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I).  Gavin Watt called the meeting to order and welcomed all those present. 

 

II).  Mr. Watt stated that today‟s meeting is being held in the Gailon Roen Room in 

Boynton where a lovely memorial was held for Mr. Roen on May 27, 2010.  He then 

called on Carl Anderson to say a few words about Mr. Roen and his contributions to 

Boynton Health Service and to the University. 

 

Mr. Anderson stated that Mr. Roen was his predecessor and served as the chief operating 

officer of Boynton Health Service from approximately 1984 – 2004.  Mr. Roen was also 

a member of the Benefits Advisory Committee (BAC) for a number of years.  He was 

instrumental in implementing the University‟s Student Health Benefit Plan, which began 

as a fully insured product and eventually became a self-insured student insurance plan.  

Mr. Anderson went on to say that Mr. Roen was an extraordinary administrator who led 

Boynton Health Service through some challenging financial times, and prided himself on 

being a good steward of Boynton Health Service‟s financial resources. 

 



Mr. Roen passed away in December 2009, following a four-year battle with cancer, 

reported Mr. Anderson.  He was a wonderful man and a great father, and everyone misses 

him tremendously. 

 

Mr. Watt thanked Mr. Anderson for his tribute to Mr. Roen. 

 

III).  Next, Mr. Watt introduced the next agenda item, a presentation by Professor 

Morrison on the effects of health care reform on the UPlan.  Copies of his PowerPoint 

presentation were distributed to members.  Professor Morrison noted that this 

presentation was originally presented to the Board of Regents a couple of weeks ago. 

 

Professor Morrison began by reviewing the UPlan principles with the committee: 

 Follow an “insurance principle,” which means not penalizing people who are sick. 

 Provide health care coverage at an affordable cost to all employees (10% share for 

employees and 15% for families). 

 Offer optional levels of coverage, e.g., base plan or a buy-up plan. 

 Encourage prevention and wellness. 

 

In March 2010, noted Professor Morrison, the federal government enacted health care 

reform legislation.  There are still many unanswered questions about this legislation.  

Answers to these questions will likely come from a Technical Amendments Law, which 

is expected to be enacted later this year.  The bill, as passed, was a combination of three 

bills, which were pasted together.  Besides the Technical Amendments Law, answers to 

the health care reform legislation will also come out of the Department of Health and 

Human Services, the Internal Revenue Service, and state insurance commissioners as 

well as Congress. 

 

Professor Morrison then provided information on the timetable for implementing health 

care reform.  From now through 2013, several preliminary rules will take effect.  In 2014, 

the federal exchange plan will begin to operate as well as many other new rules.  Then, in 

2018, the “Cadillac tax” will take effect. 

 

Health care reform legislation will be phased in, phase one impacts include: 

 2010 - The federal government will reinsure a part of the cost of coverage for 

some early retirees. 

 2010 – Effective June 1, the UPlan will cover dependents up to 26 years of age.  

The cost for adding this coverage will cost the UPlan approximately $1.8 million 

per year. 

 2011 – Flexible Spending Account (FSA) coverage for over-the-counter drugs 

will no longer be allowed. 

 2011 – Elimination of lifetime maximum insurance benefit from the UPlan. 

 2011 – 2014 – Elimination of pre-existing condition exclusions for children in 

2011 and 2014 for adults (the UPlan never had pre-existing condition exclusions). 

 2012 – W2 statements issued in January 2011 are required to show value of an 

employee‟s health benefits. 



 2012 – Payment by the University of the Comparative Effectiveness Research Fee 

to the federal government ($1/person in 2012 and $2/person in 2013 – cost to the 

University in 2012 will be approximately $37,000). 

 2013 – Flexible Spending Accounts limited to $2,500 (current limit $5,000).  This 

change will cost the University roughly $44,000.  

 2014 – Elimination of annual maximum.  (The University only has an annual 

maximum on infertility treatments.) 

Professor Morrison stated that it is apparent that health care reform legislation is 

attempting to limit the deductibility of health care costs to a maximum per capita across 

society.  

 

Moving on, stated Professor Morrison, the major health care reform changes will be 

phased in between 2014 and 2018: 

 2014 – Federal health insurance exchange plans open in each state.  People 

without health insurance will be required to buy insurance or pay a fine to the 

federal government.  All large employers must either provide company health 

insurance or pay a penalty to the federal government.  In addition, if an 

employer‟s plan has premiums that are too high, employees can get a voucher to 

buy from one of the insurance exchange plans. 

 2018 – The federal tax on high value plans (“Cadillac tax”) is implemented. 

 

In terms of health care reform, noted Professor Morrison, the big issue for the UPlan will 

be plan cost.  Health care reform institutes four major limits: 

1. Tax on high value plans (“Cadillac tax”) penalizes plans with a high cost. 

2. Limit on employee share of plan cost (employee “premium”) for low-income 

employees. 

3. Limit on out-of-pocket costs, e.g., co-pays, deductibles, for low-income 

employees. 

4. Minimum coverage requirements. 

Professor Morrison turned members‟ attention to a box, which he used to illustrate what 

the UPlan will need to do in order to satisfy the four major limits set forth in the health 

care legislation. 

 

The “Cadillac tax” is the sum of the employer‟s contribution to health care, the 

employee‟s contribution to health care premiums, and any FSA amounts.  The tax on 

high value plans will be imposed if the sum of these items exceeds $10,200 for a single 

person or $27,500 for a family.  While these numbers will be indexed, they will not start 

being indexed until 2018.  The “Cadillac tax” equates to 40% of the excess, which means 

if the sum of these items is over by $1,000, for example, the tax would be $400.  

Professor Morrison went on to say that if medical inflation continues at its current rate of 

8%, some UPlan offerings will undoubtedly be affected by the “Cadillac tax.”  Unless 

changes are made to the UPlan, the University‟s health care consultants estimate that the 

University will face a tax of $8.9 million in 2018. 

 

Professor Morrison then outlined what the University can do to avoid this tax, and noted 

the following: 



 Choose high quality, low cost providers, which will serve to lower the overall 

plan cost.  This approach emphasizes Accountable Care Organizations (ACO) and 

Health Homes, which are ways to get health care providers organized and 

accountable for their outcomes.  By using this approach, the University expects to 

bring down the price of the base plan so it is within the statutory limit set forth by 

the federal government.  This will most likely require the higher cost plans in the 

UPlan to be priced using a deductible rather than a higher premium.  Deductibles 

are not counted in the “Cadillac tax” calculation. 

 

Professor Morrison turned members‟ attention to a scattergram showing the risk-

adjusted costs and quality measures for various clinics in the metro area.  The 

goal is to identify the clinics with the lowest adjusted per capita cost (risk-

adjusted) and clinics with the highest composite quality score measured on the 

Minnesota Statewide Quality Reporting and Measurement System. 

 

 Aggressively promote wellness by providing wellness rewards for achieving 

goals, not just for participation, and aligning incentives to employees with 

incentives to providers.  Wellness programs are a key element of the federal 

legislation. 

 

 Shift internal cost of administering the UPlan to other budgets, which will lower 

plan prices. 

 

 Use deductibles, higher co-pays and coinsurance. 

 

 Consider returning to a two-tier system with only single and family coverage.  

The four-tier system raises the cost of the family coverage putting it in danger of 

being taxed.   

 

 Merge the Twin Cities and Greater Minnesota plans. 

 

 Cut or eliminate FSA contributions. 

 

 Closely monitor federal developments. 

 

A member asked Professor Morrison to elaborate on what is meant by aligning 

incentives. Professor Morrison stated that there will be more pronounced incentives for 

providers and their staff to follow up with patients, which is also referred to as outcome-

based funding or global pricing.  This approach moves away from the fee-for-service 

model for paying providers, and incentivizes providers and their patients for maintaining 

patient wellbeing. 

 

Who decides if a patient achieves his/her goals, asked a member?  For example, will the 

Benefits Advisory Committee and the University start deciding how much employees 

should weigh?  Professor Morrison stated that this will need to be discussed.  This will be 

an issue the University needs to face if it wants to avoid cutting benefits or pay a 40% 



tax.  Dr. Cerra noted that the rationale behind aligning incentives and having patients 

meet their goals is the fact that 50% - 70% of the cost of health care is attributable to 

individual behavior.  There needs to be agreed upon community measurements by 

community measurement organizations. 

 

A member asked Professor Morrison to explain why the University would consider 

merging the Twin Cities and Greater Minnesota plans.  The way the plan is currently 

structured, stated Professor Morrison, the higher cost of health care in Greater Minnesota 

is attributed entirely to Greater Minnesota employees, and, therefore, they show a greater 

expenditure per employee than employees in the metro area. 

 

While deductibles, coinsurance and co-pays will serve to limit the “Cadillac tax,” 

increasing employee‟s premium contributions will not help.  With this said, there will be 

new limits on deductibles, coinsurance and co-pays for lower income employees.  

Beginning in 2014, noted Professor Morrison, an employee who pays more than 9.5% of 

his/her salary for employer-sponsored coverage is entitled to opt out of the UPlan and go 

into one of the federal exchange plans.  Also, beginning in 2014, employees will be 

entitled to opt out of UPlan and receive a voucher for one of the federal exchange plans if 

the employee share of the cost of the plan exceeds 8% of total household income AND 

household income is less than 400% of the federal poverty level (single:  $42,520; family 

of four:  $88,000).  For each voucher issued, the University would be required to pay the 

amount of money the University would have paid, on average, for an employee to have 

UPlan insurance.  This currently amounts to $5,519 for single coverage and $11,177 for 

family coverage. 

 

Regarding the federal exchange plans, they will have far more limited benefits than the 

UPlan and higher deductibles too.  The exchanges are required to offer policies that cover 

at least 60% of the cost of medical care (the UPlan is currently above 90%).  Given the 

limited benefit set of the exchange plans, they will be cheaper.  With that said, the 

exchange plans may be very attractive for some people because they will be able to buy 

their health care coverage for less than the value of the voucher, and be able to pocket the 

rest of the money.  The University must try and avoid this type of scenario negatively 

pact on the UPlan.  This scenario of healthy individuals opting out of the UPlan and 

leaving only unhealthy individuals has all the characteristics of a death spiral for the 

UPlan.  To avoid this from happening, the University may have to limit the employee 

share of the premium, particularly for low-income employees.  However, doing this 

increases the University‟s cost share and creates equity issues among employees.  

Professor Morrison reminded the committee that the federal legislation is based on 

household income, and not employee income. 

 

With respect to limiting co-pays and deductibles, noted Professor Morrison, there may be 

limits on out-of-pocket expenses for low-income employees, depending on if the 

University is considered a grandfathered plan or not.  In Professor Morrison‟s opinion, it 

is unlikely the University will remain a grandfathered plan for long because to remain a 

grandfathered plan no plan changes of any significance can be made.  If the University 

makes plan changes, there will be limits on out-of-pocket expenses for low-income 



employees.  In some cases, the out-of-pocket limit (deductibles, co-pays and coinsurance) 

would be as low as $2,000. 

 

Moving on, Professor Morrison provided information on the minimum coverage 

standards outlined in the health care legislation.  Despite the fact the University has a 

very generous health care plan, it is likely that it will need to make additions to its plan.  

If the University is not a grandfathered plan, for example, the University must provide 

dental coverage for children under a certain age through the medical plan, and not the 

dental plan.  This will increase the cost of the medical plan, which will exacerbate other 

problems.  If the University remains a grandfathered plan, the University will not be 

faced with this dilemma. 

 

Professor Morrison then shared elements of possible solutions for the UPlan: 

 Price the base plan under the level of the “Cadillac tax,” adjusting benefits as 

needed.  This will mean using high quality, lower cost providers, and emphasizing 

wellness to control costs. 

 Keep the employee share of the premium cost below thresholds for lower income 

employees. 

 Keep employee out-of-pocket costs below the applicable limit. 

 Offer “buy up” plans mainly in the form of higher deductible plans or HRA/HSA 

plans. 

 

Next steps for the University include: 

 Implement the preliminary steps in the next few years. 

 Avoid actions that would complicate the University‟s ability to meet the 

requirements in 2018 that are outlined in the federal legislation. 

 Watch for Congressional and administrative action. 

 

A member suggested that the University work on trying to exert influence on 

Congressional and administrative action that may be forthcoming.  Professor Morrison 

stated that work has been and continues to be done in this arena.  For example, a memo 

will be sent to the University administration later today commenting on some of the 

regulations that have been issued related to health care reform. 

 

In closing, Professor Morrison shared immediate next steps: 

 Consult with plan members and Benefits Advisory Committee on these issues. 

 Issue a RFP for medical plans for 2012 – 2017.  As part of the RFP process, the 

University will try to identify high quality, low cost provider networks, and make 

every effort to contract for flexibility. 

 Aggressively promote wellness initiatives.  This topic will be addressed this fall 

and a discussion will take place on how aggressively should the University 

enforce wellness. 

 Control costs. 

 Avoid cost shifts that will complicate the situation in 2014 and 2018. 

 



A member asked if the University has to pay a $3,000 fee per employee if an exchange 

voucher is issued, what is the fee for employers who do not offer any health insurance 

coverage.  Professor Morrison stated the fee is $2,000 and this illustrates the absurdity of 

how this legislation was drafted in a cut and paste fashion.  For example, if an employer 

offers no health insurance, the fee is $2,000/employee; if an employee‟s premium is too 

high (higher than 9.5% of an employee‟s salary), the fee is $3,000, and if the premium is 

higher than 8%, the fee is $10,000.  Based on this fee structure, noted Professor 

Morrison, he expects a significant number of small employers may decide to drop their 

health insurance coverage.  For big employers this will be harder to do because health 

benefits are part of large company‟s compensation packages.  If employers stop offering 

health insurance benefits, employees will be paying health premiums with post-tax 

dollars, which will cost employees more. 

 

Mr. Watt thanked Professor Morrison for his presentation. 

 

IV).  Next, Mr. Watt welcomed Dr. Cerra who was invited to talk about health care 

initiatives in the local marketplace.  Dr. Cerra stated he would start with a few comments 

and then share a few tension points associated with the new health care legislation. 

 

Dr. Cerra provided members with some historical information about the UPlan.  When 

the UPlan transferred out of the State of Minnesota plan, it captured a lot of savings given 

the UPlan‟s self-insured status.  The University also had much greater flexibility when it 

came to plan design, coverage, etc.  The UPlan offers one of the best benefit sets in its 

base plan in the state as well as nationally.  Buy up plans are also available, but what 

people are really buying when they buy up is ease of access; other than access the plans 

are more or less the same. 

 

In the second generation of the UPlan, the University moved from a two-tiered plan to a 

four-tiered plan.  In addition, the pharmacy and wellness programs were carved out and 

managed separately.  A lot of the savings that were realized were the result of capturing 

the value associated with use of generic medications, which is now at 73%. 

 

Dr. Cerra noted that Professor Morrison laid the groundwork for the next generation of 

the UPlan in his presentation earlier today, which is a move to value-added care.  Value-

added care involves improving quality and reducing costs.  While cost is relatively easy 

to measure, quality is much more difficult to define.  Traditionally, customer satisfaction 

surveys have been used to measure quality.  Data indicates that the correlation between 

customer satisfaction with the hotel components of health care and cost is virtually zero.  

In addition, in the existing ratios of medical quality, the relationship between customer 

satisfaction and medical quality is also about zero.  Part of the problem is a lack of 

understanding about medical quality, which requires a definition of outcomes.  Dr. Cerra 

illustrated his point by using an example of the five quality measures for diabetes.  In the 

alignment of incentives for the new health care models that are taking shape 

(Accountable Care Organizations and Health Homes), there will be expectations for the 

providers as well as the consumers of health care. 

 



As Professor Morrison mentioned earlier, the University has conducted a study in the 

metro area to identify clinics that are high quality and low cost, noted Dr. Cerra.  The 

goal will be to use these clinics for the UPlan provider network.  Members‟ attention was 

turned to a scattergram.  Dr. Cerra noted that the results have an inverse correlation 

between quality and cost, which means the clinics that cost more tend to have lower 

quality and vise versa.  This study will continue and be expanded to cover the entire state 

in an effort to get a high quality/low cost regional network. 

 

Other areas that need to be looked at closely are prevention and chronic disease 

management.  These issues, noted Dr. Cerra, are leading to the definition of Accountable 

Care Organizations and Health Homes.  The 2008 Minnesota health care law has already 

codified into practice what the federal law is permissive of.  Under the current system, 

the data clearly shows that physicians are not particularly good at chronic disease 

management.  Physicians are really trained to do complex medical diagnosis and making 

diagnoses.  When it comes to chronic care management, nurse clinicians are the people 

who really excel in this area.  In addition, clinical pharmacists help to garner significant 

outcomes for people who are on 3 or more medications. 

 

Accountable Care Systems, noted Dr. Cerra, are coalitions of providers (physicians, nurse 

clinicians, pharmacists), facilities, specialists, sub-specialists and people who deal with 

public health issues.  Another feature of the Accountable Care System is that the payment 

model moves from a fee-for-service to global fees.  The design of Accountable Care 

Systems are population-oriented, global fees and outcomes-based. 

 

Health Homes are where patients will experience health care when they need it.  

Depending on a patient‟s needs will determine whom that person sees, e.g., physician, 

nurse clinician, clinical pharmacist.  Within the Health Homes there will be people who 

will help patients navigate the system.  Also, Health Homes will have associations with 

certain hospitals, specialists and sub-specialists and attempts will be made to keep 

patients in its network.  The Health Home is the working unit of the Accountable Care 

Systems. 

 

A member commented that Health Homes seem like HMOs.  Dr. Cerra stated they are 

similar but not the same.  Accountable Care Systems and Health Homes allow for more 

consumer choice, which was not available under the HMO model.  Consumers did not 

like HMOs because they were too restrictive.  Accountable Care Systems have more 

flexibility, but they will be tied to payment systems and tied to outcome measures that 

will determine the payment amount. 

 

Who determines the outcomes and how they will be determined remains a big question, 

noted Dr. Cerra.  Under the current model, Minnesota Community Measurement 

(http://www.mncm.org/site/) determines the medical outcomes.  Dr. Cerra encourage 

members to visit their website.  In terms of financial outcomes, they will be based on 

total cost of care, care per capita cost of care, etc. and likely will come out of a different 

organization. 

 

http://www.mncm.org/site/


In the private self-insured world, stated Dr. Cerra, the cost of employee benefits is a 

legitimate tax deduction.  This drives private self-insured companies to behave differently 

than public agencies.  A point of tension in the current health care legislation has to do 

with employers who do not offer health insurance, and only being fined $2,000/person.  

Not providing benefits and simply paying the fine could save some large Fortune 500 

companies upwards of 70% of their current health care costs.  Professor Morrison added 

that in the higher education arena, he anticipates institutions resisting giving up health 

care benefits.  In order to remain competitive in the market, higher education will have to 

provide health insurance.  Dr. Cerra concurred and stated that this is a part of the social 

contract that a public institution such as the University needs to maintain. 

 

According to Dr. Cerra, the federal exchange plans were put in as an alternative to the 

public options.  The exchange is where insurance companies who want to provide plans 

will compete for people.  The competition to control costs will have to be on covered 

benefits, or in high deductible plans, e.g., Definity model. 

 

Two major pieces of health care reform have not gotten a lot of discussion to date, stated 

Dr. Cerra.  The first, what is the role of insurance companies in health reform.  Currently, 

insurance companies are a middleman and cost-added, and not value-added under the 

new model.  Are insurance companies still viable under this scenario or can they be 

eliminated and plans managed differently?  The intent of health care reform, noted Dr. 

Cerra, is patient-centered care.  This means users and providers decide on the best course 

of action for a care plan, prevention, chronic disease management, acute care and end of 

life care.  This legislation pits users and providers against the decision-making processes 

of health systems.  Uncertainty and tension result because it is unclear whether the health 

systems will let providers and users determine the care model or not.  If insurance 

companies intend to continue to exist, they will have to show they are value-added. 

 

Based on comments he heard earlier from the committee, Dr. Cerra stated that the 

University has an opportunity to shape health care reform from a variety of points of 

view: 

 UPlan is a self-insured entity. 

 The University community is well connected to different grassroots systems. 

 The University produces medical providers.  How the University trains these 

providers will have a lot to do with how it can shape the health care delivery 

model. 

The University and the State of Minnesota are well positioned to help shape Minnesota‟s 

version of health care reform as allowed under the federal law.  The UPlan, noted Dr. 

Cerra, across the state is viewed as a very innovate plan that has continued to be able to 

provide probably the best basket of benefits in the state for the lowest cost and the lowest 

inflation.  People are looking to the University to see how it will respond to health care 

legislation.  Health care reform, according to Dr. Cerra, will provide consumers with 

more choices that will require them to be more aware of their health coverage because 

how they participate in their plan will have a significant impact on the cost of health care. 

 



What if patients end up costing clinics money, asked a member, will clinics have the 

ability to refuse treatment?  No, stated Dr. Cerra, clinics cannot refuse to treat patients.  

With this said, it means that global payment systems will be need to be structured in such 

a way that all the risk is not placed on the providers.  Also, as Professor Morrison 

mentioned earlier, some of the risk will be put back on the non-compliant consumer in 

the form of alignment of incentives.  Health care reform, noted Dr. Cerra, is aimed at 

getting the consumer to understand that their behavior has a lot to do with the cost of 

health care. 

 

A member asked how health care reform will impact access given that demand for 

benefits will likely increase.  Dr. Cerra admitted being concerned that demand for 

services will outweigh the ability to supply these services.  As the 40 million – 60 million 

people who currently do not have health insurance enter the system, it is clear that the 

provider base will be insufficient.  It will take a number of years before there are 

sufficient numbers of providers.  Having said that, a redefinition of the current care 

model has not been factored into health care reform.  Approximately 50% - 60% of all 

services currently performed by primary care physicians could be performed by nurse 

clinicians with the same or improved outcomes.   In order for this to occur, however, 

nurse clinicians need to be used to the highest and best use of their degree as an 

independent practitioners.  Moving to this type of care model would serve to reduce the 

workforce needed on the supply side despite the increase in demand. 

 

Where does the physician assistant fit into the care model, asked a member?  Dr. Cerra 

stated that physician assistants have a narrower scope of practice than physicians, but 

they do partner with physicians.  The physician assistant model is a different kind of 

model that can be used effectively.  Currently, there is only one physician assistant 

program in the state and that is at Augsburg College.  Dr. Cerra stated that over the years 

he has looked into the possibility of starting a physician assistant program at the 

University, but market analysis data indicates there is not enough interest.  In Dr. Cerra‟s 

opinion, the physician assistant model is a viable option, which needs to kept on the table. 

 

A member stated that more attention needs to be given to reviewing patients‟ medications 

to make sure one medication isn‟t cancelling out another medication.  Dr. Cerra stated he 

couldn‟t agree more, and emphasized the importance of medication management.  This is 

a big problem and an issue that needs to be addressed.  This problem is an adverse 

outcome of specialization.  One of the most common reasons for readmission of patients 

to the hospital is from side effects or adverse effects of a medication. 

 

A member asked whether University of Minnesota Physicians (UMP) has improved its 

outcome measures because previously they were not good.  Dr. Cerra stated that about 

five years ago UMP started a patient-centered care program using not only consumer 

outcomes, but medical outcomes and costs.  UMP has significantly improved its 

quality/cost ratio and they also understand the important role they play related to their 

teaching function.  

 

Mr. Watt thanked Dr. Cerra for his presentation. 



 

V).  Employee Benefits‟ Announcements: 

 

a).  Ms. Chapin stated that Employee Benefits has received 205 applications (there could 

be more than one child per application) for coverage for dependents to age 26 thus far.  

Open enrollment for this coverage will end on June 30, 2010.  A reminder notice will be 

sent to employees tomorrow or Monday. 

 

b).  Ms. Chapin noted that the committee‟s August meeting will focus on rates.  With that 

said, she reminded members that the University had a three year rate guarantee on life 

insurance coverage, and that guarantee has now expired.  Therefore, it is likely 

supplemental life insurance rates and spousal life insurance rates will increase. 

 

c).  The UPlan participates in Bridges to Excellence, noted Ms. Chapin.  Bridges to 

Excellence programs reward and recognize clinic systems for delivering superior patient 

care.  These awards will be given out on June 30, 2010. 

 

d).  Ms. Chapin noted that the contract dispute between CVS Caremark and Walgreens is 

over.  Walgreens will continue participating in the CVS Caremark national retail 

network. The new contract means that UPlan members can continue to get their 

prescriptions filled at Walgreens without any disruption of service. 

 

On a semi-related note, Employee Benefits has been working with Prime Therapeutics to 

implement the new pharmacy program, which will start on January 1, 2011.  Based on 

Employee Benefits‟ experience with Prime Therapeutics thus far, a smooth 

implementation is anticipated.  A key part of the implementation will require CVS 

Caremark to transfer the necessary information to Prime Therapeutics. 

 

VI).  Next, Mr. Watt provided the committee with an Administrative Working Group 

(AWG) update.  He noted that at the last AWG meeting, the group reviewed the projected 

2011 rates.  Rate information will be shared with the BAC at its August 5
th

 meeting. 

 

Additionally, the AWG discussed „the big idea‟ and the medical and wellness RFPs.  

Professor McGehee and Tina Falkner have agreed to serve on the RFP committee. 

 

The AWG also discussed increasing the cap for dental benefits, and coverage for third 

molar extractions.  A small working group (Judith Garrard, Amos Deinard, Jim Swift, 

Karen Young) has been formed to look into the third molar extraction issue. 

 

In closing, Mr. Watt asked that the minutes acknowledge the service of two former BAC 

members who had to resign their seats during the course of the year, Karen Wolterstorff 

and Jennifer Imsande.  He stated that both Ms. Wolterstorff and Professor Imsande made 

valuable contributions to the committee during their service.  

 



VII).  Mr. Watt noted that this meeting is the last meeting of the 2009 – 2010 academic 

year.  He thanked members for their service and for advising the administration on the 

University‟s benefit set. 

 

Hearing no further business, Mr. Watt adjourned the meeting. 

 

        Renee Dempsey 

        University Senate 

 

 

 

 

 

 


