
BENEFITS ADVISORY COMMITTEE 
MINUTES OF MEETING 
NOVEMBER 20, 2008 
 
 [In these minutes: Smoke-Free Campus Work Group Consultation, Risk Adjustment and 
Other Factors Affecting UPlan Medical Program Rates, Open Enrollment Update, 2009 
Wellness Program] 
 
[These minutes reflect discussion and debate at a meeting of a committee of the 
University Senate; none of the comments, conclusions, or actions reported in these 
minutes represent the view of, nor are they binding on the Senate, the Administration, or 
the Board of Regents.] 
 
PRESENT:  Gavin Watt (chair), William Roberts, Dale Swanson, Rhonda Jennen, Sara 
Parcells, Sandi Sherman, Joseph Jameson, Michael Marotteck, Carla Volkman-Lien, Carl 
Anderson, George Green, Judith Garrard, Richard McGehee, Fred Morrison, Theodor 
Litman, Rodney Loper, Dann Chapman 
 
REGRETS:  Tina Falkner, Karen Wolterstorff, Jody Ebert, Jennifer Imsande, Nancy 
Fulton, Amos Deinard, Michael O'Reilly 
 
ABSENT:  Carol Carrier, Frank Cerra, Keith Dunder 
 
OTHERS ATTENDING:  Linda Blake, Ted Butler, Karen Chapin, Kurt Errickson, 
Shirley Kuehn, Kathy Pouliot, Kelly Schrotberger, Sheri Stone, Curt Swenson 
 
GUESTS:  Watson Wyatt representatives Sue Kanne, Bruce Kelley, and Scott Lund 
 
I).  Gavin Watt called the meeting to order and welcomed all those present. 
 
II).  Joe Jameson on behalf of the Smoke-Free Campus Work Group provided 
information to the committee on the potential smoke-free policy for the Twin Cities 
campus.  A PowerPoint handout was distributed to members to supplement Mr. 
Jameson's presentation.  
 
In February 2008, the Student Health Advisory Committee asked the President's office to 
consider a smoke-free campus policy, including outdoor areas.  After consultation with 
senior leaders, the Smoke-Free Campus Work Group was established.  The Smoke-Free 
Campus Work Group is made up of faculty and staff.  The charge to the Work Group is 
to explore campus attitudes in order to determine if there is campus support for a smoke-
free campus policy. 
 
One tool used to determine whether there was support for a smoke-free policy was a 
survey.  In October 2008, Boynton Health Service sent out 2,000 surveys to a random 
number of full and part-time faculty and staff, and 5,000 full and part-time students.  The 
faculty and staff response rate was 46.2% and the student response rate was 33%.  Of the 



approximate 31,800 full and part-time faculty and staff on campus it is estimated that 
5.1% use tobacco daily (1622 individuals).  In addition, of the approximate 51,000 full 
and part-time students on campus it is estimated that 4.1% are daily tobacco users (2091). 
Next, using a series of charts and graphs, results of the tobacco survey were shared with 
the committee.   
 
The Work Group, noted Mr. Jameson, has embarked on a broad one-month consultation 
period.  The group will consult extensively across campus with faculty, staff and student 
constituencies, and hold at least two public forums.  The purpose of the consultation 
phase is to share survey results, identify issues, and to solicit input either in favor of or 
opposing a smoke-free policy.  In addition to consulting with the campus community, the 
Senior Vice President for Academic Affairs & Provost website will have background 
information about this initiative, survey results, and a place for the community to provide 
additional written feedback concerning a potential smoke-free policy - 
http://academic.umn.edu/provost/reports/smo_survey08.html  
 
At this point, Mr. Jameson solicited member's input concerning a potential smoke-free 
policy.  Questions and comments included: 

• If the University adopts a smoke-free policy, how will it be enforced?  Karen 
Chapin stated that other campuses that have gone smoke-free have basically taken 
one of two enforcement approaches: 

1. Members of the campus community would enforce the policy, a peer 
enforcement approach.  This is the approach that UMD is using. 

2. Issue a ticket/violation that has a fine attached to it. 
• What is the difference between smoke-free and tobacco-free?  Tobacco-free, 

noted Mr. Jameson, includes not only cigarettes, but chewing tobacco too. 
• More should be done to promote Boynton Health Service's smoking cessation 

resources. 
• Smoking is not necessarily a moral choice, but rather a deeply addictive 

condition. 
• Given the addictive nature of smoking, it is unsettling to think that the University 

would totally ban smoking on campus. 
• It does not seem appropriate to impose a campus-wide smoking ban at the 

expense of people's liberties unless it is known to have a significant negative 
health impact on others.  Adopting a smoke-free policy as a means of getting 
people to stop smoking does not seem as effective or appropriate as getting them 
into an appropriate program.  Rather than a smoking ban, there should be 
increased enforcement around doorways. 

• What criteria will the Work Group use to determine whether campus support 
exists for a smoke-free policy?  Ms. Chapin stated that currently the Work Group 
does not have specified criteria.  She added that the Work Group will be using the 
survey results, consultation input, and comments from the website to determine 
whether there is campus support or not.  The Work Group will issue a report to 
the administration who will ultimately make the decision whether the campus will 
be smoke-free. 



• Does the data suggest that outdoor secondhand smoke has health implications for 
people?  Ms. Chapin stated that the evidence is not particularly strong, but 
outdoor secondhand smoke is known to cause problems for vulnerable people. 

• Based on the responses to the question that asks how likely one would be to 
support a smoking ban, over 30% of respondents indicated they would not be 
likely to support such a ban.   

• If the University adopts a smoke-free policy, University police rather than 
members of the University community should be expected to enforce it. 

• If the University adopts a smoke-free policy, all the receptacles for collecting 
smoking paraphernalia will disappear, and it is likely this will increase littering on 
campus. 

 
In closing, Ms. Chapin noted that there will be two campus-wide forums to discuss this 
issue, December 3rd from 12 – 1 at the St. Paul Student Center, and December 8th from 4 
– 5 in the Coffman Memorial Union Theatre. 
 
Mr. Watt thanked Mr. Jameson and Ms. Chapin for sharing this information with the 
committee, and soliciting member's input. 
 
III).  Mr. Watt welcomed today's guests from Watson Wyatt Sue Kanne, Bruce Kelley, 
and Scott Lund, who were invited to provide information on risk adjustment and other 
factors impacting UPlan medical program rates. 
 
To begin, Bruce Kelley distributed a PowerPoint handout to help members follow along 
during today's presentation.  Risk adjustment, noted Mr. Kelley, is used to measure the 
cost effectiveness of plans.  The idea is to identify plans that use relatively more or less 
resources to treat populations given the illnesses of enrollees in those plans (risk factors).  
Or, put differently, how many services does it take to treat a population for a year given 
how ill that population is comparing one population against another. 
 
Tools for measuring risk have become more sophisticated over time.  Tools that were 
used in the past included: 

• Cost as a proxy for risk. 
• Age and gender as a measure of risk. 
• Diagnostic measures e.g., DRG – diagnostic related group.  While the use of 

DRGs reflected health differences, it was also affected by resources used, which 
created a bias. 

 
Today, Watson Wyatt uses 3M™ Clinical Risk Grouping (CRG) software, which was 
developed and is supported by 3M's medical department 
(http://solutions.3m.com/wps/portal/3M/en_US/3M_Health_Information_Systems/HIS/Pr
oducts/CRG/).  CRG software uses claims data, diagnosis codes and procedure codes to 
identify and classify patients into clinically meaningful groups for risk adjustment 
purposes.  Using a diagram, Mr. Kelley explained in detail about risk-adjusted cost 
coverage, which is the cost of providing coverage to enrollees compared to their risk 
levels.  Clinical Risk Groups (CRG) are a clinical classification that assigns each patient 



to a single risk category during a specified time period.  These groupings are defined by 
medical experts and are severity weighted.  CRGs are used for risk-adjusting in rate 
development, and are used to ensure that plans are not penalized when they provide 
coverage cost effectively for sicker enrollees or rewarded when they use more resources 
than expected to cover healthier enrollees. 
 
Moving on, Mr. Lund explained the risk management and risk adjustment process as it 
relates specifically to the UPlan's rates.  The 2009 UPlan rates were set using accepted 
actuarial techniques and incorporated the following factors: 

• Aggregate claims experience of all medical plan options combined. 
• Plan benefit levels. 
• Relative cost-effectiveness among plans, which incorporates provider pricing and 

care & utilization management. 
 
Next, Mr. Lund walked members through a detailed rate development example 
illustrating how rates are calculated.  Using cost-effectiveness, emphasized Mr. Lund, 
ensures that plans that serve less healthy enrollees are not penalized.  A cost-effectiveness 
adjustment puts all plans on a level playing field when rates are being set.  Mr. Chapman 
added that a positive impact of using a cost effectiveness methodology is that it does 
away with a plan going into a "death spiral," a situation whereby a plan's costs rapidly 
increase as a result of adverse selection by a covered population. 
 
A member asked how often CRGs are re-evaluated.  Mr. Kelley stated that CRGs are re-
evaluated whenever a period changes; for the UPlan this means year over year 
comparisons. 
 
How are CRGs determined for each person in the plan asked a member?  The CRG 
software, noted Mr. Kelley, is more or less a large table of diagnostic codes, and these 
codes are applied to the actual claims. 
 
A member asked how far back the diagnostic codes go when calculating a CRG.  
Typically, Mr. Kelley stated, they go back with the year of incurred claims.  Hence, they 
include claims when the service was incurred as opposed to when the claim was paid. 
 
Who decides that one CRG code is worse than another asked a member?  Panels of 
physicians have reviewed these codes, stated Mr. Kelley.  Then, 3M later tested the 
severity of the codes using samples of medical records and large claim databases. 
 
A member thanked today's guests for their presentation, which served to clarify the rate 
development process.  In the case of HealthPartners, two arguments were made as it 
relates to their rates: 

• Could HealthPartners be delivering more effective medical care, and, as a result, 
they are more expensive? 

• Is it possible to know whether a plan's risk factor is higher because they are 
treating their patients better?  Is it possible to distinguish whether a health plan is 
making its population more healthy or that its population is intrinsically healthy? 



Mr. Kelley stated that there are merits to both arguments.  The rate calculation does not 
show an effect through time in terms of what has taken place.  However, assuming that a 
plan is making investments in the future health of its population, their values would 
improve.  Conversely, if a plan is not making these investments and simply over treating 
to no effect, their scores would not improve (costs would go up and their risk factors 
would not come down).  Watson Wyatt met with HealthPartners on behalf of the 
University to explain its rate setting methodology.  After listening to this methodology, 
HealthPartners has not attempted to put forward the argument that they are investing in 
improving the future health of their population.  
 
IV).  Kathy Pouliot distributed a handout, which outlined the 2008/2009 open enrollment 
activity to date.  So far, open enrollment has gone well.  Phone volume is approximately 
30% less than last year, and UMConnect hits are roughly 30% higher.  Other highlights 
from Ms. Pouliot's update included: 

• The Benefit Fairs were successful.  UMM had their first Benefit Fair this year. 
• As of Friday, November 14, 2008, 14,875 flu shots had been given.  Of these 

14,875 flu shots, 5,965 were given to University staff. 
• Employee Benefits worked hard to better serve second shift employees during 

open enrollment.  For example, Benefit Fair hours were extended to 4:30. 
 
Mr. Watt reminded members that even if they do not intend to change health plans, 
employees who want a Flexible Spending Account (FSA) need to make an active election 
indicating such. 
 
V).  Ms. Chapin distributed a handout listing the 2009 Wellness Program offerings.  
These offerings will include: 

• Preventative health screenings. 
• Fitness rewards (up to $20/month/member). 
• Farmers Market – Twin Cities, Duluth and Morris. 
• Ask Mayo Clinic – 24/7 nurse line. 
• Wellness assessment – eligible for $65 wellness reward. 
• Follow-up health improvement – health coaching – eligible for $65 wellness 

reward. 
• Healthy Living programs – eligible for $65 wellness reward. 
• HealthPartners 10,000 Steps® program – eligible for $65 wellness reward. 
• HealthCare Choices – eligible for $65 wellness reward ONLY if program was not 

completed in 2008. 
Ms. Chapin noted that this is the current plan for wellness offerings in 2009.  She stated 
that given the challenging economic climate, changes to this plan may need to be made.  
 
Next, Ms. Chapin solicited members' opinions on whether or not a larger wellness 
incentive should be offered to a random number of people.  For example, the University 
would set aside $10,000 and earmark $500 for 10 people and $1,000 for 10 people who 
would be selected through a drawing or some other random means.  This is being 
considered as a possible way to generate increased participation in the University's 



wellness program.  (This larger incentive would be in addition to the current incentive 
rewards that can be earned). 
 
After some discussion, there was neither overwhelming support nor opposition to this 
proposal. 
 
VI).  Hearing no further business, Mr. Watt adjourned the meeting. 
 
        Renee Dempsey 
        University Senate 
 
 
 
 
 
 
 


