doesn't have one, but c, j and n all do.
That deductible would still apply.

Then today there's a 35 percent coinsurance.

That coinsurance would still apply, and in addition to that, there would be an additional $200 copay.
That would be added to fills.

So that is proposal 1.

That proposal does result in a plan -- projected plan savings of about $2.4 million.

That does include a rebate -- that does include a rebate impact.

This would have a rebate impact, we have netted that out, already taken into account in the savings
you are seeing here.

So this is after the rebate impact.

We would project about $2.4 million. In savings for the plan.

So that's option 1.

Proposal 2 is a flat $300 copay.

So unlike option 1, in this option, you eliminate the coinsurance.

So now Plan A doesn't have a deductible so they would just have a $300 copay.

Plan, c, j and n have deductibles, those would apply and now in lieu of coinsurance, they would have
a $300 copay.

This is an option that was discussed at the last meeting.

So at the last meeting we discussed a $300 copay.



Caremark indicated this would result in a total rebate loss.

However, after the meeting, Caremark went back to trade and determined that we could pursue this
option and retain rebates.

No rebate impact on this proposal 2.

We have confirmed that, we confirmed that with Travis who was the one who indicated he believed it
would be a full rebate loss at the last meeting.

So we would expect that option to save just under $2 million, and then the last proposal is the
proposal we discussed last time, the elimination of coverage for theses GLP-1 aom's and that
remains -- estimate remains around $8 million savings for that piece.

The next slide shows what the impact -- these are all averages, this shows what impacts would be for
members under the three different proposals for simplicity sake, we'll look at the impact for Plan A.

Just keep in mind that Plan C, j and n all have rx deductibles and none of the numbers you're looking
at here have anything to do with the deductibles.

This is all the cost they would incur after the deductible, none of these proposals change the
deductible so that part would be the same for the member, this is what would be the impact to them
after that deductible based off of these changes.

The if we look at today, there's a 35 percent coinsurance on this, if we look at the average cost per
script today and take 35 percent.

This is going to vary based off of which GLP-1 they are taking, which formulation they're taking.

That averages about 203.80.

Under proposal 1, if we add a $200 copay, we expect that cost to go up to almost 450.

You will notice that is not $200 more.

That math is not exactly there. Why the reason being we are accounting for, as | said there's a
rebate impact in this scenario and since your rebates occur at point of sale, that rebate impact is split
between the member and the plan at point of sale, right.

So the member's cost sharing is based off of an estimate of that rebate.

This includes the rebate impact the member would absorb at point of sale as a result of that change
that's why it's not $200 more.

That additional money is due to the rebate impact borne by the member. Why in proposal 2, that



would be a flat $300 copay.
As we discussed, no other cost sharing after the deductible, aside from the $300 in the proposal.
We did include also proposal 3, which is the scenario in which the plan does not cover GLP-1 aom's.

There are a variety of ways that members could choose to go about, you know, accessing these
medications.

Just as a point of reference, we did include here what the self-pay costs and these are the direct to
consumer rates these are not the Caremark contracted rates, what consumers can get directly from
the novo site.

We included what they have as far as self pay, copays for theses drugs if they were to go with that
option.

There's a variety of options they may go through, this may not be exactly what they choose to do but
wanted to give a point of reference there for what the member impact would be on that proposal.

I'm sure there are questions.

>> CHAIR PROFFITT: I'm sure there are as well.

| have a few.

Thank you for that.

So I'm going to walk through and make sure | have everything.

On the opening slide, your projections, you're taking June to Tate and forecasting for the balance of
the year and showing that scripts will likely be down 9700 or 30 percent.

And the plan savings relative to last year is about $3.8 million?
>> Correct.

>> CHAIR PROFFITT: So that's -- we would expect that to continue next year, the -- 26 would be the
baseline, 27 if we take no action?

>> Correct.



>> CHAIR PROFFITT: Obviously --
>> Trended forward, yeah.

Whatever, but yes.

>> CHAIR PROFFITT: The second page, then, we are looking at the options.

The projected plan impact, that's just to the plan, not the gross, the plan savings, under proposal 1
where we add the additional $200 copay, $2.4 million savings on top of the new baseline?

>> Correct.

>> CHAIR PROFFITT: Over a two-year period, it would be 3.8 million, plus 2.4 million net save
between 24 and -- excuse me 25 and 277

>> Correct.

>> CHAIR PROFFITT: Each of those are on top of as well.

All right.

| think I've got that.

This is not a you question, | want to set a marker for Caremark that you don't have to get up yet.

If -- when we start discussing this, if we indeed choose to move to the $300 flat copay, what I'm
hearing at the last meeting we thought there would be a rebate impact, we are now being told and
guaranteed there would be a rebate impact.

Caremark would be on the hook for rebate impact.

You don't have to get up just yet, want to set my expectation before the discussion starts, since we
have heard two different answers, | wouldn't want another answer in 27 if that's the way we go, that
won't be acceptable to this commission.

Commissioners, any other questions.

Director Flory.

>> JENNIFER FLORY: We actually made Travis put it in writing, and send it to us. Stating that there



would be no rebate impact.

>> CHAIR PROFFITT: | appreciate that.
| think we'll want to take another step.
Thank you for making sure we did that.
Any questions or discussion.

Commissioner Schmidt?

>> VICKI SCHMIDT: Thank you, Mr. Chairman.

On page 43, with the plan spend of $8 million, thatis -- I'm going to assume that's after rebates?
>> Correct.

>> VICKI SCHMIDT: What are the rebates?

>> | would have -- | don't have that at my finger tips, but it is almost like 50/50, so the rebates, these
are highly rebatable drugs.

| have not locked at if that's exactly where it's landing with the changes.
When we moved to the new bmi, with data as of March, that was about right.

It was around 8 million, so it was just about half and half.

>> VICKI SCHMIDT: Okay.
Well, | think you should have that information with you today.
>> | can get it, | certainly have it available.

>> VICKI SCHMIDT: I'm just saying, | think -- | mean, over $40,000 a month we pay you guys, | think
you should have that information today.

You knew we were going to talk about rebates.



My second question is on the 2026 criteria, | want to make sure that I'm understanding what that
criteria is.

The so the initial criteria is bmi of 35 or above.

It says making the 5 percent weight loss, understand that.
Then the pa occurs annually.

So then the second year, the patient has a bmi of 28.

Is that patient still eligible?

>> So it's based.

>> CHAIR PROFFITT: Caremark.

>> CHAIR PROFFITT: Speak into the microphone, please.
>> Introduce chase as well.

He's our pharmacist.

He can assist with it.

Chase for the record.

>> VICKI SCHMIDT: You got a last name?

>> Chase Lang.

>> CHAIR PROFFITT: What was your role?

>> Clinical advisor on the account.

>> CHAIR PROFFITT: Go ahead.

>> For initial coverage they have to have the bmi of 35.



In your example if the next year they have a bmi of 28, as long as they have the 5 percent weight
loss, which I'm sure it would be with a bmi drop of 7, they would still qualify for coverage of it.

>> VICKI SCHMIDT: Own though it's a pa annually, it's a pa annually based on the original bmi from
like five years ago, you can still be on them five years later at 28 because you had a 35 at one time?

>> As long as they maintain that 5 percent initial weight loss.
>> VICKI SCHMIDT: I'm saying they have a bmi of 28.

So they did?

>> Yes.

>> VICKI SCHMIDT: Is what the rebate is on.

Is what it is -- like the one time somewhere in a land far ago and a time far ago they at a bmi of 35
and then they can get it the rest of their life?

>> That's more the rebate contract we have with the individual Pharma.
The so it allows us to pay rebates with a bmi of 35 or higher.

>> VICKI SCHMIDT: That's a rebate CVS has with the manufacturer?
>> That's the agreement we have with Pharma.

This is what we discussed last time.

So the agreement we have Pharma allows for to still provide Roberts to the state of -- rebates to the
State of Kansas with 35 or great as long as it's continuation of therapy.

>> VICKI SCHMIDT: Okay.
Okay.
Then | have a couple of other.

>> CHAIR PROFFITT: Commissioner Schmidt.



>> VICKI SCHMIDT: If | look on page 45, | look at the Wegovy cost and it's about 300 -- I'll not
include the 7.2-milligram four single dose prefilled pens.

I'll go with 2.4 and below.
So roughly $350.

So if we did proposal 1 with the addition of the coinsurance plus $200, the patient would be paying
more than if they can get it out of pocket?

>> That's correct.

>> VICKI SCHMIDT: Okay.
And on proposal 2, they'll save $50 by doing that?

>> Correct.

>> VICKI SCHMIDT: So -- | don't know.

| did a rough calculation, as you all like to say, rough calculations and | just want to point out one
more time that -- | know | keep harping on it, but | did the math again with an $8 million plan spend on
the anti-obesity, divided by 39,382 members, which includes Cobra, active and Non Medicare, |
comes up with $206 a year divided by 12.

Every family, single family, whatever, is paying over $17 a month so that people can be -- so that
however many people can be on GLP-1s.

So $200 a year the state employees will be paying so that the few people that are on GLP-1s can
have that benefit thank you.

>> CHAIR PROFFITT: Any other questions, Commissioners.

Commissioner Cain?



>> CRISTI CAIN: No audio.
>> | don't.

It's a difficult test to meet that.
| don't.

That is one thing about proposal three that's not completely captured, is this all does go through
normal cost sharing today.

These wouldn't go through the cost sharings.

There may be additional costs to employees as well.

If it is accumulating.

Those employees that are doing that today would see potentially increased costs on that side.

Yeah, we -- it's difficult to say, you know, how many of them might not take it it's worthy noting, many
of them are paying at least for a few months and are willing to bear the cost during those months.

So | think that the demand for theses drugs is high, we have not baked in a reduction in scripts into
these numbers.

We have assumed -- we have used current utilization for theses estimates.
It's difficult to say, and we have seen the numbers trend -- you know, as we saw for 2026 you're

seeing a decline, but in general, if the coverage remains the same, generally we see an upward trend
as far as those numbers go.

it could just curb that, have additional effects.
Where it's difficult to say.

>> CHAIR PROFFITT: Commissioner Dechant.

>> STEVE DECHANT: GLP-1s began as a diabetic treatment drug, as | understands.

So will any of this have any impact on the prescription of GLP-1s for diabetes?



>> This is all just looking at the antiobesities medication.
>> STEVE DECHANT: Only when it's prescribed for the purpose of weight loss?
>> Yes.

These drugs in particular, they are slightly different formulations, we are looking at formulations
specific to anti-obesity.

>> CHAIR PROFFITT: Go ahead.

>> STEVE DECHANT: And your -- the 26 projected -- the numbers that you project through 2030
then are based on where we are right now, so there's not an explicit projection for, you know, these
drugs, but it would be based off of your current utilization.

Yes, it would be based off of your current utilization, your current costs as far as what those out years
are being projected at.

>> STEVE DECHANT: And so with -- any of the proposals, the impact on 27 would be the amount
you're got here, then the same impact?

>> Correct.

>> STEVE DECHANT: Couple of years out.
>> Uh-huh.

>> CHAIR PROFFITT: Adjusted for trend?

>> Yes.

>> STEVE DECHANT: Right.

have we -- we are looking at the potential of modifying our 27 coverage.

>> CHAIR PROFFITT: That's correct.



At the May meeting we made plan year 27 meetings, but there's a lot of discussion related to GLP-1s,
we committed coming back at this meeting with to tension options. We need to make a decision
today.

>> STEVE DECHANT: Yes, and advise all that are covered.

>> CHAIR PROFFITT: Any further questions.

>> STEVE DECHANT: No, thank you.

>> CHAIR PROFFITT: Commissioner Cain.

>> CRISTI CAIN: For the financial projections out to year 2030, did any of the projections include
savings from the people being on GLP-1s as an anti-obesity savings.

Any realized.
>> Any realized savings you have in your claims would be included in those projections.

It would just be whatever you've realized as a result of that currently and whatever is flowing through.

>> CRISTI CAIN: One more question.

Can you help me understand how much of the current deficit is directly attributable to these GLP-1s?
>> Obviously there's a lot of pieces that are -- part of -- the part that goes into that.

If we look at your spend in 2011, so in 2011 -- sorry, 2025, we won't go all the way back to 2011.

>> CRISTI CAIN: | was concerned.

>> | et's not, please.

So in 2025, $11.8 million, that's where the 11 came from.



You didn't make it up.

The spend in 2025 was about $11.8 million.
We are projecting 2026 to be about $8 million.
So that alone is 20 million there, right?

So as far as like directly attributable, you could argue those people are paying premiums, how many
other costs do they ave.

There's 20 million right there that is being attributed to this cost for those two years.

>> CRISTI CAIN: Thank you.

>> CHAIR PROFFITT: Commissioner Schmidt.

>> VICKI SCHMIDT: | would just say Conversely, while the savings of the co-morbidities are not
included, neither are the -- neither can you estimate the issues that people have -- the complications
that people have after being on GLP-1s.

We still don't have long-term studies on GLP-1s.

The so we still think that -- it looks like the literature is pointing to the fact that there are some
long-term things that have to be treated, and we would not exclude those if we took away the GLP-1s,

and then people had issues with it, we would still treat the issue of what -- of the complication in our
health plan?

>> Sure.

And again, the answer would be the same, that was included, what you have seen to date has come
through your claims, we do not have an explicit assumption for that either.

>> VICKI SCHMIDT: Right.

And can you tell us -- have you had other state plans that have -- that have not funded, that have
taken away coverage of GLP-1s?



>> We have several that have never covered GLP-1s.

| know we have had some -- | don't know if you can speak more to ones.
>> CHAIR PROFFITT: Introduce yourself.

>> Kristen Chatten with Segal.

We have many plans that have discontinued coverage.

>> STEVE DECHANT: That have discontinued.
>> Discontinued coverage.
>> Professor: Specifically for aom's.

>> VICKI SCHMIDT: And the articles | have read, it is considered like cosmetic for -- | mean, it's -- it's
like -- we don't pay for facelifts.

>> Some see it that way, depends on the plan documents.

>> VICKI SCHMIDT: Some of those plan documents, it's cosmetic.

>> Some of them, you know, weight loss drugs that came before GLP-1s were very inexpensive
compared to these, and then these are just.

>> VICKI SCHMIDT: These prices have come down?
>> These prices have come down.

>> VICKI SCHMIDT: And oral is available?

>> And the article is available.

And | believe they may come down more.



>> VICKI SCHMIDT: Yeah.
| agree.

Well, they should because -- well, never mind.

>> CHAIR PROFFITT: Stick to the financial discussion here.

Thank you, Kirsten.

if you get a mix of them -- if you hear them.

Commissioners, not seeing other discussion, don't want to cut us off.

If somebody has a proposal they would like to make for coverage, change for plan year 27 or not,
now is the time to do that.

I'll certainly have thoughts, I'm holding my thoughts Commissioner Schmidt.

>> VICKI SCHMIDT: I'll start -- I'm sure we'll work our way backwards.

| would propose that we in 2027, we discontinue coverage of the GLP-1s for aom.

| think that if you were to -- if you were to send out a survey of state employees to the 35,000 that are
paying the premiums and you told them it was $206 per year that they're paying for a small
percentage of people that have GLP-1 coverage for obesity, | do not believe that the state employees

would support that.

So | would propose that we discontinue -- the reason | say that if we go with one of the other two
options, proposal 1 or 2, they're saving very little money.

It just -- and as -- as was already pointed out in the initial time before you meet your maximum out of
pocket expenses, you're paying the full load anyway.



| would -- my motion is to discontinue coverage of GLP-1s for only aom, anti-obesity medication
starting in 2027.

>> CHAIR PROFFITT: You've heard the motion.

Is there a second?

>> |'d second the.
>> ANTHONY HENSLEY: | would second the motion.

>> CHAIR PROFFITT: Discussion on the motion?

Commissioner are Commissioner Schmidt.
>> VICKI SCHMIDT: When | look at the financials, | have proposed other savings to this commission
before that have -- would have resulted in millions of dollars of savings, but this is one drug used for

anti-obesity that we are here, this health care commission is to represent the state employees, and
what is best for the state employees.

When | look at the balance sheet and | see that in the end of 2027 could be sitting here with $600,000
in the bank it is irresponsible for to us have spent $20 million on one classification of drugs for
anti-obesity medications.

| would plead with you to please consider your vote on this motion and to we would not be the only
entity that discontinued coverage.

So | would plead with you to support the motion.

Thank you.

>> CHAIR PROFFITT: Other discussion, Commissioner Dechant?



>> STEVE DECHANT: | would ask you, Commissioner Schmidt, to -- what | think about is

heart-related diseases, other things that are very expensive and we all, whether or not we have had

that occur to ourselves or our family members, how those things are different in your thinking pattern.
Haves for our state employees, no charge to them.

That's a zero copay.

We also know from -- the studies that.

>> VICKI SCHMIDT: Many of the studies and the pharmacist can correct me if I'm wrong, but some of

the things I've read, when people go off of the GLP-1s, for whatever reason, whether that's

60 percent of the people have dramatic hair loss, whether they have to have -- whether they have

bowel obstruction and have to have surgery, can't go on it anymore.

You know, the thing is, when they go off, they gain all the weight back, plus 5 percent.

That isn't a good way to do it either.
It's not like we are taking away the ability for people to lose weight.

We have that at marathon, | think we pay $2.8 million a year for the marathon contract or -- okay, |
don't know either.

We pay a lot of money -- we pay over a million dollars, | know for marathon to have the health clinic,
and that is a free service to our employees, and again, any of those 39,000 people can go there.

>> CHAIR PROFFITT: Commissioner Dechant, any follow ups.

>> STEVE DECHANT: No, thank you.

>> CHAIR PROFFITT: Commissioner Cain.

>> CRISTI CAIN: | just had a couple of discussion downs. | definitely see your point, Commissioner
Schmidt, and | appreciate Commissioner Dechant's points about the long-term costs and the
long-term co-morbidities that people may have. As a result of obesity.



| do agree and | found some  studies that show that when out of pocket costs was significantly
higher, it was associated with discontinuing treatment, and so when costs have been raised and it
was a journal of American medical association study, they found that over 50 percent had
discontinued in the next year, and stopping the prescription they regained about 2/3 of their weight
that they had previously lost.

So | think that's a risk, and | know we are talking about state employees as a whole, and | feel like |
represent all state employees and so I'm specifically concerned about the people who are currently
taking it and | think there are a lot of employees who do not make enough money to cover the extra
additional cost and so they won't be able to stay on it.

Understand that they have other avenues for weight loss and perhaps we could promote those in a
different way or promote those to people who are losing coverage if we choose to go that route, but
I'm just concerned about this segment of employees and what we can do for them, especially | just

know several people who have had a lot of success using it, and so I'm concerned about them
gaining all their weight back and not being able to realize the health benefits from the medication.

>> CHAIR PROFFITT: Commissioner Sutton.

>> BILL SUTTON: Thank you, Mr. Chair.

I'm kind of in a tough position on this one because we had the opportunity to save significant amount
of money with our -- with our insurance plans when we made the decision last meeting, and chose
not to take it because we wanted members to have options, and | get that.

| understands the direction we went, but that was a cost savings that far outweighed the GLP-1 drugs.
To now come back and to save money, reduce benefits and increase premiums and copays, | get it
that's the flip side of the coin, but it was never necessary, and that's the part that really sticks in my

craw.

| understand the motivation for it, and it makes sense.

but why are we walking down this road in the first place?

This one is tough for me, it's a tough call, and I'm probably going to vote against getting -- getting rid



of all coverage for GLP-1 drugs, but | am absolutely open to increasing copays because we do have
to -- we do have to preserve the bottom line.

Thank you, Mr. Chair.

>> CHAIR PROFFITT: Commissioner Schmidt.
>> VICKI SCHMIDT: Well, thank you for your comment, Commissioner Sutton. | appreciate that.

But when | look at the numbers, you might as well discontinue it and not go through all the rebate
stuff because who knows when Pharma will change the rebate rules again.

You might as well discontinue it because they'll be pay -- it will be cheaper for them to buy it without
insurance.

We are not even talking about the compounded drugs.

Because we don't even -- the compounded drugs we don't cover, and so, you know, | submit that
many of the people that I'm aware of on GLP-1s have gone the compounded route and they don't
even bother with insurance because it's so much -- it is less expensive.

And , you know -- well, prior to August 4 you never saw a commercial about it, but now you are
again, that, you know, you have a lot of -- you have a lot of other opportunities to buy GLP-1s that are
compounded that are much less expensive than this.

That isn't a statement whether that's good or bad or indifferent.

That's just the fact.

So | think by not covering it.

We just send our employees a clear thing, and | would agree that there are employees that will have
a hard time buying -- paying for this out of pocket, but | also know that the that the 39,003 of us that
are paying $17 a month for this coverage for people can't afford that either on a 1 percent raise.

So that argument cuts both ways.

Thank you.

So passionate about it.

>> CHAIR PROFFITT: Please never apologize for being passionate about it.



That's why we are on this commission.
Seeing no further discussion.

We will take a roll call vote as a remind the motion on the table is remove GLP-1 entirely beginning in
plan year plan.

>> CRISTI CAIN: No.
>> STEVE DECHANT: No.

>> ANTHONY HENSLEY: Aye.

>> BILL SUTTON:

>> VICKI SCHMIDT:

>> CHAIR PROFFITT: All righty.

The with the-3 the motion fails.

Commissioner Schmidt is indicating she'll submit a reflection of vote.

Any other thoughts on other proposals for modifications.

>> VICKI SCHMIDT: Commissioner Schmidt we go with proposal 2, $300 -- I'm sorry, I'm sorry.
Strike that.

| move we go to proposal 1.

That saves the plan the most money.

That is a 35 percent coinsurance plus $200 on all of the GLP-1s used for aom, antiobesity
medication.

That would save the plan projected impact of $2.4 million, and | would move that proposal 1.



>> CHAIR PROFFITT: The motion is to add the $200 copay on top of the existing cost share.
That's the motion.

Is there a second?

Second by Commissioner Sutton.

Discussion on the motion?

all right.
Hearing none, we'll move straight to roll call.

Again, this is motion to add -- proposal 1 adding $200 copay on top of the existing coinsurance.

>> CRISTI CAIN: I'm sorry.
>> VICKI SCHMIDT: 300 or 200.
>> CHAIR PROFFITT: | think said 200.

Sorry.

>> CRISTI CAIN: No.

>> STEVE DECHANT: Yes.
>> ANTHONY HENSLEY: Aye.
>> BILL SUTTON:

>> VICKI SCHMIDT: Yes.



>> CHAIR PROFFITT: 4 votes, the motion carries.

thank you, Commissioners.
| believe that -- that wraps up this portion of the meeting.
Okay.

Appreciate the discussion and | appreciate the passion and appreciate everybody's honesty about
where they stand.

This is important stuff we are working through.

Moving on to action item No. 4, why tab 4 of your books, we need to look at Medicare Part D vendor
contract.

Now Director Flory will walk you through this.
>> JENNIFER FLORY: Yes, okay.
Pete, let's go to the next slide.

So this year the Medicare Part D, this prescription drug portion of our program, went out for bid it
covers prescription drug expenses.

This contract is fully paid for by the member.

It is available to our Medicare retirees who are enrolled in one of our Medicare Supplement options.
The they do not have to enroll in our Medicare Part B -- Part D, I'm sorry.

They can go out to the open market and pick a Part D program that's available out there, as long as
they have had continuous coverage under Medicare Part D, they are eligible to return to the state
plan at any point during the future.

Our enrollment in this particular project is fairly low.

Most of our members are currently purchasing their coverage through the private market, but we do
have members that have elected this.

Our current vendor is SilverScript.

We did put out the RFP and only did receive one rebid back, which was from our current vendor.



SilverScript.

So on the next slide, what we were looking for, of course, is -- we are always look at what the
member's cost is going to be, the access to a broad network of availability the ability to offer choice in
plan designs, the formulary, customer service, their ability to manage the eligibility in big process.

Unlike our Medicare Supplement and our Medicare Advantage plans, one difference here is under the
Medicare Part D benefit, this is billed directly to the member by the vendor.

This is because of CMS rules around the coverage which would open up to liability if premiums
weren't paid by a member, because there are waiting periods CMS imposes, the billed directly by the
vendor to me member.

On the next slide, we are showing you, again, we offer two programs today, our premiere Medicare
Part D program has over 1200 enrollees, it is the one with the most enrollees, it is a more
comprehensive program.

With our economy program, we have 813 members.

With that particular program, as you can see then over on the right hand side the number of
individuals who have Medicare Supplement insurance with us but don't take our Part D, is over 4400.

So we have a relatively small enroliment population within our Medicare Part D program.

on the next slide, we have the rates we show you both the current rates, as well as the proposed
rates.

You can see that the vendor has proposed no increase for plan year 2027 and the 2028 is the -- not
to exceed rate, not to exceed rate and in 2029, that is an estimate.

Is that correct, Paul?
An estimate based on the CMS of what the rate would be in 2029.

With that, | would be happy to answer any questions.

>> CHAIR PROFFITT: Thank you very much.

Commissioners, any questions? Commissioner Schmidt?



>> VICKI SCHMIDT: | want to make sure that | understands this, can you -- | know that part of the -- |
believe part of the reason that people choose the state plan for Medicare Part B is the ability to
change back and forth if Kansas does not allow if you're not in a plan like that?

>> Right.

>> VICKI SCHMIDT: So if you have -- if you have -- if you go outside of the state plan for Medicare
Part B as in boy, can you still have a Part D as in dog and then does that allow you the ability to
switch back and forth on Part B if you want to come back in?

>> So | believe what you're asking and let me just summarize what | think you've said, is that if | have
elect to take Medicare insurance somewhere else, and | only want to take the Medicare Part D with
the state, can | do that?

| believe the answer is no.

And then if you do not keep your medical coverage continuous with us, the answer is no.

So if | leave to take a Medicare Supplement out in the private market, | cannot come back to the state
for Part D.

>> VICKI SCHMIDT: That's what | wanted to know.
You know, | know the $150 a month is a very expensive plan, but it is incredibly rich.

| don't think you could get a plan this rich out on the public -- outside of the state, if you had
expensive drugs that.

>> JENNIFER FLORY: It's a very rich plan that would be very expensive, if available at all, in the
private market.

>> VICKI SCHMIDT: | don't think would be available like this.
Okay.

| do think the -- yeah, anyway.

>> CHAIR PROFFITT: Further discussion or we would entertain a motion as well.



>> STEVE DECHANT: | move that we accept and approve the proposal that was received for
Medicare Part D coverage.

>> CHAIR PROFFITT: You've heard the motion, was there a second, Commissioner Sutton seconds.

Any discussion on the motion?

>> STEVE DECHANT: Just a comment, if | may.

| agree the rates are way up there, but | think especially the premiere does serve a portion of our
population that have a need for it, and might truly be something that is cost saving, maybe to some
degree life-saving for those folks, given a possibility were there health conditions are, or that they're
dealing with.

| think even though it's for a small percentage, | think it's worth having it and offering to those folks
who may want it.

Thank you.

>> CHAIR PROFFITT: Any other discussion?

seeing none, we will take a roll call vote.

>> CRISTI CAIN: Aye.

>> STEVE DECHANT: Yes.

>> ANTHONY HENSLEY: Aye.

>> VICKI SCHMIDT: Yes.

>> CHAIR PROFFITT: Motion carries 5-0.

Sticking with Medicare, we'll go to item 5, tab 5 in your books, Medicare plan rates.
Director Flory, walk us through this again, please.

>> JENNIFER FLORY: Okay.



so first we'll look at the rates for the Medicare Supplement insurance.

Pete let's go to the next slide.

so under Medicare parts a and b, there are deductibles and coinsurance and copayments that the
member is responsible for, and Medicare Supplement plan is designed to fill in those coinsurance and
copays and in some cases deductibles the member would otherwise go out of pocket.

Currently we have 6,653 members enrolled in one of our Medicare Supplement insurance plans, he
are insured with Blue Cross & Blue Shield of Kansas.

The contract with Blue Cross Blue Shield of Kansas runs through December of 2027 and the
proposed rates were approved by the Kansas Department of Insurance.

So on the next slide.
You'll see the rates for the programs for 2027.

Plan C and Plan C select you recall, these two programs have been discontinued by CMS, the
enroliment into them.

They cover both the part a and Part B deductibles and that's no longer lewd.

For individuals who reach 65 by, | think it was, 2020, they were able to select these plans, but if you
have reached 65 after that, you are not eligible to take those plans.

So we offer plan g, plan g select, plan g high deductible and Plan N to those individuals.

And you can see that the Plan C and c select are seeing an increase, this is not totally unexpected
because this is now a closed block of business.

We are no longer bringing in the new, younger and healthier folks, those 65-year-olds to help offplan
design increased cost associated with those plans.

We are seeing the other rates remaining, no increase, so that's a positive for our Medicare folks.

We are going to ask you all to approve these rates, but before we do, we are going to move on and
we are going to also look at the Medicare Advantage rates.

We do after two Medicare Advantage plans.



Medicare Advantage plans take a slightly different approach than a Medicare Supplement.
They combine the Medicare coverage with the insurance portion with contracts with CMS.
These are sometimes referred to as Medicare part c.

They also include the prescription drug coverage, the Medicare Part D insurance is included with this
particular program.

Our contract is currently with Aetna ma.

We offer two different Medicare Advantage plans, and the current contract with Aetna runs through
December of 2027.

We currently have 746 members who are enrolled in it.

As we see younger, newer retirees coming into the market, they are choosing Medicare Advantage
plans a little more frequently than what they did previously.

The coverage looks a little bit more like what they are used to, where there are some copays and
coinsurances that apply to their different services.

And on the next slide we are offering two different programs, Ben, the programs we have had in
place, the Aetna freedom ppo as well as the Aetna elite.

You'll see the rates are proposed to go down by $14.55 for each of these programs next year, and
these are available on a nationwide basis.

So with that, | will turn it back over to you, because we need the commission to approve those so we
Canada tut pose in our Medicare information for out retiree books.

>> CHAIR PROFFITT: Questions or discussion.
Commissioner Schmidt.

>> VICKI SCHMIDT: Thank you, Mr. Chairman, | know last year we made sure that insurance
companies would send these over to the Department of Insurance to approve, and I just would like
to -- | know that some people thought that was just an extra step that we didn't need, but I'd like to
point out that when the department got the -- on page 60 -- need glasses on, sorry.

Page 57, when they sent it over, Plan N was set to go up 8 percent, and the Department of Insurance
determined that the experience did not justify an 8 percent increase and we went back to them, and
they rescinded the increase.

So it's 0.



| guess | just want to say shoutout to the Department of Insurance people who do rates and forms,
that, you know, we do take these very seriously and make sure that the experience rating is there for
the -- for what they're asking for.

So please don't take that out, make sure that we -- that you do continue to consult the Department of
Insurance.

Thank you.

>> CHAIR PROFFITT: Thank you, Commissioner and thank you to your team for working on that.
| think that was a wise move we made.

Let's run them through the tools, | agree | think we should continue this practice moving forward.
Any other discussion?

Seeing in un, | would entertain a motion.

Again, we have med advantage and supplements to work through.

>> STEVE DECHANT: Is that one or two motions then.
>> CHAIR PROFFITT: Do them together or we can do them separately.

>> STEVE DECHANT: | move we approve both the Medicare Supplemental and the Medicare
Advantage plan rates that have been presented to us.

>> CHAIR PROFFITT: Is there a second Nathan MacKinnon second.
>> CHAIR PROFFITT: Any discussion on the motion?

Hearing none, roll call vote.

>> CRISTI CAIN: Aye.

>> STEVE DECHANT: Yes.



>> ANTHONY HENSLEY: Aye.
>> VICKI SCHMIDT: Yes.
>> CHAIR PROFFITT: All right.

Motion carries, 5-0.

all righty, Commissioners, | do not plan to review this, but there is follow up material in tab 6,
appendix a, again the packet was sent to everybody last week, so hopefully you had a chance to
review somebody had a question, | could certainly pas.

| did not intend to walk through this today.

Okay.

seeing none, our next meeting is scheduled for December 1.

I'm not missing any action items, am |?

>> VICKI SCHMIDT: No.

>> CHAIR PROFFITT: Next meeting December 1 of 2026, last meeting of the calendar year.

We'll talk more about it at the December meeting, there will be changes next year to this body
obviously, but before the next meeting, there will be a change in staff.

| am happy and bittersweet announcement, director floor a is retiring effective September 11 after '38
years to the State of Kansas.

>> JENNIFER FLORY: Thank you.

The



>> CHAIR PROFFITT: | want to go on the record, she's been phenom to work with the last four years,
incredibly knowledgeable and passionate and incredibly prepared.

Everything you've done for the staff, it's truly amazing to see someone stick out for 38 years.

Thank you very much.

>> JENNIFER FLORY: Thank you.

>> CHAIR PROFFITT: I'll put you on the spot.

As part of her retirement, she has one request, are | thought it was the coolest request I've ever seen,
would you mind sharing what that is.

>> JENNIFER FLORY: Sure.

So Commissioner Schmidt will recall that my brother was one of her employees, and when he retired
from the insurance department, he drove his pickup truck, his 1972 Chevy pickup truck that he drove
on his first day of employment with the state, for his last day of employment with the state.

And got his picture taken.

My request is that | will be driving my 1977 Cutlass supreme to work on my last day of employment
and my request was to get my picture taken in front of the Capitol with my Cutlass.

Which | drove on my first day of work at the Kansas insurance department back in 1987.

>> VICKI SCHMIDT: | think you should have Mark bring his too have the sibling thing.

>> JENNIFER FLORY: I'm excited.

>> CHAIR PROFFITT: We are very happy for you obviously it will be a big loss and whenever we
backfill staff, I'm not saying replace, backfilling.

We have worked through backfill option for the next director.



That individual will be starting here in a few weeks.

I've not yet announced the name to my staff. | want to make sure | have a chance to do that.
You have a chance to meet the next person, Jennifer's backfill.

I'll get it over to you guys before the next meeting.

Commissioner Schmidt.

>> VICKI SCHMIDT: Just on information that | would like to request for next time.

So I'd like to know -- marathon offers a virtual clinic, you know, that our employees can use to virtually
see a physician, and I'd like -- I'd like to know how far -- how often are people turned down.

7:30 on a Saturday morning, all appointments were booked for Saturday already.
So that isn't really -- it's not really a benefit to us if we can't use it.

So I'd like to see statistics from marathon about what that virtual meetings look like and how
often -- when do they fill up and how often are you turned away?

>> CHAIR PROFFITT: We'll give Director Flory one last project to work on.
We'll get that to the commission.

>> VICKI SCHMIDT: Or the next person could work on it.

>> CHAIR PROFFITT: Commissioners, any other announcements or questions before we adjourn?
All right.

Hearing none, | think | need a motion to adjourn.

Have a motion to adjourn.

Commissioner Schmidt, is that your hand.

>> VICKI SCHMIDT: Sure.

>> CHAIR PROFFITT: Sect, Commissioner Cain with a second.



Any discussion, all in favor, say "aye."

[ chorus of ayes ]
those opposed?

Very good.
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