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MINUTES: 
SUPERINTENDENT’S INSURANCE 

ADVISORY COMMITTEE (SIAC) 

December 19, 2017 

2:30-4:30 p.m. 

 
Location: ESF 

Facilities Conference Room 
 

Meeting called by: Mark Langdorf Type of meeting: Advisory 

Facilitator(s): Mark Langdorf Note taker: 

Linda Burpee 
(Transcribed by Sandy 
Rodriguez via video) 

Members: 

Dan Bennett (BFT); Dawn Butterfield (Board); Patrick Darville (Local 1010); Chris McAlpine (Board); 
Sharon McNichols (Non-bargaining); Richard Myers (School Administration); Victoria Hickey (School 
Administration);  Amy Norton Williams (BFT);  

Absent:             
Bruce Cotti (Board); Jo Ann Clark (Accounting Services); Mike deVaux (Board); Dominick 
Lauretta (Board);  Nancy Yates (BFT); 

BPS and Guests:      

Keith Coghlan (WTW);  Carol Tavella (WTW); Charmaine McQueen-Carswell (WTW); Anthony 
Colucci (BFT), Pennie Zuercher (BPS); Lisa Schmidt (BPS);  Bonnie Doss (BPS); Brian McNeil 
(Cigna), Jill Ascherl (Cigna); Linda Davis (WTW); Matthew Susin (Board Member); Linda Davis 
(WTW); Joe Logan (WTW) via telephone; Amy Evall (District Legal Counsel);  

MINUTES 

 
Welcome/Introductions: We began with introductions including Charmaine McQueen-Carsell, Pharmacy 
Consultant at Willis Towers Watson (WTW) and Victoria Hickey, Principal at Rockledge HS.  Victoria is 
representing School Administration, replacing Richard Myers who is retiring next month. 
 
Approval of the Minutes: Chris McAlpine made a motion to approve the Minutes from the 
October 17, 2017 meeting, seconded by Richard Myers.  The Minutes were approved unanimously. 
Mark stated that the Minutes of the SIAC Meetings will be posted on the website as is the video so 
people can refer to them at any time. 
 
Mark announced that Pennie Zuercher and Amy Envall were in meeting but would join later. Amy would 
talk about the Florida Sunshine Laws. 
 
Matt Susin addressed the committee with the following request: 
 

 His rep is requesting the SIAC meeting agenda, as well as supporting documents, one week in 
advance of the meeting. 

 His rep would like to set a two-week deadline to receive a reply from the district to any email 
requests made.. 

 He would like information from Cigna such as the cost of MRIs and Outpatient surgeries, and 
cost analysis of the top 20 providers in the north, central and south areas to see how we can cut 
costs. 

 Regarding 401k and 403b providers, he would like to limit the RFP process to only one provider 
because he thinks one provider may offer more savings.   Mark responded that we currently 
have an RFI out for 403b and 457b with nine different providers.  Matt asked us to lower it to 
one.  He is going to bring it to the board for discussion in January. 
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New Total Compensation Statement (TCS) - Mark introduced the new TCS which are to be rolled out 
on the flip side of the formal Open Enrollment Confirmation Statements;  Mark showed the committee a 
sample of the TCS that the Benefit Contacts will distribute in January.  TCS were done years ago by 
our I.T. Department and we are bringing it back via our benefits management system, Easy Benefits, 
which has that functionality.  Once the TCS are distributed, Mark is interested in any feedback.   Dan 
pointed out that many employees are confused with the word “supplement” and do not realize their total 
compensation includes those supplements.  Lisa suggested putting an asterisk as a way to define total 
confirmation.  Dan was pleased with that. 
 
Health Plan Finances - Joe Logan from WTW was on speakerphone to review finances through 
October.  Carol Tavella mentioned that they met previously with Pennie and Mark to talk about some of 
the assumptions that went into their projection, then made changes and came up with a conservative 
view and a more realistic view.  They also reviewed the accuracy of the WTW projections from the last 
five years with information that Joe presented as follows: 
 

 Reviewed 4 years’ history of BPS medical and pharmacy plan data (2013-2016) 

 Reviewed historical third quarter projections for 2013-2017 which show actual costs vs. 
projections 

o Most actual and projected PMPM costs are within narrow margins of each other 
o Differences in magnitude of cost projection can be attributed to various reasons: 

 2014 – actual average member exposure counts were 455 less than assumed 
 2016 – savings from plan design changes were underestimated (with 

conservatism) as well as potential fortuitous utilization patterns 
 2017 actual average member exposure counts are expected to be 260 higher 

than assumed, and adverse claims selection from large claims activity 

 Plan Years 2017 – 2019 Forecast 
o For the best estimate assumption for 2018 they are projecting $69,881,000 and for the 

following year, 2019, they are projecting $72,346,000. 
o With revenue currently fixed for 2018, the required increase to cover expected 2019 

costs, and produce a fund balance large enough to cover 60 days of expect costs, can 
range between 7.8% and 22.4%. 

 
Carol Tavella reminded the group that we are coming from multiple years without a plan design change, 
nor change to the board contribution. Further, we are experiencing unusually high claim activity. 
 
At this point in the meeting, Amy Envall, General Counsel for BPS, joined the group to give her 
presentation. She distributed copies of, and talked about, the Sunshine Laws, Public Records, and 
Conflict of Interest. Some key points of her discussion: 
 

 Advisory committees are subject to Sunshine Laws. 

 Sunshine Law encompasses written communication as well.  When responding to emails, be 
cautious not to “reply all” as it would be a violation of the Sunshine Law if you are discussing 
your thoughts on any issue pertaining to the work done by the committee.  Emails and text 
messages are subject to public records.   The only time you can discuss anything is in the public 
meeting itself. 

 Committee members may attend social events but may not discuss anything pertaining to the 
committee with anyone else on the committee. 

 Agendas are not required for meetings. Though it is good practice to have one, it’s not a 
requirement. 
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 Is the public (visitors) entitled to participate in public meetings?  Yes, and a 3 minutes per 
person limit for addressing the group may be set.  It does not t mean you have to take action on 
it. 

 Written minutes must be kept on file. 

 There can be criminal infractions for violating the Sunshine Law. 

 The following materials are considered public records: 
o All documents, texts, emails, power point presentations, audio recording, personal 

emails (if you are sending an email from your personal email to the district). Personal 
email can be sifted through although your personal email will not be disclosed other than 
those related to the nature of the committee.  
 

 Conflicts of Interest: 
o Standards of conduct apply to any person serving on an advisory board. 
o If you have an interest that can be perceived to be a conflict of interest, you should not 

vote in that area, as we do not want that perception to negate all the good that you are 
doing with the committee. 

o You can share information provided but you cannot share your opinion. You can share 
your opinion IF no other committee member is present. 

o This also applies to any member on a selection committee for an RFP that would pertain 
to the business of the committee or the business of a family member. 

 Amy Evall committed to email information on the Sunshine Laws to Mark to distribute to the 
committee. She then departed the meeting. 

 
The conversation on health plan finances continued. Funding projections show a shortfall range 
between $5.2M and $15M.  The Benefits department is going to have to perform another RFP for ASO 
and PBM sometime in February.  Currently, BPS has a 5-year agreement with Cigna, 2018 is our third 
year of that five-year agreement. Cigna is offering additional rebates.  We are awaiting that information 
and related contract language. 
 
Pharmacy Benefit Management – Charmaine reviewed the pharmacy distribution chain by first 
explaining how drugs are delivered to consumers.  She then explained the Retail Pharmacy Market 
including AMP (average manufacturer price).  The AMP is not specific to drug strength or packaging but 
looks at the average pricing that manufacturers have when interacting with retail pharmacies. Retail 
pharmacies are paying on wholesale acquisition costs.  She then explained the flow of funds for single-
source brand-name drugs purchased at a retail pharmacy and managed by a pharmacy benefit 
manager for an employer’s health plan. She explained the complex flow of payments as well.  Carol 
Tavella talked about the need for people with expertise to help minimize the amount of money spent on 
PBM. 
 
Mark asked to look at the average medical trend which is between 6% and 8%.  Pharmacy is up 13% 
every year.  We are no exception to that increase.  If we can reduce that, we can lower what our spend 
will be.  Cigna has given us their rates and before we select someone via the RFP, they would have to 
come in with lower pricing or else we would stick with Cigna.  Dawn asked about referenced based 
pricing and direct contracts with the providers since we are in a contained situation being self-insured.  
Carol explained negotiating a better deal with someone rather than the carrier, you need to think about 
the market share differential.  She also explained that direct contracting, when you are in an area with 
good penetration by more than one carrier which tends to drive the negotiated prices down, is unusual. 
Direct contracting is usually done in very rural areas where there are limited providers.  We are looking 
at a number of options now and going forward. Dawn feels things are changing with market based 
pricing.  She distributed copies of an article on Average Wholesale Price (AWP) as a Pricing 
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Benchmark along with a list of the top 50 Rx prices of the most frequently used drugs and said these 
were market-based pricing on what is available today in Brevard County.  She said you can inflate the 
pricing on these kind of things and then call it a discount when the real true prices are a totally different 
thing.   
 
2019 Contribution Comparison - Mark asked everyone to look at this informative slide and let him know 
their feedback/opinion.  He pointed out to look at employee-only 2019 status quo monthly cost without 
an increase.  If we made no plan design changes, the cost to us would be $114.96 from $106.67 based 
on the current spread of what percentage is paid by the employee and what is paid by the board.  Carol 
then discussed possible plan-design changes: 
 

 Medical 
o Increase cost share to users only through increases in deductibles, copays and/or out-

of-pocket maximums and increases in coinsurance paid by members 
o Copay changes to drive users to the lower-cost sites of care. 
o Create a new plan with in-network only benefits, mirroring the current plan.  (Note that 

out-of-network utilization is less than 5% of claims.)  
 
Mark and Pennie explained that we are looking at the Well-Care Centers for possible changes as well, 
e.g., different hours.  It is important to drive people to the Centers as those are fixed costs. 
 
Biometrics – Last time we met, we indicated that biometrics would be through the Well-Care Centers 
only, along with our Cigna healthcare coach/nurse, Joni, who is getting certified now.  On a limited 
basis, Joni will be going onsite to the schools that are furthest from the Centers. The reason why we 
wanted to do this is to eliminate the costs of on-site biometrics.  Another reason to get people to the 
Centers is for one-on-one counseling stemming from the results of their biometrics and to help those 
with chronic conditions. This was built into Marathon’s pricing so there is no additional cost, which is 
why we planned for a Well-Care Center only approach (plus Joni.)  Now the question is, what do we do 
with those who go to their own doctors for biometrics, and should we allow that? Mark explained the 
problem with that would be, if we don’t curtail such activity, then as the wellness-activity deadline 
approached, people may go to the doctor, rather than to a Well-Care Center, which would cost us 
between $300,000 to $400,000 in additional medical costs.  
 
Pennie explained that the cost of biometrics comes out of the same account as the claims and  
expenses. It is not something separate that the district pays for so, when we look at the increases we 
are already expecting, even if it were half the $5 million, we need to be saving funds where we can 
within the plan.  If we can begin with the smaller things like having biometrics at the Centers, not having 
to pay the extra costs of going to their doctors, etc. we start reducing the need to put more premiums in, 
because that would mean the district has to put more money out which then affects the availability of 
funds for other things. She feels it is very important that we strive for that.    We need to make sure we 
are managing our funds properly.   
 
Dan Bennett commented that employees are doing exactly what we asked of them for the last two 
decades: establish a relationship with their primary care doctor and get regular check-ups once or twice 
a year. When we entered into this whole arrangement with Well-Care Centers, we promised people we 
were not trying to get them to leave their primary care doctor but give the people without one a place to 
go.  He feels if you have a relationship with your doctor, and have your annual physical and biometrics 
with that doctor, which people should be doing, that is the model of how we control costs as its’ been 
that model. He is now getting questions as to why staff, who will continue to see their own doctors, 
would  have to make a second trip to the Centers for this all over again. Mark again brought up the 
costs and how would we be able to curtail them?  Dan said by reminding and marketing. Pennie 
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explained for those that have an annual physical, it may work but how do we know if they just go to 
their doctor for biometrics and not their annual physical?  This would incur extra costs for us. We do not 
want to impact anyone’s relationship with his or her doctor.  This was just one of our proposals to cut 
costs among other things.  A brief discussion continued with pros and cons of just having employees go 
to the Well-Care Centers for their biometrics.   
 
Mark asked everyone to email him their feedback on everything discussed today.   
 
The meeting was adjourned at 4:40 p.m. 

 
 

 
 
 
 
 
 
  

 

 


