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MINUTES: 
SUPERINTENDENT’S 

INSURANCE ADVISORY 

COMMITTEE (SIAC) 

October 17, 2017 

2:30-4:30 p.m. 

 
Location: 

Superintendent’s Conference Room 
ESF 

 

Meeting called by: Mark Langdorf Type of meeting: Advisory 

Facilitator(s): Mark Langdorf Note taker: Sandra Rodriguez 

Members: 

Dan Bennett (BFT); Dawn Butterfield (Board); Jo Ann Clark (Finance); Patrick Darville (Local 1010); 
Mike deVaux (Board); Dominick Lauretta (Board); Chris McAlpine (Board); Sharon McNichols (Non-
bargaining); Richard Myers (School Administration);  Amy Norton Williams (BFT);  

Absent:             Bruce Cotti (Board); David Krzyston (Local 1010); Nancy Yates (BFT); 

BPS and Guests:      

Keith Coghlan (WTW);  Carol Tavella (WTW); Joe Logan (WTW); Brian McNeil (Cigna); 
Anthony Colucci (BFT), Pennie Zuercher, Lisa Schmidt, Bonnie Doss; Sandra Rodriguez; Mark 
Langdorf; Debbie Lucas   

MINUTES 

 
Welcome/Introductions: We began with introductions around the table and Mark welcomed everyone to 
the meeting. 
 
Approval of the Minutes: Chris McAlpine made a motion to approve the Minutes from the  
September 19, 2017 meeting, seconded by Mike deVaux.  The minutes were approved unanimously. 
 
Mark shared his plan for 2019 considerations but wanted everyone to keep in mind we have a financial 
issue, which will be presented by Joe Logan.  Mark encouraged everyone to take the information from 
this meeting back to their representatives to ensure they’re kept apprised of the health plan’s financial 
status. Although there will not be an increase in premiums for 2018, we need to look at possible rate 
increases as well as plan design changes for 2019.  Mark would like the committee’s thoughts as well 
as those of their constituents. 
 
The meeting was then turned over to Joe Logan, our Senior Account Executive from Willis Towers 
Watson (responsible for projections, plan design modeling and various other financial aspects on our 
account).    
 
Looking at 2013-2016 Medical Experience:  We viewed and discussed calculations based on average 
number of employees membership, total expenses, total revenue, surplus. etc. In 2015, we saw 
multiple million dollars in surplus.  However, per-employee-per-month (PEPM) expenses were 
increasing monthly.  The surplus we had the last two years, 2015 and 2016, were mainly due to good 
claims selections and low utilization. However, expenses are increasing on a per capita basis.  Looking 
at 2017, 2018 and 2019 we are projecting about $68.7M in total costs.  Pennie asked what the 6% 
trend rate is based on.  Joe said they typically trend claims experience at 8% to 9%. However, based 
on BPS’s experience, they used 6% which is the low end of the acceptable range (nationwide trends.)  
In 2017, BPS is trending higher so far. Pennie wants reasonable projections based on our history, not 
just worst-case scenarios. She’s also interested in seeing how WTW’s forecast compared to what 
actually happened in 2016 and would like to see a couple years’ projections vs. actual experience for 
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comparisons.  ACTION: Mark asked for five years of what their projections were compared to our 
actual experience.   
 
Plan years 2017-2019 Medical and Rx Forecast. The 2017 experience indicates adverse claims 
selection and large claims activity, which have an underlying effect on 2018 and 2019 projected claims.  
For 2018, the forecast shows a year-end deficit of $253,201. (That is, we will need $11.7M to cover 60 
days of claims cost but only $11,474,251 in revenue.) At the end of 2019, projections show we will need 
$12.4M to cover 60 days of claims costs but will end up with only $2,891,251 in revenue, resulting in a 
deficit of $9,513,754. With revenue currently fixed for 2018, a 14.2% increase in premiums is 
recommended to cover expected 2019 costs, including a year-end  fund balance sufficient to cover 60 
days of expected claims costs. The recommended increase is exclusive of any plan design changes.   
Mark and Pennie felt it was important that the committee see where we are financially. 
 
Joe showed an illustration of what funding rates by tier would look like if we were to apply the 14.2% 
increase (no plan design, just increasing rates). He also explained their underwriting and methodology 
assumptions for both the medical and pharmacy plans showing fixed costs and savings. 
 
Dawn Butterfield asked how the prescription rebate plan is structured.  Joe and Carol (Willis) said there 
is a minimum PEPM rate per brand script. 
 
Currently Exploring the following ways to help in cost savings  
 
Carol (WTW) discussed three major levers to help make changes to our financial status: 
 
1) Renegotiate prices with vendors  
2) Plan design changes – passes cost on to employees that actually use the plan  
3) Raise costs – Raises costs for all employees (those who use and don’t use the plan) 
 
Ms. Butterfield asked when the initial RFP was done for the Cigna contract. Mark explained our contract 
is a 3-year contract with two, 1-year annual renewals, for a total of 5 years. (The contract went into 
effect 1/1/2016). 
 
Ms. Butterfield then asked if employees have to be enrolled in the plan to use the clinics and the 
answer is “yes.”  If employees not enrolled in the plan were to use the clinics, there would be no 
revenue from those individuals but the plan would be funding their claims. However, this approach may 
be something we consider for the future.   
 
Carol went on to discuss things we are currently doing as well as those under consideration to help in 
cost savings: 

1)  Well-Care Centers 

 All three centers are now open and operational 

 To drive utilization, frequent communications are being sent 

 Savings are tied to utilization 
o Longer term – cost avoidance due to closer management of population risks and 

chronic disease states. 
2) Exploring the addition of mental health counselors 
3) In January, implementing a diabetes/pre-diabetes education and management program  

 7% - 8% of our population is diabetic.  Affected individuals tend to have the largest number 
of chronic health issues because of the devastation of this disease. We are looking at 
incentives for participation such as providing test strips and glucose monitors.  
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Ms. Butterfield asked if diabetes strips are still part of the top-dollar drugs.  She sells them for cash. 
She said one can purchase 50 strips for $10, not covered under our plan.  The higher cost strips that 
we get rebates on cost about $130 for a box of 100. There is a lot of room there for savings and 
incentivizing.  
 
Chris McAlpine said that, in regards to diabetic counseling, look at the benchmark right now in terms of 
compliance.  The national benchmark shows between 40-60% compliance just getting the A1-Cs done 
on an annual basis.   He also explained that Canada currently is doing a 5-year study on this; they are 
looking at pre-diabetics down to the age of 17 and are looking at implementing programs in high 
schools because of the trends they are seeing.   
Here in Brevard County, based on the national trend in behavioral health, behavioral health is being 
integrated into primary care successfully. ACTION: Pennie would like to explore ideas in weight 
management.  There are things that the district could do that are not that expensive which can lead to 
big benefits to the insurance. 
 
Carol showed samples of possible plan design changes for 2019 and how they would affect the deficit 
in the reserve for 60-days of claims cost.  Mark reiterated that we are not making recommendations but 
just showing options available for consideration and evaluating them. He will come back with his 
recommendations in December. If the committee is not happy with his recommendations, we can 
discuss.  Joe Logan said the purpose of this slide was to give everyone a sense of the magnitude of the 
changes that can occur based on different changes in plan design. The current plan design 
considerations:  

 Increase in brand pharmacy copay of $25 will have a .3% savings effect. 

 Increase co-insurance by 5%   

 Increase deductible $250 

 Increase OOP Max $1,000 

 Increase OOP Max $2,000 
 
Richard Myers asked for an electronic copy of this presentation from Willis Towers Watson.  Sandy will 
send it to the team. 
 
A discussion ensued on local pharmacy Rx costs and services.  
 
Well-Care Center Utilization will bring us potential savings 
One of our goals is to drive Well-Care Center (WCC) utilization to help increase engagement in health 
improvement and health management.  One way to increase WCC utilization is to make plan enrollees 
(and spouses, which is a new program feature) have their biometric screenings performed at one of the 
Centers.  By doing this, participants will: 

 Have their blood work done 

 Be offered a Comprehensive Health Review 

 Be offered the opportunity to meet with a health coach 

 Have the WCC “experience” which may encourage them to make another appointment 
While participants are meeting with a screening counselor, any comorbidity brought up in discussion 
can be acted upon by referring them to a health coach. 
 
Within the first quarter of 2018, we will have a fourth option for biometric screenings as Joni, our on-site 
Cigna health coach, will be able to offer this service, too.   
Another change to the biometric process is the timeframe in which screenings can be done -- from 3 
months to 12 months.  Screening appointments are to be made in the employee’s birth month. For 
example, if the employee is born in January, he/she and his/her spouse can go to any of the centers in 
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January.   Marathon said they can handle this. If there came a day when they were too crowded, the 
RN could help them as well.    
The first program letter will go out in December to let those born in January know that, if they would like 
to receive a reduced In-network deductible for the 2019 plan year, they should make an appointment in 
January for their biometric screening, then use screening results to complete their Health Assessment 
at mycigna.com.  
 
Comments/Concerns 
JoAnn Clark:  Wouldn’t it be optimal to give folks the option to have a fasting biometric if they wanted to 
as there are folks that are already managing their care and having annual fasting blood work done 
anyway.   Carol and Mark both agreed that would be fine. 
 
Richard Myers:  What would happen to an employee with a summer month birthday that is gone for that 
month.  Mark said they can try to go before they go away.  They will have an option to go any time 
during that time period.   
 
Amy Williams:  Can the clinics open up on a Saturday?  Mark said we are going to look at costs for that.  
Amy also feels that if someone is going to their primary care doctor for a chronic disease, they should 
have the option to have their biometrics done then.  She agrees they shouldn’t be able to make a 
special appointment just for biometrics but if they are at the doctor already for treatment, it should be ok 
to allow them to get this done as well.  Amy also expressed that clinic evening hours would work and 
reduce the possibility of the sub budget going up. 
 
Mike deVaux:  Although the underlying goal is to get folks into the clinics to introduce the clinic concept, 
can’t they still see their primary doctor?  Mark said the issue is their doctor visit is charging anywhere 
from $110 to $150 to the plan.  With the Well-Care Centers, he has negotiated this fee, costing us 
nothing.  Allowing participants to still see the physician will increase costs.   
 
Sharon McNichols:  How many people are going to want to pay a copay if it is a free option somewhere 
else?   
 
Dan Bennett asked if this would include employees and spouses.  Mark said we hope to get anywhere 
from 6,000 to 6,800 people which would include spouses.   
 
Mark expressed that biometrics have been built into our contract with Marathon so there is no additional 
costs for us to move in this direction and stop paying U.S. Mobile Health. 
 
 
More Considerations: 

 Increasing the Preferred Health Centers copay from $15 to $30 to drive more people to use 
Telehealth, especially since we decreased the Telehealth copay from $30 to $10.  The 
preferred health care centers are significantly higher in cost than Tele-medicine.  

 Looking at quality improvement/utilization management programs.   
o Steerage to higher-quality network providers of high volume services 
o Increase pre-authorization requirements for variable-cost procedures for steerage to 

the best quality providers 

 For Prescription Drug plan savings: 
o Annual deductible for drug plan (perhaps only applied brand drugs) 
o Converting brand copays to coinsurance with a minimum and a maximum 
o Change copays for all drugs to coinsurance 
o Narrow the pharmacy network (remove Walgreens and Publix) 
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o Implement mandatory generic, where the member will pay the brand copay plus the 
cost difference between the brand and generic if a brand is purchased when a 
generic is available. 

 

 Alternate sites for drugs Point for Consideration – Importing from Canada (CanaRx)  
o Capturing about 200 of the most commonly prescribed brand drugs 
o It would affect our rebates because rebates are only on brand 
o We would lose all the data for those prescriptions; Marathon and Cigna would no 

longer be able to identify illnesses via Rx.  
o Mail order time is around 21 business days 
o Product safety is NOT entirely clear. 

Committee members were concerned about the liability.  This is under consideration only 
because a board member asked us to look into it.  Mark has asked the board attorney to see 
if we can legally do this. No one is saying this is happening; we have to look into it as 
requested. 

 Onsite pharmacies 
o Consider removing the middleman and have onsite pharmacies in 3 strategic 

locations. Cigna will still be in the mix, we will have a place to swipe their Cigna card, 
claims would all go to Cigna, we would still keep all our rebates, disease 
management, etc. While Mark was at a Marathon Client Conference, he learned of 
one district, which saved $5 million in pharmacy costs by having their own 
pharmacies.   

o Copays typically are zero but we can have it whatever we want it to be. 
o Mail order services would remain unchanged 

 
Dawn Butterfield stated that what we are removing is not only hurting local businesses which she said, 
is not what the Board Members want to do but, they did an analysis for the City of Cocoa of what the 
city buys the prescriptions for and what is open in the marketplace, and they were paying more money. 
But if we put out the true middleman in the process you get the same exact savings and even more so.  
She went on to say we could set up a plan design using local providers and get that same exact 
savings without the cost.  She said opening a pharmacy is expensive, a pharmacist makes about 
$125,000/year, then you have regulations, and DEA permitting now is 6-9 months, which is all 
something to think about.  
 
Mark felt it was important to let everyone know that we are looking at all of this.     
 
Rate setting in the context of a multi-year plan.  We need to also think about moving forward with 
smaller rate increase over several years. 
 
We will come back with our preliminary recommendations. In the interim, Mark asks if anyone thinks of 
anything else we need to consider to please let him know.   
 
The meeting was adjourned at 4:30pm. 
 
 

 

 


