Health Benefits Cost Management Convenings — Staged Plan For Each Meeting with Expected Outcomes
Nov 3, 2026 
Approach
This series of meetings will run on two tracks: a first meeting on November 19, 2026 (2 p.m./in-person & video) that works the three most pressing issues from the OSRHE benefits survey to identify immediate actions, followed by a staged series of meetings that builds a common foundation of understanding from funding models through plan design. The first convening covers its three issues lightly; each returns for depth in a later session depending on interest.
This order is chosen for timing. Calendar-year plans have already set 2027 rates, so the only 2027 levers left are mid-year formulary changes and how institutions use the consultant data they already receive. Everything structural lands in plan year 2028, which means decisions must be made by mid-2027. Our meetings will arrange topics according to these considerations of timing and immediate impact.
Three principles hold throughout: every topic is education and shared experience; each session names what an institution on OKHEEI, HealthChoice, or a stand-alone plan can actually do with it; and each session ends with a short list of actions.
Meeting 1: Pressing Issues and Immediate Actions
Goal: leave with a short list of actions institutions can take for 2027 or set in motion for 2028, and a sense of which topics deserve depth.
	Segment
	Content
	Lead
	Minutes

	Opening
	Why we are here: tuition hearings, survey findings, 2027 renewals side by side; what OSRHE's role is and is not
	OSRHE
	15

	Pressing issue 1: PBMs and mid-year formulary changes
	GLP-1 coverage for weight management (OU's 2024 mid-year decision, ~3% of plan cost avoided); biosimilar formulary adoption; what a plan sponsor can require of its PBM mid-year
	OU and OSU, with OU College of Pharmacy
	40

	Pressing issue 2: data use from benefits broker consultants
	What data every institution is entitled to receive, what to ask for at the next meeting with the consultant, how some OSRHE institutions use claims and utilization reports to make decisions.
	TBD
	30

	Pressing issue 3: medical options for plan year 2028
	Steerage and navigation (ZERO Health, Garner), care management, plan design dynamics (base-plan selection, defined contribution, dependent tiers); which choices must be made by when to land in 2028
	TBD
	30

	Priorities and next steps
	Vote or straw poll on which issues get in-depth sessions; agree the committee structure (chair, one representative per institution or plan group); name owners for immediate actions
	OSRHE
	20


Pre-read: a two-page summary of survey findings and the 2027 renewal comparison. Institutions are asked to bring their most recent consultant report so issue 2 can be concrete.
Staged plan for the series
A monthly cadence from December completes the foundation by June 2027, in time for 2028 decisions.
	Session
	Topic
	What institutions get from it
	Builds on

	1
	Pressing issues and immediate actions (above)
	Action list for 2027 and 2028
	Survey findings

	2
	Funding models: fully insured, self-insured, pooled trust, and HealthChoice
	A plain explanation of how each arrangement works, who bears risk, what each can and cannot change; how OKHEEI's trust, UCO's self-funding since 2019, and OSU/A&M's plan came about
	Session 1

	3
	Retiree populations and OTRS premium credits
	How pre-65 and post-65 retirees affect plan cost and rates; how OTRS stipends interact; options institutions have used (retiree-paid, separate pools, age-65 cutoffs)
	Session 2

	4
	Using the benefits broker consultant effectively
	What a good engagement looks like; how consultants are paid and where conflicts arise; what reports and data to require; when and how to re-procure; use cases from OU's RFP and OSU's move to Employer Advocates
	Sessions 1–2

	5
	Medical networking: direct contracts, steerage, care management, point solutions
	Best practices and use cases: ZERO Health across OKHEEI and UCO, OU's Garner navigation, UCO's direct primary care, OSU's approach; how to add these on top of HealthChoice where possible; unbundling network/TPA from PBM, presented by OU and OSU
	Sessions 2 and 4

	6
	Pharmacy benefits in depth: rebates, aggregators, audits, biosimilars, GLP-1s, steerage
	PBM contract terms that matter (pass-through, channel-level reconciliation, MAF retention, medical pharmacy rebates); results of the OKHEEI claims analysis; the OU College of Pharmacy and Attorney General PBM unit as resources; coalition options such as Employers Health
	Session 1 issue 1; Session 5

	7
	Plan design and employee contribution strategy
	Defined-contribution models (SEOSU's 2027 move), base-plan selection (Redlands' Plan B to C), HDHP/HSA adoption and funding, dependent tier pricing, and whether a modest employee-only contribution improves cost awareness
	Sessions 2–6

	8
	Synthesis and 2028 work plan
	Which system-level actions to pursue, which are institution-level.
	All



Most impactful potential outcomes for institutions
Ranked by likely dollar and employee impact across the system. The magnitudes are indicative and drawn from the survey responses,.
1. Lower pharmacy cost through better PBM terms. Pass-through pricing, channel-level discount reconciliation, retained manufacturer fees, and medical pharmacy rebates. The opportunity is likely in the low millions annually.
1. Biosimilar and GLP-1 data and framework for decision making. 
1. A smaller renewal. The smaller increases experienced by some institutions in the system is the clearest measure of what active management is worth.  
1. Every institution able to see its own numbers. Institutions will know what they are entitled to from their consultant and carrier, and will have a system benchmark to read themselves against. This is the outcome most requested in the survey and the one that makes every other outcome possible.
1. Fewer defensive cuts to employee benefits. Institutions that would otherwise drop base plans or shift cost to dependents gain alternatives, and the ones that must make those changes get shared modeling and peer examples first.
1. Navigation and steerage tools for institutions that lack them. ZERO Health and similar programs are popular where offered; extending them to HealthChoice participants or adding them through a system contract puts cash in employees' pockets and reduces claims.
1. Better use of the consultant institutions already pay for. A shared standard for engagement, data, and fee disclosure raises the value of existing relationships without requiring anyone to change advisors.
1. A coordinated higher-education voice with EGID. Roughly 10 institutions on HealthChoice have no individual leverage; together, and with OSRHE, we can pursue plan features and rate transparency.
1. Protection against catastrophic claims for small groups. A shared view of stop-loss attachment points and markets reduces the exposure to extreme negative outcomes.
1. A standing capability instead of a one-time project. A chartered committee, access to expertise that exists in the OSRHE system, the Attorney General's PBM unit, and independent advisory expertise, so the system does not depend on vendors for its own understanding.
