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Mississippi Health Benefit Exchange Report

Introduction and Background

A key feature of the Patient Protection Affordable Care Act (PPACA) is the mandate to establish
a health insurance exchange for each state (or multi-state region) by 2014. States that do not
comply with the mandate will be required to participate in a federally-designated exchange.
Because of the unique challenges and needs associated with each state, many—including
Mississippi—have begun the initial phase of designing their own exchange.

Functions of a Health Exchange

The implementation of state-based health insurance exchanges are the centerpiece of the
health reforms within the PPACA. If theory coincides with practice, the exchanges will act as an
organized marketplace, comparable to a stock exchange, facilitating the growth of individual
and small-business coverage while providing universal access to affordable rates. A successful
exchange will result in the following:

e Choice and competition

e Transparency

e Reforming the insurance market
e Expanding coverage

Choice and Competition: An exchange will present a qualified individual or employer with an
array of private health insurance plans to fit their budget and needs. Furthermore, these
exchanges will create a foundation in which those seeking insurance can easily compare plans
and rates. The underlying objective of an exchange is to facilitate competition among plans.
The goal is to stimulate a growth in choices based on price, value, and quality.

Transparency: The PPACA has made clear that insurers participating in an exchange must
disclose their terms and conditions in a plain language and a comparable form. Insurers
seeking to sell their policies through an exchange must disclose the following information:
claims-payment policies and practices, financial information, data on enrollment and
disenrollment as well as on claims denials and rating practices, information on cost sharing for
out-of-network coverage, and enrollees’ rights. Additionally, an exchange will have the ability
to communicate with linguistic or cultural minorities.

Reforming the Insurance Market: Choice, competition, and transparency are key in reforming
the health insurance market. Additionally, insurers participating in an exchange are required to
justify all premium increases and abide by all mandates stipulated in the PPACA. An exchange
will play an active role through granting or denying the certification of a plan.

Expanding Coverage: The ultimate goal of an exchange is to expand coverage. The exchange
may increase small business participation by allowing employers to contribute a defined
amount to employee benefits. Employees can use the employer contribution, plus needed
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Mississippi Health Benefit Exchange Report

employee contributions, to purchase their choice of health plan. This approach helps
employers better predict costs. The exchange is also a mechanism for distributing subsidies to
employees who qualify, thus making health insurance affordable to individuals.

Issues to Address

Although the PPACA has succeeded in implementing some regulation and issuing guidance, the
burden of executing an exchange will reside with the state. The following are major issues that
a state must address based on the successes and failures of past exchanges:

e Number of Participants. Economies of scale are an exchange’s best friend. One of the
primary reasons for the failures of past exchanges rests in their inability to attain large
enough participation rates. As reported in Making Exchanges Work in Health Reform, an
acceptable pool for an insurer to market in would be at least 100,000 persons. We believe
this number will deviate depending on the population size, the average health of residents,
and illnesses isolated to that geographic region. The bottom line is a state will need to have
a large enough pool to maintain viability and to convince insurers that acceptable risk is
present. Achieving an acceptable rate would mitigate other concerns as well, such as
administrative costs, high premiums, and lack of coverage choices.

e Marketing an Exchange. The PPACA includes a number of provisions intended to make and
keep exchanges viable. The so-called “individual mandate” goes into effect in 2014,
requiring that all individuals purchase health insurance. The hope is that those individuals
who do not currently carry health insurance will purchase their policies through an
exchange. In addition, the federal government will provide financial incentives to qualified
individuals who fall below 400 percent of the federal poverty line (FPL). As an incentive to
employers, the federal government will make available a small-employer tax credit during
the first two years after an exchange goes online. Current research suggests that small
business tax credits are likely to have a marginal impact on participation because they are
temporary and minimal.

e Structure. Animportant question that a state must ask is whether they should maintain
separate individual and small group exchanges or pool them together into a single
exchange. A combined pool offers less volatility and larger diversification, allowing for an
increased spread of risk. Conversely, a single market could create regulatory complexity.

e Making Exchanges Work for Employers. An exchange that is attractive to business and
individuals will incent adoption and expand risk pools, thereby mitigating adverse selection.
Current and past exchanges attempted to better integrate the exchange into the daily
operations of small businesses, making enrollment easy and maintenance even easier.

e Regulatory Role. The role of a state’s exchange is a potential source of significant

controversy. The exchange must mirror the wants of the population; doing so could prove
to be a key factor in its growth. The PPACA allows an exchange to operate through a

Page 7 of 565



Mississippi Health Benefit Exchange Report

government agency, a quasi-governmental entity, or a not-for-profit entity. Not-for-profit
organizations can offer more flexibly, free from superfluous procedural requirements.

The State of Mississippi is not exempt from the above challenges. The state will need to
address each concern as it pertains to their state’s specific issues, customs, business practices,
etc. The State of Mississippi has commissioned Milliman, Inc., a national health care
econometrics firm, to perform an analysis of their state budget, as it relates to the health
reforms. A few key findings were:

e Between 206,000 and 415,000 people will be added to Medicaid.

e The 10-year impact to the state budget will be between $858 million and $1.66 billion.

e Using a moderate scenario, estimates put the addition to Medicaid around 310,000 persons
and an average yearly spending of $126 million.

e The cost of the Medicaid expansion, per year, will far exceed the amount projected to
spend on public safety, military, and veterans affairs agencies combined.

The PPACA stipulates that there will be full federal funding to cover the increased costs of
expanding Medicaid up until January 1, 2017. At this date, all state exchanges will need to be
self-sufficient in covering increased Medicaid costs. The PPACA does not directly address how
those costs will funded other than providing the option of charging insurers a fee for operating
within the exchange.

Contract Background

In 2010 the State of Mississippi received a federal Planning & Establishment grant from the U.S.
Department of Health and Human Services (HHS) to support planning activities related to the
creation and operation of a state health benefit exchange as provided for under the Patient
Protection and Affordable Care Act (PPACA). Leavitt Partners, LLC was engaged by the
Mississippi Insurance Department (MID) to provide assistance with this planning process.

The contract called for a number of elements, including high-level strategic advisement,
compilation of baseline information (including social, economic, and demographic data),
market research and analysis, initial outreach efforts, ongoing environmental assessment,
information technology (IT) gap analysis, grant assistance. Leavitt Partners subcontracted with
Cicero Group, a market research firm to assist in market research and analysis activities and in
initial outreach efforts. Over a nine month period, Leavitt Partners and Cicero Group visited
Mississippi three times; Leavitt Partners had one additional on-site visit. These on-site visits
were primarily to conduct research and engage in initial outreach. The results and findings of
Leavitt Partners’ and Cicero Group’s work may be found in this report.
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Mississippi Health Benefit Exchange Report

Executive Summary

This report offers key insights that are critical to designing and implementing a successful
exchange in the State of Mississippi. This report has four component reports:
e Data Report I: Demographic, Social, and Economic Information for Mississippi Counties
and Select Cities
e Data Report Il: Demographic, Cost, & Growth Projections for the Uninsured & General
Mississippi Population
e Phase | Market Research
e Phase Il & Il Market Research
Additional materials, including documents associated with the IT gap analysis, grant assistance,
and ongoing environmental assessments are also included in this report.

The purpose of the Demographic, Social, and Economic Information for Mississippi Counties
and Select Cities report is to provide the Mississippi Insurance Department (MID) with
demographic, social, and economic information for all counties and select cities in the state.
These data will add to the background research being used by MID in its exchange planning
process. The data presented in this report will inform MID of the demographic, social, and
economic situation in each county or city. This will in turn allow the Department to develop
education and implementation strategies specific to those areas, supporting the establishment
of a Health Insurance Exchange that meets the objectives of the state and the needs of
Mississippi residents.

Data are provided for each of Mississippi’s 82 counties as well as 16 select cities. The 16 cities
included in this report are the cities in which stakeholder meetings will be held in June 2011.
Because more current data on health insurance coverage rates are provided in a separate
report, this report focuses on the demographic, social, and economic factors outside of health
that affect a population’s well-being. Pairing this information with health insurance coverage
data provides a complete picture of the possible challenges MID will face in each area as they
inform, educate, and ultimately enroll individuals in an exchange.

The purpose of the Demographic, Cost, & Growth Projections for the Uninsured & General
Mississippi Population report is to provide MID with projections and estimates for the state
regarding certain demographic, cost, and growth projections for the uninsured and general
population of Mississippi. Some of these analyses are time-series projections that estimate
changing characteristics and compositions while other analyses are intended to provide a snap-
shot to MID of the current environment in which implementation is likely to take place. This
data is designed to enable MID to continue planning and designing an exchange that best
serves the changing environment of the state. County-level data encompasses each of
Mississippi’s 82 counties.

The Phase | Market Research report includes results from more than sixty in-depth interviews'
with Mississippi legislators, business associations, economic development leaders, consumer

! Notes from interviews and small business and broker mini focus groups are an overview of the discussion, not a transcription.
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advocates, health care providers, insurance carriers, broker representatives, small businesses,
and policy analysts. Also included is an extensive review of secondary research that relates to
exchanges nationally. This report provides a foundation for future qualitative and quantitative
research that will be necessary to create the optimal exchange for the State of Mississippi.

Five key insights from the Phase | report showed that Mississippians:

e Demonstrate Confusion about the PPACA and a Health Benefits Exchange. Participants
showed a general lack of information and/or significant misinformation surrounding the
Patient Protection Affordable Care Act and health insurance exchanges. Lack of
information and broad misinformation has generated frustration and fear among
stakeholders in Mississippi.

e Prefer an Exchange Designed for Mississippians, by Mississippians. Mississippians
repeatedly stated that the health benefit exchange should be designed and operated by
the state, rather than by the federal government. Mississippians recognize how the
diversity of their state creates unique needs and challenges.

e Value Simplicity. Participants stressed the importance of simplicity in the outreach,
design, and operation of a health insurance exchange. For example, participants
recommended an exchange design that would condense health insurance plans down to
two or three options. Additionally, employers emphasized the importance of creating
an exchange that reduced the administrative burden of offering insurance.

e Require Effective Outreach. All respondents addressed the challenges of educating the
general public and business community about health insurance and the health benefit
exchange. However, participants also addressed the importance of leveraging the
strong social and professional networks that already exist in Mississippi.

e Request Exchange Assistance. Almost all participants—including employers, industry
groups, insurance carriers, and consumer advocate groups—stressed the importance of
assistance in using the health benefit exchange. From information to enrollment to
management of the exchange, assistance in multiple forms for both small businesses
and employees will be critical to the success of the exchange.

To confirm and quantify the findings from Phase |, Leavitt Partners and Cicero designed a
survey for Phase Il of the research process. People were recruited for participation by
telephone, mail, and online. Over 1,000 Mississippians participated in the survey, and most of
the findings align directly with the insights gleaned from the first phase. Additionally, the
survey revealed user preferences that are important to designing various logistical aspects of
the exchange (e.g. outreach methods, educational formats, enrollment preferences, and plan
administration).
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Through town hall meetings, Phase Il of the research process sought to confirm and expand
upon the findings from Phases | and Il. These meetings provided an environment for state
officials and researchers to present the findings of the research to the residents of Mississippi
and to seek feedback. The town hall meetings also laid an important foundation upon which
state officials can build an effective outreach campaign for the Mississippi health benefit
exchange.

Ten key issues emerged in Phases Il and lll of the research. They are summarized in the
following list:

1. Opposition to the Patient Protection and Affordable Care Act (PPACA). The vast
majority of Mississippians objected to the PPACA. Survey participants reported strong
opposition to this act, and this resistance toward the PPACA resonated throughout the
town hall meetings, particularly because of negative connotations associated with
“Obamacare.” To ensure acceptance and successful implementation of any PPACA
mandate (i.e. a health benefit exchange), an active brand disassociation with the PPACA
and the federal government will need to take place, most notably in the Gulf Coast
region, where opposition was most strong.

2. Mississippians Support a State Health Solution. Mississippians expressed concern
about the inefficiencies of the health care system in Mississippi, noting that it is too
expensive, confusing, and often unfriendly. Although many individuals lack general
comprehension of the health care market, the notion of a state-run health insurance
exchange (as opposed to a federal-run exchange) is preferred by the majority. The vast
approval is derived from the belief that a state-run exchange will decrease confusion
and improve access to health care, while catering to the unique health needs of
Mississippians.

3. Affordable Health Care in Mississippi. The primary factor that has prevented or
discouraged employers from offering health insurance to their employees is cost. Small
employers have listed the mitigation of insurance costs as the primary factor in their
acceptance of a health benefit exchange, whether through direct (e.g. reduced
premiums) or indirect (e.g. reducing time-consuming health benefit management tasks)
implementations.

4. Quality Health Care in Mississippi. Along with the affordability of health care,
Mississippians are particularly concerned about the quality of health care available to
them. They expressed an unwillingness to sacrifice quality in favor of lower
administrative costs. This standpoint likely stems from their recognition of the pressing
health challenges present in many households in the state.

5. Knowledge about Health Care and a Health Insurance Exchange. Mississippi’s small
employers were more informed about the insurance market than were their employees.
Yet, collectively, understanding of a health insurance exchange was low, indicating the
need for a broad and systematic outreach campaign. Although the mediums for
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outreach will vary among demographic and socioeconomic groups, there was
unanimous agreement that direct education and enrollment assistance are essential to
properly informing Mississippians about the role and function of the state’s health
benefit exchange.

6. Simplicity in Exchange Education, Design, and Administration. Real understanding
about the health benefit exchange and the health insurance market is minimal, as
survey respondents and town hall participants both expressed the need for greater
clarity regarding these issues. In order to obtain widespread participation rates, the
state will have to implement a simple, easy-to-understand education
process. Participants defined “simplicity” in education as straight-forward marketing
and informational online and offline collateral.

a. Employers and employees both reported a need for simplifying the process of
comparing and selecting plan options. They recommended a system that filters
the number of plan options from many-to-few based on the unique criteria of
the individual seeking insurance. Both employers and employees requested
health plans be comparable on an “apples to apples” basis.

b. Employers were particularly emphatic about health insurance not becoming or
remaining “their problem” as a result of the health benefit exchange. Small
businesses want to run their affairs without spending time dealing with health
insurance. Therefore, information about adding and dropping employees,
selecting plans, looking up coverage, answering health insurance-related
guestions, and so forth must be presented in a simple, user-friendly
manner. The exchange must decrease the current administrative burden of
offering health insurance benefits if it is to garner the support of small
businesses.

7. The Value of Health Benefits. Both employers and employees reported health
insurance as one of the most important benefits a company can offer to attract and
retain quality employees. However, employers placed less weight than employees did
on the degree to which health insurance influences an employee’s likelihood to choose
an employer. And while employees currently trust the system of employers selecting a
plan for them, many employees reported a strong interest in having more control over
their health plans (i.e. selection and management).

8. The Necessity of Broad Outreach. In the process of soliciting participation in the survey
and town hall meetings, it became evident that the state’s outreach will have to go
beyond traditional methods to reach the citizens of Mississippi. For instance, e-mail,
telephone, direct mail, online advertising, television, radio, newspaper, and in-person
invitations were widely utilized to encourage participation in both the survey and town
hall meetings. Despite these efforts, response rates were proportionately low (when
compared to the fielding of similar studies in other states)—particularly considering the
critical nature of this discussion, and the importance of health insurance in the lives of

Page 12 of 565



Mississippi Health Benefit Exchange Report

Mississippians. If an exchange is to be successfully implemented in Mississippi, outreach
efforts will need to be extensive.

The survey also discovered what outreach methods might best suit employers and
employees. Employers recommend business organizations, insurance brokers, and
fellow business owners as the best channels for outreach. Employees and individuals
suggested employers, health providers, television, friends, family, and colleagues as
being the best sources for outreach.

9. The Importance of Individualized Assistance. Both survey and town hall participants
articulated a desire for assistance in understanding and navigating the health benefit
exchange. Employers, in particular, initially expressed interest in in-person assistance,
from either an insurance broker or a health exchange expert, without taking into
account the potential cost to either the employer or the employee of such
assistance. When potential costs, either to the employer or employee, were added, all
respondents generally expressed greater interest in lower-cost forms of assistance,
particularly a dedicated and interactive website with information and enrollment
assistance. Regardless, the range of preferences expressed by both employers and
employees indicates the importance of providing a number of different options for
information about, enroliment in, and assistance with the exchange.

10. Defined Contribution Plans. Defined contribution plans were introduced as a potential
component of the health benefit exchange at the town hall meetings. These plans allow
employers to contribute a specified amount of money toward individual employee
health benefits; employees then use this amount to select the coverage that is best
suited to them. Employers and employees who participated in the town hall meetings
expressed interest in learning more about defined contribution plans, particularly with
respect to the flexibility and choice they offer both employers and employees.

This report and the materials accompanying it comprise the final report of the planning process.
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DATA REPORT I: Demographic, Social, and Economic Information for
Mississippi Counties and Select Cities

Executive Summary

The purpose of this report is to provide the Mississippi Insurance Department (MID) with
demographic, social, and economic information for all counties and select cities in the state.
These data will add to the background research being used by MID in its exchange planning
process. The data presented in this report will inform MID of the demographic, social, and
economic situation in each county or city. This will in turn allow the Department to develop
education and implementation strategies specific to those areas, supporting the establishment
of a Health Insurance Exchange that meets the objectives of the state and the needs of
Mississippi residents.

Data are provided for each of Mississippi’s 82 counties as well as 16 select cities. The 16 cities
included in this report are the cities in which stakeholder meetings will be held in June 2011.
Because more current data on health insurance coverage rates are provided in a separate
report, this report focuses on the demographic, social, and economic factors outside of health
that affect a population’s well-being. Pairing this information with health insurance coverage
data provides a complete picture of the possible challenges MID will face in each area as they
inform, educate, and ultimately enroll individuals in an exchange.

About the Data

Data used in this report come from the U.S. Census Bureau’s 2005-2009 American Community
Survey 5-year Estimates. Survey data from five years is averaged to reduce the sampling error
that arises from small county and city populations. While the five year estimate isn’t ideal for
showing current economic conditions, it provides complete and accurate data that can be used
in county-to-county comparisons.

Demographic Data

Population

The state of Mississippi is home to about 2.9 million people. The percent of its population
under 18 years of age is 26.2%, slightly above the national average of 24.6%. According to the
data, Hinds County is the largest county in Mississippi, with roughly 250,000 people. Issaquena
County is the smallest with just slightly more than 2,000 people. Tunica County, however, has
the largest percent of the population under 18 years of age (31.3%). Other counties with a high
proportion of children include Leake, Coahoma, Issaquena, and Humphreys County. Lafayette
County has the smallest percent of the population under 18 years of age (19.1%).
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Median Age

Median age is a single index that summarizes the age distribution of a population. It is the age
that divides a population into two numerically equal groups; half of the population is younger
than the median age and half are older. This provides a good general indication of whether the
majority of the population is young or old.

The median age in Mississippi is 35, about two years younger than the national median age of
37. Mirroring the national trend, women in Mississippi tend to outlive men with a median age
of 37 vs. 33. However, the distribution between women and men is larger in Mississippi than it
is at the national level by about one year. Carroll County has highest median age at 43 and
Oktibbeha has the lowest median age at 24.

Percent of Population by Race and Ethnicity

Close to 60% of Mississippi’s population is White, with the second largest minority group being
Black or African American (37%). This is much higher than the national average of 12%. Other
minority groups only make up a small proportion of Mississippi’s population, less than 1% each.
Mississippi’s Hispanic population is also small compared to the national average (2% vs. 15%).

Most counties have the same general racial distribution as the state; however, in 24 counties,
African Americans make up the largest share of the population. In Jefferson County, for
example, 87% of the population is African American. Scott County has the largest proportion of
Hispanic persons in its population, roughly 10%.

Social Data

Percent of Population by Citizenship Status

Only 1.3% of Mississippi’s population is not a U.S. citizen compared to 7.1% nationally. Less
than 1% of the population is a U.S. citizen by naturalization, meaning there are very few
immigrants in Mississippi. Scott County has the largest percent of non-U.S. citizens in its
population, 5.9%. Tunica County and Tallahatchie County also have a relatively high percent for
Mississippi, 3.5% and 3.2% respectively.

Population Mobility

The mobility of Mississippi’s population is about average compared to other states
(Mississippi’s percentages roughly equal the national average). About 16% of the population
moved within the last year, but the majority of those who moved, moved within the same
county (9.2%). About 4% moved from a different county, but stayed in Mississippi. Close to 3%
moved to Mississippi from a different state and 0.3% moved to Mississippi from abroad. These
numbers indicate there is limited mobility within or to the state, which is beneficial from a
program eligibility and enrollment perspective.
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Lafayette County has the highest rate of mobility, with 30.6% of its population moving within
the last year. Oktibbeha County and Tunica County also have high rates of mobility. Benton
County has the lowest rate of mobility in Mississippi, with only 5.9% of its population moving
within the last year. Noxubee County and Smith County also have low rates of mobility.

Family Status

The majority of households in Mississippi consist of married-couple families (46.5%), which is
slightly lower than the national average (49.7%). About 23% of Mississippi’s households are
single-parent families, compared to 17% at the national level. In terms of non-family
households, the majority are single person households rather than non-family households
(households where the members are not related by birth, marriage, or adoption).

Greene County has the largest percent of married-couple households (64.6%). George County’s
proportion of married-couple households is also above 60%. Tunica County has the smallest
percent of married-couple households (25.9%). There are nine counties in which the share of
single-parent households is greater than the share of married-couple households (Claiborne,
Coahoma, Holmes, Jefferson, Leflore, Quitman, Sunflower, Tunica, and Washington County).

Educational Attainment

In terms of educational attainment, the majority of adults in Mississippi have a high school
diploma, the equivalent, or less. Only 48% of the population 18 years and over have gone onto
college and 24% of the population have received a degree (an Associate’s degree or higher).
Close to 7% of the population have less than a ot grade education (compared to 6% nationally)
and 14% of the population attended some high school, but did not receive a diploma (10%
nationally).

Tallahatchie County has the largest share of adults with less than a ot grade education (15.1%),
while Lafayette County has the smallest share (3.8%). Conversely, Lafayette has one of the
highest rates of adults with a graduate or professional degree (Oktibbeha has the highest rate
with 13.3%). Madison County’s population has the largest share of adults with any degree.

Language Spoken At Home

A very low percent of the population in Mississippi speak English less than “very well” (1.5% vs.
8.6% nationally). This is reflective of the population’s racial distribution and citizenship status.
Over 96% of Mississippians speak only English at home. These numbers indicate language is not
a large barrier when it comes to educating and enrolling individuals in the exchange; however,
the fact that such a large share of the population in Mississippi have a high school education or
less is concerning and should be accommodated for in education and enrollment strategies.
Scott County has the largest share of non-English speakers in its population.
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Economic Data

Poverty Rate

The percent of Mississippi’s population living in poverty is much higher than the national
average (21.4% vs. 13.5%). The distribution of poverty by age, however, mirrors the national
trend. The Census Bureau data show 34.1% of children under five years, 28.6% of children five
to 17 years, 24.8% of adults 18 to 34 years, 15% of adults 35 to 64 years, and 16.1% of adults
over age 65 live in poverty.

Holmes County and Issaquena County have the highest poverty rates in Mississippi (42.7%). This
is followed by Leflore County where 41.6% of its population lives in poverty. DeSoto County has
the lowest poverty rate in the state (9.4%), followed by Rankin County (9.9%) and George
County (12.6%). The poverty statistics in ACS adhere to the standards specified by the Office of
Management and Budget. The Census Bureau uses a set of dollar value thresholds that vary by
family size and composition to determine who is in poverty.

Median Household and Family Income

Mississippi’s median household income is about $37,000 (in 2009 inflation-adjusted dollars).
This is significantly below the national average of $51,000. DeSoto County has the highest
median household income, about $58,000, which is $7,000 more than the national average.
Only three counties in Mississippi have median household incomes above than the national
average—DeSoto, Madison, and Rankin. Issaquena County has the lowest median household
income in Mississippi (520,000).

Median family income, while more than median household income, is still below the national
average at $46,000 vs. $62,000. Household income is based on the incomes of the householder
and any other people living in the same household, regardless of whether they are related.
Because many households consist of one person, household income is typically less than family
income. Family income is based on the incomes of the householder and any other people living
in the same household who are related by birth, marriage, or adoption. Because different
methodologies are used to calculate each measure, it is useful to examine both measures.

Percent of Households that Receive Food Stamps or SNAP Benefits

The percent of households that receive food stamps in Mississippi is about six percentage
points higher than the national average (14.8% vs. 8.5%). Some of this difference is due to the
fact that Mississippi has a much smaller population than the United States, but it also reflects
the economic trends outlined above. The county with the largest percent of households that
receive food stamps is Humphreys County with 33%. The county with the smallest percent is
Lafayette County with 5.3%.
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Unemployment Rate

Mississippi’s unemployment rate is about two percentage points higher than the national
average (9.2% vs. 7.2%). Noxubee County has the highest unemployment rate in the state
(22.4%), while Lamar County has the lowest unemployment rate (4.6%).

Comparing the unemployment rate by age across counties shows Noxubee County has the
largest share of the population age 45 to 64 that is unemployed (13.3%). Unemployment in this
age group is difficult to address because people tend to be more specialized in their skills and
therefore require new training to be marketable. However, training is also more difficult for this
age group because they are older and have fewer career options. Franklin County has the
lowest share of the population age 45 to 64 that is unemployed (1.3%)

Occupied vs. Vacant Housing Units

The condition of the housing market in a particular area is an indication of the area’s overall
economic viability. The number of vacant homes, for example, can indicate whether the local
economy has been strong enough to support its residents. Mississippi has a slightly higher
percent of vacant homes than the national average, but only by about two percentage points
(13.5% vs. 11.8%). The county with the largest percent of vacant homes is Wilkinson County
(31.7%). The county with the smallest percent is DeSoto County (6.4%).

Owned vs. Rented Housing Units

Of the occupied housing units in Mississippi, 70.5% are owner occupied and 29.5% are renter
occupied. At the national level, 66.9% of housing units are owned and 33.1% are rented,
meaning a greater share of Mississippi’s population own homes than the national population.
Green County has the largest share of home owners (88.6%) and Tunica County has the lowest
share (47.2%). This is not surprising given Tunica County’s young and mobile population.

Median Value of Occupied Housing Units

The median home value in Mississippi is lower than the national median home value (591,400
vs. $185,400), which partly explains why the rate of home ownership in Mississippi is higher
than the national rate. Median gross rent in Mississippi is also lower than the national level
(5622 vs. $817). Madison County has the highest median home value, $171,400; which is still
less than the national value. Quitman County has the lowest median home value in Mississippi,
$44,600. DeSoto County has the highest rent (5876 per month) and Franklin County has the
lowest rent (5347 per month).

Owner Costs as a Percent of Household Income

Excessive owner costs are considered to be those that exceed 30% of household income.
Median selected monthly owner costs as a percent of household income in Mississippi are 23%,
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which is slightly lower than the national level of 25%. Three counties in Mississippi have
“excessive” owner costs, or costs which exceed 30% of household income: Wilkinson County,
Issaquena County, and Holmes County. Holmes County has the highest median monthly owner
costs (38.4%). Warren County has the lowest median monthly owner costs (20.2%).

Selected monthly owner costs include the sum of payments for mortgages, deeds of trust, or
similar debts on the property (including payments for the first mortgage, second or junior
mortgages, and home equity loans); real estate taxes; fire, hazard, and flood insurance on the
property; utilities (electricity, gas, water, and sewer); and fuels (oil, coal, kerosene, wood, etc.).
It also includes, where appropriate, monthly condominium fees.
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Tables
Population by County
Percent of
Population under Population under
Population 18 years 18 years

United States 301,461,533 74,182,525 24.6%
State of Mississippi 2,922,240 764,132 26.2%
Adams County 31,475 7,834 24.9%
Alcorn County 35,583 8,442 23.7%
Amite County 13,293 3,075 23.1%
Attala County 19,558 5,032 25.7%
Benton County 7,978 2,032 25.5%
Bolivar County 37,266 9,907 26.6%
Calhoun County 14,533 3,487 24.0%
Carroll County 10,301 2,127 20.7%
Chickasaw County 18,864 5,205 27.6%
Choctaw County 9,106 2,270 24.9%
Claiborne County 10,910 2,678 24.6%
Clarke County 17,333 4,439 25.6%
Clay County 20,881 5,526 26.5%
Coahoma County 27,571 8,491 30.8%
Copiah County 29,150 7,451 25.6%
Covington County 20,315 5,560 27.4%
DeSoto County 148,795 42,516 28.6%
Forrest County 78,650 18,513 23.5%
Franklin County 8,287 2,065 24.9%
George County 21,926 6,355 29.0%
Greene County 13,699 2,985 21.8%
Grenada County 23,002 6,089 26.5%
Hancock County 41,135 9,650 23.5%
Harrison County 180,901 45,749 25.3%
Hinds County 248,782 68,369 27.5%
Holmes County 20,481 6,127 29.9%
Humphreys County 9,985 3,000 30.1%
Issaquena County 2,130 646 30.3%
Itawamba County 23,006 5,463 23.8%
Jackson County 131,713 34,513 26.2%
Jasper County 17,944 4,679 26.1%
Jefferson County 8,971 2,095 23.4%
Jefferson Davis County 12,721 3,180 25.0%
Jones County 66,877 17,127 25.6%
Kemper County 9,998 2,381 23.8%
Lafayette County 43,025 8,218 19.1%
Lamar County 47,307 12,936 27.3%
Lauderdale County 77,966 19,996 25.7%
Lawrence County 13,258 3,394 25.6%
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Leake County 22,782 7,025 30.8%
Lee County 80,099 21,658 27.0%
Leflore County 35,033 9,691 27.7%
Lincoln County 34,315 8,855 25.8%
Lowndes County 59,499 15,958 26.8%
Madison County 89,151 24,499 27.5%
Marion County 25,527 6,958 27.3%
Marshall County 36,394 9,033 24.8%
Monroe County 37,089 9,277 25.0%
Montgomery County 11,412 2,878 25.2%
Neshoba County 29,949 8,489 28.3%
Newton County 22,403 5,783 25.8%
Noxubee County 11,814 3,368 28.5%
Oktibbeha County 43,630 8,621 19.8%
Panola County 35,148 9,711 27.6%
Pearl River County 56,113 13,954 24.9%
Perry County 12,087 3,233 26.8%
Pike County 39,606 10,928 27.6%
Pontotoc County 28,775 7,776 27.0%
Prentiss County 25,594 6,075 23.4%
Quitman County 8,821 2,511 28.5%
Rankin County 137,817 34,902 25.3%
Scott County 29,137 8,124 27.9%
Sharkey County 5,184 1,325 25.6%
Simpson County 27,903 7,437 26.7%
Smith County 15,889 4,294 27.0%
Stone County 15,734 3,888 24.7%
Sunflower County 30,604 7,895 25.8%
Tallahatchie County 13,201 3,516 26.6%
Tate County 26,888 6,845 25.5%
Tippah County 21,439 5,505 25.7%
Tishomingo County 19,060 4,270 22.4%
Tunica County 10,406 3,260 31.3%
Union County 26,939 7,045 26.2%
Walthall County 15,304 4,007 26.2%
Warren County 48,596 13,537 27.9%
Washington County 55,811 16,291 29.2%
Wayne County 20,892 5,669 27.1%
Webster County 9,834 2,389 24.3%
Wilkinson County 10,200 2,488 24.4%
Winston County 19,543 4,929 25.2%
Yalobusha County 13,646 3,446 25.3%
Yazoo County 28,296 7,187 25.4%
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Percent of
Population under Population under
Population 18 years 18 years
Biloxi city 46,909 10,230 21.8%
Clarksdale city 18,244 5,659 31.0%
Cleveland city 12,232 2,951 24.1%
Greenville city 36,264 10,864 30.0%
Gulfport city 70,238 18,023 25.7%
Hattiesburg city 51,068 10,227 20.0%
Jackson city 176,799 50,484 28.6%
Meridian city 39,644 10,837 27.3%
Ocean Springs city 17,283 4,050 23.4%
Olive Branch city 30,476 8,424 27.6%
Philadelphia city 7,719 1,973 25.6%
Southaven city 42,370 12,692 30.0%
Starkville city 23,630 4,377 18.5%
Tunica town 1,600 221 13.8%
Tupelo city 35,824 9,798 27.4%
Vicksburg city 25,245 7,062 28.0%

Source: U.S. Census Bureau, 2005-2009 American Community Survey 5-year Estimates.
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Median Age by County

Total Male Female
United States 36.5 35.2 37.9
State of Mississippi 35 33.2 36.7
Adams County 40.8 38.8 42.1
Alcorn County 38.8 36.5 40.6
Amite County 41.4 41.3 41.5
Attala County 38.7 37.2 40.2
Benton County 38.8 35.8 40.5
Bolivar County 31.6 29.3 34.2
Calhoun County 39.4 36.9 41.6
Carroll County 43.2 41.7 43.9
Chickasaw County 36.8 35.8 38
Choctaw County 39.9 41.3 38.9
Claiborne County 29.1 26.9 31.3
Clarke County 39.8 38.1 41.2
Clay County 36.8 33.6 38.8
Coahoma County 311 27.4 34.4
Copiah County 35.1 33 38.1
Covington County 35.5 33.8 37.7
DeSoto County 34.3 33.2 35.3
Forrest County 28.5 27.7 29.4
Franklin County 40.6 36.8 43
George County 335 31.2 35.6
Greene County 36 33.9 38.4
Grenada County 37.4 35.2 38.9
Hancock County 41.3 40.6 42.2
Harrison County 35.1 33.7 36.4
Hinds County 324 304 34.4
Holmes County 30.2 275 33.7
Humphreys County 325 28.8 35.1
Issaquena County 32.2 37.3 28.5
Itawamba County 38.6 37.2 39.7
Jackson County 36.6 35.9 37.1
Jasper County 37.6 35.5 394
Jefferson County 38.2 344 41.4
Jefferson Davis County 38.6 35.4 40.9
Jones County 36.1 33.5 38.4
Kemper County 37.9 36.2 39.9
Lafayette County 26.4 254 27.3
Lamar County 32.8 315 34.2
Lauderdale County 35.4 33.2 38.3
Lawrence County 37.5 35 40.5
Leake County 325 29.9 33.9
Lee County 35.6 33.9 36.7
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Leflore County 30.9 28.7 34.1
Lincoln County 37.3 354 38.9
Lowndes County 34.8 32.8 36.6
Madison County 34.8 33.3 36.1
Marion County 36 32.8 38.6
Marshall County 36 34.4 38
Monroe County 38.5 36.2 39.9
Montgomery County 39.9 36.5 41.8
Neshoba County 35.1 33.2 36.6
Newton County 36.2 33.3 39
Noxubee County 35.3 30 38
Oktibbeha County 24.3 23.8 24.7
Panola County 34.4 324 36.4
Pearl River County 37.8 36.9 38.5
Perry County 38.8 38.4 39.1
Pike County 36.1 33.9 38.3
Pontotoc County 35.7 34.5 37.4
Prentiss County 38 35.7 39.9
Quitman County 345 295 394
Rankin County 35.1 33.9 36.2
Scott County 34.6 32.2 37.2
Sharkey County 35.1 30.4 39.7
Simpson County 36.5 34.1 37.6
Smith County 37.3 35.3 38
Stone County 354 34.2 37.9
Sunflower County 321 30.1 34.3
Tallahatchie County 35.7 34.4 37.6
Tate County 35.5 32.9 37.7
Tippah County 37.7 36.4 38.8
Tishomingo County 42.1 40.9 43.6
Tunica County 30.4 31.6 28.9
Union County 36.7 34.5 38.2
Walthall County 36.2 33.8 38.3
Warren County 35.7 34.1 37.4
Washington County 33.9 30.8 36
Wayne County 36 33.9 38.1
Webster County 39.7 37.8 40.7
Wilkinson County 35.4 31.6 43
Winston County 38 35.2 40.6
Yalobusha County 40.2 37.7 41.7
Yazoo County 34.8 34 36.6
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Median Age by City
Total Male Female

Biloxi city 35.7 33.5 38.5
Clarksdale city 30.3 25.3 34.7
Cleveland city 28.6 27.6 30.9
Greenville city 335 295 35.5
Gulfport city 33.5 31.8 35.1
Hattiesburg city 25.9 25 27.2
Jackson city 31.1 29.1 33
Meridian city 34.4 32.9 36.1
Ocean Springs city 42.3 41.6 42.9
Olive Branch city 355 34.8 36.3
Philadelphia city 35.4 34.8 35.6
Southaven city 32 30.1 33.7
Starkville city 23.9 23.7 24.2
Tunica town 53.8 48 57.5
Tupelo city 34.9 33.6 36.2
Vicksburg city 345 311 36.7

Source: U.S. Census Bureau, 2005-2009 American Community Survey 5-year Estimates.
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Percent of Population by Race and Ethnicity

Race Ethnicity
American Native
Black or Indian/ Hawaiian/
African Alaska Pacific Some other Two or Hispanic or
White American Native Asian Islander race more races Latino

United States 74.5% 12.4% 0.8% 4.4% 0.1% 5.6% 2.2% 15.1%
State of Mississippi 60.0% 37.0% 0.4% 0.8% 0.0% 0.8% 0.9% 2.1%
Adams County 43.0% 56.4% 0.3% 0.1% 0.0% 0.1% 0.2% 1.2%
Alcorn County 87.4% 11.5% 0.1% 0.2% 0.0% 0.1% 0.8% 2.2%
Amite County 55.1% 43.9% 0.5% 0.1% 0.0% 0.2% 0.2% 0.5%
Attala County 56.7% 41.5% 0.0% 0.1% 0.0% 1.2% 0.4% 1.9%
Benton County 62.4% 37.1% 0.0% 0.1% 0.0% 0.2% 0.2% 0.3%
Bolivar County 32.1% 66.2% 0.1% 0.5% 0.0% 0.4% 0.6% 1.6%
Calhoun County 69.8% 29.7% 0.1% 0.0% 0.0% 0.2% 0.2% 4.1%
Carroll County 64.7% 34.2% 0.0% 0.7% 0.0% 0.0% 0.4% 0.8%
Chickasaw County 56.3% 40.2% 0.2% 0.3% 0.0% 1.7% 1.2% 4.2%
Choctaw County 66.9% 32.4% 0.0% 0.6% 0.0% 0.0% 0.0% 0.0%
Claiborne County 14.3% 85.2% 0.0% 0.1% 0.0% 0.1% 0.3% 0.1%
Clarke County 63.5% 35.3% 0.0% 0.5% 0.0% 0.2% 0.5% 0.3%
Clay County 41.5% 56.6% 0.1% 0.2% 0.0% 0.3% 1.3% 0.2%
Coahoma County 24.3% 74.3% 0.2% 0.1% 0.0% 0.6% 0.4% 1.5%
Copiah County 46.7% 51.0% 0.1% 0.5% 0.0% 1.2% 0.5% 1.8%
Covington County 62.5% 35.4% 0.3% 0.6% 0.0% 0.6% 0.6% 1.1%
DeSoto County 76.3% 19.6% 0.2% 1.1% 0.1% 1.0% 1.7% 4.2%
Forrest County 61.3% 35.3% 0.3% 1.4% 0.0% 1.1% 0.7% 2.2%
Franklin County 61.5% 38.1% 0.1% 0.3% 0.0% 0.0% 0.0% 0.1%
George County 88.5% 9.9% 0.1% 0.2% 0.0% 0.1% 1.3% 2.5%
Greene County 70.7% 27.0% 0.1% 0.0% 0.0% 0.7% 1.5% 0.9%
Grenada County 56.7% 42.0% 0.0% 0.4% 0.0% 0.5% 0.3% 0.9%
Hancock County 89.6% 7.0% 0.2% 0.8% 0.3% 0.3% 1.7% 2.4%
Harrison County 70.0% 22.5% 0.5% 3.0% 0.1% 1.3% 2.6% 3.9%
Hinds County 32.4% 65.2% 0.2% 0.9% 0.1% 0.6% 0.8% 1.4%
Holmes County 18.1% 80.9% 0.3% 0.2% 0.0% 0.3% 0.3% 0.1%
Humphreys County 24.5% 74.0% 1.3% 0.0% 0.0% 0.0% 0.2% 0.9%
Issaquena County 38.7% 61.3% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
Itawamba County 91.4% 6.9% 0.0% 0.3% 0.0% 0.5% 0.8% 1.2%
Jackson County 73.5% 22.2% 0.2% 2.0% 0.1% 0.7% 1.3% 3.5%
Jasper County 46.6% 52.4% 0.3% 0.0% 0.0% 0.0% 0.7% 0.2%
Jefferson County 13.2% 86.8% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
Jefferson Davis County 41.3% 56.2% 0.0% 2.3% 0.0% 0.0% 0.2% 0.2%
Jones County 68.8% 26.9% 0.4% 0.3% 0.0% 2.7% 1.0% 5.0%
Kemper County 37.4% 58.3% 2.2% 1.1% 0.0% 0.0% 1.1% 0.4%
Lafayette County 71.5% 24.4% 0.4% 1.8% 0.0% 1.0% 0.8% 1.5%
Lamar County 82.0% 15.0% 0.3% 0.7% 0.0% 1.0% 1.0% 1.5%
Lauderdale County 57.2% 41.0% 0.3% 0.7% 0.0% 0.4% 0.4% 1.7%
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Lawrence County 66.8% 32.7% 0.1% 0.0% 0.0% 0.2% 0.2% 0.9%
Leake County 52.6% 37.7% 4.9% 1.1% 0.0% 2.9% 0.8% 3.9%
Lee County 71.4% 26.4% 0.2% 0.6% 0.0% 0.8% 0.7% 1.7%
Leflore County 26.5% 72.4% 0.1% 0.2% 0.0% 0.3% 0.5% 0.8%
Lincoln County 68.5% 30.7% 0.2% 0.1% 0.0% 0.1% 0.4% 0.8%
Lowndes County 55.2% 42.7% 0.2% 0.7% 0.0% 0.3% 0.9% 1.7%
Madison County 59.7% 37.8% 0.1% 1.6% 0.0% 0.4% 0.4% 1.7%
Marion County 65.4% 33.5% 0.1% 0.1% 0.0% 0.2% 0.6% 0.5%
Marshall County 49.2% 48.2% 0.2% 0.2% 0.0% 1.3% 1.0% 1.8%
Monroe County 68.2% 30.6% 0.2% 0.0% 0.0% 0.0% 1.0% 0.9%
Montgomery County 52.9% 45.7% 0.0% 0.3% 0.0% 0.1% 1.0% 0.3%
Neshoba County 62.8% 21.1% 13.7% 0.5% 0.0% 0.6% 1.4% 1.9%
Newton County 64.3% 30.2% 4.3% 0.0% 0.1% 0.5% 0.6% 1.4%
Noxubee County 27.9% 69.8% 0.0% 0.0% 0.0% 0.0% 2.2% 0.2%
Oktibbeha County 58.8% 36.2% 0.0% 2.8% 0.0% 0.8% 1.4% 1.5%
Panola County 50.3% 47.8% 0.2% 0.1% 0.0% 1.2% 0.3% 1.4%
Pearl River County 84.7% 12.7% 0.5% 0.5% 0.0% 0.7% 0.7% 2.0%
Perry County 75.5% 23.9% 0.1% 0.2% 0.0% 0.2% 0.1% 0.1%
Pike County 49.7% 48.8% 0.2% 0.5% 0.0% 0.0% 0.7% 1.0%
Pontotoc County 82.2% 13.4% 0.8% 0.3% 0.0% 1.7% 1.6% 3.3%
Prentiss County 85.2% 13.0% 0.3% 1.1% 0.0% 0.0% 0.4% 1.1%
Quitman County 29.4% 69.8% 0.0% 0.2% 0.0% 0.6% 0.1% 0.6%
Rankin County 77.7% 19.4% 0.2% 1.0% 0.0% 0.7% 1.0% 2.1%
Scott County 57.5% 38.2% 0.1% 0.1% 0.0% 3.8% 0.2% 9.7%
Sharkey County 27.3% 72.5% 0.0% 0.1% 0.0% 0.0% 0.2% 0.2%
Simpson County 63.0% 36.5% 0.0% 0.1% 0.0% 0.2% 0.2% 0.7%
Smith County 74.8% 24.9% 0.0% 0.0% 0.0% 0.3% 0.1% 0.8%
Stone County 79.1% 19.8% 0.3% 0.0% 0.0% 0.4% 0.3% 1.6%
Sunflower County 26.8% 71.8% 0.1% 0.3% 0.1% 0.7% 0.3% 1.8%
Tallahatchie County 38.4% 58.1% 0.1% 0.3% 0.0% 2.5% 0.7% 3.7%
Tate County 67.0% 30.4% 0.0% 0.4% 0.0% 0.9% 1.3% 1.4%
Tippah County 80.7% 16.0% 0.1% 0.0% 0.0% 1.2% 1.9% 5.1%
Tishomingo County 94.8% 3.4% 0.2% 0.2% 0.0% 0.8% 0.6% 3.2%
Tunica County 27.5% 70.6% 0.7% 0.6% 0.0% 0.1% 0.6% 3.2%
Union County 81.5% 14.9% 0.2% 0.1% 0.1% 2.1% 1.3% 3.5%
Walthall County 53.5% 45.3% 0.5% 0.1% 0.0% 0.3% 0.3% 1.5%
Warren County 51.0% 46.3% 0.2% 0.9% 0.0% 0.7% 0.8% 1.5%
Washington County 30.6% 66.5% 0.1% 0.9% 0.0% 0.9% 0.9% 1.7%
Wayne County 60.3% 38.1% 0.0% 0.2% 0.4% 0.2% 0.9% 0.4%
Webster County 77.6% 19.9% 0.5% 0.1% 0.0% 0.9% 1.0% 2.1%
Wilkinson County 30.1% 68.8% 0.2% 0.1% 0.0% 0.2% 0.7% 0.7%
Winston County 52.5% 46.4% 0.8% 0.0% 0.0% 0.1% 0.1% 0.3%
Yalobusha County 59.5% 40.2% 0.0% 0.0% 0.0% 0.0% 0.3% 0.8%
Yazoo County 38.8% 58.2% 0.5% 0.1% 0.0% 0.8% 1.6% 2.1%
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Percent of Population by Race and Ethnicity

Race Ethnicity
American Native
Black or Indian/ Hawaiian/
African Alaska Pacific Some Two or Hispanic or
White American Native Asian Islander other race | more races Latino

Biloxi city 70.3% 18.3% 0.9% 5.1% 0.2% 2.3% 3.1% 5.9%
Clarksdale city 21.8% 76.8% 0.3% 0.1% 0.0% 0.3% 0.6% 1.6%
Cleveland city 45.2% 53.8% 0.2% 0.5% 0.0% 0.0% 0.3% 2.2%
Greenville city 24.5% 73.1% 0.1% 1.1% 0.0% 0.1% 1.1% 1.3%
Gulfport city 58.4% 36.0% 0.4% 1.5% 0.0% 1.2% 2.5% 4.0%
Hattiesburg city 46.9% 48.4% 0.2% 1.9% 0.0% 1.8% 0.7% 2.7%
Jackson city 21.8% 76.1% 0.1% 0.7% 0.1% 0.7% 0.6% 1.7%
Meridian city 41.1% 57.0% 0.3% 0.6% 0.0% 0.6% 0.5% 1.3%
Ocean Springs city 82.3% 10.6% 0.0% 4.1% 0.0% 0.7% 2.2% 2.9%
Olive Branch city 78.0% 20.2% 0.1% 0.7% 0.0% 0.4% 0.7% 4.0%
Philadelphia city 51.5% 41.8% 5.7% 0.0% 0.0% 0.9% 0.1% 2.6%
Southaven city 73.9% 20.7% 0.2% 2.0% 0.1% 0.8% 2.3% 3.2%
Starkville city 59.9% 33.5% 0.0% 3.6% 0.0% 1.1% 1.9% 1.9%
Tunica town 59.2% 37.3% 0.5% 1.4% 0.0% 0.0% 1.6% 5.8%
Tupelo city 63.8% 32.8% 0.1% 0.8% 0.0% 1.5% 0.9% 3.0%
Vicksburg city 31.4% 65.6% 0.4% 1.5% 0.0% 0.4% 0.7% 0.9%

Source: U.S. Census Bureau, 2005-2009 American Community Survey 5-year Estimates.
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Percent of Population by Citizenship Status

U.S. citizen by
U.S. citizen naturalization Not a U.S. citizen
United States 87.6% 5.3% 7.1%
State of Mississippi 98.1% 0.7% 1.3%
Adams County 99.1% 0.4% 0.5%
Alcorn County 98.5% 0.5% 1.0%
Amite County 99.7% 0.1% 0.2%
Attala County 98.8% 0.3% 0.9%
Benton County 97.9% 1.8% 0.2%
Bolivar County 99.1% 0.4% 0.5%
Calhoun County 97.4% 0.7% 1.9%
Carroll County 99.1% 0.9% 0.0%
Chickasaw County 97.6% 0.5% 2.0%
Choctaw County 99.3% 0.4% 0.3%
Claiborne County 99.7% 0.2% 0.1%
Clarke County 99.4% 0.2% 0.4%
Clay County 99.8% 0.2% 0.0%
Coahoma County 99.4% 0.2% 0.4%
Copiah County 98.4% 0.4% 1.2%
Covington County 99.7% 0.1% 0.2%
DeSoto County 96.7% 1.2% 2.1%
Forrest County 97.0% 0.7% 2.3%
Franklin County 99.5% 0.5% 0.0%
George County 98.9% 0.3% 0.8%
Greene County 99.6% 0.3% 0.2%
Grenada County 98.9% 0.2% 0.9%
Hancock County 97.2% 0.7% 2.1%
Harrison County 95.5% 2.0% 2.5%
Hinds County 98.4% 0.5% 1.1%
Holmes County 99.7% 0.1% 0.2%
Humphreys County 99.8% 0.1% 0.1%
Issaquena County 100.0% 0.0% 0.0%
Itawamba County 99.5% 0.3% 0.2%
Jackson County 96.7% 1.7% 1.6%
Jasper County 99.9% 0.0% 0.1%
Jefferson County 100.0% 0.0% 0.0%
Jefferson Davis County 98.5% 0.2% 1.3%
Jones County 96.6% 0.3% 3.1%
Kemper County 98.6% 0.9% 0.5%
Lafayette County 96.1% 1.3% 2.7%
Lamar County 98.3% 0.7% 1.0%
Lauderdale County 98.3% 0.5% 1.2%
Lawrence County 99.7% 0.1% 0.2%
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Leake County 97.8% 1.0% 1.2%
Lee County 98.5% 0.5% 0.9%
Leflore County 99.2% 0.3% 0.5%
Lincoln County 99.3% 0.2% 0.5%
Lowndes County 98.4% 0.9% 0.7%
Madison County 97.3% 0.9% 1.8%
Marion County 99.3% 0.2% 0.4%
Marshall County 98.5% 0.3% 1.2%
Monroe County 99.5% 0.0% 0.5%
Montgomery County 99.3% 0.4% 0.3%
Neshoba County 99.3% 0.2% 0.5%
Newton County 99.2% 0.3% 0.5%
Noxubee County 99.9% 0.0% 0.1%
Oktibbeha County 97.2% 0.9% 1.9%
Panola County 99.3% 0.1% 0.6%
Pearl River County 98.7% 0.8% 0.5%
Perry County 99.8% 0.2% 0.0%
Pike County 98.8% 0.5% 0.7%
Pontotoc County 97.6% 0.6% 1.8%
Prentiss County 98.6% 0.4% 1.0%
Quitman County 99.4% 0.1% 0.4%
Rankin County 98.3% 0.7% 1.0%
Scott County 93.5% 0.5% 5.9%
Sharkey County 100.0% 0.0% 0.0%
Simpson County 99.3% 0.3% 0.4%
Smith County 99.7% 0.2% 0.1%
Stone County 99.1% 0.9% 0.1%
Sunflower County 99.0% 0.4% 0.7%
Tallahatchie County 96.5% 0.3% 3.2%
Tate County 98.7% 0.3% 1.0%
Tippah County 96.7% 0.8% 2.5%
Tishomingo County 97.2% 1.1% 1.6%
Tunica County 96.0% 0.5% 3.5%
Union County 97.2% 0.7% 2.1%
Walthall County 99.8% 0.1% 0.1%
Warren County 98.3% 0.6% 1.1%
Washington County 99.0% 0.3% 0.7%
Wayne County 99.6% 0.3% 0.1%
Webster County 98.9% 0.1% 1.0%
Wilkinson County 99.6% 0.3% 0.1%
Winston County 99.8% 0.1% 0.0%
Yalobusha County 99.9% 0.1% 0.0%
Yazoo County 98.1% 0.2% 1.7%
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Percent of Population by Citizenship Status

U.S. citizen by

U.S. citizen naturalization Not a U.S. citizen
Biloxi city 92.4% 2.8% 4.7%
Clarksdale city 99.3% 0.3% 0.5%
Cleveland city 99.2% 0.3% 0.6%
Greenville city 98.8% 0.4% 0.8%
Gulfport city 96.2% 1.7% 2.1%
Hattiesburg city 95.9% 0.8% 3.3%
Jackson city 98.3% 0.5% 1.1%
Meridian city 98.7% 0.4% 0.9%
Ocean Springs city 95.9% 3.1% 1.0%
Olive Branch city 96.4% 1.6% 2.0%
Philadelphia city 99.7% 0.2% 0.2%
Southaven city 96.7% 0.9% 2.4%
Starkville city 96.6% 1.3% 2.1%
Tunica town 90.8% 1.6% 7.6%
Tupelo city 98.3% 0.5% 1.2%
Vicksburg city 98.2% 0.8% 1.0%

Source: U.S. Census Bureau, 2005-2009 American Community Survey 5-year Estimates.
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Population Mobility:
Percent of population (1 year and over) that moved within the last year

Did not move: Moved from a
Live in the same different county,
house as 1 year Moved within the but within the Moved from a Moved from
ago same county same state different state abroad
United States 83.8% 9.6% 3.4% 2.5% 0.6%
State of Mississippi 83.7% 9.2% 4.1% 2.8% 0.3%
Adams County 87.3% 7.1% 2.3% 3.0% 0.4%
Alcorn County 86.1% 8.5% 3.1% 2.2% 0.1%
Amite County 91.5% 4.0% 2.6% 1.9% 0.1%
Attala County 85.7% 9.3% 2.4% 1.8% 0.7%
Benton County 94.1% 0.5% 4.5% 0.8% 0.0%
Bolivar County 81.8% 12.3% 3.3% 2.3% 0.4%
Calhoun County 85.9% 10.0% 2.5% 1.5% 0.2%
Carroll County 90.7% 5.6% 2.8% 0.8% 0.0%
Chickasaw County 85.9% 9.2% 3.5% 1.0% 0.4%
Choctaw County 88.3% 6.4% 3.1% 2.0% 0.2%
Claiborne County 85.8% 5.8% 5.8% 2.7% 0.0%
Clarke County 92.3% 4.2% 3.3% 0.2% 0.0%
Clay County 85.3% 9.0% 3.6% 1.9% 0.1%
Coahoma County 86.3% 9.0% 2.9% 1.5% 0.4%
Copiah County 89.8% 5.6% 3.2% 1.4% 0.0%
Covington County 92.1% 4.4% 2.9% 0.6% 0.0%
DeSoto County 84.2% 7.5% 1.9% 6.1% 0.4%
Forrest County 77.9% 10.1% 8.3% 3.3% 0.4%
Franklin County 92.2% 4.7% 0.8% 2.1% 0.1%
George County 87.5% 6.8% 2.9% 2.8% 0.1%
Greene County 80.0% 5.5% 11.4% 2.9% 0.3%
Grenada County 79.2% 13.4% 4.5% 2.7% 0.2%
Hancock County 78.9% 14.5% 3.7% 2.8% 0.1%
Harrison County 77.4% 12.6% 3.8% 5.4% 0.8%
Hinds County 80.3% 13.7% 3.5% 2.4% 0.2%
Holmes County 91.0% 4.5% 2.4% 1.9% 0.2%
Humphreys County 84.4% 11.8% 2.5% 1.0% 0.2%
Issaquena County 79.0% 5.6% 15.2% 0.2% 0.0%
Itawamba County 87.8% 4.8% 4.8% 2.5% 0.1%
Jackson County 83.9% 9.3% 2.9% 3.7% 0.2%
Jasper County 92.9% 3.5% 3.2% 0.4% 0.0%
Jefferson County 88.7% 4.1% 6.6% 0.5% 0.0%
Jefferson Davis County 91.7% 2.5% 4.4% 1.1% 0.2%
Jones County 86.4% 9.7% 2.5% 1.3% 0.1%
Kemper County 90.8% 3.1% 4.8% 1.2% 0.0%
Lafayette County 69.4% 14.7% 8.7% 6.7% 0.4%
Lamar County 78.3% 9.2% 10.1% 2.2% 0.3%
Lauderdale County 78.8% 11.7% 3.2% 6.1% 0.3%
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Lawrence County 90.7% 4.3% 4.3% 0.7% 0.0%
Leake County 87.3% 5.5% 6.4% 0.8% 0.0%
Lee County 82.7% 10.1% 5.5% 1.4% 0.3%
Leflore County 86.9% 9.5% 2.2% 1.2% 0.1%
Lincoln County 91.1% 5.7% 2.0% 1.2% 0.0%
Lowndes County 79.9% 12.6% 3.0% 4.2% 0.3%
Madison County 84.6% 6.9% 5.9% 2.5% 0.1%
Marion County 84.5% 9.7% 3.5% 2.2% 0.0%
Marshall County 88.2% 6.1% 3.7% 2.0% 0.0%
Monroe County 88.5% 7.4% 3.0% 1.0% 0.2%
Montgomery County 90.8% 5.5% 2.2% 1.3% 0.1%
Neshoba County 87.3% 6.8% 4.6% 1.3% 0.0%
Newton County 86.2% 7.5% 5.2% 1.0% 0.1%
Noxubee County 93.9% 4.1% 1.2% 0.8% 0.0%
Oktibbeha County 71.2% 15.6% 9.2% 3.8% 0.2%
Panola County 86.7% 6.6% 3.7% 2.4% 0.6%
Pearl River County 85.0% 7.8% 2.8% 4.3% 0.1%
Perry County 93.3% 3.8% 1.8% 0.6% 0.5%
Pike County 84.9% 8.0% 2.9% 3.9% 0.3%
Pontotoc County 86.2% 8.1% 4.1% 1.2% 0.5%
Prentiss County 87.6% 5.6% 5.2% 1.5% 0.2%
Quitman County 87.0% 7.5% 1.8% 3.6% 0.1%
Rankin County 82.9% 8.3% 6.4% 2.4% 0.1%
Scott County 86.1% 8.9% 2.7% 1.2% 1.1%
Sharkey County 85.7% 10.4% 3.2% 0.8% 0.0%
Simpson County 88.0% 5.8% 4.8% 1.2% 0.3%
Smith County 93.9% 1.9% 3.4% 0.7% 0.1%
Stone County 84.3% 5.1% 7.6% 3.0% 0.0%
Sunflower County 83.2% 7.9% 7.0% 1.7% 0.3%
Tallahatchie County 88.6% 6.1% 1.8% 3.5% 0.0%
Tate County 88.5% 5.7% 4.6% 1.1% 0.1%
Tippah County 86.6% 10.2% 2.2% 0.9% 0.0%
Tishomingo County 86.0% 8.4% 1.0% 3.8% 0.9%
Tunica County 74.4% 11.9% 9.1% 4.4% 0.2%
Union County 85.1% 8.1% 4.4% 2.2% 0.3%
Walthall County 88.6% 5.3% 2.5% 3.5% 0.0%
Warren County 82.6% 11.5% 2.9% 2.6% 0.4%
Washington County 81.9% 13.3% 2.0% 2.7% 0.1%
Wayne County 91.6% 5.0% 2.4% 0.7% 0.3%
Webster County 84.4% 7.0% 6.9% 1.0% 0.8%
Wilkinson County 86.7% 3.2% 6.7% 3.4% 0.0%
Winston County 89.9% 6.4% 1.5% 2.1% 0.1%
Yalobusha County 85.3% 9.2% 4.2% 1.3% 0.0%
Yazoo County 84.4% 9.4% 3.1% 2.7% 0.3%
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Population Mobility:
Percent of population (1 year and over) that moved within the last year

Did not move: Moved from a
Live in the same different county,
house as 1 year Moved within the but within the Moved from a Moved from
ago same county same state different state abroad
Biloxi city 74.1% 12.6% 4.7% 7.4% 1.2%
Clarksdale city 84.0% 10.3% 3.7% 1.5% 0.5%
Cleveland city 72.4% 17.2% 5.2% 4.4% 0.8%
Greenville city 80.9% 13.8% 2.0% 3.2% 0.1%
Gulfport city 74.5% 14.2% 4.0% 6.5% 0.9%
Hattiesburg city 69.2% 12.9% 13.2% 4.1% 0.5%
Jackson city 78.5% 15.1% 3.4% 2.7% 0.2%
Meridian city 78.6% 13.7% 3.9% 3.5% 0.3%
Ocean Springs city 82.1% 8.5% 5.0% 4.4% 0.1%
Olive Branch city 89.5% 4.4% 0.8% 5.2% 0.2%
Philadelphia city 81.9% 10.0% 7.1% 0.9% 0.1%
Southaven city 78.4% 11.2% 3.0% 7.1% 0.3%
Starkville city 67.8% 19.2% 9.9% 2.8% 0.2%
Tunica town 84.6% 6.6% 7.2% 0.9% 0.8%
Tupelo city 78.7% 12.3% 7.0% 1.5% 0.5%
Vicksburg city 80.3% 12.3% 3.1% 3.7% 0.6%

Source: U.S. Census Bureau, 2005-2009 American Community Survey 5-year Estimates.
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Percent of households by family status

Family Households Non-Family Households
Married-couple | Single-parent Householder Householder not
family family living alone living alone

United States 49.7% 17.0% 27.3% 6.0%
State of Mississippi 46.5% 22.8% 26.7% 4.0%
Adams County 36.3% 26.5% 34.1% 3.1%
Alcorn County 53.5% 15.1% 29.1% 2.3%
Amite County 40.1% 25.0% 33.9% 1.0%
Attala County 46.5% 20.8% 30.5% 2.1%
Benton County 45.0% 22.6% 30.3% 2.0%
Bolivar County 34.8% 28.9% 31.1% 5.2%
Calhoun County 47.3% 22.1% 27.7% 2.9%
Carroll County 51.5% 21.4% 25.5% 1.5%
Chickasaw County 43.4% 25.7% 29.5% 1.4%
Choctaw County 49.7% 16.6% 30.1% 3.6%
Claiborne County 30.3% 31.0% 36.7% 2.0%
Clarke County 50.2% 24.0% 23.7% 2.1%
Clay County 45.2% 26.1% 27.1% 1.6%
Coahoma County 32.4% 37.3% 27.6% 2.6%
Copiah County 43.5% 22.7% 30.5% 3.4%
Covington County 51.9% 21.0% 25.6% 1.5%
DeSoto County 57.8% 18.8% 19.5% 3.9%
Forrest County 38.2% 21.4% 32.4% 8.0%
Franklin County 48.7% 18.5% 32.1% 0.7%
George County 62.2% 15.6% 19.3% 2.9%
Greene County 64.6% 14.0% 20.8% 0.6%
Grenada County 41.4% 27.0% 27.8% 3.7%
Hancock County 56.8% 16.5% 22.6% 4.1%
Harrison County 45.5% 22.2% 25.9% 6.4%
Hinds County 35.9% 29.1% 30.4% 4.6%
Holmes County 29.7% 36.1% 31.6% 2.6%
Humphreys County 35.3% 31.2% 32.0% 1.5%
Issaquena County 39.4% 26.0% 29.3% 5.3%
Itawamba County 58.3% 16.3% 23.8% 1.6%
Jackson County 53.1% 20.1% 22.5% 4.3%
Jasper County 44.1% 23.6% 31.7% 0.6%
Jefferson County 31.1% 37.5% 31.1% 0.2%
Jefferson Davis County 42.4% 24.0% 32.7% 0.9%
Jones County 50.4% 22.0% 23.8% 3.7%
Kemper County 46.2% 28.1% 24.6% 1.1%
Lafayette County 40.9% 14.9% 32.7% 11.5%
Lamar County 55.9% 14.7% 23.3% 6.1%
Lauderdale County 42.0% 25.6% 28.9% 3.4%
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Lawrence County 51.7% 17.5% 27.5% 3.3%
Leake County 51.5% 23.2% 24.2% 1.1%
Lee County 49.2% 20.8% 26.5% 3.5%
Leflore County 31.8% 34.4% 31.4% 2.4%
Lincoln County 54.1% 20.8% 22.4% 2.7%
Lowndes County 47.5% 22.3% 27.0% 3.2%
Madison County 49.5% 18.2% 27.9% 4.3%
Marion County 49.8% 20.3% 27.0% 2.8%
Marshall County 44.3% 26.0% 26.3% 3.4%
Monroe County 49.3% 23.6% 24.4% 2.7%
Montgomery County 47.2% 22.2% 28.1% 2.6%
Neshoba County 45.4% 23.8% 27.3% 3.5%
Newton County 54.2% 21.0% 23.6% 1.2%
Noxubee County 37.9% 29.5% 30.7% 1.9%
Oktibbeha County 36.5% 16.9% 29.9% 16.8%
Panola County 45.3% 26.8% 24.8% 3.2%
Pearl River County 54.9% 18.0% 22.4% 4.7%
Perry County 54.9% 21.1% 22.4% 1.5%
Pike County 45.4% 22.1% 29.5% 3.0%
Pontotoc County 56.1% 18.0% 22.8% 3.1%
Prentiss County 53.8% 19.8% 24.5% 1.9%
Quitman County 30.0% 37.7% 25.8% 6.4%
Rankin County 54.3% 17.5% 24.3% 3.9%
Scott County 45.4% 24.9% 25.5% 4.2%
Sharkey County 35.7% 29.1% 32.4% 2.8%
Simpson County 51.5% 20.1% 25.3% 3.2%
Smith County 59.8% 17.7% 22.1% 0.3%
Stone County 56.3% 23.5% 17.6% 2.6%
Sunflower County 34.1% 36.5% 27.5% 1.9%
Tallahatchie County 40.4% 31.9% 23.4% 4.2%
Tate County 51.1% 21.5% 24.2% 3.2%
Tippah County 51.8% 21.0% 24.4% 2.7%
Tishomingo County 55.0% 14.9% 27.0% 3.1%
Tunica County 25.9% 31.0% 36.1% 6.9%
Union County 57.8% 16.6% 23.9% 1.7%
Walthall County 50.4% 18.3% 28.5% 2.7%
Warren County 42.1% 23.9% 30.6% 3.3%
Washington County 33.8% 34.1% 28.7% 3.4%
Wayne County 51.8% 22.5% 23.7% 2.0%
Webster County 53.2% 18.2% 26.6% 2.1%
Wilkinson County 40.2% 30.4% 25.7% 3.7%
Winston County 47.8% 20.1% 30.8% 1.3%
Yalobusha County 41.8% 25.4% 30.0% 2.7%
Yazoo County 40.0% 30.6% 27.0% 2.4%
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Percent of households by family status

Family Households Non-Family Households
Married-couple | Single-parent Householder Householder not
family family living alone living alone

Biloxi city 39.0% 19.9% 32.5% 8.6%
Clarksdale city 28.0% 42.1% 27.6% 2.3%
Cleveland city 36.0% 22.2% 34.7% 7.1%
Greenville city 31.0% 35.4% 29.8% 3.8%
Gulfport city 39.9% 27.9% 26.4% 5.8%
Hattiesburg city 26.7% 24.3% 37.6% 11.4%
Jackson city 30.1% 32.9% 31.9% 5.1%
Meridian city 31.3% 30.3% 34.0% 4.5%
Ocean Springs city 56.8% 19.6% 19.9% 3.7%
Olive Branch city 65.4% 14.5% 16.9% 3.2%
Philadelphia city 35.2% 28.2% 30.8% 5.8%
Southaven city 48.9% 21.9% 24.2% 5.0%
Starkville city 30.5% 15.2% 33.3% 20.9%
Tunica town 39.2% 5.9% 47.9% 7.0%
Tupelo city 44.2% 22.5% 29.8% 3.5%
Vicksburg city 29.1% 29.8% 37.2% 4.0%

Source: U.S. Census Bureau, 2005-2009 American Community Survey 5-year Estimates.
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Mississippi Health Benefit Exchange Report

High school
9th to 12th graduate, Some Graduate or
Less than grade, no GED, or college, no | Associate's | Bachelor's | professional
9th grade diploma alternative degree degree degree degree

United States 5.9% 9.8% 29.7% 22.5% 7.1% 16.2% 8.9%
State of Mississippi 6.7% 14.4% 31.3% 23.2% 7.2% 11.4% 5.7%
Adams County 6.8% 15.3% 31.1% 21.9% 7.1% 11.0% 6.7%
Alcorn County 7.8% 16.1% 37.0% 17.8% 7.7% 10.2% 3.6%
Amite County 10.6% 17.2% 40.1% 18.2% 4.7% 6.5% 2.6%
Attala County 10.2% 18.8% 28.7% 20.8% 7.0% 9.6% 5.0%
Benton County 8.6% 23.4% 37.7% 15.2% 6.0% 5.4% 3.7%
Bolivar County 11.4% 17.2% 28.1% 19.3% 5.6% 11.9% 6.5%
Calhoun County 12.2% 18.7% 34.9% 18.2% 6.5% 7.1% 2.4%
Carroll County 6.5% 18.9% 37.6% 19.3% 5.8% 9.2% 2.7%
Chickasaw County 11.7% 16.3% 37.3% 20.9% 4.8% 6.8% 2.2%
Choctaw County 9.5% 11.9% 35.3% 24.9% 7.7% 7.0% 3.7%
Claiborne County 5.1% 8.1% 37.5% 29.4% 6.3% 6.7% 7.0%
Clarke County 9.3% 15.7% 40.1% 20.5% 5.7% 6.8% 1.8%
Clay County 6.6% 16.7% 34.3% 23.9% 5.7% 8.3% 4.4%
Coahoma County 10.2% 15.6% 30.8% 21.6% 9.5% 8.9% 3.4%
Copiah County 8.1% 16.5% 30.8% 24.6% 7.7% 8.6% 3.7%
Covington County 6.2% 15.4% 37.1% 20.3% 7.8% 9.8% 3.3%
DeSoto County 3.8% 10.1% 33.3% 26.1% 7.7% 13.6% 5.4%
Forrest County 4.5% 10.0% 27.0% 29.5% 7.4% 13.3% 8.4%
Franklin County 4.4% 18.3% 36.2% 21.2% 7.0% 11.4% 1.5%
George County 6.5% 15.0% 41.4% 20.7% 5.2% 7.4% 3.7%
Greene County 7.4% 20.6% 42.3% 18.0% 5.0% 4.9% 1.7%
Grenada County 10.4% 19.5% 29.4% 20.5% 5.2% 9.6% 5.4%
Hancock County 5.3% 11.8% 33.1% 22.8% 7.5% 13.1% 6.5%
Harrison County 4.8% 12.5% 30.8% 26.6% 7.9% 11.1% 6.2%
Hinds County 4.2% 11.9% 25.2% 26.6% 7.2% 16.3% 8.6%
Holmes County 10.2% 19.1% 33.9% 21.1% 5.7% 6.8% 3.2%
Humphreys County 14.5% 23.1% 27.4% 18.0% 6.0% 7.3% 3.7%
Issaquena County 8.9% 31.9% 33.5% 16.8% 2.8% 4.4% 1.8%
Itawamba County 8.7% 19.7% 33.6% 20.3% 6.9% 6.6% 4.3%
Jackson County 3.9% 12.3% 34.7% 24.4% 8.5% 10.8% 5.4%
Jasper County 5.7% 17.5% 40.7% 20.2% 6.8% 5.5% 3.6%
Jefferson County 7.5% 17.0% 37.5% 17.8% 4.6% 10.5% 5.0%
Jefferson Davis County 7.2% 19.6% 33.6% 22.5% 7.1% 6.4% 3.6%
Jones County 9.2% 15.2% 33.0% 21.3% 8.1% 7.7% 5.4%
Kemper County 9.0% 17.8% 38.1% 18.3% 7.3% 6.1% 3.3%
Lafayette County 3.8% 7.7% 20.9% 31.3% 6.2% 17.0% 13.1%
Lamar County 4.9% 10.3% 24.0% 27.5% 7.8% 16.9% 8.6%
Lauderdale County 5.7% 13.2% 32.1% 24.2% 8.0% 11.4% 5.4%
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Lawrence County 6.2% 15.5% 39.3% 23.0% 6.9% 5.0% 4.1%
Leake County 10.1% 17.3% 37.3% 22.6% 4.5% 5.9% 2.2%
Lee County 5.7% 14.4% 29.0% 23.9% 7.5% 13.4% 6.0%
Leflore County 10.6% 19.9% 29.5% 22.6% 3.4% 9.6% 4.3%
Lincoln County 6.5% 14.3% 34.9% 21.8% 7.6% 10.6% 4.3%
Lowndes County 7.1% 12.7% 30.7% 22.8% 7.6% 13.2% 6.0%
Madison County 4.3% 9.5% 21.3% 19.9% 7.5% 25.7% 11.8%
Marion County 9.9% 17.0% 37.2% 18.2% 6.8% 6.8% 4.2%
Marshall County 10.5% 21.7% 36.1% 17.9% 4.7% 6.7% 2.5%
Monroe County 9.0% 18.7% 35.1% 21.0% 4.8% 7.7% 3.7%
Montgomery County 8.8% 18.2% 29.4% 23.8% 6.1% 10.5% 3.4%
Neshoba County 8.6% 17.4% 32.0% 23.6% 7.3% 6.9% 4.2%
Newton County 5.5% 14.5% 34.7% 26.8% 8.4% 6.6% 3.5%
Noxubee County 12.8% 23.5% 32.2% 15.9% 6.9% 5.2% 3.5%
Oktibbeha County 3.8% 9.3% 21.0% 32.1% 6.2% 14.3% 13.3%
Panola County 10.7% 18.3% 32.1% 18.8% 8.6% 7.9% 3.6%
Pearl River County 7.4% 13.1% 33.0% 24.3% 9.1% 9.5% 3.6%
Perry County 8.6% 13.1% 41.2% 19.0% 9.2% 5.4% 3.5%
Pike County 5.6% 16.7% 34.2% 21.4% 8.0% 9.4% 4.7%
Pontotoc County 9.0% 17.3% 37.1% 19.0% 7.8% 6.0% 3.9%
Prentiss County 8.6% 15.2% 31.8% 21.8% 9.9% 8.2% 4.6%
Quitman County 14.4% 21.8% 29.1% 17.2% 6.7% 8.4% 2.4%
Rankin County 4.1% 9.2% 27.3% 25.2% 8.2% 18.2% 7.7%
Scott County 10.7% 20.5% 35.2% 19.3% 6.2% 5.4% 2.6%
Sharkey County 10.2% 19.2% 33.9% 17.5% 5.4% 9.9% 3.9%
Simpson County 8.0% 15.5% 36.0% 22.0% 5.9% 8.9% 3.7%
Smith County 7.5% 17.2% 37.4% 16.3% 7.1% 9.7% 4.9%
Stone County 7.5% 15.7% 30.4% 25.5% 9.7% 7.6% 3.5%
Sunflower County 9.8% 20.3% 31.6% 21.2% 5.5% 8.6% 3.0%
Tallahatchie County 15.1% 20.5% 33.2% 15.6% 6.6% 7.0% 2.1%
Tate County 7.5% 14.3% 33.3% 26.5% 7.3% 7.5% 3.6%
Tippah County 11.8% 17.9% 34.9% 18.1% 8.2% 6.1% 3.1%
Tishomingo County 9.6% 17.3% 37.2% 17.6% 7.2% 7.2% 3.9%
Tunica County 13.3% 18.8% 31.9% 14.3% 9.4% 9.6% 2.7%
Union County 6.8% 19.4% 35.2% 19.5% 6.7% 8.9% 3.5%
Walthall County 9.0% 17.0% 35.5% 18.0% 7.5% 10.5% 2.5%
Warren County 6.1% 15.2% 27.0% 24.1% 7.3% 12.8% 7.5%
Washington County 8.9% 21.1% 29.3% 19.7% 5.3% 10.0% 5.8%
Wayne County 7.5% 21.1% 37.6% 18.1% 6.9% 5.5% 3.4%
Webster County 9.2% 17.6% 36.2% 19.3% 5.1% 8.4% 4.2%
Wilkinson County 12.7% 18.0% 43.3% 15.9% 3.1% 4.8% 2.4%
Winston County 7.5% 14.9% 37.8% 20.4% 6.5% 8.7% 4.2%
Yalobusha County 9.5% 19.4% 35.7% 20.3% 4.4% 6.2% 4.5%
Yazoo County 9.3% 18.5% 34.3% 21.6% 6.3% 6.9% 3.1%

Page 39 of 565



Mississippi Health Benefit Exchange Report

Educational Attainment: Percent of population (18 years and over) by education level

High school
9th to 12th graduate, Some Graduate or
Less than grade, no GED, or college, no | Associate's | Bachelor's | professional
9th grade diploma alternative degree degree degree degree

Biloxi city 4.2% 9.9% 29.5% 28.5% 8.3% 12.6% 6.9%
Clarksdale city 9.8% 14.3% 31.7% 21.5% 10.0% 9.0% 3.9%
Cleveland city 8.4% 11.7% 22.7% 21.1% 5.9% 18.4% 11.9%
Greenville city 8.0% 19.9% 30.4% 19.4% 5.0% 10.7% 6.6%
Gulfport city 5.2% 14.1% 31.8% 25.6% 7.1% 10.8% 5.5%
Hattiesburg city 4.4% 8.5% 22.5% 32.8% 7.8% 14.7% 9.3%
Jackson city 4.6% 13.3% 26.0% 26.1% 6.0% 15.2% 8.8%
Meridian city 6.2% 13.7% 27.4% 25.0% 8.3% 12.8% 6.7%
Ocean Springs city 2.7% 7.9% 27.0% 23.2% 7.8% 18.6% 12.9%
Olive Branch city 2.7% 7.2% 32.5% 25.1% 8.6% 17.8% 6.1%
Philadelphia city 9.2% 14.2% 26.3% 25.0% 8.9% 10.1% 6.4%
Southaven city 2.8% 9.7% 34.4% 27.1% 8.0% 13.7% 4.4%
Starkville city 2.9% 7.5% 16.9% 34.8% 6.4% 17.0% 14.5%
Tunica town 14.8% 18.2% 26.8% 20.0% 4.1% 14.4% 1.6%
Tupelo city 4.2% 12.1% 24.1% 24.4% 8.1% 18.3% 8.7%
Vicksburg city 6.0% 17.0% 26.6% 23.7% 7.3% 12.0% 7.3%

Source: U.S. Census Bureau, 2005-2009 American Community Survey 5-year Estimates.
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Language Spoken At Home:
Percent of population (5 years and over) who speak English less than "very well"

Speak English
Speak Only less than "very
English at home well"
United States 80.4% 8.6%
State of Mississippi 96.4% 1.5%
Adams County 97.8% 0.7%
Alcorn County 97.5% 1.1%
Amite County 99.0% 0.4%
Attala County 97.5% 1.2%
Benton County 98.7% 1.1%
Bolivar County 98.0% 1.2%
Calhoun County 96.2% 2.6%
Carroll County 99.0% 0.1%
Chickasaw County 95.5% 2.1%
Choctaw County 98.1% 0.1%
Claiborne County 99.5% 0.1%
Clarke County 99.3% 0.0%
Clay County 98.4% 0.2%
Coahoma County 98.4% 0.3%
Copiah County 97.5% 1.5%
Covington County 98.7% 0.5%
DeSoto County 94.1% 2.3%
Forrest County 95.4% 1.8%
Franklin County 99.2% 0.0%
George County 97.5% 0.9%
Greene County 96.8% 0.9%
Grenada County 98.2% 0.6%
Hancock County 97.2% 1.1%
Harrison County 93.0% 2.7%
Hinds County 97.0% 1.2%
Holmes County 99.0% 0.3%
Humphreys County 97.2% 1.0%
Issaquena County 100.0% 0.0%
Itawamba County 98.9% 0.3%
Jackson County 94.7% 2.2%
Jasper County 99.5% 0.0%
Jefferson County 99.8% 0.2%
Jefferson Davis County 97.5% 0.2%
Jones County 94.9% 3.3%
Kemper County 94.6% 2.9%
Lafayette County 94.6% 1.7%
Lamar County 97.2% 0.8%
Lauderdale County 96.7% 1.1%
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Lawrence County 98.8% 0.6%
Leake County 91.3% 4.2%
Lee County 97.4% 0.9%
Leflore County 97.9% 0.6%
Lincoln County 98.4% 0.3%
Lowndes County 97.1% 1.3%
Madison County 95.8% 1.6%
Marion County 98.4% 0.5%
Marshall County 96.9% 1.5%
Monroe County 97.8% 0.8%
Montgomery County 98.9% 0.3%
Neshoba County 87.2% 3.3%
Newton County 95.5% 2.6%
Noxubee County 98.2% 0.5%
Oktibbeha County 94.8% 1.8%
Panola County 98.5% 0.8%
Pearl River County 97.6% 0.9%
Perry County 99.7% 0.0%
Pike County 97.7% 0.8%
Pontotoc County 97.0% 2.2%
Prentiss County 96.9% 2.0%
Quitman County 98.5% 1.0%
Rankin County 96.7% 1.2%
Scott County 90.6% 7.4%
Sharkey County 98.3% 1.5%
Simpson County 98.6% 0.6%
Smith County 99.1% 0.4%
Stone County 98.4% 0.3%
Sunflower County 96.9% 1.4%
Tallahatchie County 96.2% 2.3%
Tate County 98.2% 1.1%
Tippah County 94.7% 2.9%
Tishomingo County 95.4% 1.7%
Tunica County 93.7% 3.4%
Union County 95.8% 1.9%
Walthall County 97.6% 1.2%
Warren County 95.7% 1.2%
Washington County 96.4% 1.8%
Wayne County 99.3% 0.2%
Webster County 97.7% 1.2%
Wilkinson County 98.8% 0.7%
Winston County 98.7% 0.6%
Yalobusha County 99.5% 0.1%
Yazoo County 96.1% 1.9%
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Language Spoken At Home:
Percent of population (5 years and over) who speak English less than "very well"

Speak English
Speak Only less than "very
English at home well"

Biloxi city 89.2% 4.4%
Clarksdale city 98.1% 0.4%
Cleveland city 98.1% 1.1%
Greenville city 97.2% 1.5%
Gulfport city 93.4% 2.6%
Hattiesburg city 94.1% 2.4%
Jackson city 97.0% 1.3%
Meridian city 97.0% 1.0%
Ocean Springs city 93.7% 2.3%
Olive Branch city 93.9% 1.7%
Philadelphia city 94.7% 1.8%
Southaven city 94.9% 2.3%
Starkville city 93.1% 2.1%
Tunica town 87.1% 10.0%
Tupelo city 96.5% 1.3%
Vicksburg city 95.3% 1.2%

Source: U.S. Census Bureau, 2005-2009 American Community Survey 5-year Estimates.
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Poverty Rate:
Percent of population by age with income in the past 12 months below the poverty level

Under 5 5to 17 18 to 34 35 to 64 65 years
Total years years years years and over
United States 13.5% 21.5% 17.4% 17.1% 9.4% 9.8%
State of Mississippi 21.4% 34.1% 28.6% 24.8% 15.0% 16.1%
Adams County 28.1% 53.9% 40.9% 34.8% 18.0% 19.9%
Alcorn County 17.0% 27.0% 22.7% 19.7% 12.4% 14.7%
Amite County 26.7% 41.9% 44.2% 29.5% 18.1% 21.5%
Attala County 23.6% 38.4% 30.4% 23.9% 18.3% 20.9%
Benton County 26.9% 18.8% 34.1% 21.9% 25.9% 31.1%
Bolivar County 37.9% 60.8% 52.6% 42.7% 26.4% 21.5%
Calhoun County 21.6% 24.6% 30.0% 20.2% 17.5% 23.4%
Carroll County 23.3% 51.7% 29.4% 28.3% 19.1% 13.5%
Chickasaw County 25.1% 52.4% 33.7% 28.0% 15.5% 19.0%
Choctaw County 22.8% 30.5% 28.9% 26.8% 16.0% 24.5%
Claiborne County 38.6% 58.6% 51.5% 43.8% 27.6% 27.5%
Clarke County 22.1% 31.8% 33.7% 20.9% 16.1% 20.7%
Clay County 24.1% 43.4% 31.3% 26.7% 16.7% 19.8%
Coahoma County 36.0% 62.5% 52.0% 33.7% 24.6% 23.5%
Copiah County 23.8% 33.3% 32.5% 25.7% 19.8% 14.5%
Covington County 25.7% 40.7% 32.7% 33.5% 14.8% 24.7%
DeSoto County 9.4% 14.7% 13.5% 11.0% 5.7% 8.0%
Forrest County 25.8% 38.8% 33.7% 32.7% 17.3% 11.4%
Franklin County 23.7% 37.2% 38.9% 31.0% 16.2% 9.1%
George County 12.6% 13.1% 16.7% 13.0% 10.1% 12.5%
Greene County 18.6% 11.9% 25.3% 24.0% 14.8% 13.5%
Grenada County 24.7% 40.4% 37.3% 28.4% 13.8% 24.5%
Hancock County 14.3% 17.7% 19.1% 16.4% 12.2% 10.9%
Harrison County 14.8% 25.2% 17.6% 16.7% 11.9% 10.2%
Hinds County 22.5% 37.4% 31.9% 24.9% 15.0% 14.6%
Holmes County 42.7% 58.3% 55.4% 45.8% 30.2% 37.3%
Humphreys County 39.0% 64.0% 47.3% 48.3% 25.0% 28.4%
Issaquena County 42.7% 73.9% 50.4% 59.9% 27.8% 19.7%
Itawamba County 14.7% 27.2% 17.5% 16.6% 8.9% 19.3%
Jackson County 14.8% 22.5% 21.5% 15.1% 11.8% 9.3%
Jasper County 21.7% 26.0% 27.1% 26.7% 13.8% 26.0%
Jefferson County 32.8% 52.9% 39.7% 32.1% 27.4% 30.9%
Jefferson Davis County 29.0% 60.3% 37.4% 38.7% 20.3% 14.5%
Jones County 24.1% 42.2% 33.9% 25.9% 17.5% 15.9%
Kemper County 24.6% 29.3% 31.5% 26.6% 20.5% 22.7%
Lafayette County 25.2% 26.8% 14.6% 44.6% 14.6% 14.1%
Lamar County 13.8% 12.0% 12.6% 22.6% 9.1% 13.1%
Lauderdale County 22.6% 42.6% 30.7% 26.0% 15.1% 14.6%
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Lawrence County 20.1% 25.2% 32.9% 19.3% 15.5% 15.7%
Leake County 20.0% 38.3% 19.8% 19.2% 16.1% 20.1%
Lee County 19.2% 34.2% 27.2% 20.6% 13.4% 12.7%
Leflore County 41.6% 55.3% 58.3% 42.8% 32.2% 25.6%
Lincoln County 20.5% 34.9% 32.3% 21.1% 13.9% 14.4%
Lowndes County 21.3% 31.8% 31.3% 24.0% 14.8% 14.5%
Madison County 14.0% 18.5% 20.0% 16.8% 8.7% 13.2%
Marion County 25.9% 35.4% 35.8% 25.8% 19.3% 24.3%
Marshall County 22.6% 45.6% 29.2% 24.4% 16.0% 17.2%
Monroe County 20.9% 31.7% 30.3% 24.8% 13.7% 18.1%
Montgomery County 26.4% 49.6% 30.5% 36.7% 17.9% 20.6%
Neshoba County 21.9% 43.3% 24.7% 22.9% 16.3% 16.8%
Newton County 18.4% 36.2% 28.0% 22.0% 11.6% 10.0%
Noxubee County 32.3% 51.2% 45.6% 28.0% 25.4% 26.4%
Oktibbeha County 33.3% 33.8% 29.6% 54.2% 13.5% 9.5%
Panola County 28.3% 48.7% 41.1% 30.9% 16.6% 25.8%
Pearl River County 21.6% 32.7% 26.6% 26.3% 18.0% 12.6%
Perry County 21.9% 25.3% 22.9% 25.0% 19.7% 21.5%
Pike County 28.0% 56.6% 32.7% 30.4% 20.8% 20.6%
Pontotoc County 16.3% 28.4% 19.6% 15.2% 11.1% 21.7%
Prentiss County 21.7% 33.4% 28.3% 18.5% 18.4% 22.0%
Quitman County 33.7% 64.5% 35.6% 39.9% 27.0% 23.4%
Rankin County 9.9% 14.5% 14.1% 10.9% 7.0% 7.6%
Scott County 24.8% 43.6% 34.0% 26.0% 17.8% 17.0%
Sharkey County 33.3% 49.0% 44.5% 40.1% 23.7% 24.0%
Simpson County 23.6% 27.3% 34.2% 19.1% 21.9% 18.9%
Smith County 18.6% 41.2% 22.5% 21.2% 13.3% 12.5%
Stone County 18.2% 25.4% 24.2% 20.4% 12.0% 19.4%
Sunflower County 35.0% 53.0% 40.7% 37.7% 25.4% 33.1%
Tallahatchie County 33.3% 48.9% 43.4% 33.8% 24.5% 35.5%
Tate County 17.6% 35.6% 23.7% 20.3% 10.9% 13.9%
Tippah County 24.1% 32.6% 35.2% 22.9% 21.8% 13.7%
Tishomingo County 22.2% 39.2% 26.4% 25.9% 17.8% 18.7%
Tunica County 30.8% 68.4% 37.7% 31.8% 16.8% 20.6%
Union County 17.8% 19.6% 25.4% 17.4% 14.4% 16.1%
Walthall County 23.2% 24.0% 34.5% 23.3% 16.4% 25.5%
Warren County 19.4% 27.9% 28.1% 21.5% 12.6% 18.1%
Washington County 33.2% 50.7% 45.5% 37.5% 23.7% 21.1%
Wayne County 23.5% 27.5% 31.5% 25.2% 18.1% 22.0%
Webster County 26.5% 36.4% 38.0% 26.4% 21.4% 20.9%
Wilkinson County 30.6% 58.8% 40.4% 37.6% 22.3% 14.2%
Winston County 21.2% 37.8% 31.7% 21.3% 15.6% 15.6%
Yalobusha County 28.1% 46.1% 37.3% 35.9% 21.2% 16.7%
Yazoo County 31.4% 47.6% 45.6% 29.1% 23.9% 25.6%
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Poverty Rate:
Percent of population by age with income in the past 12 months below the poverty

level
Under 5 5to 17 18to 34 35 to 64 65 years
Total years years years years and over
Biloxi city 12.6% 21.4% 12.6% 12.1% 12.3% 10.0%
Clarksdale city 37.7% 64.8% 55.4% 34.4% 25.7% 22.6%
Cleveland city 33.1% 55.8% 38.9% 37.7% 22.9% 21.3%
Greenville city 33.1% 49.2% 45.1% 37.7% 22.4% 23.3%
Gulfport city 18.2% 32.5% 22.3% 21.6% 12.3% 12.6%
Hattiesburg city 31.8% 44.5% 42.2% 39.8% 21.2% 10.6%
Jackson city 26.9% 43.8% 37.5% 28.2% 18.5% 17.4%
Meridian city 29.2% 53.0% 40.9% 32.7% 19.7% 15.4%
Ocean Springs city 9.0% 5.8% 6.2% 12.6% 7.9% 12.6%
Olive Branch city 5.2% 4.7% 7.8% 5.4% 4.2% 3.7%
Philadelphia city 23.6% 48.0% 22.2% 27.9% 18.1% 18.2%
Southaven city 12.5% 25.1% 18.8% 13.4% 6.5% 6.7%
Starkuville city 37.1% 33.9% 27.4% 55.1% 13.2% 10.6%
Tunica town 28.7% 70.1% 73.4% 29.5% 15.8% 19.1%
Tupelo city 19.7% 41.5% 26.2% 22.2% 12.4% 10.9%
Vicksburg city 24.1% 36.3% 31.9% 24.3% 17.4% 23.4%

Poverty statistics in ACS products adhere to the standards specified by the Office of Management and Budget in
Statistical Policy Directive 14. The Census Bureau uses a set of dollar value thresholds that vary by family size and
composition to determine who is in poverty.

Source: U.S. Census Bureau, 2005-2009 American Community Survey 5-year Estimates.
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Median Household Median Family
Income Income
United States $51,425 $62,363
State of Mississippi $36,796 $45,700
Adams County $28,868 $35,700
Alcorn County $31,826 $44,148
Amite County $27,728 $32,982
Attala County $30,096 $38,273
Benton County $28,667 $36,183
Bolivar County $24,920 $31,921
Calhoun County $27,078 $32,914
Carroll County $28,100 $36,013
Chickasaw County $29,581 $42,314
Choctaw County $30,054 $39,091
Claiborne County $24,104 $29,511
Clarke County $31,029 $39,889
Clay County $30,765 $37,461
Coahoma County $25,489 $29,034
Copiah County $35,342 $43,681
Covington County $30,483 $39,202
DeSoto County $57,995 $63,691
Forrest County $33,143 $42,761
Franklin County $34,236 $39,756
George County $46,849 $52,025
Greene County $38,252 $48,118
Grenada County $31,909 $42,515
Hancock County $44,025 $51,250
Harrison County $44,570 $52,067
Hinds County $38,541 $48,266
Holmes County $21,821 $24,529
Humphreys County $22,259 $30,951
Issaquena County $20,250 $24,550
Itawamba County $37,660 $45,702
Jackson County $47,767 $55,293
Jasper County $29,628 $39,926
Jefferson County $21,964 $33,446
Jefferson Davis County $24,679 $31,517
Jones County $34,269 $39,054
Kemper County $29,833 $42,788
Lafayette County $40,202 $63,622
Lamar County $48,328 $61,119
Lauderdale County $33,354 $43,023

Mississippi Health Benefit Exchange Report

Median Household and Family Income (in 2009-inflation adjusted dollars)
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Lawrence County $34,643 $42,465
Leake County $32,396 $42,609
Lee County $37,894 $50,124
Leflore County $20,490 $23,620
Lincoln County $38,276 $44,726
Lowndes County $37,314 $48,073
Madison County $56,938 $71,123
Marion County $30,699 $39,475
Marshall County $31,831 $41,148
Monroe County $33,116 $40,450
Montgomery County $29,243 $36,758
Neshoba County $33,445 $38,292
Newton County $35,527 $42,744
Noxubee County $22,974 $30,762
Oktibbeha County $26,449 $47,167
Panola County $35,355 $39,726
Pearl River County $38,458 $46,219
Perry County $34,423 $38,464
Pike County $29,981 $39,848
Pontotoc County $38,909 $47,324
Prentiss County $29,250 $38,450
Quitman County $24,491 $26,818
Rankin County $53,240 $64,138
Scott County $32,114 $38,209
Sharkey County $29,495 $39,116
Simpson County $34,187 $42,436
Smith County $36,762 $42,072
Stone County $43,524 $45,273
Sunflower County $24,333 $28,889
Tallahatchie County $23,557 $26,543
Tate County $38,194 $43,891
Tippah County $29,872 $35,940
Tishomingo County $29,740 $37,940
Tunica County $29,420 $29,940
Union County $35,955 $44,167
Walthall County $32,475 $36,913
Warren County $38,917 $51,648
Washington County $27,588 $32,352
Wayne County $30,375 $35,726
Webster County $31,533 $41,929
Wilkinson County $25,478 $28,009
Winston County $30,406 $41,250
Yalobusha County $28,578 $35,080
Yazoo County $27,404 $36,202
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Median Household and Family Income
(in 2009-inflation adjusted dollars)

Median Household Median Family
Income Income
Biloxi city $44,519 $58,022
Clarksdale city $24,387 $26,039
Cleveland city $30,325 $47,527
Greenville city $27,830 $32,775
Gulfport city $39,253 $44,489
Hattiesburg city $28,119 $35,672
Jackson city $33,505 $41,339
Meridian city $29,391 $33,893
Ocean Springs city $59,364 $68,542
Olive Branch city $66,181 $73,373
Philadelphia city $29,835 $34,177
Southaven city $53,230 $58,064
Starkville city $21,427 $50,667
Tunica town $31,875 $62,589
Tupelo city $38,507 $51,620
Vicksburg city $29,799 $39,858

Family income is based on the incomes of the householder and any other people living in the same household who are related by
birth, marriage, or adoption. Family income does not count single person households. Household income is based on the incomes of
the householder and any other people living in the same household, regardless of whether they are related. Because many
households consist of one person, household income is typically less than family income.

Source: U.S. Census Bureau, 2005-2009 American Community Survey 5-year Estimates.
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Percent of Households that Received Food Stamps or SNAP Benefits in the past 12 months

Households that

Percent of
Households that

Total received Food received Food
Households Stamps/SNAP Stamps/SNAP
United States 112,611,029 9,555,026 8.5%
State of Mississippi 1,085,836 160,239 14.8%
Adams County 12,915 1,912 14.8%
Alcorn County 13,637 1,272 9.3%
Amite County 5,178 1,128 21.8%
Attala County 7,526 1,036 13.8%
Benton County 2,898 535 18.5%
Bolivar County 13,666 3,450 25.2%
Calhoun County 6,148 1,017 16.5%
Carroll County 4,019 345 8.6%
Chickasaw County 7,418 1,531 20.6%
Choctaw County 3,712 781 21.0%
Claiborne County 3,634 444 12.2%
Clarke County 7,096 1,375 19.4%
Clay County 7,998 1,391 17.4%
Coahoma County 10,037 2,564 25.5%
Copiah County 10,012 1,616 16.1%
Covington County 7,447 1,202 16.1%
DeSoto County 53,982 3,043 5.6%
Forrest County 29,666 4,113 13.9%
Franklin County 3,065 448 14.6%
George County 7,064 1,127 16.0%
Greene County 4,285 667 15.6%
Grenada County 9,291 1,440 15.5%
Hancock County 15,812 2,590 16.4%
Harrison County 67,681 10,555 15.6%
Hinds County 91,222 12,516 13.7%
Holmes County 7,082 2,262 31.9%
Humphreys County 3,727 1,229 33.0%
Issaquena County 738 241 32.7%
Itawamba County 9,115 990 10.9%
Jackson County 48,332 7,200 14.9%
Jasper County 6,548 1,319 20.1%
Jefferson County 3,162 478 15.1%
Jefferson Davis County 5,094 1,031 20.2%
Jones County 25,462 3,101 12.2%
Kemper County 3,914 857 21.9%
Lafayette County 14,835 784 5.3%
Lamar County 15,171 1,704 11.2%
Lauderdale County 30,988 5,274 17.0%

Page 50 of 565



Mississippi Health Benefit Exchange Report

Lawrence County 4,900 815 16.6%
Leake County 7,335 843 11.5%
Lee County 29,670 3,210 10.8%
Leflore County 12,853 3,322 25.8%
Lincoln County 13,044 1,871 14.3%
Lowndes County 23,460 3,252 13.9%
Madison County 33,582 3,441 10.2%
Marion County 9,045 1,924 21.3%
Marshall County 12,611 2,130 16.9%
Monroe County 15,333 2,057 13.4%
Montgomery County 4,931 795 16.1%
Neshoba County 10,690 1,641 15.4%
Newton County 8,117 926 11.4%
Noxubee County 4,385 1,088 24.8%
Oktibbeha County 17,285 1,711 9.9%
Panola County 12,404 1,590 12.8%
Pearl River County 21,465 4,178 19.5%
Perry County 4,722 1,023 21.7%
Pike County 14,683 2,470 16.8%
Pontotoc County 9,914 904 9.1%
Prentiss County 9,703 1,037 10.7%
Quitman County 3,432 1,089 31.7%
Rankin County 50,855 3,180 6.3%
Scott County 10,046 1,184 11.8%
Sharkey County 2,063 515 25.0%
Simpson County 10,324 1,681 16.3%
Smith County 5,958 822 13.8%
Stone County 5,273 1,010 19.2%
Sunflower County 9,499 2,413 25.4%
Tallahatchie County 5,071 1,089 21.5%
Tate County 9,989 1,601 16.0%
Tippah County 8,247 968 11.7%
Tishomingo County 7,574 621 8.2%
Tunica County 3,823 853 22.3%
Union County 10,096 803 8.0%
Walthall County 5,346 834 15.6%
Warren County 19,272 2,401 12.5%
Washington County 21,191 6,076 28.7%
Wayne County 8,659 1,589 18.4%
Webster County 3,718 605 16.3%
Wilkinson County 3,703 1,069 28.9%
Winston County 7,513 1,093 14.5%
Yalobusha County 5,432 1,243 22.9%
Yazoo County 9,043 2,704 29.9%

Page 51 of 565



Percent of Households that Received Food Stamps or SNAP
Benefits in the past 12 months

Percent of
Households that | Households that
Total received Food received Food
Households Stamps/SNAP Stamps/SNAP

Biloxi city 18,558 2,617 14.1%
Clarksdale city 6,646 1,839 27.7%
Cleveland city 4,410 672 15.2%
Greenville city 13,754 3,870 28.1%
Gulfport city 26,304 4,825 18.3%
Hattiesburg city 19,845 3,122 15.7%
Jackson city 64,725 10,847 16.8%
Meridian city 17,424 3,761 21.6%
Ocean Springs city 6,306 448 7.1%
Olive Branch city 11,100 411 3.7%
Philadelphia city 2,892 513 17.7%
Southaven city 15,982 1,039 6.5%
Starkville city 10,244 1,089 10.6%
Tunica town 716 63 8.8%
Tupelo city 13,762 1,712 12.4%
Vicksburg city 10,670 1,603 15.0%

Source: U.S. Census Bureau, 2005-2009 American Community Survey 5-year Estimates.

Mississippi Health Benefit Exchange Report
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Percent of Population that is Unemployed by Age (for the population 16 years and over)

Total 16 to 19 years 20 to 29 years 30 to 44 years | 45 to 64 years 65 and over
United States 7.2% 22.5% 10.1% 5.8% 5.0% 4.4%
State of Mississippi 9.2% 31.0% 14.7% 6.8% 5.1% 3.8%
Adams County 11.6% 45.8% 19.0% 10.3% 6.3% 5.6%
Alcorn County 8.1% 19.8% 16.2% 7.8% 3.4% 0.0%
Amite County 10.0% 54.2% 12.2% 7.5% 8.2% 0.0%
Attala County 12.2% 43.7% 20.1% 9.8% 6.2% 4.2%
Benton County 12.7% 26.3% 32.4% 12.3% 3.1% 0.0%
Bolivar County 16.8% 40.2% 29.1% 9.8% 8.5% 2.7%
Calhoun County 8.2% 26.9% 18.4% 5.8% 2.6% 0.0%
Carroll County 13.6% 81.6% 22.4% 6.7% 5.2% 0.0%
Chickasaw County 12.3% 31.3% 20.6% 13.0% 4.9% 0.0%
Choctaw County 12.7% 49.6% 20.0% 6.5% 9.3% 0.0%
Claiborne County 10.5% 16.6% 19.6% 8.7% 4.3% 1.2%
Clarke County 11.7% 47.6% 28.1% 9.4% 2.7% 0.0%
Clay County 14.6% 44.1% 20.9% 8.9% 12.0% 0.0%
Coahoma County 15.3% 37.1% 27.3% 14.9% 5.1% 8.3%
Copiah County 8.0% 13.6% 16.3% 6.8% 3.8% 2.2%
Covington County 8.0% 30.7% 13.1% 9.3% 2.2% 2.5%
DeSoto County 6.7% 21.3% 10.9% 4.8% 4.2% 4.4%
Forrest County 8.8% 30.8% 8.6% 8.7% 4.2% 3.3%
Franklin County 9.9% 78.4% 17.9% 8.5% 1.3% 0.0%
George County 10.6% 31.0% 11.3% 12.1% 6.5% 0.0%
Greene County 7.1% 31.8% 6.3% 3.2% 6.9% 16.3%
Grenada County 13.5% 65.5% 14.1% 7.3% 6.6% 19.8%
Hancock County 7.5% 19.0% 7.2% 6.4% 7.2% 8.0%
Harrison County 8.9% 26.6% 11.5% 7.3% 5.8% 6.4%
Hinds County 8.6% 32.0% 12.8% 5.9% 5.2% 5.7%
Holmes County 19.2% 47.1% 31.9% 11.9% 11.8% 5.8%
Humphreys County 18.1% 82.4% 32.8% 10.1% 11.0% 0.0%
Issaquena County 14.1% 25.0% 35.0% 14.7% 6.8% 0.0%
Itawamba County 6.6% 20.6% 8.5% 5.4% 4.3% 2.8%
Jackson County 9.1% 29.4% 15.7% 6.5% 5.3% 2.8%
Jasper County 9.0% 33.5% 13.8% 6.6% 5.4% 0.0%
Jefferson County 11.9% 29.9% 26.2% 10.6% 5.4% 0.0%
Jefferson Davis County 11.2% 29.5% 26.5% 5.9% 5.3% 0.0%
Jones County 5.6% 11.4% 6.9% 6.5% 2.9% 6.7%
Kemper County 10.5% 21.3% 21.5% 11.6% 2.8% 7.3%
Lafayette County 6.9% 22.3% 10.3% 3.9% 3.2% 0.0%
Lamar County 4.6% 10.5% 7.5% 3.9% 2.7% 2.7%
Lauderdale County 9.3% 33.3% 16.8% 5.4% 5.6% 2.1%
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Lawrence County 11.2% 15.3% 20.9% 14.6% 4.6% 1.1%
Leake County 7.0% 36.6% 5.7% 4.4% 6.5% 0.0%
Lee County 7.0% 24.3% 14.0% 4.7% 3.4% 1.6%
Leflore County 18.0% 50.2% 30.4% 11.6% 9.2% 2.0%
Lincoln County 8.4% 40.6% 12.1% 6.3% 4.4% 3.1%
Lowndes County 10.2% 36.6% 16.1% 9.1% 4.6% 4.5%
Madison County 6.4% 27.2% 11.9% 3.9% 3.7% 1.3%
Marion County 8.1% 29.6% 14.1% 4.8% 5.0% 5.6%
Marshall County 11.6% 53.4% 14.2% 10.0% 7.1% 2.4%
Monroe County 8.8% 21.3% 19.0% 5.2% 4.4% 8.1%
Montgomery County 11.3% 53.1% 21.9% 4.5% 6.7% 0.0%
Neshoba County 9.1% 22.6% 15.7% 9.1% 3.3% 9.2%
Newton County 6.7% 25.5% 10.8% 1.9% 4.8% 2.8%
Noxubee County 22.4% 43.3% 44.6% 12.7% 13.3% 0.0%
Oktibbeha County 10.1% 22.2% 14.3% 4.1% 5.7% 1.8%
Panola County 11.7% 34.2% 18.3% 10.9% 5.0% 3.0%
Pearl River County 8.4% 34.3% 13.1% 5.5% 4.1% 2.1%
Perry County 8.8% 46.3% 17.8% 3.5% 3.8% 8.8%
Pike County 9.0% 42.1% 15.0% 5.8% 4.0% 4.0%
Pontotoc County 7.0% 25.5% 13.9% 3.7% 4.3% 2.2%
Prentiss County 7.3% 19.7% 9.4% 4.8% 6.4% 0.5%
Quitman County 14.7% 30.8% 24.3% 15.3% 6.5% 8.4%
Rankin County 4.9% 20.5% 7.6% 3.9% 3.1% 0.6%
Scott County 5.9% 34.1% 7.3% 3.8% 2.8% 5.6%
Sharkey County 20.2% 85.0% 34.6% 13.7% 7.5% 0.0%
Simpson County 9.2% 25.9% 15.2% 9.5% 4.0% 6.9%
Smith County 7.1% 25.7% 6.8% 8.7% 3.4% 8.8%
Stone County 8.5% 23.9% 19.7% 6.2% 2.6% 0.0%
Sunflower County 15.1% 49.4% 24.6% 12.4% 5.2% 0.0%
Tallahatchie County 13.6% 25.4% 20.3% 10.9% 8.8% 23.0%
Tate County 6.5% 27.6% 13.1% 4.3% 1.6% 0.4%
Tippah County 13.0% 37.9% 21.2% 11.4% 6.6% 2.5%
Tishomingo County 9.1% 12.6% 11.9% 13.1% 4.1% 4.9%
Tunica County 13.2% 75.9% 15.3% 8.1% 4.9% 0.0%
Union County 7.6% 23.1% 12.7% 3.8% 6.9% 4.4%
Walthall County 6.3% 5.1% 12.3% 3.8% 5.9% 0.0%
Warren County 7.8% 29.9% 14.0% 3.7% 4.9% 8.1%
Washington County 19.9% 69.6% 35.5% 13.0% 9.9% 4.4%
Wayne County 7.1% 11.9% 12.3% 8.1% 3.1% 0.0%
Webster County 10.1% 22.6% 19.8% 7.9% 6.0% 0.0%
Wilkinson County 17.4% 37.9% 28.0% 14.2% 10.5% 0.0%
Winston County 9.4% 51.8% 8.9% 10.2% 5.2% 0.0%
Yalobusha County 15.8% 62.8% 22.7% 8.4% 13.1% 14.7%
Yazoo County 14.8% 43.8% 24.7% 9.0% 9.0% 6.5%
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Percent of Population that is Unemployed by Age (for the population 16 years and over)
Total 16 to 19 years 20 to 29 years 30 to 44 years | 45 to 64 years 65 and over

Biloxi city 7.3% 23.1% 6.5% 6.2% 6.3% 2.0%
Clarksdale city 14.7% 36.3% 26.0% 12.9% 5.5% 8.8%
Cleveland city 13.2% 26.6% 21.3% 7.4% 5.7% 0.0%
Greenville city 18.4% 78.1% 34.9% 11.1% 6.4% 0.9%
Gulfport city 10.4% 28.9% 13.0% 9.3% 6.1% 7.7%
Hattiesburg city 10.0% 28.7% 9.7% 10.4% 5.2% 4.2%
Jackson city 9.8% 34.5% 14.2% 6.7% 6.3% 7.3%
Meridian city 12.0% 40.4% 20.1% 7.7% 7.3% 2.4%
Ocean Springs city 6.5% 27.2% 10.1% 6.4% 2.9% 0.0%
Olive Branch city 5.4% 12.9% 10.6% 3.6% 3.3% 5.6%
Philadelphia city 9.7% 15.9% 11.9% 11.5% 5.7% 0.0%
Southaven city 7.0% 14.8% 12.9% 4.7% 4.2% 4.3%
Starkville city 10.8% 29.9% 13.2% 5.3% 6.7% 3.1%
Tunica town 1.5% 0.0% 1.4% 0.0% 3.1% 0.0%
Tupelo city 8.0% 29.7% 16.6% 5.4% 3.5% 0.0%
Vicksburg city 9.3% 29.2% 15.6% 3.1% 6.9% 13.5%

The unemployment rate represents the number of unemployed people as a percentage of the civilian labor force.
Source: U.S. Census Bureau, 2005-2009 American Community Survey 5-year Estimates.
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Percent of Housing Units that are Occupied vs. Vacant

Occupied Vacant
United States 88.2% 11.8%
State of Mississippi 86.5% 13.5%
Adams County 83.4% 16.6%
Alcorn County 82.7% 17.3%
Amite County 75.9% 24.1%
Attala County 82.3% 17.7%
Benton County 80.0% 20.0%
Bolivar County 87.9% 12.1%
Calhoun County 85.3% 14.7%
Carroll County 77.5% 22.5%
Chickasaw County 88.5% 11.5%
Choctaw County 83.4% 16.6%
Claiborne County 81.0% 19.0%
Clarke County 83.0% 17.0%
Clay County 87.5% 12.5%
Coahoma County 85.8% 14.2%
Copiah County 86.7% 13.3%
Covington County 87.7% 12.3%
DeSoto County 93.6% 6.4%
Forrest County 89.5% 10.5%
Franklin County 70.4% 29.6%
George County 88.3% 11.7%
Greene County 82.6% 17.4%
Grenada County 88.9% 11.1%
Hancock County 81.4% 18.6%
Harrison County 84.0% 16.0%
Hinds County 86.1% 13.9%
Holmes County 79.5% 20.5%
Humphreys County 88.1% 11.9%
Issaquena County 81.8% 18.2%
Itawamba County 87.9% 12.1%
Jackson County 85.6% 14.4%
Jasper County 81.0% 19.0%
Jefferson County 77.9% 22.1%
Jefferson Davis County 82.4% 17.6%
Jones County 90.9% 9.1%
Kemper County 81.7% 18.3%
Lafayette County 78.6% 21.4%
Lamar County 91.1% 8.9%
Lauderdale County 88.0% 12.0%
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Lawrence County 82.8% 17.2%
Leake County 81.0% 19.0%
Lee County 88.5% 11.5%
Leflore County 85.5% 14.5%
Lincoln County 88.9% 11.1%
Lowndes County 87.8% 12.2%
Madison County 92.8% 7.2%
Marion County 83.3% 16.7%
Marshall County 86.4% 13.6%
Monroe County 90.9% 9.1%
Montgomery County 80.9% 19.1%
Neshoba County 84.3% 15.7%
Newton County 83.3% 16.7%
Noxubee County 79.8% 20.2%
Oktibbeha County 86.8% 13.2%
Panola County 84.5% 15.5%
Pearl River County 87.1% 12.9%
Perry County 88.9% 11.1%
Pike County 83.6% 16.4%
Pontotoc County 86.0% 14.0%
Prentiss County 86.2% 13.8%
Quitman County 86.1% 13.9%
Rankin County 93.2% 6.8%
Scott County 85.8% 14.2%
Sharkey County 81.7% 18.3%
Simpson County 87.8% 12.2%
Smith County 80.6% 19.4%
Stone County 89.7% 10.3%
Sunflower County 88.4% 11.6%
Tallahatchie County 84.2% 15.8%
Tate County 92.4% 7.6%
Tippah County 87.9% 12.1%
Tishomingo County 76.0% 24.0%
Tunica County 85.1% 14.9%
Union County 89.8% 10.2%
Walthall County 78.3% 21.7%
Warren County 89.8% 10.2%
Washington County 84.3% 15.7%
Wayne County 91.4% 8.6%
Webster County 81.6% 18.4%
Wilkinson County 68.3% 31.7%
Winston County 85.1% 14.9%
Yalobusha County 81.5% 18.5%
Yazoo County 87.2% 12.8%
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Percent of Housing Units that are Occupied vs.

Vacant
Occupied Vacant

Biloxi city 81.6% 18.4%
Clarksdale city 84.8% 15.2%
Cleveland city 91.1% 8.9%
Greenville city 85.6% 14.4%
Gulfport city 83.2% 16.8%
Hattiesburg city 88.3% 11.7%
Jackson city 83.6% 16.4%
Meridian city 88.6% 11.4%
Ocean Springs city 90.8% 9.2%
Olive Branch city 94.2% 5.8%
Philadelphia city 86.5% 13.5%
Southaven city 93.6% 6.4%
Starkville city 87.1% 12.9%
Tunica town 93.5% 6.5%
Tupelo city 88.8% 11.2%
Vicksburg city 89.3% 10.7%

Source: U.S. Census Bureau, 2005-2009 American Community Survey 5-year Estimates.
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Percent of Occupied Housing Units that are Owned vs. Rented

Owner occupied Renter occupied
United States 66.9% 33.1%
State of Mississippi 70.5% 29.5%
Adams County 68.0% 32.0%
Alcorn County 73.2% 26.8%
Amite County 81.4% 18.6%
Attala County 74.4% 25.6%
Benton County 77.6% 22.4%
Bolivar County 54.9% 45.1%
Calhoun County 68.3% 31.7%
Carroll County 82.2% 17.8%
Chickasaw County 71.3% 28.7%
Choctaw County 77.5% 22.5%
Claiborne County 72.9% 27.1%
Clarke County 77.2% 22.8%
Clay County 68.8% 31.2%
Coahoma County 56.3% 43.7%
Copiah County 75.8% 24.2%
Covington County 85.1% 14.9%
DeSoto County 78.6% 21.4%
Forrest County 56.6% 43.4%
Franklin County 84.3% 15.7%
George County 85.0% 15.0%
Greene County 88.6% 11.4%
Grenada County 65.6% 34.4%
Hancock County 74.9% 25.1%
Harrison County 65.3% 34.7%
Hinds County 60.9% 39.1%
Holmes County 72.2% 27.8%
Humphreys County 61.3% 38.7%
Issaquena County 64.4% 35.6%
Itawamba County 79.7% 20.3%
Jackson County 72.4% 27.6%
Jasper County 85.0% 15.0%
Jefferson County 72.9% 27.1%
Jefferson Davis County 81.1% 18.9%
Jones County 73.2% 26.8%
Kemper County 77.6% 22.4%
Lafayette County 61.6% 38.4%
Lamar County 75.3% 24.7%
Lauderdale County 64.9% 35.1%
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Lawrence County 84.6% 15.4%
Leake County 78.0% 22.0%
Lee County 69.6% 30.4%
Leflore County 51.1% 48.9%
Lincoln County 76.7% 23.3%
Lowndes County 65.1% 34.9%
Madison County 70.2% 29.8%
Marion County 78.6% 21.4%
Marshall County 77.9% 22.1%
Monroe County 76.8% 23.2%
Montgomery County 75.5% 24.5%
Neshoba County 73.8% 26.2%
Newton County 80.3% 19.7%
Noxubee County 75.3% 24.7%
Oktibbeha County 48.9% 51.1%
Panola County 76.5% 23.5%
Pearl River County 78.0% 22.0%
Perry County 84.9% 15.1%
Pike County 73.0% 27.0%
Pontotoc County 78.9% 21.1%
Prentiss County 79.4% 20.6%
Quitman County 64.6% 35.4%
Rankin County 77.1% 22.9%
Scott County 80.0% 20.0%
Sharkey County 66.8% 33.2%
Simpson County 77.3% 22.7%
Smith County 85.8% 14.2%
Stone County 78.1% 21.9%
Sunflower County 55.6% 44.4%
Tallahatchie County 73.1% 26.9%
Tate County 76.9% 23.1%
Tippah County 75.3% 24.7%
Tishomingo County 79.5% 20.5%
Tunica County 47.2% 52.8%
Union County 76.3% 23.7%
Walthall County 83.9% 16.1%
Warren County 65.6% 34.4%
Washington County 55.8% 44.2%
Wayne County 82.1% 17.9%
Webster County 72.9% 27.1%
Wilkinson County 75.0% 25.0%
Winston County 79.1% 20.9%
Yalobusha County 72.2% 27.8%
Yazoo County 63.6% 36.4%
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Percent of Occupied Housing Units that are Owned vs.

Rented
Owner occupied Renter occupied

Biloxi city 56.8% 43.2%
Clarksdale city 53.5% 46.5%
Cleveland city 48.4% 51.6%
Greenville city 54.7% 45.3%
Gulfport city 61.5% 38.5%
Hattiesburg city 41.3% 58.7%
Jackson city 54.3% 45.7%
Meridian city 52.3% 47.7%
Ocean Springs city 73.8% 26.2%
Olive Branch city 84.9% 15.1%
Philadelphia city 59.0% 41.0%
Southaven city 69.0% 31.0%
Starkville city 36.9% 63.1%
Tunica town 58.4% 41.6%
Tupelo city 62.6% 37.4%
Vicksburg city 52.9% 47.1%

Source: U.S. Census Bureau, 2005-2009 American Community Survey 5-year Estimates.
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Median Value for Occupied Housing Units

Median Home Value Median Gross Rent
United States $185,400 $817
State of Mississippi $91,400 $622
Adams County $72,400 $533
Alcorn County $83,800 $437
Amite County $68,400 $550
Attala County $71,100 $478
Benton County $61,800 $533
Bolivar County $74,200 $574
Calhoun County $61,300 $474
Carroll County $64,400 $558
Chickasaw County $58,700 $467
Choctaw County $70,300 $497
Claiborne County $52,500 $517
Clarke County $60,200 $561
Clay County $72,700 $554
Coahoma County $55,900 $562
Copiah County $72,400 $539
Covington County $76,700 $522
DeSoto County $148,800 $876
Forrest County $97,600 $610
Franklin County $77,300 $347
George County $88,100 $488
Greene County $65,400 $530
Grenada County $81,700 $534
Hancock County $149,900 $729
Harrison County $133,400 $811
Hinds County $102,200 $733
Holmes County $48,000 $460
Humphreys County $64,300 $448
Issaquena County $60,300 $368
Itawamba County $76,100 $529
Jackson County $120,500 $754
Jasper County $63,200 $472
Jefferson County $67,100 $388
Jefferson Davis County $63,900 $465
Jones County $75,400 $578
Kemper County $61,600 $491
Lafayette County $143,400 $697
Lamar County $148,100 $772
Lauderdale County $79,800 $584
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Lawrence County $68,200 $537
Leake County $67,200 $579
Lee County $105,200 $548
Leflore County $60,700 $443
Lincoln County $77,400 $517
Lowndes County $96,300 $570
Madison County $171,400 $777
Marion County $76,300 $525
Marshall County $80,300 $520
Monroe County $76,500 $485
Montgomery County $67,200 $503
Neshoba County $70,800 $548
Newton County $69,400 $488
Noxubee County $50,700 $445
Oktibbeha County $109,600 $599
Panola County $73,300 $595
Pearl River County $116,700 $641
Perry County $70,900 $483
Pike County $83,100 $532
Pontotoc County $81,300 $568
Prentiss County $67,400 $458
Quitman County $44,600 $413
Rankin County $139,000 $808
Scott County $61,400 $548
Sharkey County $68,100 $451
Simpson County $72,900 $572
Smith County $74,500 $551
Stone County $96,000 $614
Sunflower County $62,600 $487
Tallahatchie County $45,500 $453
Tate County $93,400 $630
Tippah County $65,500 $522
Tishomingo County $71,900 $437
Tunica County $74,300 $651
Union County $79,200 $528
Walthall County $78,700 $602
Warren County $96,900 $629
Washington County $70,500 $574
Wayne County $55,300 $455
Webster County $69,700 $461
Wilkinson County $52,900 $452
Winston County $71,700 $609
Yalobusha County $64,200 $453
Yazoo County $70,400 $559
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Median Value for Occupied Housing Units

Median Home Value | Median Gross Rent
Biloxi city $150,100 $775
Clarksdale city $58,300 $552
Cleveland city $102,100 $630
Greenville city $73,600 $588
Gulfport city $118,800 $821
Hattiesburg city $97,800 $608
Jackson city $87,700 $727
Meridian city $78,600 $568
Ocean Springs city $161,400 $987
Olive Branch city $161,500 $952
Philadelphia city $82,400 $586
Southaven city $133,600 $866
Starkville city $124,400 $590
Tunica town $115,500 $549
Tupelo city $118,300 $536
Vicksburg city $87,900 $596

Source: U.S. Census Bureau, 2005-2009 American Community Survey 5-year Estimates.
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Median selected monthly owner costs as a percent of household income (in the past 12 months)

Housing units Housing units
with a without a
Total mortgage mortgage
United States 21.4% 24.8% 12.7%
State of Mississippi 18.7% 22.9% 12.4%
Adams County 18.0% 22.8% 12.9%
Alcorn County 16.7% 20.8% 12.1%
Amite County 17.9% 24.3% 14.7%
Attala County 17.1% 21.8% 13.0%
Benton County 23.2% 29.7% 17.3%
Bolivar County 22.1% 26.1% 16.1%
Calhoun County 17.1% 22.0% 13.1%
Carroll County 18.0% 23.9% 15.6%
Chickasaw County 18.1% 25.2% 9.6%
Choctaw County 19.5% 24.8% 12.3%
Claiborne County 24.9% 30.0% 19.6%
Clarke County 17.0% 21.7% 13.3%
Clay County 18.9% 22.0% 14.4%
Coahoma County 22.0% 26.0% 16.4%
Copiah County 17.3% 20.4% 12.3%
Covington County 18.2% 22.8% 13.0%
DeSoto County 21.1% 23.2% 10.4%
Forrest County 18.7% 23.4% 13.1%
Franklin County 15.8% 20.8% 12.0%
George County 14.2% 20.4% 9.6%
Greene County 16.4% 21.1% 12.4%
Grenada County 18.4% 21.4% 13.6%
Hancock County 19.1% 24.0% 11.9%
Harrison County 19.3% 23.8% 11.2%
Hinds County 20.0% 23.4% 12.1%
Holmes County 26.1% 38.4% 18.9%
Humphreys County 23.8% 28.4% 18.0%
Issaquena County 24.7% 35.4% 20.5%
Itawamba County 16.5% 21.2% 11.3%
Jackson County 18.1% 22.0% 10.8%
Jasper County 17.5% 23.9% 13.7%
Jefferson County 20.9% 28.8% 15.1%
Jefferson Davis County 20.2% 29.4% 13.7%
Jones County 17.2% 22.1% 12.1%
Kemper County 17.3% 20.4% 12.6%
Lafayette County 17.8% 21.5% 10.8%
Lamar County 17.6% 21.2% 10.5%
Lauderdale County 18.7% 22.6% 12.3%

Page 65 of 565



Mississippi Health Benefit Exchange Report

Lawrence County 17.5% 21.3% 12.1%
Leake County 18.2% 24.0% 12.6%
Lee County 18.2% 21.7% 11.6%
Leflore County 20.1% 24.6% 14.4%
Lincoln County 16.5% 21.2% 11.6%
Lowndes County 19.3% 22.6% 11.1%
Madison County 19.6% 21.6% 11.3%
Marion County 18.0% 22.8% 13.5%
Marshall County 19.9% 23.3% 15.1%
Monroe County 17.8% 22.3% 11.4%
Montgomery County 19.8% 26.0% 15.5%
Neshoba County 17.1% 22.1% 12.0%
Newton County 16.8% 21.4% 12.4%
Noxubee County 22.4% 26.3% 17.1%
Oktibbeha County 18.1% 22.0% 10.6%
Panola County 19.4% 22.7% 14.9%
Pearl River County 18.5% 24.8% 11.8%
Perry County 18.2% 24.4% 11.3%
Pike County 18.7% 24.0% 13.0%
Pontotoc County 17.2% 23.1% 10.1%
Prentiss County 17.5% 24.3% 12.4%
Quitman County 19.0% 26.5% 13.3%
Rankin County 18.4% 21.2% 9.4%
Scott County 18.7% 22.7% 14.5%
Sharkey County 18.2% 26.1% 14.1%
Simpson County 18.0% 23.9% 13.2%
Smith County 16.4% 21.1% 13.3%
Stone County 17.1% 20.8% 10.2%
Sunflower County 20.7% 28.4% 14.7%
Tallahatchie County 19.0% 28.9% 14.4%
Tate County 20.8% 23.8% 13.6%
Tippah County 17.2% 24.8% 11.7%
Tishomingo County 15.1% 23.2% 10.5%
Tunica County 20.0% 24.4% 11.7%
Union County 18.5% 23.0% 11.5%
Walthall County 19.3% 26.5% 14.4%
Warren County 18.1% 20.2% 12.2%
Washington County 20.4% 24.9% 14.3%
Wayne County 18.0% 24.1% 13.3%
Webster County 17.8% 20.6% 13.2%
Wilkinson County 23.6% 35.7% 13.7%
Winston County 19.2% 23.2% 14.4%
Yalobusha County 19.0% 25.8% 13.4%
Yazoo County 20.5% 26.9% 15.3%
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Median selected monthly owner costs as a
percent of household income (in the past 12 months)

Housing units Housing units

with a without a

Total mortgage mortgage
Biloxi city 17.3% 22.7% 9.7%
Clarksdale city 22.3% 25.9% 16.4%
Cleveland city 18.9% 21.1% 14.7%
Greenville city 21.1% 25.2% 14.5%
Gulfport city 20.8% 24.0% 12.7%
Hattiesburg city 19.2% 24.5% 13.3%
Jackson city 20.9% 24.1% 13.3%
Meridian city 20.2% 24.2% 13.1%
Ocean Springs city 19.6% 21.9% 11.4%
Olive Branch city 20.7% 22.7% 9.2%
Philadelphia city 18.5% 20.7% 14.0%
Southaven city 20.9% 23.2% 9.7%
Starkville city 17.8% 19.8% 8.7%
Tunica town 13.1% 16.6% 8.8%
Tupelo city 19.2% 21.9% 10.9%
Vicksburg city 19.9% 22.1% 15.5%

Selected monthly owner costs include the sum of payments for mortgages, deeds of trust, or similar debts on the property (including
payments for the first mortgage, second or junior mortgages, and home equity loans); real estate taxes; fire, hazard, and flood
insurance on the property; utilities (electricity, gas, water, and sewer); and fuels (oil, coal, kerosene, wood, etc.). It also includes,
where appropriate, monthly condominium fees.

Excessive owner costs are those that exceed 30% of household income.

Source: U.S. Census Bureau, 2005-2009 American Community Survey 5-year Estimates.
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DATA REPORT II: Demographic, Cost, & Growth Projections for the
Uninsured & General Mississippi Population

Executive Summary

The purpose of this report is to provide the Mississippi Insurance Department (MID) with
projections and estimates for the state regarding certain demographic, cost, and growth
projections for the uninsured and general population of Mississippi. Some of these analyses are
time-series projections that estimate changing characteristics and compositions while other
analyses are intended to provide a snap-shot to MID of the current environment in which
implementation is likely to take place. This data is designed to enable MID to continue planning
and designing an exchange that best serves the changing environment of the state.
County-level data encompasses each of Mississippi’s 82 counties.

Uninsured Population Information

Table 1: Uninsured Population by Industry

This table (see following page) contains the current count of the uninsured by industry in the
state of Mississippi with a corresponding percentage of the total population. The top industries
that employ the uninsured are entertainment (12%), construction (10%), manufacturing (9%),
and services (5%). The total uninsured count in the state is 532,993. The table goes on to list the
total population composition of the state by industry.
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The biggest industries in the state are entertainment (6%), education (5%), construction (4%),
and professional services (3%). The total count for industry is 2,951,996 bringing the percentage
of unemployed accounted for in industry to 18.1%. There is a rather large “Other” category that
merits further investigation.

Uninsured MS Total
Industr Count Percentage Count Percentage

ADM 4,377 1% | 78,446 3%
AGR 12,338 2% 30,451 1%
CON 55,734 10% | 131,507 4%
EDU 13,582 3% | 141,656 5%
ENT 62,000 12% | 171,297 6%
EXT 1,897 0% | 14,148 0%
FIN 9,990 2% | 75,428 3%
INF 2,837 1% | 19,338 1%
MED 22,402 4% | 172,154 6%
MFG 46,122 9% | 201,488 7%
MIL 640 0% | 16,706 1%
OTH 153,173 29% | 1,333,939 45%
PRF 26,576 5% | 101,112 3%
RET 51,586 10% | 200,318 7%
SCA 9,551 2% | 34,296 1%
SRV 26,205 5% | 79,102 3%
TRN 14,432 3% 71,321 2%
UNE 11,313 2% | 25,448 1%
UTL 1,553 0% | 14,924 1%
WHL 6,685 1% | 38,917 1%
Grand

Total 532,993 2,951,996
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Table 2: Uninsured Population by Age & Gender

This table and accompanying chart indicate an age and gender distribution for the uninsured
and total Mississippi population. For the uninsured, the largest level is found in the 18-44
category at 62%, representing 327,791 people. In this category, 54% are male and 46% are
female. The uninsured are not as prevalent in lower or higher age groups. The uninsured can be
compared to the total state population showing that the 18-44 category makes up 37% of the
state’s population. These numbers infer that the 18-44 age-bracket represent a sizable
opportunity for Mississippi.

Uninsured MS Total
% of
Female Male Female Male Total Total
00-17 39,655 37,827 77,482 15% 370,306 394,161 764,467 26%
18-44 140,186 187,605 327,791 62% 546,439 536,894 1,083,333 37%
45 -64 62,930 64,433 127,363 24% 377,486 351,326 728,812 25%
65 & UP 342 15 357 0% 222,576 152,808 375,384 13%
Grand Total 243,113 289,880 532,993 1,516,807 1,435,189 2,951,996
100% -
90% -
80%
70% -
60% - W65 & UP
50% - ma5-64
mi18-44
40% -
mo0-17
30% -
20% -
10% -
0% -
Uninsured MS Total
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Table 3: Uninsured Population by FPL Distribution

This table and accompanying chart shows a distribution of uninsured and total population by
the Federal Poverty Level. The apriori expectation of these metrics would be a decreasing rate
of incidence in being uninsured as the percentage of FPL level grows. This is interestingly not
the case. While the 0-49% level contains 22% of the uninsured population (119,593 lives), the
next highest amount of the uninsured is found in the 133%-199% FPL level. The remaining data
for Mississippi are fairly evenly distributed, accounting for the 24% of the population that is
over 400% FPL.

Uninsured MS Total
% of FPL Count Percentage Count Percentage

0- 49 119,593 22% 377,575 13%
50- 99 91,481 17% 343,409 12%
100-132 49,010 9% 219,790 7%
133-199 99,384 19% 427,198 14%
200-300 87,919 16% 511,794 17%
300-400 41,593 8% 368,617 12%
400 PLUS 44,013 8% 703,613 24%
Grand Total 532,993 2,951,996
100% -
90% -
80% -
70% - 400 PLUS
60% - = 300-400
= 200-300
50% -
m133-199
40% - m100-132
H 50-99
30% -
m 0-49
20% -
10% -
0% -
Uninsured MS Total
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Table 4: Uninsured Population by Ethnicity

This table and accompanying chart show the distribution of ethnic groups with respect to the
uninsured and total populations of Mississippi. Mississippi has a fairly even split in both
populations with Caucasians making up 49% and African Americans making up 44% of the
uninsured market. These make up 59% and 38% of the state’s total population respectively.
Additionally, Hispanics constitute 5% of the uninsured population while making up 2% of the
total in the state.

Uninsured MS Total

Ethnicity Count Percentage Count Percentage
African American 233,970 44% 1,112,525 38%
Asian 5,070 1% | 24,080 1%
Caucasian 260,265 49% 1,733,427 59%
Hispanic 28,064 5% | 65,619 2%
Other 5,624 1% | 16,345 1%
Grand Total 532,993 2,951,996

1008
90% -
B80% -
T0% -
m Other
B60% - . .
M Hispanic
50% - .
M Caucasian
40% - .
M Asian
30% - . .
B African American
20% -
10% -
0%
Uninsured MS Total
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Table 5: Uninsured Population by Medicaid Eligibility

This table and accompanying chart indicate the number of Mississippians who are and are not
eligible for Medicaid in both the uninsured and total population. The data shows that 23% of
the uninsured population currently is eligible for Medicaid but remains uninsured, while 77% of
the uninsured population is not currently eligible. These numbers are representative of the
total Medicaid numbers in the state.

Uninsured MS Total
Medicaid Eligibilit Count Percentage Count Percentage

Currently Eligible for Medicaid 120,875 23% | 650,077 22%
Not Currently Medicaid Eligible | 412,118 77% | 2,301,919 78%
Grand Total 532,993 2,951,996
100% -
90% -
80% -
70% -
60% - B Not Currently Medicaid
50% - Eligible
40% - B Currently Eligible for
Medicaid
30%
20% -
10% -
0% -
Uninsured MS Total
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Table 6: Uninsured Population by Education

This table and accompanying chart indicate the distribution of the level of educational
attainment by both the uninsured and total population in Mississippi. This is a very illuminating
metric as it shows that 91% of the uninsured market has a high school diploma or less.
Additionally, only 8% of the uninsured have a B.A. or some college and 1% of the uninsured
have a graduate degree. In comparison, 82% of the population of Mississippi has a high school
diploma or less.

| Uninsured | MS Total

Education Count Percentage Count Percentage
B.A. or Some College 43,452 8% | 403,515 14%
Graduate Degree or
Education 6,703 1% | 135,511 5%
High School or Less 482,838 91% | 2,412,970 82%
Grand Total 532,993 2,951,996
100% -
90% -
80% -
70% 1 M Graduate Degree or
60% - Education
50% - H B.A. or Some College
40% -

30% -  High School or Less

20% -
10% -

0% -
Uninsured MS Total
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Table 7: Uninsured Population by Marital Status

This table and accompanying chart indicate the marital status of the uninsured and total
Mississippi populations. These numbers show that 72% of the uninsured population is
unmarried while only 58% of the total Mississippi population is unmarried. Conversely, 28% of
the uninsured market is married.

| Uninsured | MS Total
Marital Status Count Percentage Count Percentage

Married 148,348 28% 1,245,447 42%
Unmarried 384,645 72% | 1,706,549 58%
Grand Total 532,993 2,951,996

100% -

90% -
80% -
70% -
60% -
50% - H Unmarried
40% - B Married
30% -
20% -
10% -

0% -

Uninsured MS Total
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Table 8: Uninsured Population by Household Work Status

This table (see next page) indicates the work status of households in both the uninsured and
broader Mississippi populations. Some of the most interesting elements of this table are as
follows:
e Female led households with no husband present, with the woman employed in in the
labor force make up 16% of the uninsured market
e Households with both a wife and husband in the labor force who are both employed
make up 14% of the uninsured market
e Households with the husband in the labor force and the wife not in the labor force with
the husband unemployed make up 13% of the uninsured market
e Female led households with no husband present, and the female not in the labor force
make up 11% of the uninsured market

What makes these results interesting is that 3 of the 4 selected data points show that
someone in the family is in the labor force and employed have a higher incidence of being
uninsured. Overall, 27% of Mississippi’s population is made up of households where both
the husband and wife are in the labor force and employed. There is an implication here that
either the employer insurance offer rate is an opportunity for the state or there is a higher
degree of part time workers in the state.

Page 76 of 565



)
St
(=]
="
Q

=4
(%)
=1}
=
1]

=
Q
]
=

)

=
(%)
=
Q

/m

=

=
3]
Q
=

ississipp

M

966'TS6C €66°CES |ejol puelts

%L1 T£9'S0S %CC ¥SESTT JPY10

%8 98€vET %t 918TC 9210} JOge| Ul 94IM JOU pueqgsny JayuaN

%Z 666°St %C 199°0T 9210} Joge| Ul 10U ‘Qudsald 3jIm OU Y3Im Jap|oyasnoy 3jel

%G 609VET %/ 9¢5°/€ paAojdwsa ‘92404 Joqe| Ul ‘quasaJld 94M OU Y3m Jaployasnoy e

%0 90¢‘6 %I 186°€S paAojdwaun pue 92404 Joge| U] ‘Audsald 3jIm ou Y3Im Japjoyasnoy d(ejN
%0 TI€9 %0 €9G°C paAojdwaun a41m ‘9210) JOQE| Ul 94IM ‘©2404 JOCE| Ul 30U pueqsnH

%Y 88/°9¢T %€ 102'ST paAojdwa aIm ‘92404 JOgE| U] 1M ‘D104 JOge| U] 30U pueqgsnH

%T SOv9T %T 8/6V 92404 Joqge| ul 30U 3Mm ‘paAojdwaun pueqgsny ‘92404 JOge| Ul pueqsnH
%CT TL6'TYE %ET 199°/9 pahAojdwa pueqsny ‘9240 JOge| Ul 10U S)IM PUE 320} JOGEe| Ul puegsnH

%0 1€/°8 %0 LYTC paiojdwaun ajim ‘patojdwaun puegsny ‘92404 Joge| Ul Y10g 9jIm pue puegshH
%1 06.°9€ %C 6966 paAojdwa ajm ‘paAojdwaun pueqgsny ‘92404 J0oge| Ul Y1oq a4m pue pueqsny
%I 0s6‘ov %C €/0°8 paiojdwaun ayim ‘pakojdwa pueqgsny ‘92404 Joge| Ul Yi0g )M pue puegshH
%LT %998, %Y1 9v9L pakojdwa y3oq ‘92404 J0ge| Ul Y1Oq d4IM pue puegsny

%8 STEVET %IT 16T°9S 9210} Joge| ul 10U ‘u3dsatd puegsny ou YUm Jap|oyasnoy ajewa

%ET A YAS %9T 97998 paAojdwa ‘22404 Joge| ul ‘quasald pueqsny ou Yiim Japjoyasnoy ajewa
%C Y961 %€ 79/2°ST paAojdwaun pue 92404 J0ge| Ul ‘quasasd pueqsny ou YHm Jap|oyasnoy sjewad

98ejuadiad

juno)
|erol SN

98ejuadiad uno)

paJnsujun

sn3eis Y40/ PloYasnoH

snjej}s Y40 pjoyasnoH Aq uonejndod painsuiun :g ajqel

Page 77 of 565




Mississippi Health Benefit Exchange Report

Table 9: Uninsured Population by Family Income

This table indicates the distribution of family income for both the uninsured and aggregate
populations. While this can be somewhat contrasted to the distribution of households in
percentage to FPL, these income numbers present a more holistic snapshot of the
Mississippi landscape as it details a more precise income picture. Of particular note, 17% of
the uninsured make less than $15,000, 15% make between $15,000 and $24,999, and 11%
make between $25,000 and $34,999. Respectively, the corresponding proportions of the
total Mississippi population are 12%, 10%, and 9% respectively. There is an almost
symmetric distribution of income in the middle income brackets (535,000 to $99,999).
When paired with the FPL data in the spreadsheet, this can paint a clarifying picture on the
financial condition of the uninsured market and can enable the state to make more prudent
decisions in engaging the uninsured population.

Uninsured MS Total
Family Income Count Percentage Count Percentage

Up to 15,000 92,460 17% 345,049 12%
15,000 to 24,999 78,903 15% 300,423 10%
25,000 to 34,999 56,965 11% 268,959 9%
35,000 to 49,999 69,640 13% 372,288 13%
50,000 to 74,999 69,479 13% 480,426 16%
75,000 to 99,999 29,171 5% 311,765 11%
100,000 to 149,999 13,774 3% 243,535 8%
150,000 or more 6,646 1% 123,061 4%
Unknown 115,955 22% 506,490 17%
Grand Total 532,993 2,951,996
100%
90% — ———— —
Unknown
80% ——
. ™ 150,000 or more
70% -
= 100,000 to 149,999
60% -
= 75,000 to 99,999
50% -
= 50,000 to 74,999
40% -
H 35,000 to 49,999
30% -
25,000 to 34,999
20% -
H 15,000 to 24,999
10% -
H Up to 15,000
0% -
Uninsured MS Total
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Tables 10a-f: House Income Distribution by County

These six tables (see following pages) are designed to show how income is distributed by
county. These tables provide a population count by county for annual income in S5k
increments (except for the lowest and highest income brackets.) Tables 10a-10c indicate
annual household income between 0 and $50K; Tables 10d-10f indicate household income
from S50K to in excess of S500K annually. If made to show relative and comparative
population with the uninsured and percentage to FPL metrics in tandem, this analysis could
enable the state to conduct a targeted study that will help decision makers to better
understand how to most efficiently and effectively direct outreach efforts.
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Table 10a: House Income Distribution by County (0-$50K)
Household Income (Number of Households)

$10K- $15K- $20K- $25K- $30K- $35K- S40K- S45K-

$15K $20K  $25K  $30K $35K  $40K  $45K  $50K
Adams 2394 1,208 1,075 988 930 833 821 546 558
Alcorn 2332 1,266 1203 1,046 953 976 904 893 738
Amite 698 390 387 338 322 302 306 251 170
Attala 1,272 715 775 728 609 535 492 405 327
Benton 499 259 254 238 206 181 177 138 156
Bolivar 2,745 1296 | 1,135 993 921 834 608 558 641
Calhoun 971 575 571 457 373 356 341 331 280
carroll 534 261 248 257 21 199 177 153 122
Chickasaw = 1,218 719 677 620 548 485 527 482 385
Choctaw 447 255 279 250 158 193 211 199 145
Claiborne 816 356 297 256 237 181 245 185 154
Clarke 1,235 584 | 529 503 514 410 | 433 402 320
Clay 1,412 640 598 569 537 520 | 395 413 359
Coahoma = 1,992 917 | 810 707 602 528 489 405 321
Copiah 1,730 938 | 977 874 772 743 701 648 541
Covington | 1,254 661 655 612 583 564 | 528 448 346
DeSoto | 2,848 1,794 2,153 2377 2,468 | 2,885 3,103 | 3,306 3,387
Forrest | 4,439 2,440 | 2,493 2227 1810 | 1749 1616 & 1418 1,358
Franklin 578 270 249 257 236 172 172 171 150
George 1,002 493 474 446 519 475 479 562 483
Greene 534 284 323 270 239 206 218 265 208
Grenada | 1,398 736 650 625 673 609 576 479 415
Hancock | 1,441 815 884 789 683 814 827 830 875
Harrison | 6,392 3,708 4170 = 4,080 4674 | 4425 = 4390 | 4306 4,035
Hinds 11,576 6065 6033 5892 578 | 5556 | 5174 | 4745 4,660
Holmes 1,757 792 643 466 411 374 361 295 244
Humphreys | 809 437 334 274 260 223 165 131 128
Issaquena 100 44 39 43 33 27 21 19 13
ltawamba = 1,098 543 562 608 542 532 554 503 487
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Table 10b: House Income Distribution by County (0-50K)
Household Income (Number of Households)

o S2oksask Gil U
Jackson 4010 2,129 2,239 2351 | 2,604 2,759 2,831 2,652 | 2,431
Jasper 1,209 607 590 569 566 | 478 418 361 351
Jefferson 660 299 262 259 155 133 128 148 9%
Jefo::iss"n 900 474 472 427 366 295 245 217 215
Jones 3,046 1,825 1,952 1,791 | 2,036 1,875 1574 1424 1,327
Kemper 739 355 323 294 281 246 190 235 195
Lafayette | 2,317 = 1,141 | 1,119 1,156 998 | 862 743 709 639
Lamar 2,106 1212 1,324 1,436 | 1505 1,427 = 1361 @ 1738 | 1,204
lauderdale = 4,971 2,426 2,420 2,109 | 1,821 1,861 = 1,98 1,479 | 1,455
Lawrence 919 500 505 466 348 365 314 290 260
Leake 1,441 675 633 631 672 545 495 498 509
Lee 3363 1,889 1,951 1,909 | 2,076 2,139 = 1,947 1,894 1,632
Leflore 2,881 1,356 1,173 1,009 894 798 674 541 394
Lincoln 1,608 88 956 916 833 778 723 663 545
Lowndes | 3,320 1,680 1,546 1344 | 1259 1413 1,464 1,121 | 1,179
Madison 2,455 1243 1,265 1,264 | 1,490 1547 = 1,496 1600 | 1,556
Marion 1,416 741 793 814 573 544 516 449 433
Marshall 2257 1,133 1,081 978 1,076 = 987 775 854 781
Monroe 2,437 1,18 1,075 1,025 | 1,072 1,166 = 1,056 876 859
Montgomery | 720 397 401 333 280 217 272 294 241
Neshoba | 1,810 914 903 835 742 741 717 634 568
Newton 1244 726 701 600 605 585 534 462 414
Noxubee 990 468 367 303 292 270 261 235 164
Oktibbeha | 3,196 1,581 = 1,481 1329 | 1,132 841 804 750 696
Panola 2241 1,104 1,039 880 962 790 693 651 700
Pear River | 2,713 = 1,574 1,707 1,651 | 1,480 1527 = 1,349 1265 @ 1,181
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Table 10c: House Income Distribution by County (0-$50K)
Household Income (Number of Households)

o0k SIOK SISK-  S20k-  $a5K-  S$30K-  $35K-  SAOK-  $4sk-

$15K  $20K  $25K  $30K  $35K  S$40K  $45K  $50K

Perry 602 323 332 295 314 283 279 273 192
Pike 2,711 1495 | 1506 1,301 = 1,174 | 1,027 954 780 680
Pontotoc | 1,277 607 602 675 766 639 676 522 542
Prentiss | 1,806 855 993 959 843 798 739 743 568
Quitman 619 302 271 229 193 150 149 138 124
Rankin 3380 2134 | 2388 2501 3,070 2,688 3013 2958 2,890
Scott 1,461 794 793 740 823 667 607 540 469
Sharkey 333 172 177 147 129 105 82 84 73
Simpson | 1,554 880 854 661 666 672 675 598 515
Smith 854 468 457 426 462 408 394 363 307
Stone 797 481 573 558 435 404 345 329 387
Sunflower = 1,477 757 789 694 557 486 428 383 351
Tallahatchie | 937 443 390 306 344 341 288 219 214
Tate 1,118 643 612 591 695 637 575 574 519
Tippah 1,450 818 700 735 697 633 606 563 584
Tishomingo = 1,103 696 654 566 571 577 581 458 411
Tunica 745 379 372 321 241 250 212 203 186
Union 1,272 692 701 775 738 683 644 502 484
Walthall 984 511 524 444 374 330 306 267 247
Warren | 2,030 1254 | 1294 = 1203 = 1156 | 1,040 1,017 | 1,017 936
Washington | 3,821 = 1,849 = 1,629 1443 1314 1182 1030 1,027 831
Wayne 1,085 529 520 500 405 403 416 468 274
Webster 565 332 351 298 245 230 285 230 219
Wilkinson | 938 411 341 294 228 210 174 154 154
Winston | 1,081 539 521 492 546 401 428 409 353
Yalobusha = 983 532 562 552 545 470 392 317 319
Yazoo 1,543 792 770 659 501 495 457 426 417
Total 113,227 59,780 | 59,735 56,407 55865 52,535 49,985 46,228 42,838
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Table 10d: House Income Distribution by County ($50K-$500K+)
Household Income (Number of Households)

$50K- $60K- $75K- $100K- $125K- $150K- $200K- $250K- $500K
$60K $75K $100K $125K $150 $200K $250K $500K (V]
Adams 793 872 770 445 155 103 101 141 42
Alcorn 1,227 1,372 1,142 551 246 92 71 90 27
Amite 333 377 271 163 51 38 20 16 7
Attala 648 605 552 214 156 68 48 42 17
Benton 201 192 144 76 43 7 8 3 -
Bolivar 836 887 852 444 166 126 82 80 20
Calhoun 494 461 341 149 68 55 27 15 4
Carroll 266 232 295 116 46 54 38 31 12
Chickasaw 602 601 454 214 70 40 23 35 10
Choctaw 280 263 177 86 52 41 23 14
Claiborne 227 217 216 135 81 51 15 16
Clarke 524 537 542 228 73 61 27 29
Clay 550 742 619 . 291 193 94 61 44 14
Coahoma 558 720 536 . 333 190 92 68 65 25
Copiah 838 985 983 592 215 157 52 26 14
Covington 520 676 529 . 267 103 59 60 80 29
DeSoto 6,186 7,836 9,873 . 6,046 2,212 1,376 744 497 191
Forrest 2,019 2,049 1,901 843 413 262 71 84 25
Franklin 206 318 200 95 29 23 17 11 7
George 850 1,074 1,047 521 191 149 73 20 8
Greene 332 327 386 143 73 43 19 11 7
Grenada 622 721 646 289 135 65 48 32 8
Hancock 1,373 1,568 1,285 937 281 236 131 138 57
Harrison 6,673 8,107 7,929 4,534 1,741 1,398 608 572 265
Hinds 7,242 8,517 8,532 4,537 2,042 1,420 981 1,015 481
Holmes 455 396 379 173 87 82 57 31 18
Humphreys 157 209 181 71 18 17 20 8 4
Issaquena 18 33 26 17 3 4 7 1 -
Itawamba 809 718 658 375 128 93 58 27 9
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Table 10e: House Income Distribution by County ($50K-$500K+)
Household Income (Number of Households)

S60K- $75K- $100K-  $125K- $150K- $200K- $250K- $500K

$75K  $100K  $125K  $150  $200K  $250K  $500K uP
Jackson 4377 | 5124 5445 3,031 | 1,504 853 462 247 105
Jasper 582 608 462 200 96 61 32 32 13
Jefferson 198 184 128 81 38 12 14 2 2
Jegae\rliss"” 358 334 276 158 49 46 30 19 12
Jones 1,970 | 2,243 2,007 1,074 446 305 200 162 70
Kemper 298 250 195 91 62 29 12 12 4
Lafayette 982 1,392 1,699 846 472 375 134 177 82
Lamar 2,103 | 2,687 2,911 1,651 930 773 375 466 212
lauderdale = 2,447 | 2,659 = 2571 | 1,257 580 330 217 176 71
Lawrence 493 580 594 347 75 66 27 19 8
Leake 760 730 638 351 181 119 33 38 16
Lee 2,814 | 3251 3,009 1,530 605 467 258 201 133
Leflore 803 765 751 403 207 141 62 91 24
Lincoln 960 1,093 1,011 497 327 303 63 32 14
Lowndes 1,970 = 1,883 2,069 1,165 526 324 206 166 51
Madison 2,702 | 3506 @ 4,954 2,951 2,083 2,344 937 813 403
Marion 712 702 711 328 131 123 55 39 11
Marshall 1,238 | 1529 1,204 524 237 171 119 78 29
Monroe 1,356 | 1,545 = 1,244 494 202 112 74 45 11
Montgomery = 389 274 335 124 76 87 21 19 6
Neshoba 976 1,106 810 395 208 122 85 64 26
Newton 705 890 769 320 106 93 36 39 16
Noxubee 295 265 202 113 74 28 25 30 8
Oktibbeha = 1,260 = 1,049 1,354 883 552 321 119 117 37
Panola 1,245 | 1,303 1,012 477 280 181 83 80 33
PearlRiver = 1,951 | 2,420 2,061 991 514 301 193 123 46
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Table 10f: House Income Distribution by County ($50K-$500K+)
Household Income (Number of Households)

$75K- $100K- $125K- $150K- $200K- $250K-
$100K $125K $150 $200K $250K $500K

Perry 373 384 336 136 67 52 12 11 7
Pike 1,212 1,189 1,025 564 263 171 135 115 62
Pontotoc 923 1,105 852 416 149 112 67 59 17
Prentiss 881 850 686 324 121 45 25 43 10
Quitman 199 207 126 88 24 18 13 9 4
Rankin 5,266 6,838 7,605 4,449 2,310 1,450 670 500 177
Scott 844 840 800 323 100 82 76 73 36
Sharkey 127 149 154 64 34 17 14 9 5
Simpson 858 919 868 441 144 113 62 47 21
Smith 622 629 444 185 88 57 37 32 10
Stone 575 745 678 348 129 140 67 30 14
Sunflower 477 569 488 203 90 73 46 46
Tallahatchie 305 384 242 149 49 35 16 16
Tate 879 1,097 1,141 541 251 135 74 44 14
Tippah 719 809 567 218 97 46 28 25
Tishomingo 550 591 485 226 104 85 45 38
Tunica 175 324 300 149 67 20 23 19 12
Union 1,068 1,042 735 270 87 47 49 72 14
Walthall 423 425 450 173 51 60 45 27 10
Warren 1,456 1,761 1,763 1,165 593 341 164 129 39
Washington 1,394 1,425 1,253 632 290 240 144 131 48
Wayne 534 492 408 225 142 100 45 38 20
Webster 332 306 251 130 39 23 14 20 5
Wilkinson 298 244 215 105 42 14 30 33 17
Winston 594 621 529 286 114 69 41 33 14
Yalobusha 546 546 429 176 100 49 22 35 7
Yazoo 595 609 656 489 107 85 54 43 19
Total 87,210 | 100,086 @ 99,007 53,484 24,543 17,529 9,053 7,810 3,245
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Table 11: Uninsured Population Trend (1987-2009)

This table and corresponding chart indicate the trended uninsured and, while the data is
simple, it has strong implications when examined in the context of state and national policy
decisions. The uninsured population for the state stayed fairly steady, ranging from 17% to
20%, from 1987 to 1998. In 1999 the uninsured rate began to plummet, ultimately
bottoming out at 13% in 2000. After this, it crept back up to the 15% area and remained
somewhat flat until seeing another spike in 2007. Interestingly, today’s unemployment
trend is lower than that of the 1990s. Policy makers should investigate the circumstances
related to the drop in 2000 and overlay this to federal requirements related to PPACA for
the benefit of understanding what is driving insurance purchasing decisions of the
uninsured. While economic drivers could have been an explanatory variable to the falling
uninsured numbers in this time period, it demonstrates that the uninsured are aware of
their options but lack the financial resources to take advantage of them.

Percent Uninsured

25%
1987 17%
1988 19% | 20%
1989 17% ro"“‘j \0—0
1990 20% | 15%
1991 19%
1992 19% | 10%
1993 18%
1994 18% | %
1995 20% -
1996 19% 3R 88N 88338833885838
1997 20% 2232222222223 RIRIRIKRKIKRRRK
1998 20%
1999 15%
2000 13%
2001 16%
2002 16%
2003 18%
2004 17%
2005 17%
2006 21%
2007 19%
2008 18%
2009 18%
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Health Care Cost Data

Table 12: Commercial Cost Characteristics (2008)

This table is designed to capture commercial costs associated with different types of
treatment. This information is taken over 2007 and 2008 and examines Medical and Rx Per
Capita Costs, Inpatient Hospital, Outpatient Hospital, Outpatient Radiology, Outpatient
Laboratory, Emergency Department, Rx, and the general Relative Risk Score. The data is
derived from claims data and information from commercial carriers. While limited in scope,
the data is intended to be directional in assisting MID to more fully understand the drivers
and drainers of commercial cost in the state.

2007 2008 % Change

Medical and Rx Per Capita Costs

Allowed Amount PMPY Med $3,102 $3,331 7.4%

Allowed Amount PMPY Rx $810 $892 10.1%

Allowed Amount PMPY Med + Rx $3,913 $4,223 7.9%

Net Pay PMPY Med $2,495 $2,691 7.8%

Net Pay PMPY Rx $559 $635 13.6%

Net Pay PMPY Med + Rx $3,054 $3,326 8.9%
Inpatient Hospital

Admits Acute / 1000 76.39 71.62 -6.2%

Average Length of Stay 3.88 4.01 3.4%

Allowed Amount / Admit Acute $13,346 $14,229 6.6%
Outpatient Hospital

Allowed Amount PMPY OP Med $2,051 $2,177 6.1%

Svcs OP Med / 1000 19,147 20,139 5.2%

Allowed Amount / Svc OP Med $107 $108 0.9%
Outpatient Radiology

Allowed Amount PMPY OP Rad $293 $292 -0.3%

Svcs OP Rad / 1000 1,674 1,685 0.6%

Allowed Amount / Svc OP Rad $175 $173 -0.9%
Outpatient Laboratory

Allowed Amount PMPY OP Lab $168 $176 4.8%

Svcs OP Lab / 1000 4,930 5,132 4.1%

Allowed Amount / Svc OP Lab $34 $34 0.7%
Emergency Department

Allowed Amount PMPY ER $109 $128 17.2%

Er Visits/ 1000 237 226 -4.5%

Allowed Amount / ER Visit $461 $566 22.7%
Rx

Days Supply PMPY 343 359 4.6%

Scripts PMPY 12.0 12.5 3.6%

Allowed Amount / Day Supply $2.36 $2.49 5.2%

Generic Dispensing Rate 58% 61% 5.3%
Relative Risk Score 114.63 122.52 6.9%
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Table 13: Commercial Population Chronic Conditions Profile (2008)

This table (see next page) indicates patient and cost statistics related to different medical
episodes such as Coronary Artery Disease, Osteoarthritis, Hypertension, Diabetes, Breast
Cancer, Spinal/Back Disorder, Colon Cancer, Asthma, Depression, Lung Cancer, Skin Cancer,
COPD, Overweigh/Obesity, Cervical Cancer, HIV Infection, Congestive Heart Failure, and
Cirrhosis of the Liver. The profiling of these chronic conditions is done with respect to
Allowed Amount Med and Rx, Patients Episodes, Episodes, Admits Episodes, Allowed
Amount/Episode, Episodes/1000, and Admits Episodes/1000. While this data may not be as
beneficial in formal exchange planning and implementation, it should assist MID in better
understanding chronic condition trends in the state and their associated costs. Additionally,
there are care and utilization management tools that could be built into the exchange
through carriers to assist those with chronic conditions in managing cost. The state can use
this data to better inform such tools whether they are employed inside of or outside of the
exchange.
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Mississippi Health Benefit Exchange Report

Mississippi County Projections

Tables 14a-e: Projected Population by County

Tables 14a-e project the total population count of the state for each year between 2010 and
2020 by county. The state’s population is projected to grow 3.7% over the next decade.
However, there will be a significant amount of population shifting within the state. This
changing population composition is something that MID will want to pay close attention to.
Population centers that will experience the greatest degree growth are DeSoto County
(32%), Lamar County (19%) Madison County (19%), Rankin County (17%) Stone County
(16%), and Pearl River County (15%). This data should be used to assist MID in
understanding the geographic reordering of the state over the next 10 years and
reallocating resources accordingly. Also, due to the rural nature of some areas of the state,
a shrewd understanding of changing population characteristics will enable MID to identify
the right set of resources that are most advantageous to a select population group.
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Mississippi Health Benefit Exchange Report

Tables 15a-e: Projected Medicaid Covered Lives by County (2010-2020)

These tables show the projected number of lives that will be covered for each year between
2010 and 2020 by county. As the exchange bears a Medicaid eligibility requirement, MID
will have a special interest in this data as it indicates the areas that will have a higher degree
of Medicaid growth, in both base and PPACA driven growth. A second associated table
breaks down the raw population data and shows the estimation as a percentage of
population. In 2014, it is estimated that 24% of Mississippi’s population will be eligible for
Medicaid (though the data does not directly account for the dual-eligible Medicare
population). This number also represents the population that will be eligible in 2020,
showing that after 2014 there is not projected to be an additional surge of Medicaid
enrollees beyond the new base.
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Mississippi Health Benefit Exchange Report

Tables 16a-e: Projected Uninsured Lives by County (2010 — 2020)

Tables 16a-e show the projected number of uninsured lives for each year between 2010 and
2020 by county. When compared and contrasted to the thorough demographic information
on the uninsured, this data can be very helpful in a directional analysis of what counties
have a higher concentration of uninsured. There is expected to be a portion of the
population that remains “strategically uninsured”, meaning that they will make a conscious
decision to not purchase insurance. MID should use this information to focus on the core

uninsured that may not be aware of their options regarding the premium subsidy or
Medicaid eligibility.
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Table 17: Projected Payor Composition (2010 — 2020)

This table and accompanying chart (next page) indicate how Mississippi’s population
obtains health care coverage between 2010 and 2020. The payor types are Medicaid —
Capitated, Medicaid — Non Capitated, Medicare — Capitated, Medicare — Dual, Medicare —
Non Capitated, Private — Direct, Private — Employer Sponsored, and Private — Exchange. This
information will provide MID with an accurate snapshot of the driving elements for payor
sources within the state. More specifically, Medicaid and Private - Exchange information
should help to inform decisions related to the AHBE, while information on the Private —
Employer Sponsored Market should help in informing SHOP exchange related decision

making.

Payer
Medicaid - Capitated
Medicaid - Non-Capitated
Medicare - Capitated
Medicare - Dual
Medicare - Non-Capitated
Private - Direct
Private - Employer Sponsored
Private - Exchange

Uninsured
Total

2010
615,884
35,899
140,480
310,095
168,838
1,121,725

567,017
2,959,939

2015

741,428
40,103
147,674
342,026
148,989
1,201,445
115,821

264,893
3,002,379

2020

747,327
44,707
154,900
376,163
134,178
1,163,396
228,636

220,356
3,069,664
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m2010 m2015 w2020
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Chart 1: Mississippi Historic Unemployment Rate (Trended)

This chart shows a graphical representation of Mississippi’s unemployment over time. The
state has followed that national trend line and has recently seen a drawing down of its
unemployment. However, other exogenous events such as the Gulf oil spill in 2010 and the
weather damage related to storms and flooding in the state will likely continue to delineate
Mississippi’s unemployment patters from the aggregate.
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Chart 2: 10 Year Change in Uninsured & Medicaid by Number of Lives (2010-2020)

This chart is intended to show a graphical representation of the shift in lives between the
uninsured and Medicaid over the next 10 years. As expected, the shift is almost symmetric
as a healthy majority of the currently uninsured will naturally go into the Medicaid market.
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Chart 3: 10 Year Change in Uninsured & Medicaid by Percentage of Population (2010-2020)

This chart is shows a similar graphic representation as that of Chart 2 in the shifting
proportion of uninsured and Medicaid insured over the next 10 years. However, instead of
portraying number of lives, this chart shows the results as a percentage of population.
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PHASE | MARKET RESEARCH REPORT

Section 1: Report Introduction

A key feature of the Patient Protection Affordable Care Act (PPACA) is the mandate to establish
a health insurance exchange for each state (or multi-state region) by 2014. States that do not
comply with the mandate will be required to participate in a federally-designated exchange.
Because of the unique challenges and needs associated with each state, many have begun the
initial phase of designing their own exchange. This report offers key insights that are critical to
designing and implementing a successful exchange in the State of Mississippi.

One goal of an exchange is to increase the overall accessibility of health insurance for small
businesses and individuals. The primary components of past successful exchanges include (1)
high levels of participation, (2) transparency, (3) user simplicity, and (4) a choice of health plan
options offered by various carriers. Together, these components promote competition, quality
of health care, and better cost management. Exchanges can also serve as a tool for distributing
health subsidies to qualified individuals.

An exchange is not a panacea for all health care challenges. In the short-run, health insurance
premiums will not be significantly impacted by an exchange. However, a health insurance
exchange is an important step toward making health care coverage options more accessible to
small businesses and individuals.

Mississippi has many distinct health and economic needs. As of 2010, 18 percent of Mississippi
residents were uninsured. Additionally, the PPACA will increase Medicaid eligibility in the state
from just under 24 percent to approximately 34-38 percent of residents. Moreover, 55 percent
of the state’s residents live in rural areas.’ Mississippi ranks last [nationally] in the percentage
of public high school students who graduate.3 The state ranks last in the percentage of people
who use the Internet inside or outside the home.* Furthermore, Mississippi ranks first in adult
obesity, first in the number of adults who report no physical activity in the past month, first in
heart disease deaths, first in teen birth rates, first in traffic fatalities, and second in infant
mortality. > These challenges reinforce the need for an exchange built by Mississippians, for
Mississippians.

2 United States Department of Agriculture. United States Department of Agriculture. http://www.ers.usda.gov/statefacts/ms.htm
(accessed March 7, 2011).

% National Cener for Education Statistics, US. Trends in High School Dropout and Comlpletion Rates in the United States.
December 2010. http://nces.ed.gov/pubs2011/2011012.pdf (accessed March 7, 2011).

*National Telecommunications and Inforamtion Administration, US Department of Commerce. Current Population Survey,
Internet Use 2010. http://www.ntia.doc.gov/data/CPS2010Tables/Tables_3.xlsx (accessed March 7, 2011).

SUnited States Department of Health and Human Services — Centers for Disease Control and Prevention (CDC). National Center
for Health Statistics, Mississiippi Vital Records — Mississippi State Department of Health (MSDS), Behavioral Risk Factor
Surveillance Systems — CDC, MSDH STD/HIV Office, National Center for Health Statistics, Henry J. Kaiser Family Foundation
— State Health Facts. (accessed April 12, 2011).
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The State of Mississippi has chosen to preempt federal involvement by implementing an
exchange that best serves the unique needs of its residents. It is imperative that the exchange
be carried out with high efficiency in order to maximize its impact, while preserving taxpayer
dollars. To that end, the Mississippi Insurance Department (MID) has hired Leavitt Partners and
Cicero Group6 to assist in designing an effective exchange for the state.

This report includes results from more than sixty in-depth interviews’ with Mississippi
legislators, business associations, economic development leaders, consumer advocates, health
care providers, insurance carriers, broker representatives, small businesses, and policy analysts.
Also included is an extensive review of secondary research that relates to exchanges nationally.
This report provides a foundation for future qualitative and quantitative research that will be
necessary to create the optimal exchange for the State of Mississippi.

6 Company profiles of Leavitt Partners and Cicero Group are located in the “Methodology” section of this report.
" Notes from interviews and small business and broker mini focus groups are an overview of the discussion, not a transcription.
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Section 2: Executive Summary

1. Health Insurance and Exchange Confusion: Among all respondents (including health
experts), there was confusion about health insurance and the health insurance exchange.
Respondents suggest that part of the confusion about health insurance and exchanges
stems from the ambiguity of the Patient Protection and Affordable Care Act (PPACA). For
example, very few respondents knew whether insurance would be guarantee issuance
within the small business exchange.

2. Exchange Design: As an outgrowth of the confusion surrounding health insurance and
exchanges, respondents unanimously stressed the importance of simplicity in the exchange.
The following represent the most reiterated recommendations from respondents for
making the exchange simple:

e Marketing and Education:

o Mississippi will serve an extremely diverse audience. The needs of
Mississippians differ by region, ethnicity, and socioeconomic status. Those
implementing the exchange must apply tailored marketing and presentation to
appeal to these diverse groups. Outreach must include a variety of channels,
including business associations, chambers of commerce, economic development
organizations, community health groups, providers (e.g. physicians and nurses),
churches, social and community organizations, and traditional media.

o Outreach initiatives should rely heavily on graphics rather than text in the
marketing and educational material.

o Ensure that the individuals providing education about the exchange, whether in-
person or by phone, can present complex concepts of adverse selection, risk
pooling, insurance, and the exchange in a simple and easy to understand
manner.

e Enroliment:

o Allow those wishing to enroll in the exchange to do so by web, phone, mail, or
in-person.

o Offer enrollment opportunities immediately after small businesses and
individuals receive education about the exchange.

o Design an online interface that is simple enough for individuals with limited
education and Internet knowledge to navigate.

e Product Offerings:
o Additionally, consider offering a basic plan with the option of add-ons (e.g.
maternity, vision, dental, mental, pharmacy, first-dollar emergency room, etc).
o Create a solution like the Medicare supplement model, where individuals can
compare similar plans across carriers. Carriers then compete on price, service,
or network.
e Insurance Market Structure:
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o Asimple defined contribution plan will allow employers to shift the burden of
selecting the “right” plan for all workers, to the individual employees
themselves. Such a solution must be simple enough for any employee to select a
plan they understand and that fits their needs.

o Carriers and brokers were concerned that a defined contribution model would
create significant administrative challenges. It was believed that the model
would increase the number of support calls they [carriers and brokers] receive
and be particularly burdensome during enrollment periods.

e Administration:

o Ensure that the exchange integrates simply with the day-to-day operations of
businesses (e.g. easy to add full-time and part-time employees, pay bills, and
review health plan statuses of employees).

o Provide a simple online and offline process where individuals can easily access
and review their current policy, and evaluate various options within a framework
that constrains excessive plan switching or cancellation.

o Create a separate administrative process for serving the 133-200 percent federal
poverty level population. This group will churn in-and-out of Medicaid eligibility,
which if not kept separate will increase the administrative burden for the
exchange.

3. Rural, Technological, and Educational Challenges: Respondents identified Mississippi’s
rural population, low rates of education attainment, and relative lack of computer literacy
as some of the largest challenges for the exchange. Other respondents shared the desire
for properly setting expectations that the exchange will not immediately lower insurance
costs, broadening stakeholder involvement, and developing a more manageable governing
and regulatory body.

4. A State-Sponsored Tool for Economic Development: The consensus among respondents
was that the exchange should not be viewed as an extension of “ObamacCare,” but rather a
resource built by Mississippians, for Mississippians. Small business and economic
development leaders explained that the exchange should be viewed as a resource for
attracting and retaining employees, rather than a tool for reducing insurance costs. For
example, the exchange should include case studies showing why offering insurance can
improve profits for small businesses (e.g. benefits of healthy workers, increased employee
retention rates, attracting productive employees). Some worried that participation in the
exchange could suffer if it is linked too closely with entitlement programs.

Regulation, Rules, and Adverse Selection: Brokers and small business respondents expect
the exchange to be regulated by the Mississippi Insurance Department, with the Governing
Board of Directors consisting of businesses, consumer advocates, health providers (e.g.
nurses and physicians), and insurance representatives. Respondents (excluding legislators)
believed an exchange housed within a state agency would be too slow and bureaucratic.
However, legislators expressed a strong desire that the exchange be subject to legislative
oversight. While only explicitly identified by state leaders, carriers, brokers, and policy
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analysts, adverse risk is the greatest threat to Mississippi’s exchange. High participation
rates will reduce the likelihood of adverse selection. The exchange must also limit
behaviors that negatively impact risk pools including only purchasing insurance when
individuals are ill or hurt. Regulation must be balanced by the flexibility small businesses
need to grow.

5. Funding: Most respondents could not identify an effective solution for funding the
exchange. Brokers and various state leaders suggested funding the health exchange
through a mechanism similar to that of the Mississippi Comprehensive Health Insurance
Risk Pool Association. Specifically, these respondents recommended that carriers be
charged an exchange assessment fee.

6. Navigators: Consumer advocates, policy analysts, small businesses, brokers, and some state
leaders communicated that navigators must have the ability to educate and enroll
participants in the exchange. Furthermore, these same respondents believe
commission/compensation should be a flat monthly rate, per-person-enrolled, regardless of
the plan or carrier. Furthermore, these individuals must be registered and licensed by the
state. Consumer advocates, community health leaders, and economic development leaders
all expressed interest in serving as navigators.

7. Brokers: All respondents voiced the critical role that brokers will play in the exchange. Yet,
most (excluding brokers) spoke of the increasingly consultative role brokers will need to
assume. Respondents acknowledged that broker involvement must be driven by an
economic incentive. Yet, such compensation should be given on a flat monthly fee, per-
person-enrolled basis, to avoid bias toward one option over another. Furthermore,
compensation should be consistent across all plans and carriers. Most respondents believe
brokers can as assume the role of a navigator if they are licensed through an exchange
certification process. When asked about the benefits of the exchange, brokers spoke of the
opportunity to cross sell and offer products to individuals who were previously unqualified
for insurance.

8. Increasing Participation: There is confusion among respondents about whether the
exchange will immediately lead to lower insurance costs. Carriers, state leaders, and policy
analysis stressed the importance of explaining that the allure of the exchange should not be
cost savings. Rates inside the exchange will be the same as those in the outside market;
therefore, the state should disassociate the exchange from the belief that it will result in
decreased premium costs. Small business owners, who understood that the exchange
would not lead to lower premiums, spoke of the exchange’s ability to help them attract and
retain employees. While there was no uniform consensus, respondents suggested
promoting the following aspects of the exchange:

e A defined contribution model, which would help employers realize predictable
health care costs.
e Increased health plan empowerment and choice for employees.
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e Simple plan administration that integrates into the daily operations of businesses
(e.g. intuitive, automated bill pay, and payment facilitator).

e The ability for part-time employees to aggregate benefits from multiple employers.

e Portability of insurance for employees.

e A mechanism for distributing subsidies, making health care affordable for employees
who qualify.

9. Exchange Rollout Tests: Policy analysts, community health providers, and various state
leaders suggested the exchange be rolled out to a small group first, perhaps a government
agency or small city. Depending on the outcome of the pilot test, the exchange will have
the ability to make changes before presented to the public. Some of these respondents
further recommended that the state consider enrolling its local state employees in the
exchange to reach critical mass more quickly.

10. Outreach: All respondents spoke about the challenge of educating the public and small
business community about the exchange. Yet, these same respondents spoke about
Mississippi’s strong, existing networks for outreach and education. Outreach channels
include brokers, chambers of commerce, planning and development districts, economic
development groups, industry and business associations, state health departments,
community health centers (FQHCs), health care providers (e.g. nurse practitioners and
physicians), churches, schools, and community/advocacy groups. Respondents
recommended that the exchange leverage these existing networks to facilitate an in-person
outreach and enrollment campaign.

11. Marketing: Community health leaders, brokers, state leaders, small businesses, and policy
analysts think the marketing campaign should combine in-person and organizational
outreach with traditional media (e.g. television, magazines, mailers, newspapers, and
online). Additionally, many respondents suggested that the name “exchange” is difficult to
understand, and may conjure perceptions not representative of the role of the health
exchange. When asked for alternative names for the exchange, suggestions included
Magnolia Health (already taken and therefore used in this report simply as an illustration),
Small Business Health Marketplace, or The Mississippi Health Outlet.
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Section 3: Detailed Overview from Phase I Qualitative Research

Exchange Challenges

Federally-established exchange versus State-established exchange:

Mississippians unanimously agreed that Mississippi must control its own future with regard to
the exchange. As stated by the majority of respondents, “[the exchange] must be built by
Mississippians, for Mississippians.”

What are the primary challenges to creating a successful exchange in the State of Mississippi?
When asked about the primary challenges to creating a successful exchange, respondents
focused on the need for education both about the exchange and about insurance, as well as the
challenges of accessing the exchange by computer in rural areas and among the state’s diverse
socioeconomic groups. The list below is an amalgamation of the primary challenges and
solutions, as presented by respondents:

e Simplicity is the solution:

o For most problems, the consensus among respondents was that simplicity is the
solution. Respondents listed various aspects including marketing material, outreach,
education, enrollment, plan design, navigation (whether by Internet, phone, or in-
person), and administration, all of which must be extremely simple for all groups
involved (e.g. consumers, businesses, brokers, carriers, and exchange administrators).

e The exchange is complicated and education outreach will “Even highly educated
be critical: people do not understand
o Navigators, brokers, legislators, industry groups, insurance.” - Health
chambers of commerce, economic development Policy Expert

organizations, health care providers (e.g. physicians
and nurses), employers, and employees will all need education not only to participate in
the exchange, but also to assist other participates in the exchange.

o Outreach must be frequent and broad. Respondents identified several channels for
education and outreach including business associations, churches, community health
organizations, traditional media, and town hall style meetings in various cities
throughout Mississippi.

e Insurance is complicated and educational outreach will be necessary:

o Health insurance is complicated for everyone, including insurance experts. A defined
contribution model requires exchange participants (e.g. employees) to understand their
plan options. If employees cannot understand their options, they will turn to their
employers for assistance, increasing the administrative burden on the employer and
resulting in lower participation rates in the exchange.
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e The exchange must meet the needs of diverse socioeconomic and geographic groups within

Mississippi:

o The needs and challenges of the Delta region are different from those of the Gulf Coast,
which are different from those of Central Mississippi, which are different from those of
Northern Mississippi. For example, while online and telephone access to the exchange
may be sufficient points of access for Central Mississippi, the Delta region will primarily
require a face-to-face approach. Similarly, where business associations may be an
effective outreach for one group, churches will be most effective for other groups.
Needs and challenges also differ by ethnicity and socioeconomic status. Those
designing the exchange must tailor the exchange to the needs of Mississippi’s entire
population.

e Access to the exchange:

o Closely related to the challenges of serving a diverse population, is the problem with
accessing the exchange. Respondents explained that a single point of access to the
exchange (i.e. web portal) is not a viable option in Mississippi. Many rural, low-income,
uneducated, or technologically limited Mississippians need in-person support and
enrollment. Almost all stakeholders agree that a successful exchange implementation
will require significant in-person communication. Fortunately, Mississippi has an
existing infrastructure on which to rely to facilitate enrollment and access to the
exchange.

o Policy analysts, consumer advocates, and small businesses suggested the state equip
navigators with electronic devices that have wireless Internet to allow for electronic
enrollment, coupled with in-person assistance. Enrollment teams could also travel
throughout rural Mississippi signing-up the uninsured.

e Administrative burden:

o All respondents acknowledged that health insurance creates a significant administrative
burden on small businesses. Running a small business is demanding and many
employers do not have the time to explain insurance to their employees. The exchange
must be simple enough that it integrates into the day-to-day operations of the small
business. Small businesses explained that if they have to spend a significant portion of
their time responding to health inquiries, they would likely not participate in the
exchange.

o Carriers and brokers also view the exchange as a possible administrative burden. Both
groups are concerned that a define contribution model, where employees choose their
health plan, would increase the number of support calls they receive. The enrollment
phase would be most intense during open enrollment periods. Additionally, brokers
believe they would have to make more frequent in-person visits to support the
socioeconomic, educationally, and technologically diverse clientele served by the
exchange.

e Government intrusion and fear of the Patient Protection and Affordable Care Act (PPACA),
a.k.a. “ObamacCare”:
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o Individuals participating in the research shared a general distrust of the federal
government and some distrust of state government. It was recommended that the
state sell the small group exchange as created “by Mississippi small businesses, for
Mississippi small businesses.” Furthermore, focusing on offering a resource to
businesses to attract and retain employees may brand the exchange as an economic
development tool, rather than a government program. As a related point, many believe
the exchange should avoid being associated with Medicaid or any entitlement program.

e Increasing small group participation, quickly:

o Premium rates for identical plan should be the same inside and outside the exchange.
Those selling the exchange must avoid suggesting that the exchange will directly lower
health care costs. Small businesses participating in the exchange may benefit from the
costs predictability of a defined contribution model, the ability to offer benefits to part-
time employees, and a digitally simple administrative process. However, these are
somewhat complex reasons to join. The value proposition for small businesses to join
the exchange must be presented in a clear and economically stimulating manner. Some
suggested offering case studies that illustrate the economics of the exchange.

e Economic development vs. entitlement:

o Small businesses, business associations, and economic development leaders believe the
exchange will be most successful if branded as an economic development tool.
Generally, the majority of negative comments about the exchange came from those
who believed the exchange to be synonymous with “ObamacCare,” Medicaid,
government programs, and federal intrusion. Respondents believe the exchange should
be a resource to attract and retain employees while realizing more predictable and
controllable health costs.

e Perception of the exchange, lowering health costs:

o Carriers, brokers, various state leaders, and policy analysts emphasized that while there
may be long-run decreases in insurance costs, businesses and individuals should not
perceive the exchange as a panacea for reducing health costs. These individuals
explained that during the exchange’s public outreach campaign — exchange educators,
navigators, and brokers must avoid any indication that the exchange will directly reduce
costs. Outreach efforts must focus on other positive aspects of the exchange (e.g.
defined contribution and predictable costs, increased plan competition, subsidies for
those who qualify, and better long-term control of expenses).

e Regulation and adverse risk:

o State legislators, consumer advocates, carriers, and brokers were all concerned with
who will ultimately regulate and oversee the exchange. Most groups did not believe the
state should create an agency to support the exchange. Instead, respondents suggested
that the exchange should be regulated by an existing agency, the Mississippi Insurance
Department, with a governing board consisting of representatives from the insurance
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industry (e.g. primarily actuaries), small businesses, providers (e.g. physicians or nurses),
and consumer advocates.

o Several groups, including brokers, nurses, consumer advocates, and community health
organizations expressed interest in serving as navigators. All groups believed navigators
could assist groups and individuals in navigating the exchange and that navigators
should be compensated for their efforts. However, all groups acknowledged the
importance of some type of registration or certification process necessary to limit fraud
and abuse.

o While only explicitly identified by state leaders, carriers, and brokers — adverse risk is
the greatest threat to a successful exchange. Brokers explained that groups often
requested the ability to pool risk, believing they would experience lower premiums for
everyone. However, once risk is pooled, groups are trapped in a “death spiral” where
healthier individuals slowly leave the pool to find cheaper premiums until the pool
eventually collapses. Therefore, pooling risk was not advised. However, many small
businesses spoke of pooling risk as one of the benefits of the exchange. The risk-pooling
disconnect between carriers and small businesses must be addressed. Carriers also
believe the exchange should impose rules with which prevent individuals from
purchasing insurance only when sick or hurt. Otherwise, carriers will have little
incentive for participating in the exchange.

e Stakeholder involvement:

o Many groups expressed interest in being more involved “It should be a small
in the exchange deba.lt.e. They offered various services governing board with
to researchers to facilitate further research. Consumer | hroad representation.
advocacy groups, nursing associations, industry groups, Insurance people, small

and small businesses have not felt included in the businesses, brokers... the
process. All respondents supported solutions to make people who are using this
health care more manageable for small businesses and every day.” - Small

groups, as long as they are administratively simple and Business Owner
easy to implement.
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Creating the Exchange

How should the health exchange be regulated?
Various state leaders and brokers explained that the exchange “You've got to convince me
should likely follow the state’s high-risk pool model. In the case | that this is worth my time.
of the Mississippi exchange, the majority of those interviewed | /'m doing plenty of things
suggested that the Mississippi Insurance Department be given that help other people that
regulatory oversight. Moreover, consumer advocates, don’t make me money. |
insurance providers, small businesses, and brokers suggested don’t need something

that the Governing Board of Directors for the exchange should | ¢/5¢~ - Small Business
appoint members from small businesses, consumers groups, Owner

nurses, insurance carriers, brokers, and business organizations.
These same respondents suggested the board should be limited to eight members. The
allocation of board membership should be of but representing different stakeholders, including
varied ethnic and socioeconomic groups.

Legislators expressed concern regarding the oversight and control of the exchange.
Interestingly, individual and group participants emphasized the importance of constructing the
right exchange (simple and accessible), while legislators generally focused on oversight of the
exchange.

Who should manage the exchange? (State agency or not-for-profit entity)

Brokers, some state leaders, and insurance industry representatives think Mississippi
should/could/ will use the current staff of the state high-risk pool to manage the exchange. The
Mississippi high-risk pool is one of the few solvent state risk pools in the country. Almost all
respondents, excluding most legislators, believe a state agency would not be nimble enough to
properly administer the exchange.

However, using the staff and funding mechanisms of the high-risk pool could potentially
associate the exchange with that program, instead of reasserting itself as a separate entity.

This could decrease small group participation if they perceive it “Groups are always
as an individual entitlement program. coming to me wanting to
pool risk. But every time
Should small group risk be pooled? we try it we end up with the
Actuarial analysis must be performed to answer fully the death spiral where healthy
question of pooling risk. However, brokers, insurance carriers, people leave to get cheaper
and policy analysts suggest that pooling the risk of small insurance outside the
groups will lead to adverse selection, resulting in higher group. Eventually the
insurance rates in the exchange. whole thing collapses.” -
Broker

Small businesses and consumer advocacy groups believe the
risk should be pooled to increase the likelihood of groups qualifying for insurance, perceiving
that premiums would decrease as a result.
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How will the exchange be funded?

Few groups were able to offer solutions for funding the exchange. Brokers and some state
leaders believe the exchange should be funded by using current revenues flowing to the state
high-risk pool or by a similar assessment mechanism.

How many carriers should be available?

Respondents believe the exchange should include as many
carriers as possible. However, all carrier-participants should be
required to have sufficiently large networks. Brokers and small
businesses believe network accessibility is the primary reason
BlueCross BlueShield holds the dominant market share in
Mississippi. Policy analysts and various state leaders
hypothesized that carriers who have not previously had a sufficiently large presence in
Mississippi will participate in the exchange in order to gain market share in the state. These
same stakeholders forecast that BlueCross BlueShield will participate in order to protect its
market position.

“If you don’t have
competition, you end up
with all kinds of
chicanery.” - Broker

How many products should be available in the exchange?
This question might have stimulated the greatest amount of thought from those interviewed.
While some believed that providing the maximum number of

options would ensure better customization (e.g. “No pair of “Don’t offer more than
sandals fit two people the same”) the majority of those three or four plans per
interviewed felt that simplicity was fundamentally the most carrier. Otherwise, it’s too
critical feature required to ensure the success of the exchange. | confusing.” - Small
Therefore, it was most frequently recommended that a Business Owner

standardized set of plans be established (three to four) for
which every carrier could compete. Subsequently, in order to make the options more
customized, participants could then choose add-on services like maternity, dental, psychiatric,
etc. One example, provided frequently by those interviewed, was to consider the Medicare
supplement program where plans are the same and carriers compete on price, service, and
network.

Poor understanding of insurance plans will lead to an excessive use of 1-800 numbers and in-
person communication for program and plan clarification. If this occurs, many employees will
turn to employers for clarification. If employers receive too many employee questions, they
will not participate in the exchange.

What types of products should be available?

Almost all participants are excited by the idea of a defined contribution model. Respondents
explained that a defined contribution would help employers budget for costs. Carriers and
brokers were least enthusiastic about the defined contribution model. Generally, these carriers
and brokers believe the model would result in a significant administrative burden. Regardless
of the model chosen, the exchange must offer products that are simple and do not add
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administrative burdens for employers. When asked to give specific plan options, small
businesses and brokers suggested the following:

e Option1:

o Have a basic, high-deductible health plan that is the same for all carriers. Then offer
add-ons like a lower degree of deductible, maternity, prescriptions, first dollar
emergency room, dental, visions, psychiatric, etc.

= “Make it like build-a-bear.”

e Option 2: Each plan standardized
o Level 1 - High deductible, low premium coupled with a health saving account
= Deductable:
e 52,500 per individual
e 55,000 per family
o Level 2 —Medium deductible, medium premium coupled with a health savings account
and moderate co-payment
= Deductable:
e $1,000 per individual
e $2,500 per family
=  Co-pay:
e $25-550
o Level 3 - Low deductable, high premium and low co-payment
= Deductable:
e 5250 per individual
e S$500 per family
=  Co-pay:
e S510-515

What forms of contact should be available in the exchange?

The question of “contact within the exchange” elicited strong responses about Mississippi’s low
education and computer literacy rates. Mississippi has a diverse population with various needs.
Rural Mississippians may not have access to computers. Therefore, an online exchange may
only serve a particular geographic and even socioeconomic group. Respondents suggested the
Mississippi exchange offer email, online chat, toll-free telephone, and in-person communication
access. Furthermore, given the rural nature of the state, policy analysts recommended that the
exchange engage in an outreach method using various mobile eligibility vehicles that educate
and enroll qualified individuals in health plans.

What is the role of a navigator?

The PPACA has given little clarification regarding the role of navigators. However, small
businesses, brokers, community health representatives, consumer advocates, and policy
analysts believe navigators in Mississippi must educate and enroll individuals. Small businesses
and brokers think that education alone is not enough. They believe potential exchange
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participants will request help enrolling in the exchange immediately after education. If
navigators are unable to enroll, the state will likely waste resources.

Who should be considered for the role of a navigator?

All respondents were concerned with the likelihood of fraud among navigators if the
certification requirements are too low. Brokers, community health representatives, and
consumer advocates suggested a rigorous registration and certification process. Furthermore,
community health representatives, consumer advocates, planning and development district
representatives, and others expressed interest in acting as navigators.

How should brokers/enrollers be compensated for their role in the small business exchange?
Various groups, including brokers, community health representatives, health providers (e.g.

nurses), and consumer advocates, expressed interest in being “You should never have a
able to enroll individuals in the exchange. These groups believe financial incentive for
they should be compensated for enrolling individuals in the steering a customer into a
exchange. plan. Ifthere’s an

incentive for one plan over
Brokers specifically suggested those who enroll individuals in another, there is larceny in
the exchange should be paid monthly per-individual-enrolled, the heart.” - Broker

based on the average rate in the market. When asked to specify
a fair compensation for enrollment, brokers suggested $20 to $25 per individual enrolled. They
also suggested that larger groups might garner a smaller per person fee (around $15 per
person).

Almost all respondents believe compensation should be consistent for all carriers and plans. If
compensation is not consistent for all plans and carriers, respondents believe carriers and
brokers will have an incentive to be biased toward higher premium plans.

What should be the name of the exchange?

Respondents had a difficult time defining a health exchange without aid from researchers. The
name “exchange” was particularly confusing to many respondents. Some believed the name
connoted exchanging plans, or bartering services/products for health care, or something
related to the stock exchange. When asked to suggest alternatives, respondents proposed the
following names:

e Magnolia Plan (already branded by a company, but used here as an illustration since it was a
suggestion that resonated with several individuals during a group discussion)

e Magnolia Marketplace

e Mississippi Small Group Health Marketplace

e Health Outlet

What groups could cause administrative issues for the exchange?
Respondents generally identified Mississippians located in rural areas, low income, poorly
educated, and technologically challenged as the most challenging to serve. For example, it will
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be difficult to manage the administration and in-person representation needed to enroll rural
Mississippians annually in the exchange during an open enrollment period. Policy analysts both
inside and outside Mississippi also identified Mississippi’s large population of individuals with
income between 133-200 percent the federal poverty level. These individuals have frequent
income fluctuations that churn them in-and-out of Medicaid, monthly. Such churning will make
this group an administrative challenge; analysts have suggested that Mississippi considers
different rules and mechanisms for serving this segment of the population.

How should Mississippi rollout the exchange?

Some small businesses and policy analysts were particularly concerned with how the state
implements the exchange. These groups believed that the state should implement a pilot
project before the exchange is fully implemented in Mississippi. The state could begin with a
small group first, perhaps a small government agency or even a small city. Depending on the
outcome, the exchange will have the ability to make changes before it is presented to the
public. Furthermore, respondents recommended the state consider enrolling its local state
employees into the exchange program to attain critical mass more quickly.

Study the failures of TennCare and other failed state-sponsored programs that were poorly
publicized or executed. Suggested TennCare failures of the program include:

Those interviewed were asked how the state could most effectively implement the exchange;
several respondents suggested learning from the state’s, as well as surrounding states, failed
programs. One such example was Tennessee’s TennCare. Reportedly, the extent of available
options within the program was too great, resulting in confusion among those participating.
Moreover, policies within TennCare were too volatile due to frequent alterations by state
leaders. It is believed that the program did not have enough time to function and be evaluated
before changes were made. Lastly, TennCare was said to have had limited stakeholder buy-in,
which resulted in poor promotion of the program itself.
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Increasing Participation in the Exchange

What channels does Mississippi currently have for educating the public about the exchange?
The majority of respondents acknowledged Mississippi’s strong connection between business
and community/professional groups. Researchers were able to experience, firsthand, the
state’s ability to effectively network. Four of five focus group participants canceled on the day
of the focus group. With little notice, the small businesses community, in association with the
chamber of commerce, was able to identify and recruit four new participants. It is
recommended that Mississippi leverage these existing networks rather than allocate resources
toward the creation of a new network. Respondents recommended the following groups as
potential networks.

e Recommended channels for educational outreach (small groups)
o Brokers
o Chambers of commerce
o Economic development groups
o

Industry and business associations (MMA, ABC, MRHA, Health carelsan
extremely important issue

for businesses. If you have
something that will help,
they will participate. The

Chamber is happy to set up
e Recommended channels for educational outreach meetings or do whatever is

(individuals) needed to assist. ” -
State health departments Chamber of Commerce
Community health centers participant

Providers (nurses, physicians, hospitals)
State, county, and local officials
Churches

Schools

Advocacy groups

Planning and development districts
Public service announcements

etc.)
Planning and development districts
o Public service announcements

(@]

O 0O O O O O 0 O O

How do we increase participation in the exchange among small businesses?

Small business respondents explained that health benefits are a tool for them [the business] to
attract and retain quality employees. The quality of an employee can fluctuate in relation to
the caliber of the benefits. Small businesses cited the cost-predictability associated with a
defined contribution model, part-time employee benefits, and requiring carriers participating in
the exchange to have large networks as methods of increasing the value of plans offered.

Small businesses recommended various methods to reducing possible administrative burdens

that would be heightened by the exchange’s implementation. First, all respondents mentioned
the need for a simple enrollment medium, (e.g. the Internet, phone, or in-person). Second, the
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exchange should be extremely easy to navigate and understand. Respondents were clear that
they do not have a significant amount of time to spend dealing with insurance related matters.
Therefore, from a potential consumer perspective, the exchange should integrate effortlessly
into their day-to-day operations. If the employees of a small business continually resorted to
an employer for health related answers, the business would likely remove itself from the
exchange in favor of a less complicated plan.

Several small business respondents recommended the Medicare supplement program as a
model for how to present the exchange. This model offers standardized products so that
individuals can easily compare plans across an array of insurance providers. Small businesses
believe this will compel carriers to compete on customer service, price, and network.

A popular suggestion among small business respondents was to supply navigators [an individual
who provides information about the exchange] with the ability to enroll individuals in the
exchange on location. If individuals are not enrolled soon after education, exchange
participation will suffer significantly. Small business respondents stated that they do not have
the time to enroll their employees and suggested that enrollment be offered by the exchange
as a service.

The Greater Jackson Chamber of Commerce illustrated that a small group discount may be
helpful in increasing small business participation. Currently the Greater Jackson Chamber of
Commerce offers a discounted benefits plan (Chamber Plus). The insurance premium is
discounted three percent for two years. According to the Chamber, this program has
significantly increased their membership enrollment.

Why would brokers participate in the exchange?

The possibility of an exchange commission was the primary motivator among brokers. When
asked about other motivators, brokers cited the opportunity to cross sell, better serve clients
who would not otherwise qualify for insurance, and guaranteed insurance issuance as
additional reasons to participate.
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Section 4: Stakeholder In-Depth Interviews

Stakeholder In-depth Interviews Introduction and Methodology: A successful health exchange
requires the perspectives of many stakeholders. Legislators, consumer advocates, business
organizations, insurance carriers, and policy analysis — all contributing key insights that assist in
creating the exchange. However, the best-designed exchange is only effective if businesses and
individuals use it. Accordingly, Leavitt Partners and Cicero Group have designed a research
methodology that is heavily weighted toward those who will actually use the exchange. Phase |
of the research plan was originally designed to focus on outside stakeholders, rather than
potential exchange users. Phases Il and Il of the research will focus primarily on seeking input
from potential exchange users, including small businesses, brokers and individuals.

Stakeholder in-depth interviews allowed researchers to dig deeply into Mississippi’s unique
needs and challenges. In-depth interviews were primarily conducted in-person and lasted
approximately 60 minutes per interview. The Mississippi Insurance Department provided an
extensive list of exchange stakeholders. Leavitt Partners and Cicero Group sent email
invitations and invitation reminders to all participants on the list. Repeated follow-up calls
were also made to those who did not respond by email. Overall response rates were
approximately 50 percent. Researchers conducted over 45 in-depth interviews (with an
additional 18 interviews conducted with brokers and small business owners in smaller group
settings).

Interviews were conducted with the following stakeholders:
- Consumer advocates

- Business organizations an advocates

- State legislators

- Health policy analysts

- Community health organizations

- Health insurance carriers

- Health providers (e.g. physicians and nurses)

- Health insurance brokers

- Human resource directors

While the data from these reports is qualitative in nature, the themes were very consistent.
Accordingly, it is believed that the data gathered from this stage of the research will become
the building blocks for future Mississippi exchange research.
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Community Health Leader 1
3.29.2011 4:30 pm CST

Interview Summary

e Education and enrollment will need to be face-to-face to cater to rural areas in the state.
The technological solutions, which prior states have adopted, would not be as effective in
Mississippi because 35 percent of the Delta region is below a Level 1 literacy standing.

e The exchange will need to be simplified and offer four to five health plans at most. The
exchange should require a competitive bidding and procurement process to allow a plan
entry to the exchange, similar to that of the Massachusetts Connector.

e Show businesses why health care is important. One approach would be to present an
employer with the health exchange’s value proposition; the focus would on the lost
economic revenue when an employee becomes sick, and lacks sufficient health care.

e The exchange should leverage the Mississippi Insurance Department and local
organizations. The idea is to use the existing infrastructure to mitigate resource allocation.
Using community health organizations as an existing infrastructure should be avoided, as
they have the potential of bias toward whichever insurance company is paying them the
most money.

e There will need to be strong educational outreach to the public and government about why
the exchange is important. The educational outreach will include general information as
well as details about available health plans and how to select and purchase said plans.

e Conducting pilot programs will be very valuable in helping to determine the appropriate
approach to increasing participation (small cost, small risk). All programs need to have
sufficient time to run to evaluate accurately their effectiveness.

e According to the respondent, the biggest problems with TennCare was that there were too
many plan options, biased education process, and the fact that it was forced upon the

legislature and public rather than allowing them to buy into it.

Key Verbatim Comments

e “The problem with the Medicaid population is just like the working uninsured — they don’t
understand the differences between health plans — they don’t know what to pick.”

e “TennCare started out with ten different plans and it was a nightmare. | mean if you try to
do more than four or five, you’re nuts.”

e  “You need a few solid health plans, and that’s it.”

Notes
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What would be the best methods for getting small businesses enrolled in the health
exchange?

The most effective action would be to show small business owners that providing health care
coverage to employees would ultimately be cost effective. The exchange has the potential to
save them money in the end because their employees will seek preventive health care,
resulting in fewer sick days, which will grow long-term productivity and reduce the amount of
money spent toward substitute workers (i.e. temporary workers).

A pilot project, like a convenience store, could be used to show small business owners that
providing health care to their employees will save them money over time. The pilot project will
also show that by providing health care to their employees, small businesses can attract
applicants with more valuable skill-sets and have fewer turnovers, which will ultimately lead to
increased productivity. Actual evidence, like a pilot program, is the most effective way to
illustrate these points to small business owners.

How important is face-to-face communication in the health exchange, versus a website?
Some targeted areas will have low-literacy rates and high unemployment rates; these
individuals will not be reachable via web portal. Therefore, face-to-face communication will be
a necessity for these regions.

What is the most cost effective way to provide face-to-face communication within the health
exchange?

Utilize organizations that are already present in the community, such as the Department of
Health, chambers of commerce, and agricultural extension agencies. Since these organizations
are already available, they represent the most efficient use of resources to inform people of the
exchange. Although additional funding will be required, building on an existing structure would
be a more effective use of resources, rather than creating a new infrastructure. Community
health organizations bill insurance companies directly and may have too much conflict of
interest to inform objectively people of the exchange. Despite already having the incentive to
enroll individuals in a new health care program, their conflict of interest would make the
incidence of fraud too likely.

Why are many small businesses not currently offering health insurance to their employees?
They see no economic advantage in providing health coverage to their employees — either
because it is not worth the cost or because they have not been shown a cost benefit analysis
that illustrates how it can be more profitable.

What would be some potential obstacles if the health exchange were to cooperate with
Medicaid?

The issue with enrolling people in Medicaid is the same as enrolling the working uninsured.
They understand little about health insurance and are very difficult to educate. The system of
educating the public is the most important factor in dealing with this issue.

How do we educate people about the health exchange program without bias?
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Insurance companies should not be allowed to advertise because the company with the most
advertising will get the most enrollments. The education process needs to show accurately the
advantages and disadvantages of all the programs.

How many plans should be offered by the health exchange program and how should they be
chosen?

The program should only offer four to five plans. There is only so much information people can
ingest, regardless of their education level. The insurance companies should be informed that
they should draft plans and send them to the exchange program to be reviewed and chosen.
An unbiased committee needs to objectively evaluate and choose the best four or five plans.

What were the mistakes and successes of the TennCare program?

Though there was sufficient evidence and data to prove how successful the TennCare program
would be, there was not enough of an effort to illustrate this evidence to the population — so
the state felt they were being forced into it. In addition, there were too many plans being
offered, which was very confusing to the uninsured population. Furthermore, the insurance
providers were allowed to advertise for the plans that were chosen, which corrupted the
program. In addition, the TennCare program was changing too frequently. Each new state
administration altered the program before it could produce any long-term benefits.
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Mississippi Health Policy Analyst 1
3.29.2011 9:00 am CST

Interview Summary

e Income churning is going to be a large problem in the State of Mississippi. The group that
falls in the 133 — 200 percent FPL income bracket does not view themselves as poor. We
may need to call the program something else so these people will not view this as a
government subsidy.

e Because of income churning, we need to make sure the plans featured in the health
exchange are also available in Medicaid. Having this in place will mitigate transitory
complications, making the exchange simpler.

e The health exchange can encourage competition among plans and providers through
limiting the amount of health plan “slots,” similar to the Massachusetts Connector. This will
enable a strong, objective procurement process to ensure that only the best plans are
available in the health exchange.

e The major issues for the health exchange, as discussed, were:
o Administrative burden
o Education of participants
o Data collection (how do we measure change over time?)

e There will likely be pent-up demand for the first year the exchange goes online. The
exchange needs to plan on this because demand will moderate over time.

Key Verbatim Comments

e  “lenvision the exchange doing work in improving the current market of health plans — we
haven’t had a lot of diversity in our markets.”

e  “By opening the market up to so many more people being covered, it could encourage more
competition among the plans.”

e  “Iwould like to see the state think about it strategically — how can we improve the market
place, not just for the exchange but for the entire population.”

e “You can encourage competition, but at the same time simplify it to the employee by
moving the competition up to the exchange level.”

e  “The state should leverage the exchange program to make larger improvements in the
overall insurance market.”

Notes

What do you believe are the greatest challenges to implementing a health exchange in
Mississippi?
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The major obstacle is caused by a change in an individual’s income (i.e. churning). Keeping
track of the individuals as they transfer coverage from CHIP or Medicaid to the exchange will be
the real challenge.

Most people are used to being covered by a general BlueCross BlueShield plan, and if they are
required to transfer to a more individualized plan, they are not going to be educated about the
specifics of their new plan.

Educating people who have never been insured on these types of specifics will be even more
difficult. Providing plans that are common to CHIP, Medicaid, and the health exchange would
help provide transparency for new consumers.

The exchange should work toward providing an increase in diversity or selection of Preferred
Provider Organizations in the insurance market. Competition within the market will only cause
improvement. The state should use the health exchange to make larger improvements in the
overall insurance market.

Additionally, when | look at the quality rankings that were stipulated in the PPACA — Mississippi
has not done any of that. We are going from having no system in place to having to create one
—and we are unsure on how to rank the quality.

I would like to see common health plans among participants in Medicaid, CHIP, and the
individual exchange, which would cater to those who were on the cusp of receiving subsidies. |
believe this would mitigate the churning effect that we are likely to see.

What will be the potential challenges for getting small businesses involved in the health
exchange?

Well, the majority of businesses in Mississippi are small (less than 50 employees). The last time
we looked, roughly 38 percent offered health insurance to their employees. Previous research
has looked at why employers opt to forego health benefits to their employees — the main
deterrent was cost. When asked, how much you would be willing to pay, the answer was $50-
75 per employee.

What these businesses and individuals consider a reasonable cost of insurance coverage would
necessitate subsidies. These companies are interested in providing coverage to their
employees; however, they are not willing to pay the standard price of conventional coverage.
With its subsidies, the health exchange should be able to satisfy the needs of potential
enrollees.

Generally, what are the most effective methods for gaining participation in the health
exchange?

Medicaid has seen major success in working through a coalition of community-based
organizations, as well as compensating people for each individual application. They paid
schools to enroll children and worked with the insurance providers who already had an interest
in gaining new applicants for their coverage.

Page 135 of 565



Mississippi Health Benefit Exchange Report

Generally, what additional obstacles do you foresee with the health exchange?

A large portion of the uninsured are young and healthy, but there will be a substantial amount
of people who will enroll in the program and immediately file Medicaid claims, which is what
happened with CHIP. After the initial year, in reference to CHIP, the funding and volume of
claims balanced out.

Why is a personable approach recommended as a way of gaining participation in the health
exchange, rather than a more generalized, technological approach - like a website?

A website would be effective for gaining the participation of small businesses and younger
individuals. The rest of the uninsured population in Mississippi will require a more personalized
approach because they are not as familiar with technology.

What are some facilities you would like to see created alongside the health exchange?
Some type of data collection system needs to be created, not only to measure the success of
the exchange program but also to measure the overall quality of medical care in Mississippi.
This would allow for quality measurements of health plans and inform us as to whether the
health care coverage is being used.

Why has Mississippi seen less success than Louisiana in facilitating enrollment in Medicaid,
considering their incentive programs are very similar?

Louisiana and Mississippi have differing attitudes toward enrollment and eligibility. Mississippi
does not spend resources on seeking people’s enrollment. They wait until someone has a need
for medical care, then check to see if that person qualifies for Medicaid.

Louisiana has a goal of enrolling every eligible person in Medicaid, whether or not they seek
health care. If health care reform continues in its current direction, Mississippi will most likely
change its approach and be more proactive in facilitating Medicaid enrollment — as well as
helping individuals find other forms of health care coverage.

Who will play the role of educating people and directing individuals toward the health
exchange?

Brokers and agents will be essential in educating these individuals. Because Mississippi has no
system designed to determine quality ratings, implementing a program for that function — as
well as providing that information to consumers, will be a major challenge. Community-based
organizations should be used to educate individuals who are not in contact with agents or
brokers — whereas the agents and brokers will focus on educating small businesses.

Local planning and development districts could be utilized to inform the elderly; however, the
local planning and development districts would need additional resources to accomplish this
task. Community Health Centers may be the most appropriate type of organization to educate
individuals about the health exchanges because they are already interested in insuring people.
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Is the business community of Mississippi capable of successfully advocating for the health
exchange?

The business community has enough political influence to be successful in advocating a
program, but they are not unified. The large and small businesses have different attitudes, and
the small businesses may not know enough about the health exchange to know that they
should advocate for it. The small businesses may be uninformed or misinformed by political
leaders to believe that the health exchange is associated with President Obama and therefore
should not be given support.

What role would brokers and agents play in the health exchange?

Their role would remain the same, whereas their incentive rate would potentially have to
change from a percentage of the premium to a per individual basis — their compensation would
have to be adjusted in some way.

What would be the advantages and disadvantages of a system where employers agree to pay
a percentage of their employees’ health care coverage and allow the employees to choose
their own plan?

In regard to budgeting, that would be a very attractive approach for employers; however, it
would most likely put more pressure on the employee. The employees may choose plans with
higher deductibles, so that they are able to have a plan with premiums they can afford. Itisa
matter of who will assume the risk potential increases in the cost of the insurance.
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Community Health Leader 2
3.30.2011 9:00 am CST

Interview Summary

e The cost and effort to educate the public about the health exchange and the various options
available are going to be significant.

e To communicate effectively with the public — traditional media, local residents, employer
groups, churches, and neighborhood organizations must be utilized.

e The employer’s role is imperative in helping to facilitate proper health education to its
employees. They will assist not only in educating, but also in guiding them into a proper
health plan. However, this option may prove to be too difficult for employers and
employees. If this becomes the case, navigators will step in to help alleviate burdens and
complexities.

e Federally Qualified Health Centers (FQHC) will play an important role in supplying
navigators. In many regards, the FQHC already has the infrastructure, experience, and
knowledge on how to deal with individuals in need of health care.

e Compensation to Community Health Center (CHC) navigators should be equivalent to that
of brokers. If there is a deviation in the pay structure, brokers may take a more active role.
It is important to keep in mind that if a commission package is not effectively engineered,
brokers may guide individuals to the plan that offers the greatest commission.

Key Verbatim Comments

e “The changes (in reference to CHC) mean that the Medicaid Program and the health
exchange are really going to have to work together to sort out these (funding) issues.”

e “We should try to send the message that any (federal budget) cuts would result in care
being denied to people in Mississippi through the CHC.”

e “We need local people who know one another to assume the task of educating the public.
This will be much more effective.”

e “Online communication is important and should be a part of the overall approach, but local
people are still needed because a strong online campaign is not going to be realistic for rural
areas. Therefore, any online efforts should be coupled with print ads and other forms of
written communication.”

e “Mississippi has a tremendous opportunity with PPACA to get coverage to the population
who need it most.”

Notes

What is the biggest challenge to implementing the exchange Mississippi?

A major priority is to develop the Health Information Technology (HIT). Additionally,
developing the Medicaid Connection and educating the public are top priorities.
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In order to educate the public, | would add that we need aggressive public outreach and
enrollment campaigns. Everything needs to be at the level of the public in order to be effective.

Getting plans qualified in the exchange is going to be another challenge. In doing so, we need
to set rates that ensure the rural areas are not shortchanged due to the small groups that exist
in outlying areas. We have to be sure not to price the market so that participants in rural areas
cannot come in and compete.

At the same time, Mississippi needs laws to protect CHCs and safety net providers, so they can
contract with plans. All CHCs should pay no more than Medicaid qualified rates. Therefore, we
want to contract with plans so they can continue serving the population. We also need to make
sure that this structure is carried forward in any statutes and regulations.

How should Mississippi approach education campaign?

We need local people who know one another to assume that task of educating the public. This
will be much more effective. This means that local people can work through the churches,
neighborhoods, libraries, CHCs, and employer groups to inform the public. These people could
also use electronic and video capabilities to reach out to the public. Online communication is
important and should be a part of the overall approach but local people are still needed,
because a strong online campaign is not going to be realistic for rural areas. Therefore, any
online efforts should be coupled with print ads and other forms of written communication.

How should the CHIPRA information be communicated?

We need people on the ground, who are actively enrolling individuals in the CHC. These
individuals should actively go out into the community to recruit participants. These recruiters
need to be full-time employees that are staffed and supported by the CHCs. These recruiters
need to be certified and knowledgeable about programs. This assumes that these people are
also adequately trained and certified.

One drawback today is that this type of enrollment is done on paper. Electronic enrollment is
coming but there is still a ways to go. We do have some numbers about the effectiveness of
these modes of enroliment by full-time staff but again, we still have a ways to go.

How does the CHC utilize the Department of Health?
We see the Department of Health as having a critical role. It is natural that they have a role in
the process. The CHC and Department of Health should work together to serve people.

What are your thoughts about participation of small business in the health exchange?
Nationally 80-85 percent of the uninsured are employed by small businesses. We believe it is
better for the employee go through the employer-offered plan. As long as the plans in the
exchange are required to contract with CHC and safety net providers, there will be good
integration of small business into the exchange.
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Do you believe the exchange should put the choice of the plan on the individual? Can
individuals make those choices?

Some individuals are capable of making those choices. Nevertheless, we believe that it would
be better for employers to work with employees to make those decisions. Employers can have
a great role to play.

We should not just open up the decision-making process totally to individuals. The more we
include employers in the process, the better.
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Health Consumer Advocate 1 and 2
3.28.2011 11:00 am CST

Interview Summary

e The health exchange needs broad stakeholder involvement. The State of Mississippi has
failed to involve enough groups in the implementation process to have a significant impact.

e The allocation of representation on the exchange governing board should be advocacy
groups and provider groups. Moreover, membership should be reserved for those skilled in
actuarial science, health care economics, etc.

e Proper oversight is a major concern. If the state pursues a not-for-profit entity, for
managing the exchange, there must be legislative oversight.

e Currently, the majority of the uninsured in Mississippi are working. So allocating resources
toward small business enrollment is a great way to reduce the uninsured rate.

e Medicaid enrollment is abysmal in Mississippi. Despite having one of the highest payouts
for doing so, there is a limited incentive to enroll in the current Medicaid program — third-

party groups may be the solution for solving this problem.

Key Verbatim Comments

e “It seems there’s an effort to implement an exchange with absolutely no oversight, per the
conferees.”

e “The problem with previous small group exchange designs was that it allowed for too much
cherry picking by insurance carriers.”

e “The current number of members on the health exchange’s Board of Directors (16) is too
large.”

e “The Mississippi Health Benefit Exchange Committee is largely defunct now.”

Notes

What should the structure and governance of the health exchange be?

| would like to see a state agency or quasi-state agency with legislative oversight. If the health
exchange strays away from a not-for-profit entity, there must be protections in place to prevent
any conflicts of interest. In addition, there needs to be real stakeholder involvement in the
design, implementation, and governance of the exchange.

The current number of members on the health exchange’s Board of Directors (16) is too large.
The allocation of representation should be that of insurance (carriers and brokers), advocacy
groups, and provider groups. Additionally, with respect to experience, some membership
should be reserved for those skilled in actuarial science, health care economics, etc.

Why did small group health exchanges fail in the past?
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The problem with previous small group exchange designs was that it allowed for too much
“cherry picking” by insurance carriers. Although the small group insurance was based on
guarantee issue, insurers were permitted to increase premiums to the point that only high-risk
groups stayed in an exchange.

Do you believe there will be legislative involvement in the Mississippi health exchange once
created?

Many are wary of the idea. The stakes are too high and several legislators are concerned about
potential missteps becoming their legacy.

Can you tell us about the Mississippi Health Benefit Exchange Study Committee?

The study committee has only met once or twice, and was not compliant with open and public
meeting laws. The committee is largely defunct now, which implies little to no progress from
the group in the future. | believe stakeholders should be much more broad and involved in the
implementation process.
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Health Consumer Advocate 3
3.28.2011 9:00 am CST

Interview Summary

e The most important aspect in determining an exchange’s success is ensuring that it is
physically and intellectually accessible. That includes the promise that all information about
the exchange is coming from a trusted source.

e Mississippi ran a Medicaid enrollment and screening campaign wherein 44 full-time
employees (making approximately $17k + benefits = $25k) signed up 23,121 persons. This
was viewed as an effective program.

e The role of a navigator, within an exchange, needs to be clarified. The State of Mississippi
could leverage federally qualified health centers, community health centers, and county
health departments to serve the role of the navigator. Doing so would help solve the state’s
problem of reaching rural areas.

e An additional approach to signing up participants would be to send a mobile eligibility
vehicle to rural areas. The vehicle would assist in public outreach and enrollment.

e Although a website will be necessary, perhaps the key portal to the exchange, it cannot be
the basis for enrollment. The implementation of a 1-800 number will help ease any
complexity in the process but the state must have facilities that cater to those who desire
“face-to-face” enrollment.

Key Verbatim Comments

e  “We have people without cars, without telephones, and certainly without computers. We
need a delivery system for this portion of the population.”

e “The state needs a streamlined system, one that utilizes a digital framework to mitigate any
barriers or inconveniences.”

Notes

Do you have any preferences regarding the exchange?

| am in support of a bill that has the most openness (i.e. accountability). Openness is achieved
through transparent policies, such as open meetings and open records. A system designed in
this manner enables records to be viewed by the public, thus creating a system of checks and
accountability.

| also believe the exchange should have legislative oversight. The difference between the
House and Senate bill is that the Senate proposed a not-for-profit organization to administer
the exchange, while the House has structured the exchange in a way to be more
governmentally orchestrated. However, the House bill has better language on the screener and
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enrollment aspect. | believe this has great importance for the operational success of the
exchange.

Why is the language on the screener and enrollment such an important aspect?

| strongly oppose the state’s previous requirement, “face-to-face” enrollment for Medicaid.
The locations were too hard to find and were not convenient for those wanting to enroll in
Medicaid or to renew coverage. | would hate to see Mississippi take a step backward after the
progress it has made in abolishing the “face-to-face” mandate. The state needs a streamlined
system, one that utilizes a digital framework to mitigate any barriers or inconveniences.

Since the Medicaid provisions do not kick in until 2014, how important is it to you that the
House bill language is passed this year?

Health care should be passed right the first time and doing it in a manner that benefits the
residents of Mississippi — | always say, measure twice and cut once. Health and Human Services
has to approve the bill’s language by 2013. Passing the legislation this year would give the
State of Mississippi enough time to make any provisions and amendments deemed necessary
by the 2014 deadline.

What should the role of a navigator be?

As depicted in the Patient Protection and Affordable Care Act, the role of a navigator is still
unclear. | am concerned with who these navigators are going to be, what their role will be, and
how involved they will be in the process. | strongly oppose the idea of an insurance agent
serving as a navigator. An insurance agent is in business to make money because their
companies are in business to make a profit. This creates a conflict of interest because
insurance agents do not necessarily have the interests of the consumer in mind as they conduct
business.

| would like to see a full-time navigator being placed at each community health center and
county health department (5-6 times per week). This would help increase participation rates in
the rural areas of the state (e.g. Delta region etc), where enrollees currently have limited access
to the Internet.

What do you see as the primary barrier for the uninsured, who qualify for Medicaid, in
becoming enrolled?

The reason individuals opt out of participating is that they do not think about health care until
they are sick. There needs to be a significant outreach program to inform this segment of the
population. Recent advertising campaigns via radio, TV, and print have proven to be very
successful mediums of outreach.

How do we reach the rural population?

The two mediums for communication with enrollees in rural areas, as stated in both the House
and Senate bill, are a 1-800 number and Web portal. The state will need to do more in order to
reach the rural regions of Mississippi. | support the idea of a van that travels to rural
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communities to inform individuals (e.g. subsidy eligibility, health exchanges, types of health
cover, etc) and enrolls potential customers.
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State of Mississippi Medicaid Representatives 1-4
3.31.2011 9:00 am CST

Interview Summary

e ltisimportant that the Mississippi Division of Medicaid (MDM) retain its responsibility for
making Medicaid decisions. Currently, MDM is working on an MIS [operating] system,
which may include a new eligibility system.

e The Division of Medicaid has no interest in administering or regulating the health exchange.
The division has sufficient demands for which it is currently focused. In preference, support
has been given to the Mississippi Insurance Department (MID) for administering the
exchange.

e MDM will need to work closely with MID in developing the exchange, because Medicaid will
play a substantial role in the exchange. The process of sharing information between the
two systems will be critical.

e Due to the stipulations and mandates contained within the Patient Protection and
Affordable Care Act, Medicaid recipients will grow significantly. Currently, approximately 25
percent of Mississippians are enrolled in Medicaid, roughly 633,000 recipients. By 2014, it is
projected that 36 percent of the population will be enrolled/qualify for Medicaid.

e There will need to be an effective outreach program to ensure the success of the health
exchange. Qualified enrollees can utilize one of the 30 different Medicaid offices, with
locations at approximately 100 sites. There, a caseworker can assist individuals with
paperwork to become enrolled. Additionally, since Mississippi is a media-driven state,
public outreach will be best accomplished through mass media efforts.

Key Verbatim Comments

e “The exchange will need to set-up offices regionally; it is not just about having access to a
computer, they need to know how to access it.”

e “The largest challenge will be getting people to join, specifically having the uninsured
comply with the new requirement.”

e “Come 2014, participation will grow to 36 percent [referring to Medicaid].”

e “We have to develop a phased approach where we build on to and add new departments in
a systematic manner.”

Notes

If the four of you were to design the health exchange, what would be the objectives and what
would it look like?

We would direct all Medicaid questions and decisions to the Mississippi Department of
Medicaid. There will be various splits in households, where some members are on Medicaid
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and CHIP, while others are on the exchange. With this being the case, specific things need to be
put in place.

We cannot wait for other agencies to determine what their goals are. We have to develop a
phased approach where we build on to and add new departments in a systematic manner. All
we do is Medicaid; WIC and CHIP are in Health and Human Services, so our focus will be in
streamlining the Medicaid process.

We will allow the application processes to be electronic and seamless. A common application
will be designed for Medicaid, the health exchange, and CHIP, which will allow us to easily share
information.

How would you approach the public outreach campaign?

We have 30 different Medicaid offices, at roughly 100 different locations. We would place
personnel at each of these locations to help facilitate the enrollment into Medicaid. Therefore,
we will go where the people get their services — hospitals, doctors’ offices, clinics, etc. A person
can go to any one of those locations; they know where the Medicaid offices are and a
caseworker is there to help them enroll. We still have some paper applications; however,
through a caseworker they will enroll electronically

The state is very media-driven. | would capitalize by advertising through TV, radio, and print.

What are the Medicaid demographics in Mississippi?
Twenty-five percent of Mississippi is on Medicaid. Come 2014, participation will grow to 36
percent. Medicaid will easily be the largest component of the health exchange.

There are currently 633,000 Medicaid recipients. In Mississippi, there are 119,000 uninsured
individuals, of which 51,000 are children.

What do you foresee to be the largest challenges in creating the health exchange?

The largest challenge will be getting people to join, specifically having the uninsured comply
with the new requirement. Enrollment poses a complication; the exchange will not be able to
establish a website and expect it to be finished.

The exchange will need to set-up offices regionally; it is not just about having access to a
computer, they [residents] need to know how to access it. The federal requirement is that you
have to interface the exchange with Medicaid. It is why Health and Human Services is throwing
so much money to states to develop the ideal exchange

Should the state allocate resources toward the exchange to help increase participation (e.g.
coordinating with Medicaid to facilitate enrollment of now ineligible Medicaid recipients)?
Yes.

What will the role, if any, be of insurance brokers in the health exchange?
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The good ones [brokers] certainly know Medicaid, and they use Medicaid just like their own
product. Therefore, we certainly rely on them, but they do not get a commission for Medicaid.
There are some good brokers out there.
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State of Mississippi Insurance Expert Representative 1
4.14.2011 9:00 am CST

Interview Summary

e The key barriers to a successful Mississippi exchange include:

o Many residents are already equating the health exchange with “ObamaCare.” The state
must disassociate the exchange from the federal health reform.

o There is a general lack of understanding in regards to what an exchange actually is and
does. A critical component of the implementation process will be educating small
businesses and individuals about the exchange.

o High-risk must be mitigated; the best way to alleviate this issue will be to sign-up
healthy individuals in the exchange.

o It will be challenging to sell the exchange to small businesses. Focus on the exchange’s
ability to help small businesses attract and retain quality employees.

e The best channels for the exchange’s outreach campaign among socioeconomic groups and
rural regions will be through churches.

e The exchange should consider the regulatory model of the state risk pool, where the pool
has a governing board and is regulated by the Mississippi Insurance Department.
Additionally, the state should look to the risk pool’s funding solution as one of the many
possible models for funding the exchange. The state risk pool is funded by assessments
charged to insurance carriers.

e Putting state employees in the exchange would benefit both the exchange and the state
health plan. However, this approach may be too politically challenging.

e Different regions in Mississippi have different cultures, which may require different
approaches for outreach:

o Delta region — tradition, rural, and farming communities. The information flows through
a limited number of highly connected people.

o Gulf coast — more transient, new population, casinos, and more technologically
connected.

o Northern Mississippi — timber industry and one of the more rural areas of the state
(except for the Southaven area).

e The business community has the potential to influence the legislature and push for the
exchange, but they must be more of a unified voice than a spectator.

Key Verbatim Comments

e “There is the issue of selling the exchange, which has become synonymous with
“ObamacCare.”
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e “Most importantly [referring to the success of the exchange], it is providing the right
product and experience to employers that will entice them to participate in the
exchange.”

e “You should consider reaching out through churches. Doing so would allow you to reach a
large group of individuals throughout the state.”

e “There are a lot of cultural differences among the states diverse ethnicities. Each group
has separate needs and wants, which will need to be catered to.”

Notes

From your perspective, what are the largest barriers to the success of the health exchange?
There are many barriers. First, there is the politics of the exchange. Second, there is the
issue of selling the exchange, which has become synonymous with “ObamacCare.” Third, it is
registering those individuals who are above the federal poverty level and healthy.

If you are asking for answers on how to solve these issues, at this point | do not have any. For
the exchange to be successful, you need to have adequate risk to avoid another high-risk pool
and thus out of control premiums.

On the small business side, the largest barrier is providing a sufficient amount of education to
the employer. Most importantly, it is providing the right product and experience to
employers that will entice them to participate in the exchange.

What has the state done, when implementing new programs, to address the cultural differences
that reside in the state?

I do not know if there has really been any substantial effort in the past that | am aware of.
Keep in mind that | am new to this; | have only been doing this for four years. With that
being, | cannot recall any state program reaching out to this issue.

Generally, are there any programs that you think the state has failed at?

| do not think so. Generally, the state has not been that involved in the health insurance
debate, other than implementing some federal programs, (e.g. Medicaid). There might have
been some tax incentive programs, but nothing that | am aware of, granted my historical
perspective is limited.

When you think about the networks in Mississippi, (e.g. chambers, economic development
associations, etc), we are concerned we might be focusing on a particular type of small business
owner. How do we attract business owners that are not members of those associations?

It is important that the state not be involved in this process, that it be a non-profit. You
should consider reaching out through churches. Doing so would allow you to reach a large
group of individuals throughout the state.

If you approach these churches as a non-profit, will they be more keen to listen?
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It depends on the individual church; they would have to make the decisions on that. | do not
know how the logistics of it would work; all | know is that it would be a prime medium for
channeling information to individuals who are not members of state business associations.

How is the high-risk pool regulated?

The high-risk pool is a not-for-profit entity that is run by a governing board. The legislature
has put the Mississippi Insurance Department (MID) in charge of regulating the program. The
relationship between the high-risk pool and MID has been very “laissez faire.”

MID focuses its attention on making sure the program has filed their documents in
compliance with state law, which is about it. Although MID has the authority to strongly
regulate, historically MID has allowed the governing board to run the program, which has
turned out great.

How is the state risk pool funded?
The risk pool charges an assessment (premium tax) to insurers in the state. Itis also funded
through the premiums that are charged.

Is the risk pool a sustainable model for the health exchange itself?
Possibly, it is a model that should be looked at. It is a situation where further legislation
might be needed.

An idea that has been talked about is setting up an exchange that is assessable to all state
employees, is this a viable option?

This is such a political issues that it would generate legislation action. However, this would
be great for the exchange and for the state health plan.

Do the challenges differ among socioeconomic groups?

There are a lot of cultural differences among the states diverse ethnicities. Each group has
separate needs and wants, which will need to be catered to. However, | cannot speak
specifically on each need and want.

When you get into the more rural areas of the state, do you find that the towns and cities have
the same networking abilities as the urban areas?

Some town and cities have the same networking abilities. However, there are some cities
and towns where the business community is greatly segregated.

Are there other areas in Mississippi that you would want us to focus on?
The Delta region, the gulf cost, and northern Mississippi.

Do you think the business community can come together and help push the legislature to
creating a health exchange bill?
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Yes. | think their presence can be a great help. If they come together and voice their concerns,
needs, and wants rather than playing the role of a spectator, | believe they can make a
difference.

Do you believe there are specific mediums or channels that work best for separate
ethnicities?

Yes. | believe there are some socioeconomic groups that will respond best when the message
or information is presented through their church. There are a lot of individuals in the state who
respect their church and the ideas and information that flows through it. If the exchange can
convince the heads of the different churches that the exchange is a great idea, then there is a
change you could reach a large group of people.
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State of Mississippi Insurance Expert Representative 2
3.29.2011 11:00 am CST

Interview Summary

e Education is going to be a large problem. There will need to be an educator to explain the
various health plan coverage and options to individuals, perhaps agents or maybe someone
else. However, if individuals are choosing the plans, education on insurance will be a high
priority.

e The risk pool program does not aggressively seek out individuals in Mississippi. Many
individuals will disregard the pool until they need it.

e Current penalties, concerning health laws, are not strong enough to persuade individuals to
participate.

Key Verbatim Comments

e “The only reason you’re not getting an uptake is lack of affordability and lack of desire to
access insurance.”
“Because of this misunderstanding of what health insurance costs, many folks believe that
any premium is unreasonably high.”
e “Health care reform hinges on the academic concept of people acting responsibly...the
problem is people do not act in that manner, some game the system.”

e  “Sometimes, marketing efforts don’t have an impact if a person doesn’t have a need ...you
just can’t make people do what’s right.”

“There’s got to be some aspect of the exchange where people can get help figuring out
what’s best for them, risk pools can help in the effort.”

Notes

What are the largest challenges for health insurance programs in Mississippi?
| have no preconceived notions as to what the State of Mississippi is doing regarding the health
exchange.

That said, there is no issue with availability of health insurance in Mississippi. Anybody who
wants health insurance, and can afford insurance, can receive coverage — which is the case
nationally. The central issue is affordability. There is a demographic of people who want health
insurance but cannot afford it.

There are also people who can afford health insurance but choose not to seek coverage. Usually
these people lack a desire for health insurance coverage because they have not yet

encountered a need for it.

What concerns do you think Mississippians have with the current risk pool?
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The main challenge is affordability for people who desire coverage. Another obstacle is the
inability to file an immediate claim for those who seek coverage directly after receiving a
diagnosis.

How can the benefits of the health exchange be conveyed to small businesses?

| deal primarily with individuals, so | am not the best to answer on behalf of small groups. |
know anecdotally that small groups have trouble with the affordability of health care. More
small groups will dissipate as their employees continue to find coverage elsewhere.

A major issue is that people do not understand their health insurance as comprehensively as
they understand other types of insurance (e.g. car, home, etc). There is a physiological
disconnect, people seem to gladly pay for other types of insurance without receiving anything
in return. Whereas they seem to expect something in return when paying for their health
insurance.

One reason for this view is that many people have had their health insurance costs fully
covered by their employer, so they know little about the quantity/quality of plans and the
associated costs. When people are no longer covered by their employer and seek to pay for
their own coverage, they often view any premium to be unaffordable — they are unacquainted
with the details of the plans, and often overlook their actual benefits.

Will churn be a problem for the health exchange?

The obstacles are similar to those within the conventional insurance industry. Individuals
frequently use a risk pool as a bridge between coverage by other providers. This is common
when people face early retirement and transitions between jobs or education programs.
Though this type of lapse in a risk pool has different practical causes than the conventional
insurance industry, it is not a major problem.

Another type of lapse, which the risk pool has in common with traditional providers, is caused
by people who acquire insurance and then neglect to pay the premiums. The major obstacle in
a communal health care program is the notion that people will act responsibly in the interest of
a shared benefit. Some individuals will take advantage in any way they can to benefit
themselves in the moment.

What are some current methods of informing people about your program?

When a provider denies an individual coverage, they are required by regulations to send that
individual a letter informing them about social programs, such as ours. Support groups also
help to educate people about the programs. Pamphlets about the programs are sent to clinics
and doctors’ offices to be displayed in their waiting areas. These methods are solely aimed to
inform those who are seeking coverage but have been unable to acquire it. Marketing efforts
do not seem effective if aimed at people who do not desire coverage.

What would be some ways to avoid risks in mitigating the health exchange?
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Penalizing people for not participating does not work. Regulating participation requires
doctors’ offices to automate their records, which often times is more costly to the doctors than
paying the fines for not participating. Communal programs that work in other countries will not
work in the United States because the people in the U.S. are different.

What are some effective methods for educating people about these types of programs?
Information can be provided both online and in print. There needs to be a part of the exchange
program that is devoted to helping people understand the coverage. Agents or brokers could
do this.

Agents can have an incentive for informing clients about these programs. If a conventional
provider denies one member of a family coverage, and the rest of the family is offered that
conventional coverage, the agent can enroll the rest of the family under the conventional
provider and the one denied member in the exchange program. Agents can also be given a
small, one-time finder’s fee for a referral.
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Insurance Carrier Representative 1 and 2
3.28.2011 10:00 am CST

Interview Summary

e Asimplistic design that leverages an easy-to-use platform would be the optimal design for
the health exchange. One suggestion has been to allow individuals to apply custom benefits
to a base plan.

e QOur organization supports the health exchange primarily for the reason that it increases the
company’s market share.

e Our organization favors the idea that if a health plan meets the minimum standard, as
dictated by the exchange, then it should be allowed in the exchange.

e The make-up of the health exchange’s Board of Directors should be comprised of
employers, providers, and individuals.

e Insurance brokers will play a key role in the exchange. Their current relationship with small
groups will be a key asset in helping to facilitate their enroliment.

Key Verbatim Comments

e “The health exchange should leverage the concept of simplicity, providing easy to
understand information with the option to customize a health plan via option benefits.”

e “The exchange will allow us to access a greater portion of the insurance market share, which
is currently controlled by another health insurance company.”

e “The underlying goal of the exchange must be to advance consumer choice and innovation.”

e “| believe their (brokers) compensation should be that of a consistent, flat rate. This would
prevent possible tendencies to enroll participants in higher priced plans.”

Notes

What should be the key features of a health exchange?

The health exchange should leverage the concept of simplicity, providing easy to understand
information with the option to customize a health plan via option benefits.

Who is the target audience of the health exchange?

One aspect to keep in mind when designing the health exchange is that many of the enrollees
will be first time health insurance participants. The large majority will have limited access to a
computer and or the Internet.

Does your organization support the health exchange?

We strongly support the exchange. The exchange will allow us to access a greater portion of
the insurance market share, which is currently controlled by another organization.
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Furthermore, the exchange will be a valuable mechanism toward providing access to less
expensive health care through competition and choice.

The underlying goal of the exchange must be to advance consumer choice and innovation.
They should build on the foundation of current small business and individual plans, not forcing
current participants to replace their plans with a new one.

What health plans should the health exchange adopt?

Any carrier who produces a health plan that meets the minimum exchange qualifications should
be allowed to participate. Such a stipulation would drive consumer choice and thus
efficiencies.

Who should have oversight of the health exchange?
The governance of the health exchange should be through a transparent, non-politicized board,
made-up of the following segments: employers, providers, and individuals.

The exchange will need to avoid duplication of the regulatory body. The Department of
Insurance is already equipped to handle the responsibility, and should be the regulatory body
of the exchange.

Furthermore, any rules and or provisions must be applied consistently, fairly, and predictably.

How important are brokers to the success of the health exchange?
Brokers will be a critical component in the success of the exchange. Brokers have embedded
themselves into the community — they have strong relationships with small businesses.

| believe their compensation should be that of a consistent, flat rate. This would prevent
possible tendencies to enroll participants in higher priced plans.

What is your opinion toward defined contribution plans?

The exchange should allow employers to have the option to enroll its employees in one.
However, employees should only be able to choose from plans within the same metallic band
(referencing the different tiers of health plans stipulated in the PPACA) selected by the
employer.

If you were building the health exchange, what components would you include?

| would emphasize value within the exchange; accentuating the notion that the exchange is a
mechanism toward providing access to inexpensive health care through competition and
choice. | would develop its structure around the idea of advancing consumer choice and
innovation.

What should the online experience be for the health exchange?

The website should encourage flexibility in plan designs rather than being overly prescriptive.
There ought to be an open forum for side-by-side comparison, which will stimulate competition
among plans.
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Should the small business and individual exchange merge?

The two exchanges should remain separate; individuals are more expensive than small groups.
Merging the two exchanges would drive premiums prices higher for the small group segment,
which would cause them to participate outside of the exchange.

What are your recommendations for launching the small business exchange?

The health exchange should collaborate with qualified health plans. A recent study by the
Kaiser Foundation revealed that 50 percent of enrollees will have never had health insurance
before. Furthermore, 75 percent are going to have, at most, a high school education. This
information is increasingly looking like a Medicaid population, which will drive how we do our
outreach.

The exchange must pay attention to this data, understanding its target audience will be crucial
for obtaining high participation rates. | believe the exchange should focus more on
competition, rather than the types of benefits that will be offered.

Moreover, employee satisfaction will be critical, customer service and quality will be
enormously important when dealing with this segment of the population. The health exchange
must keep this in mind when launching its small business exchange.

What words should be avoided, and which should be leveraged when marketing the health
exchange?

First, do not call the exchange “ObamaCare.” The exchange needs to be branded as the
Mississippi health exchange. Second, the state should focus how the exchange will benefit its
residents; emphasizing the fact, that it offers easy side-by-side comparison and valuable search
tools.

The key idea is to brand the exchange as “Mississippi’s exchange.” Emphasize the notion that

there is “no wrong door,” accessing the website will either open a door to affordable health
care or subsidy programs.
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Insurance Carrier Representative 3 and 4
3.28.2011 10:00 am CST

Interview Summary

e The health exchange should attempt to reduce complexity, not to increase it. The exchange
is not a replacement for insurance laws, regulation, or other forms of health care mandates.

e The health exchange should not negatively affect those who are involved. Insurance
brokers, as well as small businesses, should not have to shoulder additional burdens
because the exchange is put in place. Furthermore, insurance carriers should not be forced
to participate in the exchange nor should they be forced to funnel all participants through
the exchange program.

e The health exchange is not an insurance program but rather a facilitating organization that
makes the available programs and their alternatives more transparent. The exchange
should facilitate referrals and assistance to available social programs and assistance where
appropriate and help people understand what public health plans are currently available.

e Costs will not necessarily decline just because the exchange is put in place; rather, costs will
decrease through increased participation and possibly through government absorption of
some additional costs associated to administration of the exchange and related programs.

e Insurance brokers will most likely adopt a more “consultative” role over time in that they
will help businesses better understand their options available within the exchange and can
recommend ways to reduce costs for available plans.

e The health exchange will not create a new reality for individuals. They will not
automatically get new or better coverage options at a lower cost. The goal would be for
individuals to receive planned coverage through their employer. The business, as an
employer, would still need to educate individual employees about their available options
and the realities of what each option costs.

e The health exchange may not necessarily add a lot of value for businesses with more than
50 employees.

e The key to the success of the health exchange will be high participation. Issues surrounding
why businesses and individuals drop coverage need to be addressed, so that increased

participation will reduce costs for everyone.

Key Verbatim Comments

e “An exchange should not be a step backward for providers who are making steps forward in
terms of administration costs, etc.”
e “The exchange is not an insurance program.”
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e “Ideally, brokers will move more toward a smaller agent force, capitalizing on their role as a
consultant for small or large companies seeking to participate in the exchange.”

e “We are worried about who is going to pay for the exchange. Insurance companies will
need to determine how cost increases will be passed on to its customers.”

e “Everything must be as direct as possible — [insurance companies like ours] should not have
to funnel everything through an exchange medium.”

e “People are too sheltered; they don’t understand that insurance costs reflect ones health
and wellness.”

Notes

What do you envision the ideal health exchange looking like?

The intent of an exchange should be to create a market place whereby individuals and small
businesses can purchase health insurance plans that would be accommodating to their
individual or small group needs. Additionally, the exchange should offer the availability of
different types of plans with essential benefits, which are yet to be determined.

An exchange should facilitate the purchase of health insurance and be a conduit for social
programs, but social services should not reside in the exchange. The main intent should be
making it (the exchange) accessible to the public for purchasing health plans. The exchange’s
function, in regards to social programs, should be to facilitate the enrollment in social programs
by redirecting enrollees to programs for which they qualify. It will be educational in nature,
with a seamless and transparent transfer to those types of programs, when and if the scenarios
fit.

What potential problems do you foresee?

Small employers will need to know what plans employees want. There will be too much
bookkeeping for the employer if all employees go to a different plan, which is the intent of a
defined contribution plan. The exchange needs to make sure employees have options within
employer capabilities.

What will make the health exchange successful in Mississippi?

The exchange will need to be educational in nature. The infrastructure will need to allow for
seamless transfers to social programs, mitigating all disruptive barriers to ensure simplicity. In
addition, it will be critical to have employer choice, meaning the employer chooses the health
plan. If an employer has a different health plan for each employee, the consequences would be
excessive administrative duties, which would be a disruption to the majority of employers.

An exchange should not be a step backward for providers who are making steps forward in
terms of administration costs, etc and should not add undue burdens to the carriers.
Additionally, the exchange should leverage qualification and enrollment through electronic

means.

What are the transparency issues within the health exchange?
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There is going to be a significant increase in Medicaid participation; the exchange will need to
keep social services separate — the exchange is not an insurance program. Complexity is going
to be a primary opponent for those engineering its structure. When entering the exchange via
a primary portal, an individual should be able to direct themselves to the proper health
programs with little to no difficulty.

To mitigate complexity, the exchange should not duplicate current state law. Insurance
commissioners should have the same regulatory function as they do now; their role should not
be to determine who meets regulatory standards in the exchange. All policies must meet
insurance department rules and regulations.

What role should a broker play within a health exchange?

The brokers’ role should be that of a fee-based operation, an advisor, or as an individual
receiving a commission. Ideally, brokers will move more toward a smaller agent force,
capitalizing on their role as a consultant for small or large companies seeking to participate in
the exchange. Thus, the volume of brokers will decrease, but their contribution on a
consultative basis will increase. A broker should embrace a more holistic role. However, their
objective should be to remain knowledgeable in state and federal rules, so that they are able to
add further value in the area of strategic planning.

To clarify, consulting is more than informing a client of a cheaper deductible. Consultation is an
analysis of the small business tax credit and long-term health planning. The role of the broker
will change rapidly as the exchange progresses, and they look to providers for guidance. Their
role in the community should not be under-emphasized, for they are an integrated and integral
part that will help businesses leverage all available resources.

What is the ideal size of a small business?

A small business should be 1-50 employees. When expanding beyond this number, it stands to
be disruptive. If each employee has a different health plan, the administrative impact can be
too great for the majority of employers.

In which ways might the health exchange positively affect the Insurance companies?

Our organization wants the exchange to succeed because it will benefit from the long-term
success of the exchange. The increased enrollment will directly benefit everyone, including
insurance companies. If done right and the Mississippi Department of Insurance enables a fair
playing field, everyone, including insurance companies, will benefit.

What are the potential negative consequences upon the Insurance companies by the health
exchange?

There are not a lot of reforms that address the cost issues — only reforms that address
accessibility. Adverse selection is a primary issue that concerns us. We are worried about who
is going to pay for the exchange. Insurance companies will need to determine how cost
increases will be passed onto its customers as insurance companies in Mississippi do not work

Page 161 of 565



Mississippi Health Benefit Exchange Report

on high margins. One way to mitigate the portion of costs passed to consumers would be to
receive assistance from state agencies that are receiving additional enrollees.

In addition, the general unknowns of the exchange pose a real problem. Our organization is
planning but is finding the task difficult without adequate direction. For example, what is the
essential benefits package? Little clarity has been presented concerning this area.

What compromises need to be made for the health exchange to be successful?

We are not planning to change our business plan; the company is already transparent. Our
organization opposes anything that would compromise our commitment toward making
Mississippi a healthier state. There should be no disincentive for people to become healthier.
Anything that deters enrollees away from their strategic plan will hurt the company. Everything
must be as direct as possible —insurance companies should not have to funnel everything
through an exchange medium.

The key to a successful health exchange is high participation rates. What methods should an
exchange take to facilitate high participation rates?

An exchange needs to be available in a way that will encourage carriers to participate.
Enrollees need to understand which mediums to take when attempting to access the exchange
(e.g. website and broker/agent). Moreover, there needs to be strong education and outreach
amongst the population.

Where feasible, the exchange needs to be made simple, alleviating hoops and multiple
iterations. Having the PPACA discard all rating requirements will make the process easier.
Additionally, the exchange should allow for flexibility among carriers - meaning, allowing for
competitive advantages such as incentives though wellness programs.

What mandate should be in place?

First, mandates should only be in place to facilitate enrollment amongst the uninsured. Other
mandates may need to occur down the line, but there is not a lot of need for change with
Mississippi’s social programs. Currently, Mississippi has an excellent matching rate on
Medicaid. However, this may create problems with provider shortages later on.

Why are small businesses dropping insurance?

Currently, not many small businesses are leaving at renewal rates, only small percentages are
(15-17 percent). The primary reason is most likely due to an employer going out of business or
having financial difficulty at the high-premium rate.

Why are individuals dropping insurance?

People are too sheltered; they do not understand that insurance costs reflect one’s health and
wellness. In addition, they have “sticker shock” when seeing the price of health care for the
first time after an employer cancels their health plan.

What should be added / taken into account when creating the health exchange?
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One small caveat — we are committed to promoting wellness, within and without the exchange.
The thing that would be the most disruptive is if the decision process went from the navigator
(the employer) to the employee — this would be a real administrative problem. If we had to
discuss deductions, cafeteria plans, open enrollments, and different plans on the individual
level the administrative cost would be unyielding (i.e. unmanageable).

We should not require a carrier to participate in the health exchange. There should be a good
market inside and a good market outside of the exchange. We are going to push both health
and wellness inside and out. Finally, accountability is not a bad thing. We need to change that
culture.
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Insurance Carrier Representative 5
3.29.2011 9:00 am CST

Interview Summary

e The health exchange must leverage the concept of simplicity where possible, though the
magnitude of complexity that resides in an exchange is vast.

e Comparison, at a basic level (apples-to-apples), must be implemented. The exchange will
attract first-time health insurance participants who will have a limited understanding of the
health market.

e The health exchange must have high participation rates to promote credibility and
economies of scale. There must be broad educational outreach, specifically for small
employers (3-10 employees) since the majority of the working uninsured fall into this
segment.

e Past exchanges have utilized various technological platforms to enable strong participation.
Technology comprehension in Mississippi is limited; the exchange must depend on
alternative forms of enrollment and education.

e Broker/agent participation will be critical to the enrollment process.

e The worst-case scenario would be to allow the federal government to create Mississippi’s
health exchange.

Key Verbatim Comments

“Brokers are integrated into the community in such a way that they have become a critical

asset for state residents.”

e “The key to a successful health exchange will be simplicity.”

e  “A broad educational outreach program will be an important factor in determining the
exchange’s success.”

e  “Employers will need to start communicating with their employees about available health
options before the 2013 year.”

e “We do not want a federal exchange, whatever that animal may be.”

Notes

What does the ideal health exchange look like?

The key to a successful health exchange will be simplicity. | am concerned about the general
complexity of it —the sheer aspect of presentation of products and comparability of products —
and then adding tax considerations and subsidies, this is going to be very multifaceted.

The complexity of the health exchange is a combination of things — multiple insurance
companies offering different health plans, new people on health insurance, trying to effectively
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guide people to a suitable insurance plan or subsidized program, etc. That being said, we must
take a special effort to simplify the presentation of information as much as possible. Our State
is not front-and-center in the use of the Internet, and there are a disproportionate number of
citizens in Mississippi that are technologically limited. | highly recommend apples-to-apples
comparison. Insurance is complicated enough, and we will be introducing a lot of first time
insured.

What are the pros and cons of a health exchange?

The pros of a health exchange are that it has the potential to expand our membership. An
exchange creates a common vehicle for potential enrollees. | foresee insurance companies
participating in and out of the exchange. Our organization prefers to call itself a health and
wellness company rather than an insurance company. | am concerned that our title/brand will
be lost when participating in the exchange due to health insurance becoming commaoditized.
Additionally, our organization is nervous that the exchange will prevent an investment on
proactive and preventive health-and-wellness education.

How do we achieve high participation rates within the health exchange?

High participation rates will be a necessity in order to generate credibility and economies of
scale within the exchange — otherwise the exchange poses a risk for high premiums and adverse
selection. | believe a broad educational outreach program will be an important factor in
determining the success of the exchange — employees cannot depend on employers for
education.

The majority of small businesses are 3-10 employees; additional support needs to be allocated
to this group. Moreover, the exchange needs to be proactive in communicating with the public,
specifically small businesses, before 2013. Some support needs to be given to facilitate
participation. Perhaps additional subsidies would be a viable option. Broker/agent and
navigator education will help recruiting abilities. In addition, there needs to be clarification on
what a navigator is.

Mandates might be another viable option for increasing participation rates. Such mandates
might be the passing of a Guest Worker Permit or having state employees and Medicaid/CHIP
recipients receive health care via the health exchange.

There will need to be compromises from each stakeholder to ensure success. What
compromises do you believe need to be made?

| am sure there are various compromises, but | am not sure what they would be. There have
been advocacy groups that deal with issues surrounding investigative procedures within the
health exchange. These groups have been very vocal surrounding the make-up of the Board of
Directors. However, to the specifics of their message, | am not familiar.

What role will brokers play in the health exchange?
We have invested tremendously in our broker relationships. They are integrated into the
community in such a way that they have become a critical asset for state residents. Our
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organization is not structured in such a way that if all of its customers started calling us directly,
we would be effective in navigating their calls. | am not even sure exactly, under an exchange,
what we would be able to communicate.

Why are small businesses dropping health care?
They are dropping health care because of the cost, fear of the unknown, and a belief that their
employees will get it free somehow.

Why are individuals not obtaining health care?
Various reasons, similar to why companies are not providing it. Additionally, the younger
population believes they are immune to health problems and forego health insurance.

What else should be added / taken into account when creating the health exchange?

What we are doing is critical to achieving structure within the health care market, although |
remain fearful of what the political climate has done to the state, putting us in a bit of a
qguandary. What | do know, is we do not want a federal exchange, whatever that animal may
be, and | sure hope rational minds prevail in other states\
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Insurance Carrier Representative 6
Director, Corporate Development

Interview Summary

e The success of a small business exchange will rely heavily on the participation rates of
brokers. However, there needs to be a clear incentive for brokers (commissions). To
facilitate payments to brokers within an exchange there should be a format that resembles
“promotional codes.” An individual/employer would enter the code linked to that broker;
the exchange would then pay out the necessary commissions. The main reason for the
failure of Massachusetts was that they underestimated the role of brokers in spurring
business participation.

e Small businesses are driven to the exchange by reduced and more predictable costs.

e The administrative burden of enrolling / managing exchange participants is a huge problem.
Eligibility / terminates once per year / single point eligibility will make the exchange a more
tolerable process.

e The optimal solution for small groups would be to put choice in the hands of employees.
The employer would essentially open the door to the exchange but it would be the
employee that walked through and purchased the plan.

e Having a defined contribution, cafeteria plan, and Health Saving Account (HSA) is a good
idea, but all money should go through a cafeteria plan so they can participate in the
individual market.

e To reduce possible disruptions within the individual exchange, those between 133-200
percent of the federal poverty level should be place in a separate exchange (e.g.
Massachusetts’ Mass Health Program, or sub-exchange). Income volatility causes this group
to fall in and out of Medicaid eligibility.

e Anything associated with “Obama care” will be viewed unfavorably in conservative states.

Verbatim Comments

“I don’t think any exchange could have success without brokers.”

e  “Having eligibility and determination once a year will make the exchange a more tolerable
process.”

e “Asyou get down on the income pool, income becomes very volatile...under 200% FLP
people move in and out of Medicaid, on average, 2-4 times every three years.”

e “The online applications in Utah do not take you all the way thought the process; they rely

on a broker to take the employer all the way through.”
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e “Although additional and supplemental products do play a role, 60-80% of participation
rates are based on costs.”

Notes

We have spoken with a lot of theorist and your work seems to be more practical, can you
explain more about your work with small businesses?

I think if | tell you where | and others have failed it will more beneficial. First, Massachusetts
definitely failed to realize the true role of brokers for small businesses. Many small businesses
rely on local brokers and that will be key for increasing participation rates.

When we were helping Texas design their health exchange we tried to mitigate the costs of
brokers by designing an online portal to promote and direct enrollment with small employers.
However brokers are still seen as the primary driver of small business registration. Employers
prefer to delegate the tasks of insurance to someone else; they dislike the obligation of
gathering an employee’s family income. Many employers don’t realize the costs of a broker so
we tried to incentivize an employer to self register through a 5% discount via online enroliment.

It is important to note that a majority of small business owners have limited knowledge
insurance registration. The majority who enroll have done so with the use of a broker. What is
interesting about the Utah enrollment system is that is does not take the employer through the
entire process, they rely on a broker to facilitate the final enroliment.

How do we get the small businesses to participate in the exchange, how do we get them
excited about participating?

What we know, and everyone else will agree, is that costs are the biggest driver for
participation. Although additional and supplemental products do play a role, 60-80% is based
on costs. | would recommend focusing on options that can weigh down costs.

The only viable solution, one that is not a nightmare for everyone, is to send people into the
exchange with a “cafeteria plan”. Participants would be assigned to a broker and enter as an
individual, the exchange would act as a consolidator.

However, there is no getting around the complexity for brokers unless the exchange actively
removes some of their administrative burdens.

The question becomes, what is the solution? Can we consolidate the administrative burdens?
How do we rid the issues?

An exchange will need to find a way to leverage the brokers to help in the consolidation
process. The employers and brokers will enter with small groups and the exchange will break

people into individuals. Taking on a administrative responsibility, the exchange will act as a
biller.
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Perhaps individuals would use a “promotional code,” like a website, and the exchange could
pay the broker a commission in that manner. It is crucial that eligibility and determination be
once a year, it will make the exchange a more tolerable process.

How have small businesses in Missouri reacted to the exchange, any pushback?

| think anything associated with “ObamaCare” will not be viewed favorably. The exchange
content itself is very bipartisan; being tied to the health care reforms has overall been very
negative.

Will broker commissions inside the exchange need to be comparable to those outside?
It will need to be a requirement. | don’t think any exchange could have success without
brokers.

What else is a necessity?
Honestly, it’s all about the money.

From a practical standpoint, is there something big, besides brokers, which is necessary to
make an exchange succeed?

As you serve people with lower incomes, you find that income becomes very volatile. People
who are under 200 percent poverty move in and out of Medicaid 2 to 4 times every 3 years.
Mississippi should consider creating a separate exchange for those who receive any subsidies,
like Massachusetts.

Employers don’t want to pay for their employees when they qualify for Medicaid. This is one
area that we are really trying to focus on. | would suggest, in general, making sure that
whatever you determine Mississippi’s goals and objectives to are, | think that it should be
equally thought of on behalf of the consumers and agents. States forget that one party’s best
interest is not always the best case for their voters. Forgetting this can distort the successes of
state exchanges.
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Planning and Development Districts Representatives 1-3
3.30.2011 1:30 pm CST

Interview Summary

e The Public Planning & Development Districts would be an excellent, effective organization
for administering the educational segment of the exchange. The only concern is that the
districts are currently dealing with a program that is easy to sell; the exchange will be much
more difficult.

e A major concern is that bureaucracy will create a bottleneck for program implementation.
The state needs to be prepared to manage additional paperwork, or contract the job to PPD
because they are better able to prepare.

e The Public Planning & Development Districts would be an efficient third party contractor
because they have a history of administering large programs for the State of Mississippi.

e Mississippi should create a pilot program that enrolls state and local employees into the
exchange. The program would be used as a testing platform to see what issues arise before

going live with small businesses.

Key Verbatim Comments

“Getting clients hasn’t been an issue.”

e “The major problem currently being dealt with is a lengthy waiting list, and the processing of
numerous applications.

e “Between the state law and the complexity of bringing different groups together, it’s going
to take someone innovative like you and your organization to make the health exchange
work.”

e “Our success is a function of our breadth of experience in the field of administration.”

e  “Many bankruptcies of small businesses are the result of health care costs.”

Notes

What are the administrative challenges you have faced, concerning your Medicaid and aging
program.

The Medicaid program is efficient and effectively regulated. The major problem currently being
dealt with is a lengthy waiting list, and the processing of numerous applications.

The waiver program has been exceptionally cost effective; the primary challenge with this
program is dealing with the administrative demands (i.e. paper work). Losing applicants is a
minor issue.

The two ways an approved applicant can be lost is if there are admitted by a nursing home, or if
they choose to pass on our services. Our only real obstacle is the abundance of applicants.

What are your methods for educating people about your program?
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Our program fulfills a need not otherwise addressed. There is a limit on the amount of service
people can receive under Medicaid. When that limit is reached, people are referred to our
organization for assistance. The care facilities are legally required to inform people of our
services.

Public officials are familiar with their constituents in our rural area, so they inform people
personally about the services provided by our organization. One prior obstacle was that
doctors were not fairly compensated for certifying patients for our services; so that if doctors
did certify a patient, it was out of a personal concern for the patient’s well-being. We solved
that problem with communication and developing relationships with the administrators of the
clinics.

Moreover, people are able to obtain information about our program from their local Medicaid
office, or from our office directly.

What are the qualities of your administration that make your program so successful?

We have an exceptional amount of experience handling sizeable programs with great amounts
of money, with consistent success. Our success is a function of our breadth of experience in the
field of administration. We are efficient in managing costs. Our company is self-insured. We
employ an underwriter to inform our employees of our insurance program, which has been a
cost effective measure.

What makes your program unique?

Most state governments’ policies are typically not conducive to an organization like ours. A
group would need a point of contact in government to be permitted to form what we have.
They would need extensive education about administering insurance programs to understand
how to form and maintain one like ours.

A self-insured pool will be less costly for its members than a pool participating in traditional
insurance, regardless of the health of its members. When a group is self-insured, they are the
ones that make the profit on providing their own health care coverage.

Concerning health insurance, what challenges are faced by small businesses in your area?
The price of health insurance for a small business is unaffordable. Many bankruptcies of small
businesses are the result of health care costs. When they cannot pay for their health care, the
insured people ultimately pay the difference. If everyone were insured, the cost of health care
for each individual would decrease.
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Planning and Development District Representative 4
3.30.2011 1:30 pm CST

Interview Summary

e The state should utilize its existing infrastructure to support the exchange’s navigators.
Possible navigators could be nurses or social workers working with the state’s planning and
development districts.

e Because the state government is essentially a contracting entity, the exchange should
leverage local governments to facilitate educational outreach.

Key Verbatim Comments

e “The state government has a poor history of delivering services...”

o “The biggest challenge we have right now is for the state to have good, long-range, and
consistent funding in their policies.”

o ‘It [the health exchange] cannot be a profit generating organization, which is why Health
Maintenance Organizations (HMOs) have failed.”

Notes

Do you have programs that assist the elderly with Medicare?

Yes. We are the designated agent, as well as nine other districts, that provide home and
community-based care. The program allows nurses and other care practitioners to come to
one’s home and assist in their affairs (e.g. setting up medical appointments, bill pay, meals,
trips, etc).

Essentially, it is a cheaper form of assisting those with health care needs. The program is
more cost effective than when someone enters’ a health institution.

What are the biggest challenges you have had in trying to administer the Home and Community
Based Care Program?

It is very much orchestrated like a business in that we are paid on a unit-cost basis. The
biggest challenge we have right now is for the state to have good, long-range, and consistent
funding in their policies. It is not a program that you can gear-up and then gear-down.

How do you get people enrolled in the Home and Community Based Care Program?

We have people come to us and we have people on the ground because we keep a waiting
list. This is one of those rare programs where you can spend money and save money. The
program is about one-third less costly in comparison to nursing home expenditures.

What are the challenges of serving the rural area?

Economic development — there is a loss of population in these areas, as well as fewer jobs.
The rural area is difficult to serve because of a lesser population density, which makes it less
cost effective.
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Do you believe the health exchange will work?

You need to have a resource center — 1-800 numbers connected to a computer database — a
case management approach. It cannot be a profit-generating organization, which is why
Health Maintenance Organizations (HMO) have failed.

Why do you think Medicare/Medicaid went through you instead of the Department of Health in
each of the counties?

The state government has difficulty delivering services — we are an extension of local
government. We are a consolidation of local governments coming together to support and
assist those with medical needs — the state government is largely a contracting entity.

Do you think the other planning districts are as well organized as you?

They are organized well enough to represent the constituents whom they serve. An urban
area, with a sophisticated population like ours, will be more fine-tuned than the urban areas.
The trick is, you have to look at what is the best level of delivering services, and you cannot
deliver any form of service from the federal level to the state level.

What is the best solution for channeling information to the public?

It has to be a blend of information. You need to go through groups like us, TV, newspapers,
fliers, churches, community organizations, and others — those seeking help will find a way.
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State of Mississippi House of Representatives 1
3.29.2011 2:00 pm CST

Interview Summary

e The health exchange critically needs an effective outreach program, especially in rural
areas. Historically, people in these areas have not had any health insurance and are often
not knowledgeable about health insurance in general. Additionally, they lack computer
literacy.

e The Health Exchange Outreach Program needs to include local brokers with institutional
knowledge who can help small businesses (majority with 1-10 fulltime and part-time
employees) stay informed about alternatives available within the exchange. The outreach
program also needs to inform and provide incentives to local providers (physician offices) to
participate actively in their role to provide health care within exchange programs.

e One alternative is for Mississippi to apply for a UPP-like waiver to allow employers to
contribute a portion of the employees’ health premium to offset costs, before applying the
federal subsidy allocations for that individual to the remaining premium amount.

e Rather than mandating coverage, the structure of the health exchange needs to be set up
such that participation is appealing. Measures to accomplish this could include, at a
minimum, making sure the service is simple to use and using navigators to explain and to
assist people with the enrollment process.

e Doctors should also coordinate with their local navigator, so that there is a pre-defined
method for providing health care to an individual who comes into the physician’s office, but
who has no health care coverage. Perhaps the navigator could be contacted in these
situations and could assist the individual in an application-approval process for one of the
exchange’s plans on the spot so that a coverage plan could be put in place prior to receiving
health care at the doctor’s office.

e Simplicity will be the key to success for the exchange program.

e The legislature must have oversight of the health exchange. It is important that the
exchange report annually to the legislature on program performance, including goals and
accomplishments in a given cycle.

e At the same time, the exchange needs to be empowered to make financial decisions and to
establish standards without the requirement of legislation at each step. The exchange
needs some level of autonomy to execute the mission without micromanagement by the
legislature.

Key Verbatim Comments
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e “The bulk of the uninsured will be those who live in areas that have insufficient physicians.”

e “If the state waits until the regulation is out [PPACA], they will not have enough time to build
the exchange.”

e “Signing up someone for Medicaid in Mississippi is a pain. For this reason enrollment in a
health insurance plan needs to be much easier through the exchange.”

e “We do not want one organization in the state to win the right to coordinate the exchange
due to being lowest bidder, and then having that organization half-heartedly reaching out to
folks in the urban areas.”

e “With so much money involved, this system [the exchange] cannot be more than an arm’s
length away from the state legislature.”

Notes

What are some basic statistics that define the scope of increased health care needs within the
state, because of recent health care legislation?

An additional 350,000 people will be introduced to Medicaid programs. There are 150,000
additional individuals that will be introduced to the exchange, who potentially qualify for
federal subsidies. Based on how the federal law was written, 72% of the Mississippi public
could potentially qualify for some degree of subsidy.

What can you tell us about health care in Mississippi?

Mississippi is a rural state; however, most of the health care providers are found in urban areas,
such as Jackson and other large cities. At the same time, there are vast rural areas where there
is a critical shortage of health care, such as entire counties without a pediatrician. There is one
county in Mississippi that does not have a hospital. Health care is not what it should be in
Mississippi. There is a lack of capacity in some areas.

What are some of the problems with the current health care system in Mississippi?

Some health care providers are simply not there to serve the necessary population. At the
same time, implementation of new health care legislation is now going to introduce 500,000
additional residents that need to be insured. As policymakers, we have to tackle this problem.
The bulk of the uninsured will be those who live in areas that have insufficient physicians. You
have a culture in Mississippi that tends to use the emergency room as primary care. Therefore,
the challenge of the exchange will be to locate those who never in their life have been in the
practice of seeing a doctor. It is complicated because they do not know they need to have a
primary physician. Finding people in the under-served areas who do not understand the
system is another key issue.

How will those with limited coverage be affected by the new coverage options within the
health exchange?

In some cases, there are state employees who make $16,000 a year and the state pays for their
personal care, but does not pay for other family members. Under the new legislation, this
employee can go into the state exchange and obtain health insurance for their family. If their

Page 175 of 565



Mississippi Health Benefit Exchange Report

cost-share for family coverage accounts for more than 8.9 percent after tax, the federal
government will help subsidize a portion of their premium.

Are there other public sector employees who have similar challenges?
School bus drivers also would be able to seek coverage through the exchange for family
members. Their situation will be similar to the one above that | just outlined.

Are there important factors to consider about the timing of the initiation of the health
exchange?

If the state waits until the regulation is out (PPACA), they will not have enough time to build the
exchange. No one knows what the basic benefits package will be yet because of the exchange.
If the state defines the essential benefits package as a very comprehensive plan, then even with
the federal subsidies (which are limited because of a lack of funding) the plans available
through the exchange may not be less expensive than other options currently available.

Do businesses face unique challenges in their prospective participation in the health
exchange?

The biggest challenge for businesses will be in the small business sector. The small-business
segment will be the largest portion of the exchange. The nature of the exchange will create
problems for small businesses, because of cost limitations. For example, if an employer were to
pay for half of the premiums for their employees, many of those employees would still not sign
up for health care because it would be too expensive. Furthermore, some businesses will
choose not to provide coverage because the penalty is so low for employers that do not
participate.

What communicational challenges exist for the health exchange, in regards to how it will
work?

Local brokers have expressed a need for institutional knowledge. Health care providers have
expressed a need to have an embedded incentive to provide care to those who do not currently
have coverage. A key segment that needs information about the exchange is small businesses.
Most businesses in Mississippi have 1-10 employees (many of which are part-time). These
businesses and their employees are going to need information about how to participate in the
exchange.

What is the responsibility of the navigator in the current legislation?

One key issue is whether Health and Human Services is going to let your regular insurance
agent or insurance broker fulfill the role of a navigator. For example, will you allow these
agents or brokers to sign up individuals for insurance through the exchange? | would think you
would capitalize on the existing knowledge of our agents. If you were to publish information
about the exchange, so that the public had access to it, many of those being targeted would not
know how to use a computer. We need people such as agents and brokers out there signing
people up and explaining the difference between a bronze and a gold plan.
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Should one organization be responsible for coordination of the health exchange and reaching
out to individuals?

We do not want one organization in the state to secure the right to coordinate the exchange
due to being the lowest bidder, and then having that organization half-heartedly reaching out
to folks in the urban areas. But the coordinators of the exchange also cannot just be a non-
profit group of social workers.

We need to reach out to individuals in person, and ideally, you would work with businesses that
have many part-time employees. For example, any business filing a W-2 should need to direct
their employees to the exchange. Health care providers should be set up to assist those who
are uninsured but who come in for medical services to sign up for coverage through the
exchange.

Signing up someone for Medicaid in Mississippi is a difficult process, so enrollment in a health
insurance plan needs to be much easier through the exchange. Individuals need to know what
level of coverage they have.

What do you anticipate to be the largest challenges in creating a successful health exchange
in Mississippi?

One challenge will be a cultural rejection of what some people refer to as “ObamaCare.”
Mississippi is the poorest state in the Union per capita. Furthermore, Mississippi has the
highest obesity rate, continuous health problems and injuries, is the second lowest income per
capita (behind West Virginia), and ranks 49" in physicians per capita. Insurance and health care
costs money, which means that comprehensive insurance coverage is going to be a problem for
Mississippi.

What is the role of the State of Mississippi, if any, in ensuring the success of the health
exchange?

If the state engages the health care exchange, 500,000 people are going to be enrolled through
the exchange. This potentially represents billions of dollars associated with that exchange. A
significant amount of federal dollars will flow through the exchange. There will be many people
now qualifying for Medicaid through the exchange. This represents a significant challenge.

With all of this money involved, there needs to be oversight from the state. The exchange
potentially touches many sensitive aspects of an individual’s life, including issues surrounding
taxation, assessments, etc. With so much money involved, this system cannot be more than an
arm’s length away from the state legislature. Our leading role is oversight.

What type of oversight could the legislature provide in this scenario?

In the House bill, the exchange was created as an agency but freed from the restrictions of most
state agencies. For example, the exchange is not restricted to certain information technologies,
and the exchange is freed from procurement regulations. This will create greater flexibility for
the exchange itself. Nevertheless, the operation of the exchange must be transparent to the
legislature. Exchange managers must come to the legislature and provide regular reporting
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about what they are doing. If something is outside of state government controls, you can
hardly get those folks to call you back. We want the exchange to report to the legislature once
a year on what they are doing and where they are headed.

What important aspects should be considered about the health exchange as an organization?
It is difficult to have an opinion of something that does not exist and never has. Many
questions arise. For instance, how are people, who do not currently have insurance, are going
to be able to purchase insurance if they are still in a lower-income bracket? Take a hospital’s
care for instance — 18 percent of those are receiving care through Medicaid, and another 15
percent are indigent. In these cases, those hospitals are being reimbursed at or below cost or
for free. Then you have Medicare (reimbursed at 40 percent) on top of that.

Therefore, the situation we are faced with now, in the wide-sense, is that we are going to be
subsidizing coverage for individuals in either case. Therefore, the exchange needs to be
organized in a way that accounts for this.

Do you have any other thoughts about health care reform in general?

One issue has gotten lost in the entire health care reform debate. The issue behind health care
reform is to find a way to make health insurance affordable for everyone. Somehow, the
debate has become about personalities. When you are approaching the exchange element, the
idea is to make health care affordable for those who could not otherwise afford it and then you
have to require people to participate in order to avoid adverse selection.

We have a very expensive workforce in the U.S. If they are going to have to work into their
seventies and if we do not take good care of them with routine health care, then our workforce
is not going to be able to work into their seventies.

Americans have more service jobs than ever before and we need to invest in keeping our
workers healthy, so that they can continue to be productive as they get older.

Additionally, rather than having health care mandates, we ought to promote the benefits of the
exchange. One benefit is the role of the navigator. If there are some options out here, then
there should be a person that says, “I’'m your navigator and I’'m here to assist you by explaining
your options and helping you to become enrolled...” Another example would be that if
someone walks into a doctor’s office and says | do not have insurance, they could get a person
on the phone (navigator) who can assist that individual in signing up.
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State of Mississippi House of Representatives 2
3.31.2011 9:00 am CST

Interview Summary

e When building the health exchange, the goal should be affordability and accessibility.
Mandates should be enacted with the notion of stimulating competition and spurring
innovation.

e Regulation and oversight continues to be a critical component from group to group. A
recurring theme among individuals is the belief that the Mississippi Insurance Department
will create the standards, and the regulations for the exchange. It is recommended that
there be legislative oversight.

¢ When designing and creating the health exchange, the notion should not be to “reinvent the
wheel,” but to incorporate broad stakeholder involvement that will insinuate creative ideas.

e The exchange should play a passive role, allowing carriers who meet the terms and
requirements, stipulated by the governing board, to participate in the health exchange. The
policy must be consistent, well-known, and applied fairly with every carrier and participant

e The health exchange should provide the user with as many options as possible. The situation
to avoid is a “one-size-fits-all” environment.

e The rural population will need to be addressed via a different outreach medium.
Suggestions are to create satellite locations and or mobile command centers that will
facilitate enrollment in the rural regions of the state. Possible locations are public libraries
and churches.

e Public outreach must be addressed through all mediums (e.g. TV, print, and radio, to ensure
maximum exposure).

Key Verbatim Comments

e “My number one goal is affordable insurance; the bottom line is how do we make it
affordable?”

e “We do not need to reinvent the wheel, just what do we have to do to get our people
insured?”

e “I’'m going to put everything I’'ve got into it to make sure this exchange works.”

e “I'm worried about how people in the Delta will access the computer.”

e “We have to give accountability to the Board or to the legislature — we don’t want all this
money going through an organization without oversight.”

Notes
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When you think of a health exchange, what do you envision? How does it help small
businesses?

The goal needs to be affordable insurance. Moreover, we need to allocate resources so broad
stakeholder involvement is present in the creation of the exchange. | continue to hear carriers
and agents say, “l want a fair shot at this.”

In addition, the exchange must be accessible; the purpose of the program is not to become a
money generator. It is to stimulate competition among carriers to bring affordable coverage
into the hands of consumers.

What needs to be addressed when creating the health exchange?

Well, we need to create a solid groundwork that stipulates the exchange’s standards,
regulatory authority, and whether it will be a not-for-profit or for-profit entity.

Moreover, we need to figure out the common denominator among all the states that have
successfully established an exchange, and implement it into ours. The process of creating an
exchange should not be us trying to reinvent the wheel, simply answering the question, “What
can we do to get our people insured?”

What type of oversight would you like to see?
| want the exchange to have minimal bureaucratic oversight. | will be checking into the
exchange’s oversight next year to make sure it is governed properly.

What are your views toward the health exchange?

Until someone repeals it [PPACA], | am going forward. | am going to put everything | have into
making sure the program works next year, since this year the plan failed. Health care is
important to everyone; | want to know what every state is doing and what is working and what
is not working

What types of health plans should be offered in the health exchange?

The individual should be able to develop his or her own plan based on their needs. To simplify
enrollment, | believe part of the registration process should be to require the enrollee to
disclose all of their medicines, medical history, etc, and the exchange would customize a plan
specifically for that individual.

Do you feel like the State of Mississippi is behind in implementing a health exchange?
When | called Washington D.C. they told me “we’re still writing the regulation;” therefore, | do
not think we are that far behind, given the regulation still has not been written completely.

How should the state advertise the health exchange?
We need to advertise it — so people know about it

What are your concerns about the Delta region of Mississippi?
Even when we get them health insurance, how are they going to get to the provider? If you get
in an accident in one of our urban areas, you will have medical service in five minutes.
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However, if you have an accident in the Delta you will be waiting far longer and it could take
you over an hour to even get to a doctor.

| am trying to send doctors to the Delta. Currently we have one or two OB/GYN’s in the Delta,

so let us create an incentive, just as we do for schoolteachers. Such incentives could be to pay
more and or pay for their school debt, given they work in the regions for a specified amount of
time. As of now, an individual must schedule an appointment four months in advance; we just
do not have enough of them.

Moreover, | am concerned that people in Delta region will have limited access a computer.

Therefore, the idea is to set-up satellite locations — libraries and churches — with a navigator
ready to help, them would be ideal.
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State of Mississippi House of Representatives 3
3.30.2011 9:00 am CST

Interview Summary

e Legislative oversight is critical to ensuring that all funds are properly allocated and spent.

e The health exchange should be driven by the motive of creating accessibility to as many
people as possible. An adequate approach would be to incorporate a simplistic user
experience that is both easy and timely.

e Broker/agents will have an important role in the success of the health exchange. They have
built solid relationships with small groups and individuals, which can be leveraged to enroll
clients into affordable health plans.

e Effective outreach will best be accomplished by leveraging established organizations already
on the ground.

e One approach, which caters to the idea of simplicity, would be to allow the buyer to tailor
his or her own health plan. They would choose from three or four offered plans, each
would vary based on minimum coverage, and add benefit options that fit their needs and
wants.

Verbatim Comments

e “Historically, with large pools of money channeling into the state, there has been no
oversight, and we never know where and how the money was spent.”

e “A key aspect to the success of the exchange will be to listen to all those involved
(stakeholders).”

e “Insurance carriers are concerned about receiving policies in a timely fashion.”

e “If the state were to pool all small businesses, | believe we could offer them a better rate.”

e “As aninsurance agent, | like to present options to my clients. But | do not want too many
options that end-up simply confusing people. Preferably three, or four options would be
best.”

Notes

How would you create the ideal health exchange?

| would ensure that there was legislative oversight. Historically, with large pools of money
channeling into the state, there has been no oversight, and we never know where and how the
money was spent.

The exchange would be accessible to the public. It would be sufficiently simple and intuitive. |
would leverage existing organizations for outreach (e.g. community action agencies, community
colleges, public schools, etc). Moreover, insurance agents should not be “squeezed” out.
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Remember, there are two facets in Mississippi that you really need to deal with, race and
economics.

| would leverage the Chamber of Commerce, Rotary Club, and the Kiwanis Club to increase
participation among the White-American communities. To increase African-American
participation | would go to Community Action Agencies, General Baptists Conventions, and
churches.

As far as economics go, | would keep in mind, when engineering the exchange, that there is real
disparity of economics between people.

Who are the various stakeholders in the health exchange?

The stakeholders are pharmacists, insurance carriers, elected officials, VA clinics, organizational
leaders, seniors, and young parents.

A key aspect to the success of the exchange will be to listen to all those involved.

How important will the cost of the health exchange be in facilitating enrollment?
Costs will be the single most important issue.

What compromises need to be made for the health exchange to be successful?
There will need to be a compromise between Democrats and Republicans. Currently,
Democrats want large oversight, while Republicans are advocating for it to be at a minimum.

What concerns, if any, will Mississippi encounter from the insurance carriers in the state?
Insurance carriers are concerned about receiving policies in a timely fashion. They are worried
about being able to answer and relieve concerns from their consumers.

Possible solutions are additional agents that are competent in what they do; further education
will be a necessity in this aspect. There will also need to be local access (e.g. brokers/agents
and Public Service Centers).

Why are some small businesses (fewer than 50 employees) deciding not to offer health
benefits, and what can the health exchange do to help them?

The primary issue is cost, many small businesses are unable to afford a plan that they can offer
to their employees, while maintaining their bottom line.

If the state were to pool all small businesses, | believe we could offer them a better rate.

How would you add simplicity to the health exchange?

As an insurance agent, | like to present options to my clients. But | do not want too many
options that end-up simply confusing people. Preferably three, or four options would be best.
As a buyer, | would like to fix my own plate. By that, | mean | would like to choose a basic plan
and add benefit options as they pertain to my needs and lifestyle. Remember that no pair of
sandals fits the same two people the same.
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State of Mississippi Senate 1
3.30.2011 8:30 am CST

Interview Summary

e The State of Mississippi is market-driven (i.e. pro-business). The health exchange must
alleviate undue burdens that stand to be placed upon the exchange. The state’s goal should
be to present small businesses with access to affordable health care, which has historically
been unattainable.

e The health exchange should weigh on the side of minimal bureaucracy, and avoid policies
that might lend additional debt to the state. Leveraging existing business networks (e.g.
The Chamber of Commerce, would effectively propel the message of the exchange, while
allocating little effort and resources). The state should consider employing a department of
4-5 individuals to manage the exchange — this should not be an overly expensive obligation.

e The most significant impact, which should therefore be the primary goal of the exchange,
would be to lower the price of health insurance for small businesses. One step toward
achieving such a goal would be through pooling small businesses together, which would
result in risk spreading and bargaining power.

e The health exchange should engineer creative mechanisms, rather than stipulating
mandates to spur participation. One mechanism would be the creation of a defined
contribution plan, for both full and part-time employees.

e The legislature must determine the optimal structure for the health exchange. The
Department of Insurance, due to limited resource allocation, should act as the regulatory
agent. The legislature would play the role of facilitator. Furthermore, regardless of the
outcome of health reform, the state of Mississippi should continue in the direction of
creating an exchange.

Key Verbatim Comments

e “The ultimate product should be an affordable package for the employer and employees of a
small business.”

e “We need to introduce innovative mechanisms to spur growth and competition.”

e “My preference would be to see more of a Utah version of the exchange, in that the
government provides the structure with minimum bureaucracy.”

Notes

When you think of a health exchange, what do you envision? How does it help small
businesses?

| envision a platform that facilitates the act of comparing and buying health insurance. The
ultimate product should be an affordable package for the employer and employees of a small
business.
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What are your concerns about the health exchange?
My concern is, given the high percentage of uninsured in Mississippi, this program is going to be
cost-prohibitive.

Massachusetts started at $30 million and has now grown to $50 million. Utah utilizes their
broker community to provide customer support. Moreover, the State of Utah operates on a
budget of $600,000 a year and employs two employees. The Utah model is much more
appropriate for the state of Mississippi. We do not need a large, independent and expensive
agency administering the exchange.

What challenges do you foresee with the health exchange?
The challenge will be in providing small business with affordable health care. That being said,
we need to introduce innovative mechanisms to spur growth and competition.

What would you like to see in the health exchange?

My preference would be to see more of a Utah version of the exchange, in that the government
provides the structure with minimum bureaucracy. Candidly, | have spent time with various
business leaders in every sector, and while they tell me their profits are up, they are not hiring
because of the fear of “ObamacCare.”

Page 185 of 565



Mississippi Health Benefit Exchange Report

Business Organization Representative 1
3.30.2011 12:00 pm CST

Interview Summary

e Alarge percentage of the Mississippi population lives in a rural area. A digital enrollment
platform could pose as a problem for rural Mississippians. For this reason, face-to-face
enrollment and education might be the best medium for this group.

e Health care is cost prohibitive for many self-employed individuals or those with one or two
employees. Health benefits are one of the first things these employers drop when they

encounter challenges.

e The idea of a health exchange is complex. Simplicity needs to be woven into the fabric of
the exchange, furnishing information in a straightforward and easy to understand manner.

e The exchange should create a value proposition to help rally the business community. The
message should be that of increased health benefits and quality retention among
employees, thus allowing businesses to increase production over time.

e Post-recession, the business community has become more unified in Mississippi.

e This organization is supportive of anything that makes health care more accessible to its
1,100 members.

Key Verbatim Comments

e “The largest challenges associated with health care are the costs and the inability to predict
where costs are going.”

e “My concern is whom the employees will turn to once questions arise.”

e “Health exchange’s personal (i.e. navigators) are welcome to speak at these events to
discuss the benefits of the exchange program.”

Notes

Why are small businesses dropping health insurance?

When the economy is in a recession small businesses begin to mitigate excess costs as much as
possible and one of the first things they cut is health care. They feel it is better to cut costs
than to lay off employees.

What do you think are the biggest challenges to offering health care?
The largest challenges associated with health care are the prices and the inability to predict
where costs are going.

What do you think of the idea of employees shopping for their own insurance via the health
exchange?

Page 186 of 565



Mississippi Health Benefit Exchange Report

I don’t think it’s a good idea to have employees shopping for their own insurance. First, they
will not know what to choose, resulting in confusion and mistakes. Second, some people lack
education or the ability to access the Internet. How can they pick their own insurance if they
can’t understand what they are getting or even access the information online?

Who handles the insurance issues for your group?
We have a designated employee to handle our insurance issues. They handle ancillary
insurance issues and work with BlueCross BlueShield directly.

What do you think of defined contribution plans?

My concern is to whom employees will turn to once questions arise. There is uncertainty
surrounding the customer support aspect of the exchange. Will it be a combination of brokers
and employers, or a separate agency that takes responsibility for this matter?

Currently, we have a few contractors that provide defined contribution plans.

What percent of your members offer health insurance?
65-75 percent.

What industries are least likely to offer health insurance?
The least likely industries to offer health insurance are small, specialized contractors.

How can your group inform member of the health exchange?

Our group is divided into six regions, each region holding a quarterly meeting. Health exchange
personal (i.e. navigators) are welcome to speak at these events to discuss the benefits of the
exchange program.

What types of members do you currently have?
We have subcontractors, law firms, CPAs, insurance agents, medical groups, and the Mississippi
Economic Council.

How do you attract members to your group?

We do a lot of advertising. Additionally, we are able to furnish a quality service at a competitive
price. When advertising in the rural parts of the state, we focus on face-to-face contact.
Although this approach is more costly, it has a high return on investment.

Does your group lobby?
We mostly advocate against working-related issues (e.g. workers compensation and tax-related
issues.)

What are the top challenges faced by small businesses?

The top challenges are the economy, taxes, and lack of qualified workers. Health care is not on
the list because it is an ancillary item
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Business Organization Representative 2
3.30.2011 11:00 am CST

Interview Summary

e Small business owners are much more involved in the day-to-day operations; they have
little to no time to allocate toward health insurance.

e |f Mississippi decides to implement a defined contribution program, it has to be easy and
intuitive or small business owners will not participate. Most importantly, not all employee

guestions can be directed toward the employer.

e If the health exchange listens and reacts to the concerns of our industry, there is the
potential to incorporate a significant portion of individuals into the exchange, once online.

e If this industry is unable to consolidate its risk pool, small pools will have serious problems
(e.g. high premiums, low quality, few choices).

e A digital framework should be created for the exchange to facilitate the enroliment of small
entities, as well as young individuals in the industry.

e Employers view health reform as an imposition rather than an opportunity, steps need to
be taken to illustrate how it can be economically beneficial.

Key Verbatim Comments

e “Asyou go down the pecking order, health care disappears for hourly and part-time
workers.”

e “Health insurance has the largest impacts on recruitment and retention.”

e “The majority of individuals that join our industry are young, who often turn down health
care when offered.”

e “We would consider offering insurance through an exchange if we had the authority to
group all of our members.”

e “A poor understanding of health care has resulted in employers opting to forego health
insurance in general, deciding it was too much of a burden.”

Notes

What is your current understanding of a health exchange?

A health exchange is a marketplace, whereby employers and employees can shop for and
compare health insurance; Mississippi, as well as all states, must implement one by 2014. In
addition, the Mississippi health exchange bill recently died in conference. If the state fails to
create an exchange by next year the federal government will intervene, and build one on behalf
of Mississippi.

How do small businesses in your industry deal with health insurance?
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Several insurance companies market an endorsed product (i.e. mini-med). It is typical for small
business owners and their managers to have medical care; however, as you go down the
pecking order, health care disappears for hourly and part-time workers.

What are the challenges of offering health care to employees?

The challenges are not that great — offering health care has never been an issue that drives the
economic decision of employment in our industry. For the reason that, the majority of
individuals that join our industry are young, who often turn down health care when offered.

The Chamber of Commerce offers discount insurance, would you consider offering insurance
through them?

We looked at “Chamber Plus” and it was not that good of a deal. Alternatively, discounts in
Mississippi, in general, are not that appealing. BlueCross BlueShield holds the majority market
share (roughly 70 percent) which stimulates the notion that offering incentives are unnecessary
because of the limited competition.

We would consider offering insurance through an exchange if we had the authority to group all
of our members. As of now, various restaurants fall under different groups, preventing a single
pool. The risk pools are too small for small businesses, which results in high insurance costs.

What do you think of defined contribution plans?

| do not think employees would like nor need it. Large majorities are already on Medicaid, so |
am not sure of the benefit for these employees, options wise. | also do not believe these
employees would want to “jump through hoops” (referencing to the enrollment process) when
they currently have insurance.

Is the business community unified on health care issues?

We are unified on certain issues. As far as health care goes — we are opposed to “ObamacCare.”
Are insurance subsidies for health exchange participants appealing?

| believe subsidies would be appealing for employers; they want the acquisition of insurance to
be an easy process. Moreover, the exchange needs to be a one-stop shop, facilitating side-by-
side comparison. Additionally, it needs to be respectful of an individual’s time constraints. The
information needs to be presented in a simple format that allows enrollees to easily complete
the enrollment process —in a timely manner.

How large of a role will health care education play in the health exchange?

Our association sponsored the Governor’s health care summit last year. There were around
200-300 persons attending; the majority of questions asked were unable to be answered due to
a lack of understanding.

A poor understanding of health care has resulted in employers opting to forego health
insurance in general — deciding it was too much of a burden.
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What channels work best to increase participation in the health exchange?

There needs to be a coordinated effort from all entities, associations, departments of health,
etc. | believe there needs to be a lot of web-based training — applicable to the restaurant
industry.

What do you think the largest challenge is for getting members to participate in the health
exchange?

The more prominent challenge will be to incorporate the usage of the exchange into their
regular operations. Employers will need to be educated about how it works — what economic
benefits can be gained for its usage.

If the goal is to have employees do their own shopping then there needs to be sufficient
information to guide them through the enrollment process. If an employee gets confused and
has to come back to the employer, the structure will quickly fall apart.

In this industry, only a handful of employers are using brokers. Come 2014, the vast majority of

owners will be entering the health care environment for the first time; the exchange must cater
to this situation.
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Business Organization Representatives 3 and 4
3.28.2011 1:30 pm CST

Interview Summary

e The Chamber’s involvement will be critical to increasing participation from small businesses
in the health exchange.

e The Chamber has contracted a deal with BlueCross BlueShield that allows its members to
receive a three percent discount on premiums (valid for two years) through their Chamber
Plus Program. This program has doubled enrollment in the Chamber in three years.

e The Chamber strongly relies on brokers and local chambers to send them leads. Members
of local chambers throughout Mississippi can sign-up with the Jackson Chamber for only
$25 per year.

e Adoption rates for solutions involving technology are going to be particularly challenging in
Mississippi. BlueCross BlueShield recently went paperless, now requiring email addresses
from its members. This approach significantly increased the administrative burden on
brokers.

e The defined contribution plan would likely increase the administrative burden on brokers.
Additionally, it could be too complicated for employees. Selecting their health plan will
have to be simple, and likely allow the business owner to select a default plan from which
the individual employees can change if they so desire.

e Health care is likely the second largest challenge for small businesses. Their issues are total
cost, ease of enrolling, and administrative burden.

e From the employer and employee perspective, the processes and plans offered inside the
exchange need to be the same as those in the outside market. Otherwise, any burden for

participating in the exchange is a disincentive for participants.

Key Verbatim Comments

e “It’s necessary to have marketing or informational materials that apply to different types of
areas, such as after-hours meetings, lunch meetings, information packets, flyers that refer to
a website, and personal representatives.”

e “It'simportant to have a network or partnership between local chamber and agents to reach
out to small businesses in all areas of the state.”

e “In order for the health exchange to be successful, it needs to offer a quality product; it
needs to offer the services people want.”

e The health exchange can leverage local chambers by helping to inform and register its
members.”
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Notes

What are the challenges of informing small businesses about the health exchange?

The key is the availability of information about the program. Small businesses do not have an
HR department aimed at informing its employees about insurance. The small business owners
do not have time to learn the details of the insurance plan and inform their employees. The
information needs to be understandable and available. | believe agents, consultants, or brokers
can fill the HR roll.

The system of providers, brokers, and clients is already in place and functional —and should be
utilized. However, brokers would only be useful toward small businesses that are already
insured. For the uninsured small businesses, there would need to be a broader form of
publicity.

Many of our current members were uninsured before signing up with us. Not only is it
important to include the Chamber in the program but also state agencies, because they have
the information on all statewide businesses.

What are the challenges in covering businesses and individuals in extremely rural areas?

It is important to have a network or partnership between local chambers and agents to reach
out to small businesses in all areas of the state. We have noticed that annual informative
events that pertain to health care are an effective method of communicating with those in rural
areas. Additionally, participants in the events are more attentive when a reliable and
knowledgeable representative gives the information.

Is a website an effective medium for informing small businesses on health care in rural areas?
It is necessary to have marketing or informational materials that apply to different types of
areas, such as after-hours meetings, lunch meetings, information packets, flyers that refer to a
website, and personal representatives. Agents are perfect for rural areas because they can
easily integrate into communities and inform members on all matters, regardless of the
mediums in place.

What are the primary health care obstacles a small business faces?

The total, long-term cost is always the major factor. | believe special discounts aimed at small
businesses, such as a small business tax-credit or a tobacco-free subsidy, would make a health
insurance program more attractive.

What value do small businesses place on health insurance?

Health insurance is tied in with the highest priority of a company. A company’s top priority is
its product. Quality products are produced through the employment of skilled individuals, and
to retain skilled individuals an employer must provide quality benefits (i.e. health care).

What are some effective methods for increasing participation rates within the health
exchange?
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If insurance agents/brokers are given an incentive, they will be more apt to participate within
the exchange. The health exchange can leverage local chambers by helping to inform and
register its members — the chamber can present the exchange as a selling point, in addition to
what they already offer.

| believe insurance agents/brokers would be more effective than local chambers in helping to
increase participation — primarily because they would be more informed about the needs of
clients and the different programs within the exchange.

How would employees react to a defined contribution plan?

In order for the health exchange to be successful, it needs to offer a quality product; it needs to
offer the services people want. At a minimum, it should cover the basic coverage that
employees receive with their current health plan. If people are denied coverage by a provider,
and are pushed toward the health exchange, you do not want them to be pushed into buying a
bad product. For people with serious ailments, the insurance offered by their employer is more
important than their salary. They will not continue to work for a company that forgoes quality
health care coverage.

| believe it is essential to require all employees to be part of the same package. If the healthier
employees decide not to participate because they do not foresee a need for obtaining
coverage, the plan will fall through for everyone, especially those with serious ailments.

How do we emphasize the broker’s role in the health exchange?

We need to focus educational resources toward the broker rather than small business. For
every 10 businesses there is a brokers. Educating brokers would essentially be a lot cheaper for
the state. The broker should capitalize on the role of educating employers and their
employees. The process should be relatively simple since the relationship between small
businesses and brokers is already in place.

Are there any special features you would like to see offered by the health exchange?

It is difficult because the insurance companies will raise the premiums on a group if it includes
individuals that are shown to be high-risk. The majority of general health care costs are
directed toward the chronically ill. Coverage needs to be provided to those with pre-existing
conditions, but the situation gets complicated when you expand into groups with a variance in
their members’ quality of health. There has to be a balance between the people with pre-
existing conditions and those who are healthy.
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Business Organization Representative 5
3.30.2011 5:00 pm CST

Interview Summary

e The Federal government’s Army Corps of Engineers is located near this city and provides
such good health insurance that small businesses feel like they need to compete; however,
it’s hard for these businesses to provide anywhere near that quality of health insurance.

e Health insurance is a high priority for small businesses. With only 30 minutes’ notice, this
individual was able to coordinate three people to attend our focus group meeting on

Wednesday, March 30 in this city; thus illustrating the strong and close-knit business
network.

e Mississippi has a strong network that can very quickly convey messages throughout the
small business community regarding things that are of high importance.
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Business Organization Representative 6
3.30.2011 5:00 pm CST

Interview Summary

e Mississippi has a great infrastructure for communicating with small businesses. Business
leaders throughout the state are great examples of people who know many other business
leaders. In fact, there was a distinct example experienced by one of the researchers in
which the Vicksburg Chamber of Commerce scheduled three different business owners to
attend a focus group meeting with only 30 minutes’ notice. They (small businesses) all
know one another and can get a compelling message communicated to businesses
throughout the state very quickly.

e While this person knows very little about the Mississippi health exchange, this person wants
to ensure that whatever is built will be business-friendly and not remove the incentive for
businesses to grow, innovate, and employ. We must work toward lowering the overall cost
of health insurance.

e Health insurance is a significant burden on small businesses. They encounter high costs,
minimum participation rates, and the unpredictability of constant change.

e Private enterprise is effectively tackling the issues that the health exchange is trying to solve
for small businesses, such as the Chamber Plus plan implemented by the Jackson Chamber
of Commerce.

e Researchers need to come to Wheatley, presenting the idea of the health exchange to a
number of small businesses, and then meet with small business owners separately in focus
groups that this and other organizations will help coordinate. Multiple business
development/chamber leaders around the state would be willing to coordinate similar
meetings.
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Business Organization Representative 7

3.31.2011 9:00 am CST

Interview Summary

e When engineering the health exchange, the structure must be built from simplicity and
flexibility. Employees need to have the ability to utilize health tools, such as a health
savings account, to create an insurance plan that meets their needs.

e Asan individual begins enrollment, each step taken must be informative and intuitive.
Perhaps a fifth grade-level presentation would be the most effective medium to feature the
information.

e Simplicity and choice will play a balancing act once the health exchange goes live. Both
components must be watched and allocated as the exchange progresses. A high volume of
options will result in inexperienced individuals becoming overwhelmed and not know what
to select.

e The health exchange should adopt health assessment and financial management tools to
mitigate complexity and assist in simplicity.

e Roughly 80% of small businesses have between three and five employees, with the majority
being uninsured.

e There are true technology challenges in the State of Mississippi. A large portion of the
population has limited access to a computer and or the Internet. Mechanisms need to be
put in place to cater to the digitally disabled.

e [t will be beneficial to both employers and employees to implement a defined contribution
approach, so long as there is sufficient information available to make the process intuitive.
Furthermore, empowering part-time employees with the ability to pool health benefits
from various jobs would help give them access to affordable health care.

e Small businesses perceive the structure of a health exchange to be complex and unmoving
until the concept is depicted in visual form. It is recommended that exchange advocates
approach community meetings to present the proposed structure of the exchange, in a
visual form, to small businesses.

Key Verbatim Comments

e  “Small businesses are the most uninsured category in Mississippi; roughly, 80% of small
businesses have between three and five employees.”

e “Large shares of Mississippians are not technology savvy; furthermore, many are without a
computer and Internet access.”
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e “From an administrative standpoint, the exchange needs to act as a payment facilitator...”

e “Those engineering the health exchange must understand that individuals have a limited
comprehension of health insurance.”

e “The notion of an exchange is so abstract until people are able to visualize what it is going to
look like.”

Notes

What are the demographics of small businesses in Mississippi?

Small businesses are the most uninsured category in Mississippi; roughly, 80% of small
businesses have between three and five employees and definitely less than ten (when including
some part-time employees). The majority of these employees are without health insurance,
with no intention of obtaining insurance in the near future.

The State of Mississippi has two business audiences — those who do not intend to obtain health
insurance, and those who currently offer or want to offer health insurance to their employees.

What are the technological challenges that Mississippi faces?

Large shares of Mississippians are not technology savvy; furthermore, many are without a
computer and Internet access. These individuals will rely on a local agent or someone in the
community that can assist them. It would also be helpful if the state implemented a
mechanism (e.g. local offices or traveling mobiles that can facilitate enrollment and education).

How should the health plans be packaged in the health exchange?
They need to be packaged in terms of affordability. Their presentation should be presented in a
side-by-side comparison, allowing me to compare benefits and prices.

What are your opinions toward a defined contribution plan?

| am in favor of the health exchange implementing such a program. Stipulations should be
enacted that allow employers to offer separate defined contribution toward full-time and part-
time employees.

From an administrative standpoint, the exchange needs to act as a payment facilitator; in the
fact that employers pay the exchange a single check for all employees and distributes the funds
to the necessary carriers.

Furthermore, | would like to see part-time employees have the ability to pool their benefits
from various employers into a single plan, similar to the Utah Aggregation Benefits Program

What must the health exchange have in order to succeed?
First, it would need to be flexible. Employees should be allowed to couple a health saving
account with their high deductible health plans to offset future costs.

Second, it will need to be simplistic. Those engineering the health exchange must understand
that individuals have a limited comprehension of health insurance. All public information
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should be presented at a fifth grade level, includes features such as illustrations and applicable
examples.

How do we manage choice within the health exchange?

When we manage choice, it must be structured around the concept of simplicity. | suggest
offering health assessment tools, financial tools, and illustrations regarding what the options
are. The process of deciding should not only be simple, but also informative.

How do we inform the public of the health exchange?

The notion of an exchange is so abstract until people are able to visualize what it is going to
look like. It would be helpful to present the structure of the exchange, as is proposed, to the
business community. | would capitalize on Chambers of Commerce, contractor associations,
NFIB, and Rotary meetings to present the information.
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Health Care Provider Representative 1
3.31.2011 9:00 am CST

Interview Summary

e Nurse practitioners have the potential to be a key piece in the state’s public outreach
program. Nurses will be a great channel for not just the small business exchange, but also
the individual exchange.

e The foundation of the health exchange should be simple and user-friendly. When
engineering the exchange the notion of simplicity should be reverberated by the use of
limited health plans. Too many choices would only increase the complexity and resentment
toward the exchange.

e In addition to being user-friendly, other variables may affect the participation rate in the
exchange. Such variables are premium costs and the availability of benefits.

e Much of the rural population has a negative connotation toward the health exchange. For
that reason, the exchange must be branded in a way that separates it from the state and

federal government.

e The exchange should focus its educational outreach program through local chambers,
industry groups, and not-for-profit organizations.

Key Verbatim Comments

e  “The population’s dislike for a health exchange runs parallel with their limited
understanding of what an exchange is.”

e “The exchange will need to educate the population, not just about what the exchange is, but
how it can economically benefit their lives.”

e “The quantity of health plans should be limited; too many choices would dissuade people
from making a choice at all.”

Notes

What do you believe are the largest challenges in creating a successful health exchange?
Thus far, the largest challenge has been the surrounding politics of the exchange (e.g. who will
be serving on the Board of Directors). | believe the largest challenge has yet to come, and that is
getting individuals used to the idea of obtaining insurance through an exchange.

What challenges do the rural regions of Mississippi present?
For the most part, they lack the expertise to analyze and compare the available health options.
Moreover, a vast majority of the population distrusts government, state, and local agencies.
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The population’s dislike for a health exchange runs parallel with their limited understanding of
what an exchange is. To overcome this negative connotation, there must be active outreach
programs to education the rural and urban populations.

What mediums will be the most effective for educating the public?

| believe primary care providers and nurse practitioners will be an effective medium to use. If
the state allocates resources toward educating nurse practitioners, they will promote it. The
state can leverage the Mississippi Nursing Association to help educate nurses about the
structure and benefits of the exchange.

What are the potential problems with the health exchange?

Currently, the health exchange is focusing on how it will affect potential enrollees, rather than
paying attention to its legislation. The exchange will need to educate the population, not just
about what the exchange is, but how it can economically benefit their lives.

What is the Mississippi insurance network like?

There are few insurance carriers in Mississippi. Furthermore, there are several counties that
lack a single doctor; and without nurse practitioners, that county would not have any care.
Mississippi does not have enough primary care providers to address all of the needs of the
state.

Would the Public Development & Planning District be a viable channel for educating nurses?
Yes. The association would be a great channel for educating nurses. Additionally, nurses have
always been a great way to disseminate health education to the public.

How can we increase participation in the health exchange?
Participation rates will depend on costs, benefits, and ease of use. The quantity of health plans
should be limited; too many choices would dissuade people from making a choice at all.

Is there anything else you would wish to add?

If you want to be successful, you need to have nurses involved in the pre and post
implementation process. If the goal is design a system that is user-friendly, then this is the
group to do it.
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Broker Representative 1
4.7.2011 10:00 am CST

Interview Summary

e Education is the largest barrier to implementing the exchange. New ideas and concepts
garner strong resistance. Countering such resistance is possible through progressive
educational outreaches.

e The best way to educate the public, in high volumes, is through active state and municipal
outreach campaigns. Mississippi conducted the Wind Pool Program through traditional

media as well as town hall meetings.

e Employers must see a clear economic reason to join the exchange. The exchange must
emphasize its ability to help employers attract and retain employees.

e The most challenging issue will be attaining/maintain high participation rates.

Key Verbatim Comments

e “We find this, repeatedly, in any new program that getting the knowledge out to be the
most difficult.”

e “From my experience, it is simple to assume that the general population understands
something, when in fact they do not.”

e “If you are reaching out to small employers they will come, but you have to find a way to
reach them and explain it to them.”

Notes

What challenges do you think we are going to have for the health exchange?

Education. Typically, with anything that is new you are going to have resistance at different
places because people do not understand it. Following this, the exchange is going to have to
conduct an active education process. We find this, repeatedly, in any new program that
getting the knowledge out to be the most difficult.

One of the concerns with in Mississippi is the rural population. Do you know of some effective
solutions that others have employed to get into the rural area?

The simplest solution is meetings, actually going to the region. First, figure out your resources,
and then whom you are targeting so you can conduct proper meetings.

From my experience, it is simple to assume that the general population understands something,
when in fact they do not. As a precaution, | tend to overeducate those | am trying to inform. In

Mississippi, it is largely rural and under educated in many ways.

There are many profitable businesses in Mississippi, but that does not make them sophisticated
about health care. For example, | have someone who cuts my trees (he does a great job) but |
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do not think he is sophisticated about this topic. Largely, these individuals learn via oral and
audio mediums, not so much via paperwork. What we did with the Wind Pool Program was
schedule meeting that reached our constituencies. We did this by giving out notice and finding
out who the drivers were.

How did you target and reach out to the wind pool group?

We were meeting in local county meeting rooms, as well as small municipal meeting rooms —
wherever anyone would be. We found our target group via this process. However, we still
needed to reach out to contractors and code enforcement personal. We had to retrain our
agents about the role they will play.

Additionally, we ran news ads that advertised where and when our meetings would be. If you
are reaching out to small employers they will come, but you have to find a way to reach them
and explain it to them.

How do we small businesses to offer benefits if the exchange is not driven by costs?

You need to focus on the notion that benefits enable the employer to hire and retain quality
employees. The company saves money via two ways. First, quality employees are more
productive and thus generate more income. Second, employee retention rates are higher.
Employers spend less time training new employees, which is expensive and time consuming.

When you do not have the right set of cards (i.e. subsidies, Medicaid, etc), health coverage is
outrageous. However, when you are looking for employees, health benefits are a competitive
advantage.

What is the one thing the exchange needs to have or do to be successful?

It seems to me that the exchange has two audiences; (1) a group that does not provide
insurance and (2) a group that struggles with insurance, but would do better participating in the
exchange. As | see it, this type of program [health exchange] will only succeed through a high
volume of participation. That being said, the trouble will be in attaining members.
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Broker Representatives 2 and 3
3.30.2011 12:00 pm CST

Interview Summary

e On average, small business employers do not have the time to deal with insurers; therefore,
they depend on local brokers to mitigate their responsibility.

e The greatest challenges to increasing participation in the exchange will be controlling price,
developing a participation process built on simplicity, and creating a solid customer service
foundation.

e A growing concern, built on the notion that employees will choose their own health plan, is
that they will gravitate toward the cheapest plan without understanding its benefits. When
guestions or concerns arise, the concern is that they will go back to the employer and the
employer will turn to the broker. Brokers do not have enough resources to help each
person individually.

e The health exchange needs to offer a limited number of health plans (four or five). Too
many plans will result in confusion; therefore, the Medicare Supplement may be a good

model.

e Thus far, the response from brokers toward the exchange is fear. When proven that the
exchange will make the brokers lives easier, they will be more accepting of it.

e Mississippi is a rural area in terms of computer literacy and provider networks. The options
available to individuals may be limited because of the rural nature of the state.

Key Verbatim Comments

o “If you take somebody to the exchange, and they find that the coverage is not comparable
or the price is more than what they are currently paying - then you’re going to have trouble
increasing participation.”

e “There’s going to be a litany of questions and uncertainties...because someone has chosen a
health plan they knew little about, simply because it costs them less than another option.”

e “Everybody loves to have choices, but you don’t want to have too many choices.”

e “If the health exchange ends up being a going thing, brokers will settle in pretty quickly.”

Notes

How should brokers be compensated in the health exchange for it to be worth their time?

It depends on how much time consumption the exchange places on brokers. Currently, our
brokers are paid on a per-contract-per-month or per-employee-per-month basis, rather than a
percentage. The large providers pay brokers on a capitation basis, for continuance of ease,
brokers should be paid per-contract as they are now.
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What challenges do you foresee in acquiring a sufficient rate of participation in the small
group exchange?

The price and quality of health coverage should be comparable to that of conventional health
insurance. Individuals who are covered under the exchange must have an understanding of
how they are going to pay for coverage.

Several individuals will qualify for subsidies or social programs; a facilitator must be in place to
act as a guide. Brokers may have a limited understanding of the exchange’s subsidies and
programs, so there would need to be an alternative group to occupy this role. However, if
brokers were to provide this education, they need to be compensated for it or they will lack the
necessary incentive.

What is your prediction of the successes and failures of a defined contribution plan?
Currently in Mississippi, about 90 percent of employers use a defined contribution approach.
They pay a fixed amount or percentage, and the employees primarily cover any premium
increases, which has caused a decrease in participation.

In the current situation, the role of the broker is to present the different insurance options. The
main fault of allowing people to choose their own health plan is that they choose the plan with
the lowest premium, without understanding the details of the plan’s coverage. When the
employee begins to see that their plan does not cover what they need, they complain to the
employer, who then eventually complains to the broker. Increasing the variety of plans offered
will increase the frequency of this dissatisfaction.

What should the health exchange do to make participation easier for brokers and the people
who want to enroll?

The plan options should be as similar to each other as possible, and there should be a limited
number of plans offered. This will make plans easier to understand and easier to compare.
Ideally, only four to five plans should be offered, and plans should be as similar as possible, so
that it is simple for the consumer to compare prices. The brokers and consumers need to know
sufficient details, not just about the price and benefits but also about the network options
before they enroll, so that they know which doctors and facilities are available with each
option. People often consider the price of the plan to be the primary factor in their choice and
benefits secondary, and overlook the network options entirely. Consumers need sufficient
guidance so that they do not make this mistake.

How important is face-to-face interaction, compared to providing a user-friendly website in
gaining participation in the health exchange?
Mississippi is very rural. A large segment of individuals has limited access to a computer. In this

state, face-to-face interaction is an absolute necessity.

How important will the role of the broker be to the health exchange?
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Brokers need to have their perspective considered in all major decisions and actions, and they
need fair compensation for their efforts.

Small businesses are not required to provide insurance, they are generally less informed about
health care, and often have less time to devote to administrative tasks. Brokers are the
individuals who assist and facilitate the enrollment of small businesses.

What attitude do you expect brokers to have toward the health exchange?
Brokers will initially feel apprehensive and possibly even obstinate toward the exchange;
however, if it benefits them without too much difficulty, they will immediately support it.

What do you believe conventional health care providers expect from brokers in the future?
The health insurance companies seem to have decreased their infrastructure, and now have an
increased dependence on brokers to maintain and increase their membership. There seems to
be a lot of uncertainty about how there are going to determine “risk” with regard to those who
have been previously uninsured.
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Broker Representative 4
3.31.2011 2:00 pm CST

Interview Summary

e Small business participation rates will depend on administrative qualities, predictable and
moderated prices, subsidies and incentives, and creative enrollment mechanisms like a
defined contribution plan.

e Simplicity should be reiterated through limited choice. Allowing few carriers to participate
will result in few plans, thus reducing possible complexities in the future.

e Brokers should be leveraged and not disregarded. Allocate resources toward educating the
broker population. These individuals already have a keen understanding and relationship

with the business community, which they can draw on to spur participation.

e If brokers are utilized, the State of Mississippi should adopt a compensation package similar
to that of Utah.

e Apply caution when associating the exchange with entitlement programs. There is a risk
that the population will begin to view the exchange negatively.

e To avoid bureaucratic redundancies and bottlenecked services, the exchange should avoid
being run by a government agency and limit legislative involvement.

Key Verbatim Comments

e “The particulars of a small group exchange, in terms of the quantity and diversity of options
offered, will be subjective to what can be realistically administered.”

e “Brokers are the existent, functioning infrastructure of insurance distribution.”

e “The concept that the public seems to be most ignorant of is that health care costs money,
and that money has to come from somewhere or someone.”

e  “Many people are eager to get health care they can afford; they are just uninformed of the
process and the details of qualified plans/programs.”

Notes

What do you think are the primary challenges of instituting a health exchange in Mississippi?
Knowledge; there needs to be sufficient education on all levels, from the public to the
legislature. The health exchange initiative makes individuals uncomfortable, for they believe it
represents a transition to socialized medicine.

What problems do you foresee in offering health insurance to small businesses via the health
exchange?

Administration will be the primary issue. The particulars of a small group exchange, in terms of
the quantity and diversity of options offered, will be subjective to what can be realistically
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administered. Regardless of the quality or affordability of a plan, the administration is the
major facet in the success of the program.

Moreover, the exchange will need to be practical and functional for the small businesses to
participate, and that functionality will depend on its administration. The exchange will need
manage the billing, subsidies, and invoices, which are all administrative tasks. A decision needs
to be made as to whether the exchange itself will administer the task, or whether it will
contract to a third party.

Is a defined contribution plan a viable model for the health exchange?

The difficult aspect to this model is that once the employer decides upon the defined amount,
the employee is responsible for his or her plan. The concern is that the state will allocate
additional resources to educate employees of their options, resulting in further costs.

Another problem with the model is that it requires the employee to contribute a portion of the
cost for their coverage, and many individuals are resistant to paying any amount for health
insurance. The public has no frame of reference for the cost of health care, so they view
relatively small premiums to be unreasonably high.

There needs to be a drastic increase in the transparency of health care, especially about the
cost of services. The public seems to be ignorant that health care costs money and that money
has to come from somewhere or someone.

How much of a problem are health care costs to small business employers?

They consider it a major problem. Their primary expenditure is their payroll, and health
benefits are a large part of that payroll. As a general estimation, health insurance accounts for
roughly ten percent of an employer’s payroll costs. When the cost of health plans increase,
employers compensate by distributing smaller pay raises to their employees.

How will brokers react to the health exchange?

Brokers are unacquainted with the logistics of the exchange (i.e. the role they will play);
however, they are essential for its success. Without the cooperation of insurance brokers, the
exchange will fail. Brokers are the existent, functioning infrastructure of insurance distribution.

The combination of a website and a call center would not provide sufficient education to the
majority of the public. Face-to-face education and guidance is an absolute necessity, which will
be the role of a broker.

How can the health exchange benefit small businesses?

The exchange must offer health insurance at a competitive price or people will not enroll. For
the exchange to present plans at a low cost, a diverse group of members must be maintained.
If the more healthy individuals realize they can attain cheaper insurance outside of their group,
they will, and the price of the plans will increase.
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What are the most effective channels for educating the public about the health exchange?
Many individuals are eager to obtain health care they can afford; they are just uninformed of
the process and the details of qualified plans/programs. | believe, currently, brokers are the
only persons prepared to offer this information.

The Chambers of Commerce and other business organizations do not understand the
complexities of the system adequately enough to be an effective channel. A significant obstacle
in educating the public of these programs is distrust, which is the result of ignorance.

Not only are the brokers informed about the market, but also they are already trusted
members of the community. Moreover, brokers currently play the role of an informer and
enroller of insurance plans.

What security risks would be involved with the health exchange, and how does the exchange
safeguard these issues?
Identity theft is the primary risk. Brokers need to be educated and trained or fraud will occur.

How can the health exchange enroll small groups as quickly as possible?

It is necessary for the price of health plans to be competitive with those offered in the outside
market.

The administration has to be efficient, in comparison to conventional providers. The defined
contribution model would be effective in attracting employers. The problem with this is a
matter of who will guide the employees in their chosen health plans.

What will be the primary difficulty with the health exchange?

The inefficiencies inherent in any state administered program. The administration will be less
efficient than that of the private health insurance companies. Its administrative procedures will
be more complicated and will take more time, so its service will be less competitive with the
conventional health insurance market.
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Broker Representative 5
3.30.2011 1:00 pm CST

Executive Summary

e The exchange should ensure maximum flexibility for the consumer. The consumer must be
able to select the plan that is most appropriate to his or her needs, and not be limited to a
metallic band/carrier that is selected by his or her employer. Consumers should have the
ability to access the exchange via a broker or the Internet. Furthermore, the consumer
should have the option to approach the market in any way he or she prefers, whether
through the exchange or the outside market. The exchange should supplement, not
replace, the other channels for obtaining health insurance. This will maximize
competitiveness and ensure greater innovation in the industry.

e Brokers will be vital to the success of the health exchange. Insurance is hard to understand
and the role of a broker will be to simplify it for exchange participants. Moreover, brokers
are in every populated county in Mississippi, and therefore will be able to improve the
traction of the exchange once online. The vast majority of individuals that enter the health
insurance market do so through the help of a broker/agent. The exchange will want to
create a conducive environment to get agents anxiously engaged. To increase the success
of the exchange, the exchange should provide seminars and continued training for agents
that includes at least the following:

The pro’s and con’s of the exchange

When to work inside of the exchange and when to work outside of the exchange

How to navigate the exchange

How they are compensated in the exchange

o O O O

e There is skepticism surrounding the health exchange, whether the impact and success of
the exchange will truly be a “game changer” in improving the manner in which health
insurance is delivered. Obtaining health insurance is more about expense than it is about
access; small businesses are not offering health insurance because it is prohibitively
expensive. Unless the exchange lowers the cost of insurance it will not have the impact
needed. The ideal would be lowering the overall cost of health insurance, which will be the
greatest help to small businesses (and everyone else in Mississippi).

e Effective outreach will be a critical component of the health exchange’s success. It has been
suggested that networking efforts are much more effective than mass marketing. A few
networks that could be leveraged are:

o Chamber of Commerce

o Trade Associations

o Realtor Associations

o Economic Development Corp
o Other trade associations
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Key Verbatim Comments

e “They [small businesses] are dropping insurance because of the expense of health care, not
due to lack of access.”

e “The exchange needs to be a supplement to the current channels for health insurance
delivery.”

e “The health plan options need to be kept to a minimum.”

e “This [defined contribution plan] would be a very compelling model.”

e “In general, people need an expert to tell them what they need and do not need.”

Notes

If you were building a health exchange, what components would you include to ensure its
success?

| would ensure policies that prevented the exchange from being overly destructive to the
private market. The exchange needs to be a supplement to the current channels for health
insurance delivery. Furthermore, it should provide maximum flexibility for the consumer, giving
him or her the option of registering via the Internet or a broker (comparable to that of
automobile insurance).

What are your thoughts on the health exchange?

| am a skeptic surrounding the success of the health exchange. | am unsure whether its
implementation will truly be a game changer for the health insurance market. However, if the
exchange gives another outlet there is certainly no harm done, so long as it does not crowd out
important pre-existing channels.

Why are small businesses not providing health insurance to their employees?
They are dropping insurance because of the expense of health care. Additionally, | would say
the general complexity of insurance is another issue.

What would be necessary for employers to offer health insurance to their employees?
We first need to figure out a way to lower the costs of health insurance. There might be some
administrative burdens to help alleviate, but | do not really know.

How could the health exchange be made simple?

Health plan options need to be kept to a minimum. If this is not a viable option, a mechanism
needs to be created to allow the individual to sort by factors that directly relate to their needs
and wants.

What are your thoughts on a defined contribution plan?
This approach actually happens now, and very frequently. This would be a very compelling

model.

What role would brokers play?
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In Mississippi, we have many worker compensation pools. Many of them began with little to no
broker/agent participation. However, as time went on and program complexity became an
issue, brokers/agents began to play a larger role. In general, people need an expert to tell them
what they need and do not need.

How should the exchange’s outreach be applied?

Part of the outreach will certainly be through engaging brokers/agents. The vast majority of
people who enter the exchange will do so through the help of a broker/agent. That being said,
you will want to have seminars for agents that educate on how to use the exchange and how
they are compensated within the exchange. Overall, you would want to create a conducive
environment to get agents anxiously engaged.

Furthermore, use associations (e.g. trade associations, restaurant associations, manufacturer
associations) as an outreach channel. In my experience, networking efforts are much more
effective than mass marketing. | suggest networking through the following channels:

e Chamber of Commerce

e Trade Associations

e Realtor Associations

e Economic Development Corporation
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Broker Representative 6
3.31.2011 9:30 am CST

Interview Summary

e If navigators are to facilitate small business enrollment, they should undergo a certification
that is equal to that of a broker certification. In addition, existing insurance brokers will
need to have additional training on the exchange — how it works, and its benefits.

e Rural areas are going to pose a problem for the state in terms of marketing and enrolling.
The rural population has limited access to the Internet. These individuals must be
approached personally and the information presented must be as simple as possible.

e Insurance carriers are concerned about the potential adverse risk within the exchange pool.
Some believe that without a carrier participation mandate, there will be no incentive to
join.

e Broker compensation should be that a flat fee. If compensation is based on a percent of the
premium, brokers will have an incentive to enroll individuals into more expensive plans.

Key Verbatim Comments

e “We need to get the bones of the exchange passed through the legislature as soon as
possible.”

e “The state must allow the health exchange to be fertile enough to maintain and attract new
insurance carriers.”

e “Those who cannot access the information digitally, a palatable medium must be used (i.e.
paperwork, to inform and educate).”

e “My concern is that they will be giving insurance advice without a license.”

Notes

What is the largest challenge in implementing the health exchange?

The largest challenge is political. We need to have the bones of the exchange passed through
the legislature as soon as possible.

What is the largest challenge in the actual implementation of the health exchange?
Mississippi is a rural state; very few carriers offer insurance in these regions. The state must
allow the health exchange to be fertile enough to maintain and attract new insurance carriers.

Moreover, the rural population has limited access to the Internet. Therefore, implementing a
system designed around a digital framework will not function for everyone. The exchange will
need to assist those without computer access, which is a large portion of the Mississippi, by
offering “paper” enrollment.

How do we pass information to the rural areas of the state?
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Information will need to be presented via face-to-face contact. Those who cannot access the
information digitally, a palatable medium must be used (i.e. paperwork, to inform and
educate).

How do we encourage participation among insurance agents in the health exchange?
The exchange must establish a competitive remuneration program to incentivize agents. In
addition, the exchange must actively educate insurance agents about the exchange, its
programs, and benefits for members.

How should we compensate brokers?

First, we should design the compensation so it rewards for increased participation. Second, the
majority of insurance carriers have gone with a captivated arrangement, so the framework
must mirror this.

What incentives do carriers have to participate in the health exchange?

In Mississippi, the largest carrier is BlueCross BlueShield. Currently, they do not have a basic
plan that can go in the exchange. Furthermore, they have no incentive to offer a plan, unless it
is mandated.

Additionally, there is too much adverse selection. Carriers are concerned about their reward
and the risk that must be taken.

How do we educate the rural population, aside from brokers?
| do not know, perhaps a billboard. | would say churches, town hall meetings, and traditional
marketing mediums.

What is your concern about the role of a navigator?
My concern is that they will be giving insurance advice without a license. | believe a navigator
should undergo the same licensing as brokers.

Who should regulate the health exchange?
The federal government is putting forth the requirement, but | believe regulation will fall on the
Department of Insurance (DOI).

| do not advocate for a separate state agency. Resources should be allocated toward an
existing agency, and the DOI already has the means and resources to monitor and regulate the
exchange.

What is your opinion of the Risk Pool Program?

| believe it is a great model for the country. It is successful, run conservatively, and works well

with the market place.

Why don’t more people participate in the Risk Pool Program?
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Individuals do not participate because of a lack of access; it is more to do with affordability.
Individuals do not want to pay the extra costs associated with obtaining insurance.
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Gaming Industry Representative 1

3.30.2011 2:30 pm MST

Interview Summary

e With regard to the gaming industry and levels of health care coverage, this company offers
a competitive benefits package (15 percent of the cost is covered by an employee). Those
who do not enroll in coverage tend to fall into three categories:

o Younger employees who tend to not want to pay for something they think they will not
use.

o Transient employees who do not work for the company very long; an employee profile
seen more often in the gaming industry.

o Married employees who are on a spouse’s insurance plan.

e In particular, Mississippi employees tend to not sign up for, and to not use primary care
physicians at a much higher rate than anywhere else. There is a high volume of emergency
room visitation, even for routine medical situations. Even though co-pays are much higher
in an ER ($20 normal office visit versus $150 for ER visit), employees in Mississippi still tend
to use emergency room services at unusual levels.

e This company has tried to develop agreements with urgent care and quick care clinics, as an
alternative to primary care physicians and as a more viable alternative to ER visits. This is a
way to encourage employees to get urgent care that is needed but at a lower cost.

e The company is 100 percent self-insured, so cost and utilization ratios are extremely
important. The company uses a large provider as an administrator and leverages the large
provider network (with negotiated rates) as a cost control measure.

e The company offers one, and only one, bundled coverage plan, which includes health,
vision, and dental. No unbundling of coverage is allowed. This has reduced coverage and
administrative costs significantly.

e The exchange should offer simple plans that include health, vision, and dental coverage. As
a business, the employee is not productive if they are healthy but their teeth hurt.
Employees cannot unbundle coverage or individuals will simply go without coverage and
pay a penalty when there is a problem.

e Keys to the success of the exchange will be to get the volume up and to make sure that
there is as broad a network of providers as possible. Players in the exchange will only be

successful if these factors are met, so the cost can be brought down for everyone.

Key Verbatim Comments
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e “Inregard to a health care exchange, the average employee is not that sophisticated. They
do not know the difference between a PPO, HMO, or something else.”

o “We only offer one, bundled health care plan. Take it or leave it.”

e “One reason that there are so many uninsured employees is that younger employees don’t
want to pay for something that they don’t think they need or use.”

e “We focus on the ‘whole self’, which is why we offer our bundled coverage with no option to
unbundle the health/dental/vision plan.”

e “The players in the exchange will only succeed if the state can bring the volume up so that
the cost can come down for everyone.”

Notes

Why do some people not purchase insurance?

First, we have many young individuals that work in our casinos. Younger people tend to not
want to pay for something (insurance) that they do not think they will need or use.

We also have many unskilled workers who tend to be transient in nature. Transient individuals
are not looking too far out into the future and therefore opt to forego participation in our
benefits program.

Another big reason people do not participate, and we know this from talking to our employees,
is that they often have insurance through a spouse’s program at another job. Sometimes a
spouse’s program offers something we do not. Therefore, the employee signs up with an
alternative program.

What are some of the challenges that you have had in the past in providing health insurance
in the State of Mississippi, as well as at other properties?

One of the things we see a lot of in Mississippi, and this is rather common within the state, is
the tendency for employees to not have a primary care physician. They don’t sign up for a
primary care physician and will go directly to the Emergency Room when a wife or child gets
sick—even with something fairly minor.

What is the cost difference for this type of care?

A standard office visit has a co-pay of $20. A visit to the emergency room has a co-pay of $150.
Even though it is more expensive, they still just go to the emergency room. It is has been very
surprising to see this in Mississippi. We still do not understand why this is the case.

Have you done anything to address this issue?

Yes. We noticed that in many areas there were urgent care clinics. We made it as easy and as
cheap to visit one of these clinics as it was to visit a Primary Care MD. Emergency room visits
cost us a lot of money. This will hopefully reduce the use of emergency rooms by our
employees when there is not a serious medical ailments involved.
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One issue in Vicksburg proper is that there are no urgent care clinics. Therefore, we are still
searching for solutions in this region.

What cost issues have you had to deal with in administering your benefits programs in
Mississippi?

Our basic measurement is focused on cost versus utilization. For example, you asked me why
so many of our employees have not designated a primary care physician. We do not know all of
the reasons. Nevertheless, it may be related to that fact that we make our program so simple.

We offer what we call a bundled health care plan. This means we offer one, and only one,
health care plan to our employees. Take it or leave it!

Our plan also includes health coverage, dental coverage, and vision coverage. There is no
unbundling. There are no other options.

The average person does not know the difference between an HMO, a PPO, or anything else.
This means that we have significantly reduced the administrative costs and effort it takes during
periods such as Open Enrollment.

What other considerations have you had in administering this health care program?

Another way we look at costs is through the size of the network. Many companies have
different plans and options. Since we have opted for only one plan, we have to choose an
administrator with a network that is as extensive as possible. This reduces the amount of out-
of-network coverage. We need a network that has as many doctors in as many places —and has
as many services as we can find. This helps us to keep the cost down.

What issues do you see specifically regarding the implementation of a health exchange in the
State of Mississippi?

We only benefit from the health exchange if there is a broad network of physicians. We may or
may not be in the exchange. However, any involvement we have as a company or through our
employees would rely on as broad a network as possible to bring the costs down for everyone.
Players in the exchange will only be successful if the state can get the volume up.

The other thought about the exchange would be about the breadth of coverage. We take a
very broad approach with our bundled coverage. Our research suggests that someone can be
healthy, but there are unable to perform if his or her teeth hurt. We focus on the “whole self,”
and this is why we offer our bundled coverage with no option to unbundle the
health/dental/vision plan.

In addition, you cannot fragment the care. We found that if you unbundle coverage or

fragment what you are doing, the employee would just go without and pay a penalty when they
have a health problem. Sometimes this has an impact on the employer.
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Beyond that, | do not really have any input. | will be curious to see what results. We intend to
continue offering our plan until something concrete results with the exchange.
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Gaming Industry Representative 2
4.6.2011 4:00 pm CST

Interview Summary

e When the health exchange begins its public outreach campaign, the negatives of the
exchange must be address alongside the positives. The business community in Mississippi
does not want to be misled.

e The underlying reason for offering health benefits is to retain and attract quality employees.
This should be noted as a selling point when conducting the exchange’s public outreach.

e Adigital interface (i.e. a website), will not work as the primary enrollment facilitator for two
reasons. First, a large percentage of the population is not informed enough to enroll
without the assistance of a third party, (i.e. employers and brokers). Second, a significant
portion of the public has a limited understanding/access to the Internet.

e Small businesses would be interested in the concept of a defined contribution plan, as long
it was intuitive, simplistic, and was able to save the employer money.

Key Verbatim Comments

e  “The main concern with small businesses is cost; the exchange must offer something that
will save money.”

e “The younger typically take the high deductible, while those over the age of 30 take the
lower.”

e “They would not be unreceptive toward it [referring to a defined contribution plan]; they just
need to be sold.”

Notes

Based on the benefits you offer, what are the largest challenges with the exchange?

The main concern with small businesses is cost; the exchange must offer something that will
save money. This year, our rates went up significantly.

Mississippi is an unhealthy state; there are too many individuals with diabetes. The majority
love to eat, which is having a direct effect on the cost of insurance. They exchange needs to
help businesses save money, if not through cheaper insurance, than something else that does.

Who participates in your benefits program?
Well, we offer two plans — one high deductible and one low. The younger typically take the

high deductible, while those over the age of 30 take the lower.

How much education needs to go in to helping employees pick plans?
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During the orientation, we train and educate our employees on their health plan options. They
are aware of what the contribution and benefits are going to be. However, many individuals
opt to not put their kids on the program because the premium is too high; instead, they go
through CHIP or Medicaid.

Should there be an online component?

I love the idea of going digital and think it is a great platform to use; however, | am not sure if it
will work in Mississippi. The high school dropout rate in Mississippi is 40 percent. Not too long
ago, | tried to obtain all of our employees email addresses to send them information regard
their health care; the majority didn’t have an email address, only 30 percent were able to give
me one. The state is simply technologically challenged.

When you are enrolling employees in health care, do you simply tell them the information
and allow them to do the rest?

We have them make the decision immediately. We walk them through the entire process. In
six months, if they want to add or drop someone, then it is their responsibility.

Do you think an aggregated benefits approach would be beneficial to your part-employees?
If you are working for our company, you cannot work for another casino. Moreover, we pay
very well and many decide to work full-time rather than part-time here and part-time
somewhere else.

How do we get the business community involved?
Well, if the exchange will not lower the cost of insurance, it must offer something that will save
me money, or | will not participate.

Would employers participate in a defined contribution plan, or would they be concerned
about employees coming to them with many questions?

They would not be unreceptive toward it; they just need to be sold. If you tell me it is not going
to save me money, it had better help me make everything else easy and accessible. It has to
save me money in some way, or | am not going to be interested.
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Section 5: Small Business and Broker Quads

Small Business and Broker Quads Introduction and Methodology: A successful health
exchange requires the perspectives of many stakeholders. Legislators, consumer advocates,
business organizations, insurance carriers, and policy analysis — all contributing key insights that
assist in creating the exchange. However, the best-designed exchange is only effective if
businesses and individuals use it. Accordingly, Leavitt Partners and Cicero Group have designed
a research methodology that is heavily weighted toward those who will actually use the
exchange. Phase | of the research plan was originally designed to focus on outside
stakeholders, rather than potential exchange users. Phases Il and Ill of the research focus
primarily on seeking input from potential exchange users (e.g. including small businesses and
brokers). However, researchers were able to conduct four mini-focus groups or “quads” with
small business owners and health insurance brokers in Jackson and Vicksburg.

Given the early stage of the research, it was decided that quads with 4 to 5 individuals would
allow researchers to dig deeply into the challenges of health insurance in Mississippi.
Participants for the Jackson groups were recruited from online lists provided through
OneSource while the Vicksburg group was primarily recruited by the Vicksburg-Warren County
Chamber of Commerce. Participants were offered free dinner and a $150 honorarium for their
participation. Leavitt Partners and Cicero Group asked participants to be cordially open and
honest, even if comments reflective negatively on the State of Mississippi.

The following quads were conducted:

March 28" — Jackson — 4 Small business health care decision-makers (owners and business
managers)

March 29" — Jackson — 5 Health insurance brokers

March 30" — Vicksburg — 5 Small business health care decision-makers (owners and business
managers)

March 31°' - Jackson — 4 Health insurance brokers

While the data from these reports is qualitative in nature, the themes were very consistent and
aligned with interviews conducted with stakeholders throughout the state. Accordingly, it is
believed that these groups and the 45+ stakeholder interviews conducted will become the
building blocks for future Mississippi exchange research.
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Aggregated Executive Summary

e Fear and Uncertainty Caused by “ObamacCare”: Small business and broker participants
expressed great uncertainty and fear regarding federal health insurance reform. Although
government intrusion will be looked at skeptically, it will be more accepted when presented
from a state or local level.

e An Exchange Built by Mississippians, for Mississippians: All small business and broker
participants agreed that the exchange should be designed by Mississippians, for
Mississippians.

e Small Business Health Care Challenges: The major health care challenges for small
businesses include costs, administrative burden, poor participation rates, and a feeling that
employees do not fully appreciate the benefits employers offer.

e Simplicity: Exchanges and insurance are complicated concepts. The simplicity of physically
and intellectually accessing the exchange will determine its success. Consider a solution
that offers a basic plan and allows individuals to add-on aspects they may need or want (e.g.
maternity, dental, vision, psychiatric, prescription, prosthesis, etc.). The system will have to
serve the needs of rural individuals and those who are not computer literate.

e Accessing the Exchange: Small business and broker groups suggested that an online
exchange (as the sole access port) is unrealistic. The exchange should be accessible by
computer, phone, and in-person.

e Carrier Participation: Seek for broad carrier participation, but limit the number of plans
they may offer in the exchange. Having too few of carriers in the exchange could lead to
“chicanery.”

e Number of Standardized Plans: Limit the number of plans offered to three to four benefit
plans. The benefit plans will range from a high deductible, low premium plan with an HSA
to a low deductible, high premium plan. Plans should be the same for all carriers.
Therefore, carriers will compete on price, service, and network.

e Education and Enrollment: Mississippians will need to be educated about the exchange and
insurance. Education will likely need to come from in-person meetings. Additionally, there
is strong agreement that education is not enough to increase participation. Mississippians
will need assistance enrolling in the program.

e Outreach and Marketing: Mississippi has strong, existing networks that can be leveraged to
help inform the public and business community of the exchange. In addition to traditional
media, the state should use faith-based organizations, business organizations, schools,
providers (e.g. nurses and doctors), and brokers as an outreach medium.
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e Broker Participation: Brokers are critical to the success of the exchange. Broker
commissions should be standardized so there is no incentive to enroll participants in
specific carriers or plans. “You should never have a financial incentive to steer the client.”
“If there is an incentive, there is larceny in the heart.” Brokers should be trained to navigate
the exchange and all navigators must become certified as an agent to participate in selling
in the exchange.

e Branding the Exchange: The exchange should not be associated with entitlements or
Medicaid. The exchange should be viewed as an economic development tool, one that
helps businesses attract and retain employees. The ability to offer benefits to part-time
employees, portability of plans, and defined contributions are attractive to employers and
employees. Consider calling the exchange the “Magnolia Plan,” “Magnolia Solution,”
“Health Outlet,” “Medimall,” or “Health marketplace.”

e Employer Exchange Options: Follow the defined contribution model. Defined contributions
offer employers and employees flexibility. Part-time employers should be able to aggregate
benefits from multiple jobs. Aggregating part-time benefits also helps employers attract
and retain quality part-time employees using the high-risk pool as a model for regulating
the exchange. The exchange should be regulated by the Mississippi Insurance Department
with oversight from a diverse group of stakeholders.
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Broker Groups

Executive Summary — Broker Quads — Jackson - 3.29.2011

e Exchange design: This should be an exchange built by Mississippians. A portion of the
exchange will be online. Small businesses and employees will need one-on-one assistance
navigating the exchange and enrolling in a plan.

e Plan design: Limit the number of plans offered to three benefit plans. The benefit plans will
range from a high deductible low premium plan with an HSA to a low deductible, high
premium plan. Plans should be the same for all carriers. Carriers will compete on price,
service, and network.

e Outreach and marketing: Use Mississippi’s existing networks to spread the word about the
exchange. In addition to traditional media, use small business organizations and brokers.
Many people will need the face-to-face interaction.

e Broker participation: Brokers need financial incentive to participate in the exchange. The
lower the commission, the lower the quality of broker advice that will be given. Brokers
working in the rural areas will need to be given larger commissions than those in urban
areas.

e Employer participation: While a defined contribution plan is recommended, brokers agree
that this approach could increase the administrative burden on brokers. Encourage small

business participation by offering less expensive plans.

Key Verbatim Comments:

e “Explain what you mean by exchange.” (the concept of an exchange is difficult to
understand) — All participants

e ‘It has to be easily understandable; the intricate details of health insurance are difficult even
for brokers to understand.” — Steve

e “The exchange could put brokers out of business.” — Kurt

e “People in rural areas are not going to sign up for the exchange — most people won’t even
sign up for Medicaid if they don’t have a case worker walking them through the process.” —
Clarence

e “The fewer the better — keep it as simple as possible.” — Nita

Notes
How would you build an optimal exchange?
e Explain to me what you mean by exchange — All participants

Explain to me what you think a health insurance exchange means.
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e From what | have read from the national news, it is a one-stop shop for health insurance.
Consumers choose what they can afford and what they want based on their medical needs.
It promotes consumer choice. — Nita

e People will be required to purchase insurance if they currently do not have insurance.
States are going to have to comply with the new law by 2014. Brokers should be involved in
the process but | am not sure they will be. Moreover, if brokers are involved, how will they
be paid? —Kurt

e People will still have access to other insurance outside the exchange. | see the exchange as
similar to the Part D Medicare program. The agent will still be very important in getting
people enrolled. — Madeline

Where is this exchange?
e Online — Nita and Madeline

What is the objective of the exchange?

e The objective of the exchange is to get the uninsured insured. — Kurt

e If the objective of the exchange is to get the uninsured insured then why is the answer the
exchange? Why will people all of sudden get smart and start getting insurance. | do not see
it happening. — Clarence

e Consumers do not understand the process of selecting health insurance. — Steve

e If brokers are going to be involved then there has to be broker compensation —how are
they going to pay for this system? — Nita

e | do not know that the exchange is going to solve any problems. — Kurt

e Currently 51 percent of the population does not have automobile insurance, and that is
mandatory. The fine is $800 and people are willing to risk it. —Steve

e The exchange should be a place where people can choose insurance, but it has to be
regulated. — Clarence

e Until you address costs of care, nothing is going to change. — Nita

e You have to stop people from only signing up for insurance when they need it. You cannot
pay for a system like that. — Steve

Researcher: What | hear you say is that the exchange needs to compensate brokers, has to

prevent people from jumping in, and jumping out of the market, needs to address

affordability.

e [t has to be easily understandable; the intricate details of health insurance are difficult even
for brokers to understand. — Steve

e How can you make the exchange simple? Health care is so difficult to understand. —
Madeline

e You have to find a way to get insurance for the uninsured. Some people would buy
insurance, but they are unable to do so because of underwriting. — Kurt
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Researcher: What | hear you say is that the exchange needs to take something complex and

make it simple and user-friendly. It needs to be a mechanism that allows individuals to get

insurance who could not otherwise get it.

e The idea of offering something online for consumes to pick without broker expertise is a
detriment to the consumer. People will make the wrong choices. — Steve

e The exchange should be a place that employs people who can help walk others through the
process of obtaining insurance. Many in Mississippi are not able to navigate online. — Kurt

e The exchange could put brokers out of business. — Kurt

e | am not panicking yet. | do not think brokers will be put out of the health insurance
business because people will always have a need for assistance in understanding and
selecting products. —Madeline

How do we encourage high participation rates in the exchange?

e (Calling it an exchange is going to be a problem. People will think a lot of “exchanging” is
going on and will not understand exactly what the service offers. — Nita

e Health marketplace is a better term. — Madeline

e Peopleinrural areas are not going to sign up for the exchange — most people will not even
sign up for Medicaid if they do not have a caseworker walking them through the process. —
Clarence

e Brokers are essential to the entire process. — Madeline
e Medicaid enroliment is difficult; people do not even finish the application. — Steve

Should caseworkers or brokers be used to enroll people in the exchange?

e Brokers will have to make money. — Steve

e If brokers have to go out and make house calls then the cost is going to be very expensive.
It will be so time consuming. — Nita

e If they want people to sign up, they are going to have to hold their hand to sign them up. It
will have to be very attractive financially to a broker to help sign them up. — Clarence

What will make it easier for brokers to go out and get people into the exchange?

e [t will be more interesting to help individuals because now they can actually get coverage. —
Kurt

e Are we going to be paid commission on the subsidies? — Kurt

e Brokers get a flat fee for enrolling people in the high-risk pool. It is not an attractive option
because it is a one-time $100 fee. We mostly do this as a favor to clients. — All participants

What will be the role of brokers in a small business exchange?
e Employers will need help comparing plans. — Nita
e People will still want help deciding on plans. Clarence

What if brokers received a fixed fee per month per head (no matter what employee chooses),
for each small business enrolled in the exchange?
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e The less the broker is paid the less they are going to work and the more risk that will occur
due to poor consumer choices. — Nita

Absent the exchange, will anything change in the broker/carrier relationship?

e BlueCross BlueShield has already cut payments to brokers. That may continue. — Madeline

e | think BlueCross BlueShield will follow Alabama BlueCross BlueShield and cut out the
broker, and it sounds like the exchange could do the same thing. — Nita

How many plans should be included in the exchange? How you can couple competition and
simplicity?
e The fewer the better — keep it as simple as possible. — Nita
e In order for the exchange to have any success, it needs to have few plans. People cannot
understand a montage of plans. With multiple plans, the success will be zero. — Clarence
e Three plans: good, better, best. — Steve
e The exchange should have an incentive to get the healthy to join. — Clarence
e Three plans:
o Silver: HDHP $2500 individual, $5000 family
o Gold: middle of road plan, high deductible — but pays for doctor visits and diagnosis -
$1000 individual, $1500 family, co-pays $15/25
o Platinum: $250 for individuals, $500 for families, low co-pay — Madeline

Should the exchange offer multiple plans or offer the same plans and just different networks?

e The exchange really needs simplicity. Anything you add that create more decision making is
going to create more problems. — Clarence

e This is like Medicare Supplements: each company can make up any design they wanted.
There were many different plans, but they realized there were too many. So plans were
standardized and reduced to ten and then to five. — Madeline

Is five plans enough for the population not on Medicare?
e Five is too many for rural areas. — All participants

What do you think of defined contribution plans?

e Yes. Many would do that in a heartbeat. Employers do not want to be the go-to person. —
All participants

e There would be problems, but it would take the employer out of the loop. However,
defined contribution will create more problems in the long run. — All participants

e How are brokers going to handle the increased workload? — All participants

Executive Summary — Broker Quads — Jackson — 3.31.2011

e State versus federal design: The exchange needs to be designed by Mississippians, for
Mississippians. The purpose of the exchange should be to help small businesses get access
to health care.
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e Broad carrier participation: Seek for broad carrier participation, but limit the number of
plans they can offer in the exchange. Having too few carriers in the exchange could lead to
“chicanery.”

e Simplicity: Every aspect of the exchange must be simple and user-friendly. Consider a
solution that offers a basic plan and allows individuals to add-on aspects of insurance they
may need (e.g. maternity, dental, vision, psychiatric, prescription, prosthesis, and so on).
The system will have to serve the needs of rural individuals and those who are not
computer literate. Insurance is complicated. In the words of one broker, “Do you know
how many attorneys cannot navigate Medicare?”

e Broker participation: Brokers are critical to the success of the exchange. Broker
commissions should be standardized so there is no incentive to enroll people in certain
carriers or plans. “You should never have a financial incentive to steer the client.” “If there
is an incentive, there is larceny in the heart.” Brokers should be trained to navigate the
exchange and all navigators must become certified as an agent to participate in selling in
the exchange.

e Outreach and marketing: Mississippi should leverage existing networks to market the
exchange. These include business organizations, chambers of commerce, churches, and
schools. Messaging needs to be catchy. Do not refer to “ObamaCare”. Consider calling the
exchange the “Magnolia Plan,” “Magnolia Solution,” “Health Outlet,” “Medimall,” or
“Health marketplace.” We need to consider how Medicaid is incorporated into the
exchange as it could negatively affect exchange acceptance.

e Regulation: Use the high-risk pool as a model for regulating the exchange. The exchange
should be regulated by the Mississippi Insurance Department with oversight from governor
appointed board of diverse industry and small business representatives.

e Employer participation: Follow the defined contribution model. Defined contribution offers
employers and employees flexibility. Part-time employers should be able to pool benefits
from multiple jobs. Pooling part-time benefits also helps employers attract and retain great
part-time employees.

Key Verbatim Comments:

e “We need as many carriers as possible, without competition you have all kinds of chicanery.”
—Don

e “Offering access will be difficult. Many Mississippians cannot go online to shop because
they do not own a computer. Employers and agents should be there to assist these people.
Additionally, insurance is complicated.” — Susan

e “The requirements for helping others with insurance in the exchange have to be the same as
the training for offering insurance inside the exchange. Those helping others need to be
certified brokers.” — Robert
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e “You never want an agent to have a financial incentive to steer the client toward a particular
carrier or plan. If there is an incentive there is larceny in the heart” — Don

e “Why not set regulation up like the risk pool. The state has oversight, but regulation and
governance come from the insurance department.” — Gail

Notes:

What is your understanding of an exchange?

e Very complex, | see it like a mall, shopping for insurance. — Gail

e Complex on the inside, but it really needs to be simple to the consumer. — Susan

e If an exchange is ever going to work, it has to be technologically user-friendly. — Gail

e [An exchange] will likely cause challenges and more work for brokers. People will start
seeing all the details of insurance and get confused. — Robert

Assume you are building the Mississippi health exchange. What would you include?

e The exchange has to be simple and user-friendly — Susan and Gail.

e It should have a lot of choices and carrier participants. BlueCross BlueShield will definitely
need to be included because they have so much market share in Mississippi. —Susan

e We need to make sure carriers can strike a deal with those designing the exchange. All
carriers should have a chance to participate. Definitely include BlueCross BlueShield, United
Health Care, and Humana. — Robert

e We need as many carriers as possible, without competition, you have all kinds of chicanery.
—Don

Why is BlueCross BlueShield so dominant in Mississippi?

e BlueCross BlueShield has a strong provider network — even in the rural areas. They also
have some good products. — Robert

e They have been around for a long time. They have name recognition and a really great
network. —Susan

e ltis easy to file claims with BlueCross BlueShield and they have a reputation for paying
claims. That’s not to suggest other companies do not pay, but BlueCross BlueShield has a
reputation for paying. — Gail

e They have a really great network and that has made the difference. —Don

BlueCross BlueShield does not currently offer high deductible health plans with HSAs in

Mississippi. Why is that?

e The public does not understand the concept of HSAs so there really is no the demand for
them. —Don

e |Initially, it really did not make sense from a premium standpoint. Nevertheless, things are
starting to change where an HSA may make more sense. — Susan

Should we have a state exchange or a federal exchange?
e Without a doubt, the exchange should be local to Mississippians. Our state is simply too
different from the rest of the country. — All participants
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What should be the purpose of the Mississippi exchange?

e The exchange should help small businesses and individuals gain access to insurance. — All
participants

e Some groups in Mississippi need great assistance accessing health insurance. The exchange
should serve a diversified group. Minority businesses, for example, need as much help as
they can get. Their perspective needs to be included when designing the exchange. — Gail

e Offering access will be difficult. Many Mississippians cannot go online to shop because they
do not own a computer. Employers and agents should be there to assist these people.
Additionally, insurance is complicated. — Susan

The inability to access a website may be a problem. How do we ensure people can access the

health exchange?

e The exchange should encourage people to go an agent. Perhaps even require people to use
an agent in order to participate in the exchange. — Robert

e The state risk pool has a great solution. People can go direct or they can use an agent. —
Susan

How many plans should be offered on the exchange?

e Two - Gail

e Three —Susan

e Plans need to be the same from carrier to carrier. The only thing that should be different is
price, service, or network. — Don

e Follow the Medicare Supplements model. They do a great job of comparing plans and
prices. —Susan

e People have different needs. | think you need around six so you can offer benefits to
people who are in different stages of life. —Robert

What benefit plans should be offered in the exchange?

e Definitely include a high deductable plan with an HSA. — Susan

e Have a plan that covers the basics. — Gail

e Follow the build-a-bear model. You have a basic option and then people can choose
maternity, prescription drugs, first dollar emergency room, and so on. In addition, you
would not need to offer many different plans. —Susan and Don

e Employers would really like a defined contribution model. This allows them to say, “Here is
what you offer. If you want more, you have to pay for it.” — Robert

How do we address the insurance needs of part-time workers?

e Thisis a good question. Some businesses strategically hire part-time workers so they do not
have to pay the benefits. If we create a solution for offering benefits to part-time workers,
companies would have to compete for talent. That would be a good thing. — Don

e The money needs to follow the workers. Therefore, you can have multiple employers
contributing a little bit and it will add up to pay all of the benefit. —Susan
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How should brokers be compensated in the exchange?

e [t really depends on how broker compensation counts toward the medical loss ratio. If it
counts toward the medical loss ratio, carriers will likely cut fees. — Susan

e Pay aflat fee per head. — Robert

e Whatever you choose for compensation, it should be the same for all plans so there is no
incentive for choosing one plan or carrier over the other. You never want an agent to have
a financial incentive to steer the client toward a particular carrier or plan. If there is an
incentive, there is larceny in the heart. — Don

e Go with the same compensation across the board. — Gail

How do we conduct outreach and marketing for the exchange?

e Train agents about the exchange through agent continuing education courses. — Gail

e The requirements for helping others with insurance in the exchange have to be the same as
the training for offering insurance inside the exchange. Those helping others need to be
certified brokers. — Robert

e Public service announcements are going to be the linchpin for the exchange — Don

e Schools, churches, and word of mouth. — Gail

e You need to build the exchange into Mississippi’s culture. Small businesses and individuals
need to just know to go to the exchange. Like selective services, it is automatic. —Don

e This is a cross-sell opportunity for agents. They can offer insurance through the exchange to
people that did not used to qualify and then sign them up for other products. —Don

How do we conduct marketing and outreach in Mississippi’s rural areas?
e Churches, schools, and community centers. — Susan

e All the rural areas have agents who serve them right now. — Robert

e Television is going to be key. — Gail

What messaging do we use to promote the exchange?

e Do not call it “ObamaCare.” That carries a negative connotation with it. —Don

e Mississippi one-call has a great solution where phone carriers donate a bit of money to offer
a free service to Mississippians. The exchange should follow a similar model where this is
viewed as a public utility or public good. The carrier can donate. —Don

What should we call the exchange?

e Medimall (like Medicare, Medicaid) — Gail

e Every state can use its state flower to the name. Therefore, Mississippi should be the
Magnolia Plan. — Robert

e Health Hotline, Health Outlet

How should an exchange be regulated? Should the exchange itself be a regulatory body or
should it be outside the exchange?
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e The exchange needs to be a separate entity. You have to remove politics from operations.
Governance of the exchange can come from a board or something, but actual regulation
should come through the insurance commission. — Gail

e | would really like to see a diverse group of people governing the board. It should include
brokers, businesses, and carriers. Ultimately, the governor should appoint the board. —
Susan

e | think Leavitt Partners and the Cicero Group should govern the exchange. You have talked
to a diverse group of people and understand the workings of an exchange. The governing
body should be outside of state government. —Don

e Why not set regulation up like the risk pool. The state has oversight, but regulation and
governance come from the insurance department. — Gail

What are the perceptions of the state risk pool?
e No one knows about the risk pool because the state has done a poor job of advertising it.
The exchange would have to correct this problem. —Don

What are the risks of associating the exchange with Medicaid?

e Medicaid is broken. Do not associate the exchange with Medicaid. — Robert

e | donot see a problem associating the exchange with Medicaid. The exchange can be a
filtering process that sends people to Medicaid if they qualify. — Gail

e There is a stigma that goes along with Medicaid. There is a large middle class that would
qualify for the exchange that does not want to put them in the same boat as Medicaid. —
Don
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Small Business Groups

Executive Summary — Small Business Quads — Vicksburg — 3.30.2011

e Health care uncertainty: Small businesses are concerned about health care. The idea of
something different is frightening (“Southern Baptists don’t like change”). The PPACA has
created a lot of uncertainty and small businesses fear it the worst (“It is a huge unknown...it
is creating fear and anger”). Furthermore, small businesses are also frustrated with
entitlements. Associating the exchange as an entitlement program will negatively affect
exchange acceptance and participation.

¢ Intellectually and physically accessing the exchange: The exchange concept is difficult to
understand. Additionally, computer literacy is going to be an issue (“Many people don’t
even have email addresses!”). The exchange will need caseworkers or navigators.

e Outreach and marketing: The exchange should leverage chambers of commerce, provider
networks (e.g. doctors and nurses), clubs, faith-based organizations, and annual business
registrations. Additionally, attributing the exchange to Mike Chaney could have a positive
impact in the business community (this could be a Vicksburg-specific finding). The exchange
should learn from the failures of rolling out other state programs (e.g. CHIP).

e Exchange design: Keep it simple. Potential participants should be able to access the
exchange online (including chat), in-person, by phone, and through email. Plans should be
laid out in a simple and comparable way. The fewer plans the better; however, younger
respondents preferred more choices compared to the older respondents.

e Education and navigation: The idea of an exchange and insurance are foreign to individuals.
Education will likely be the key to the exchange’s ultimate success. The exchange must
offer in-person education. Brokers will be helpful, but primarily because brokers have
gained the trust of the small business community. A navigator should be unbiased when
educating the public. There should be no incentives for pushing people toward a particular
carrier or plan. Employers may not be the best source for educating employees about the
exchange (“Most employers in Vicksburg cannot be trusted to provide employees with
insurance.”).

e Branding the exchange: Do not associate the exchange with entitlements or Medicaid. The
exchange should be viewed as an economic development tool, designed to help businesses
attract and retain quality employees. The ability to offer benefits to part-time employees,
portability of plans, and defined contribution are all attractive to students and employees.

Key Verbatim Comments:

e “To advertise the exchange, you’ve got to go through doctors, the chambers of commerce,
letters, and other mandatory business functions like registering your business.” — Angie

e “The education piece of this is going to be slow and difficult.” — Mike

Page 233 of 565



Mississippi Health Benefit Exchange Report

e “This is going to have to be the most dynamic, user-friendly website ever! From simple
overarching answers to really detailed responses.” — Mimi

e “People are going to want advice, people they don’t have the self-confidence to make that
decision. Small businesses need more than just education; they need you to help them
enroll.” — David

e “The exchange sounds beautiful until you roll it out. That’s when everything goes wrong.” —
Mike

Notes:

What are the health care challenges for your businesses?

e The biggest challenge for us is not knowing how [PPACA] it is going to rollout. — Mike

e Many people have learned how to work the system. It is part of the culture to seek for
Medicaid. People learn the tricks that allow them to qualify for benefits at an early age. It
is not that they are lazy; they just do not know how to do anything else. However, it adds to
health costs.

What should the Mississippi health exchange include?

e There should be a base coverage that is equivalent to what is offered through Medicaid. —
Angie

e Theoretically, plans should compete. | just do not know how realistic this is though. There
will need to be transparency. In addition, competing plans will bring premiums down. —
Mimi

e Someone will need to help people through the process. Not everybody has access to a
computer or the education to be able to figure out insurance. Insurance agents will be
important. — Mimi

e The exchange has to make insurance more affordable. Additionally, you should not be
denied for pre-existing conditions. — Kaye

e Portability is an attractive part of the exchange. My husband is leaving one career and
going to another. Therefore, portability is something we would love. — Angie

e There is not a lot of transparency in the current market. So having all of your options on the
computer would be amazing. — Angie

What are the largest challenges to the exchange?

e The system needs to be very simple. | recently qualified for Medicare. It is really tough to
figure out what the benefits of Medicare are. The exchange sounds beautiful until you roll
it out. That is when everything goes wrong. — Mike

e Insurance is confusing to educated people. You will need assistance. — Mimi

e You need unbiased people giving the education. — Kaye

e The education piece of this is going to be slow and difficult. — Mike

e This is going to have to be the most dynamic, user-friendly website ever! From simple
overarching answers to really detailed responses — Mimi

e Most people are going to want a real person to talk with. — Kaye

Page 234 of 565



Mississippi Health Benefit Exchange Report

How can we effectively get the message out about the exchange?

e Tell everyone that it is from Mike Chaney. He is very well respected among small
businesses. — Mike

e You have to have a continuing education piece throughout the process. — Mimi

e To advertise the exchange, you have to go through doctors, the chambers of commerce,
letters, and other mandatory business functions like registering your business. — Angie

e Hold informational course on Saturdays and quarterly. Have businesses fill out the
enrollment forms when they come in for the education courses. — David

What would be the ideal process for enrolling?

e You have to enroll people through the employer. Have exchange enrollment be part of
new-employee orientation and user brokers when they present to new employees. — Mike

e It would be great if the exchange could hold personal information from previous insurance.
That way you do not have to keep justifying the fact that you had insurance. — Mimi

e Perhaps offer an initial gimmick to get people interested and get them into the exchange. —
Angie

e Learn from past mistakes. The CHIP program is great, but it was not rolled out very well.
We need to learn from past mistakes. — Mimi

e The more you can divorce it from Medicaid, the better. Mississippians are proud people.
There is a stigma that goes along with entitlement programs. — Mike

Whom do your employees go to when they have questions about insurance?

e Other companies have agents come in, but my people cannot pay for that kind of things so
we need volunteers. It ends up that people have to look for answers themselves. — Kaye

e Sometimes the employees come back to you. It is not a big deal because your employees
are like family. However, there is an emotional burden if your employees do not qualify or
if they have problems. — David

e | hope that the exchange and plan choices are so easy you do not need any assistance. —
David

How many choices in the exchange?

e The fewer plan choices the better. — Mike

e | think three plan choices per carrier is enough. — David

e If you have too many options, you are going to confuse everybody. — Kaye

Does exchange education for small businesses have to come from brokers?

e [tis not about the broker, it's Ms. Bell — She is just a trustworthy person. It is about the
individual, not the broker. — Mike

e The success of exchange depends on having trusted individuals navigating the system. —
David

e People are going to want advice, people do not have the self-confidence to make that
decision. Small businesses need more than just education; they need you to help them
enroll. — David
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e | would not trust a small business employer to give me health insurance advice. They simply
do not understand insurance well enough. — David

Executive Summary — Small Business Quads — Jackson —3.28.2011

e State versus federal exchange: The exchange must be built by the state of Mississippi.
Small businesses would rather limit government intrusion. However, if intrusion is going to
occur, it should be at the state rather than the federal level.

e Small businesses and health care: The major health care challenges for small business
include costs, administrative burden, minimum participation rates, and ungrateful
employees. Small businesses understand health care because they have to deal with it
every day. The initial reaction to the exchange is somewhat apathetic. If the program does
not significantly lower costs or make things easier for employers, the value proposition is
not compelling.

o Exchange design: Make the exchange simple. Reduce paperwork, increase transparency,
and offer great customer service.

e Broker: Small businesses do not have the time to research and understand health care
plans. Many small businesses do not understand how much money their broker makes in
premiums. However, small businesses feel that brokers justify their pay. The broker serves
an important role in researching plans and presenting the small business with options. The
exchange will need to utilize brokers.

Key Verbatim Comments:

e  “Younger employees would rather have HSAs. They can escrow thousands of dollars and use
that as a catastrophic insurance plan later in life.” — John

e “l have no reason not to trust the company, | just don’t.” — Lance

e “Insurance companies pay 80 percent of what they think you should have been charged.” —
Janice

e “An exchange would be too administratively top heavy coming from the state.” — John

e “The biggest issue with a health exchange is educating the public.” — Theresa

e “The agent is not there on a daily basis — problems will arise when the agent is not around;
then the questions fall on the employer.” — Janice

Notes:

What influenced your decision to offer or not offer insurance?

e My employees are generally healthy and those who are older can be covered by private
insurance. Therefore, it just works for our company. —John

e My company is too small to offer insurance. Risk sharing is just not an option. — Janice

What are the greatest challenges to offering insurance to employees?
e Cost —we have to re-evaluate and manage our budget every year. — All participants
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e We struggle to make payroll. Therefore, the costs of offering health care are prohibitive. —
Teresa

Would employees rather have the extra money in salary rather than benefits?

e |tisreally an age issue. My younger employees would rather have the extra salary.
Younger employees would rather have HSAs. They can escrow thousands of dollars and use
that as a catastrophic insurance plan later in life. —John

Why do you use brokers?

e We do not really know of any other way. Moreover, we do not have the time to deal with
this. I have to go through my broker. —John

e Brokers shop the market and explain the coverage plans. —Janice

Do you understand insurance?

e Yes, because we have to pay for it. —John

e Employees do not understand their total package — they do not know what the benefits add
to their total salary — they are generally only concerned about take-home pay. — Group
discussion

What are the problems with the current insurance market in Mississippi?
e Cost / predictability

e Employees don’t understand the full benefit

e Minimum participation levels (gateway to other hurdles)

e Administrative nightmare

All of you have mentioned BlueCross BlueShield. Tell us about that company.

e BlueCross BlueShield is great as long as you are healthy.

e | have no reason not to trust the company, | just do not. — Lance

e The “usual and customary charges” is where they get you. Insurance companies pay 80
percent of what they think you should have been charged. —Janice

Who within your company makes decisions regarding health insurance?

e Managers vs. influencers?

e |am abusiness manger. Therefore, | bring everything to the table for the owners. In the
end, cost is the primary influencer for what we choose. —Janice

e My sister-in-law is my business manager; she presents me with 3-5 plans. | then cut her list
down quickly because of costs and then make the final call. —John

e The ultimate say comes from the board. — Theresa

e My broker does the work and brings me solutions. They are not tied to BlueCross
BlueShield, so they shop many carriers. — Lance

What can the State of Mississippi do to help solve your health care problems?
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e Reduce paperwork — several companies have to hire people just to deal with the paperwork
of health insurance.
e Increase access to health care. It should be easier for people to get access to treatment.

What would you think about having employees choose their health plans?

e Getting employees to choose their own plans would not work — they just do not know about
all the options that exist in the market. In addition, this approach would put the
administrative burden back on employers. — Lance

Do you know what brokers make?

e Three percent of premium is likely the broker fee. — All participants

e | do not care how much my broker earns. He takes care of a lot of work so he earns his
money with me. —John

What does Health Exchange mean to you?

e It allows people to personally get insurance and leaves the broker out. —Theresa

e ltis a way of getting several businesses together to pool risk and it does not sound good. —
Lance

e |donot know. —Janice

e Co-op of businesses working together to get less expensive health care. Unless it can save
everyone money and everyone can afford it then what is the point. The program would be
too administratively top-heavy coming from the state. —John

Researchers then explain the workings of a health exchange and then ask small employers for

comment.

e The current system is confusing enough right now. Employers have a basic understating of
options, but employees have no understanding whatsoever. What if they select a plan and
are then disappointed? —John

e People do not have the time and energy to sit and go through all of the plans. —John

e An exchange would not work for my employees, because they do not understand the
insurance market and plan options enough now. Then the administration of the plan falls
back on me. | will have to learn 24 different plans rather than one. — Lance

e [tis not because employees are not smart, it is because they do not have the time to
research it. —Lance

e Employees will not understand the process, making it a logistical nightmare as they try to
purchase their insurance. — Theresa

e | donot know what to say. It sounds better than what we have now. However, | would
want to know more about it first. —Janice

To whom are employees going to go if they have questions?

e Employees have a personal relationship with the employer not the agent. They are going to
come to me. —John

e Employees are on floor without a phone. Therefore, they are going to come to me. — Lance
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e The agent is not there on a daily basis — problems will arise when the agent is not around;
then the questions fall on the employer. —Janice

Will your employees go online and enroll?

e Employees do not have access to a computer or will not take the time to fill it out the
information needed for the exchange. — Lance

e Computer accessibility is low — many do not have a computer or Internet at home.

e Most employees will likely use my time to figure out their insurance.

Thoughts on federal versus a state health exchange:

e | do not like the federal government telling what me what to do. What is going to stop the
state from coming in later to change the rules? | want as little government intrusion as
possible. —John

e If reform can make it easy for employees to guarantee good coverage, then do whatever.
Nevertheless, if the exchange is too complicated then employees cannot use it. — Lance
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Section 6: Secondary Research Literature Review

Intent of this Literature Review: Public health exchanges have only been in existence for a few
years, yet their successes and failures are being studied and well documented. This review
consolidates and simplifies thousands of pages of policy commentaries, academic and scholarly
analysis, news articles, and other secondary sources that discuss exchanges. This review also
surfaces the primary themes found throughout the research. The goal of this review is to
provide insights that will assist in designing an exchange tailored to the needs of the State of
Mississippi.

Literature Review Executive Summary

e A health insurance exchange is an organized marketplace for the purchase of health
insurance.

e Many small businesses do not offer health insurance because it is too costly,
administratively burdensome, and relatively complex to enroll employees. As a result,
public exchanges in Utah and Massachusetts have promoted participation through defined
contribution plans (making costs more predictable), tax credits, reduced administrative
burdens, and user simplicity.

e Notable e