
Minutes 
HEALTH PLAN TASK FORCE 

Friday, January 9, 1998 
1:00-3:00 

Nolte Library 

Present: Richard McGehee (Chair), Avner Ben-Ner, Amos Deinard, Robert Fahnhorst, Bart 
Finzel, David Hamilton, Matt Maciejewski, Robert Sonkowsky, Mary Yamashita 

Absent: None  

Regrets: Judith Gaston, Richard Purple, Harlan Smith  

Guests: Craig Christianson, Roby Thompson, Ghita Worcester 

Others: None 

[Meeting topics: AHC and UMP Plans, Research Report, Recommendation Outline] 

Approval of Minutes 

Minutes from the November 20 and December 18 meetings were approved as amended. 

Presentation from the Academic Health Center and UCare 

The earliest the State will make any changes is the year 2000 so, for 1999, only adjustments can 
be made to the current system. The status of University providers being included in the 1999 
adjustments and in the changes for 2000 is uncertain. However, the University has the option of 
separating from the State, so it is important to know if the alternatives available to the University 
include access to University providers.  

The Department of Employee Relations (DOER) met with Faculty Practice Plan members and 
the Academic Health Center (AHC) to initiate dialogue about providing access for faculty 
through the State Health Plan Select product for 1999. The minimum criteria decided upon 
included making physician practices on campus available as an integrated service network. 
Implementation discussions are currently underway and the contracting officer for the University 
of Minnesota Physicians (UMP) is working with Blue Cross and Blue Shield to craft that 
relationship and the first report of those discussions will be available February 1999. However, 
the time frame must be consummated by the middle of summer in order to be part of the 1999 
enrollment process. 

Centers of excellence will be created at the University with the help of Blue Cross and Blue 
Shield since UMP has had the opportunity to work with the State to create a preferred provider 
relationship with University specialists that will be included in the State Health Plan or its 
products. By creating these centers of excellence, there are many ways for UMP to become part 



of the BHCAG model. 
 

The number of primary care physicians and specialists will have to be modified because 
currently there are too many specialists and not enough primary care physicians in UMP to be 
considered as a care system under the BHCAG model. If this change were made, basic research 
programs would also improve because of their dependence upon a broad network of primary care 
specialists.  

Due to the Fairview merger and the formation of UMP as an integrated group practice, the 
Department of Family Practice will become a member of the practice plan that will integrated 
into the Riverside and University family practice centers within the next two years. 

The Fairview Corporation has an agreement with the University and the Practice Plan which 
outlines how University faculty members will be handled in Fairview's clinics. The practice plan 
of Fairview concentrates on the south and west metro areas, but the University will expand that 
coverage to include the University and the north and east metro areas. 

Comments: 

• Vice President Cerra has stated that University Purchasing Services will decide if the 
University will withdraw from the State health plan and the final decision will be made 
by Human Resources.  

• The State is strongly considering using a BHCAG model beginning in the year 2000 so it 
is important to know if UMP will create a care system and become a part of that model. 
UMP has already held discussions with BHCAG but nothing has been developed due to 
the merger with Fairview.  

• UMP will be an integrated primary care network with access to the Fairview/University 
Hospital for 1999 because BHCAG wants to set up a pilot network on campus as part of 
the State health plan. The pilot network would include expanded access for specialty 
provider services and centers of excellence similar to BHCAG.  

• BHCAG feels UMP may have trouble in its model because the University attracts a 
sicker population and there are additional costs of teaching and research. However, UMP 
must remain cost competitive to even exist, so a task force will determine the cost of 
teaching and research that will be auditable. Governor Carlson is working towards 
enlarging the education and research fund in the State to make up for the added costs 
those bring to the University. There are also benefits to a primary care provider being a 
teaching and research institution, so UMP could be a part of the BHCAG model with 
political support from DOER.  

• Essentially, there are only three health plans available in the community, which 
eliminates choice and drives up costs.  

• Higher costs are created by cost distribution under capitated models without cost 
adjustment and a high concentration of sicker patients, but risk adjusters can be 
implemented to handle both those issues.  

• Many people have chosen the University Primary Care Family Practice Clinic so they 
could have better access to specialists.  



UCare 

• The Department of Family Practice has operated UCare since its certification in 1989 and 
now UCare is the fourth largest HMO in Minnesota. It serves 60,000 members in 63 
counties with a primary care and network base with over 450 primary care clinics and 
8,000 physicians on contract.  

• UCare began with six primary care clinics affiliated with the Department of Family 
Practice and even though that has greatly expanded, the majority of the providers (UMP) 
still come from the University.  

• Even though UCare has primarily served public program patients in the past, joining 
BHCAG is a possibility because it is currently implementing a Medicare program.  

• UCare must have a board of directors with public representation to be an HMO.  
• UMP is the sole member of UCare.  
• Originally, UMCA was a contracting organization that represented the eighteen clinical 

departments of the University. However, it's responsibilities and the additional merger of 
the practice plans have rolled into UMP.  

• UCare can easily become a care system because HMOs and care systems have the same 
set-up.  

• UCare is able to provide care for all of the counties.  
• The AHC and UCare work together through the Department of Family Practice because 

faculty from that department are the original sponsor of UCare and they refer their 
patients insured through UCare to specialists not in the Department of Family Practice. 
Also, there is a contract with UMP Providers which makes them the significant source of 
specialty care.  

• The Fairview Physicians Associates recently developed a Medicare Risk Product with the 
AHC because the associates were awarded with the contract for the new Medicare 
Product.  

• UCare physicians refer most of their patients to the University for specialty care due to 
contracting arrangements.  

• Even though University facilities are available to everyone in the state who is in the 
network, contracts have been developed with clinics throughout the state so outstate 
people do not have to travel to the University for all of their health care needs.  

• UCare has a major advantage because it is a licensed HMO that is owned by a faculty 
group.  

• Primary care physicians typically use specialists they are most familiar with, and UCare 
does not interfere or direct physicians to certain specialists. There are no incentives to 
send patients to a specific specialty care provider.  

• Networks are organized in such a way that community providers are utilized for the first 
tier of specialty, but those same providers still have relationships with the University so 
they can refer patients to the University for special care.  

• UCare has made a strong effort to include psychiatry services in all of its contracts.  
• When the Department of Family Practice Organization becomes one of the clinical 

service units of UMP, UCare will have to assume a new relationship with UMP because 
it is currently only owned by the Department of Family Practice.  

• Currently, there are AHC departments that do not provide primary care through UCare. 
The Department of Family Practice runs UCare, so negotiations must take place before 



departments can join. Interdisciplinary disagreements that hold up the process will be 
eliminated when UMP takes over UCare. However, the Department of Family Practice 
has relationships with hospitals outside of the University and the ownership of UCare has 
complex financial relationships, so it will take two to three years to fold all of the 
departments into an integrated practice plan.  

• The University entity should roll into UCare and not the other way around.  
• UCare was developed as a provider for Medicaid patients in Minnesota, not as a health 

care delivery system, so it is based on a network model of health maintenance, meaning 
clinics manage their own affairs and agree to participate under contract with UCare.  

• The HealthPartners arrangement with UCare was a Group Health contract that was 
developed for Graduate Assistants. Originally there was only an enrollment of 500 
people, because there was a zip code restriction implemented to control the number of 
enrollees and the adverse risk selection. As the new practice organization was developed, 
new staff were brought in to investigate that situation and it was found that money was 
being lost with that contract because the contract had not been renegotiated in five years, 
and HealthPartners was not open for renegotiation. The Family Practice Plan and the 
hospital would have gone bankrupt if that option would have remained available to all 
University employees, so it was restricted to those currently involved until the issue can 
be resolved.  

• UMP is not available as a primary care provider through the Medica system anymore, but 
they are still available through referral for specialty services.  

• Every community insurance product includes access to University specialists through a 
referral basis, although closed-panel HMOs that have their own specialty providers must 
give the referrals to the University.  

• Most physicians are not aware who they can refer patients to, so there should be patient 
and physician education for clarification on that issue.  

• Although there are public relations and education problems, there are no contractual 
problems because there are no financial incentives for giving referrals to specific 
specialists.  

• HealthPartners capitates primary care for everything.  
• Most plans have special capitation and reserves set aside.  
• A quarter of UCare patients see faculty, which includes residents, fellows, Family 

Practice faculty, CUC, and UMPS. However, patients who receive care at the University 
will encounter learners at some point.  

• Each primary care clinic has a faculty practice that makes up 30-50% of the clinical 
activity.  

• With the exemption of primary care disciplines that have been excluded from Federal 
regulations, no charge can be submitted unless a staff physician (faculty member) sees 
the patient and does the critical part of the history, physical, and medical exams.  

• Eighty percent of the practitioners in Minnesota are trained at the University of 
Minnesota, so patients will get quality service no matter where they go for their general 
medical care. However, there should be a preferred relationship with those people serving 
State Health Plan members that would refer specialty needs to the University.  

• University employees do not have availability to University specialist through their 
existing health plans.  



• President Yudof finds it unacceptable that University employees are not to be able to 
access University physicians.  

• University providers will more than likely be available in the BHCAG model by 2000.  
• It depends upon an individual's values as to whether or not they are better served by 

UCare or by another health plan.  
• In the UCare system, a patient is seen by a resident and a faculty member who spend 

more time with a patient then other clinics.  
• Quality and patient satisfaction are two separate issues.  
• Although there are ways to measure satisfaction of clinics and plans, there are no specific 

measures to compare physicians across systems.  
• The care a patient receives depends upon their relationship with their doctor so 

satisfaction with doctors is hard to measure.  
• When a health plan is developed, as many options as possible must be made available to 

patients. However, UCare must provide for the teaching program at the same time.  
• Under the UCare system, a Medicare patient will more than likely see primary care 

interns or family practitioners.  

 

Market Research 

Report by Matt Maciejewski 

Although information is available for 1997 employee premiums for each member company of 
BHCAG, the total premium portion for each is not. 

A letter from Roger Feldman noted that estimates of expenditures would be difficult to calculate 
for the University in alternative plans. Information such as age and sex breakdowns would have 
to be compiled to compare the University's experience to other companies, but that would only 
determine if the University was subsidized by the state. If the University separated from the 
state, the subsidy would be lost along with bargaining clout and administrative costs would have 
to be recovered by the University. In order to project the University's experience in the BHCAG 
model, demographics and BHCAG rating factors would have to be obtained, but they very 
difficult to come by. The only way to consider a BHCAG model would be to obtain information 
from a BHCAG company who only uses Choice Plus and has similar demographics.  

AARP do not sell individual or group health policies like those in the state program. They only 
sell supplemental Medicare policies. 

Medica will not add out-of-area coverage to the health plan it offers to the University. It is still 
uncertain for HealthPartners and Blue Cross Blue Shield. 

Comments from Committee Members: 

• One of the charts shows that each tier has the same premium in the Carlson companies, 
which could mean the more expensive tiers are subsidized.  



• The footnotes show that Bemis employees are divided by wages so low income 
employees pay less for their portion of medical care coverage.  

• The University can not offer the same plan as Bemis because the State Labor Law 
mandates that similar benefits have to be offered to all employees.  

• BHCAG members are self-insured so they are exempt from state laws.  
• Dayton Hudson has a separate plan for smokers and non-smokers.  

 

Open Discussion 

The next meeting will be devoted to creating an outline for the presentation to FCC and SCFA 
on January 29.  

The main points that should be incorporated into the outline include:  

• the idea that the University is not in a position to determine whether or not to split from 
the state but should be prepared to in July when the state presents its RFP.  

• the fact that University providers may not be a part of the state plan in the year 2000.  

General Comments 

• Frank Cerra has stated that the State Health Plan Select may not be the low-cost provider 
if University physicians are part of it.  

• The State has considered implementing the BHCAG model, using total replacement, or 
keeping the existing managed competition and adding risk adjustment.  

• Risk adjustment in the BHCAG model does not take revenue away from health plans.  
• The expectations of those who will read the final report should be considered and 

incorporated into the final report.  
• From the charts, it can be seen that comparable products cost more for Macalaster and the 

City of St. Paul so that should be taken into account when the decision to separate from 
the State is made since it does not make sense to provide the same product with a higher 
premium.  

• Demographics and usage patterns will effect premium rates and the only way premiums 
can be determined is through the service of an actuary.  

• Macalaster employees do not have to pay the co-payment after they've spent $5000 under 
the 80% coverage plan.  

• Figures can be used to prove that leaving the state would be very expensive for the 
University.  

• It is important for the University to be a part of the changing patterns that will take place 
over the next few months so leaving the State would not be wise.  

• The AHC developments that will provide more choice should be considered and carefully 
stipulated.  

• If the AHC does not become part of the plan for the year 2000, it should be determined if 
they will continue with point of service.  



• University faculty are most concerned about not having access to UMP on a primary care 
basis.  

• If access to primary care physicians at the University becomes available, who will see 
patients will have to be reconsidered, because seeing an inexperienced doctor is 
unsettling to some people.  

• Many people believe it is too difficult to access University specialists and many faculty 
are satisfied with their primary care, so they will not consider changing to the University 
for their primary health care needs.  

• Confidential financial contracts are arranged between primary care givers and specialists 
that are not available for disclosure to the general public.  

• Many patients believe they must be overly assertive in order to receive the care they 
want.  

• The State has considered developing a liaison program to help employees work through 
the system. This would be more beneficial then benefit counselors because that would be 
their only concern.  

• Each patient should be aware that their primary care physician has the ability to send 
them to a University specialist.  

• The Open Enrollment documents provided some information about access to specialty 
care, but wording has to be thoroughly reviewed in future newsletters to make sure what 
is stated is in fact true.  

• Faculty members from the Carlson School of Management could do the actuarial work.  
• Faculty might be willing to contribute money towards this project because they want 

good health care.  
• In 1991, a similar study was done and the cost differences were only marginal.  
• Vice President Cerra has information only on University employees and their dependents 

who access University clinics.  
• It appears that UMP is not very close to entering BHCAG.  
• Not all of the University employees would separate from the state if the University chose 

to do so because of the unions that are within the University.  
• If the University does separate from the state and the state chooses the same product as 

the University, but has a lower premium, problems would arise in the University because 
the same product would cost more for some people.  

 

Adjourn  

 
 

Return to Health Plan Task Force Homepage  

 
 

Return to Health Plan Task Force Forum 

http://www.geom.umn.edu/usenate

