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EXECUTIVE SUMMARY 
 

I. INTRODUCTION AND BACKGROUND 
 
In September, 2004, the Tennessee Department of Commerce and Insurance _fTDCIg` received a 
State Planning Grant from the Health Resources and Services Administration, U. S. Department 
of Health and Human Services _fHRSAg` to study the uninsured population of Tennessee and 
identify options to expand health insurance coverage in Tennessee.  The study^s ultimate goal 
was to identify potential health insurance coverage options for Tennessee^s uninsured 
population. 
 

II. DATA COLLECTION EFFORTS 

A. Characteristics of Uninsured Individuals and Families 
 
The si\e and characteristics of Tennessee^s uninsured population were determined through the 
conduct of individual household surveys and health care provider focus groups. These data 
collection efforts produced the following results: 
 
 Household Surveys of Insured Individuals and Families: 

! Public insurance programs provide health care coverage for 44.4h of the insured             
populationi 

! For remaining covered individuals and families, 54.Uh of health insurance was             
provided by or purchased through an employer.  

! The elderly were more likely to be insured than any other age group through             
Medicare and retirement benefits from employerTbased insurance health plans. 

 
 Household Surveys of Uninsured Individuals and Families: 

! Approximately 580,000 _or V.8h` Tennesseans reported being uninsured at the time of 
the survey.1

Geographic Characteristics: 
! Of families and individuals surveyed in East Tennessee, 8.7h were uninsured. 
! Of families and individuals surveyed in Middle Tennessee, V.V5h were uninsured.  
! Of families and individuals surveyed in West Tennessee, 11.1Vh were uninsured. 

 
Demographic Characteristics: 

! Adults between the ages of 41 and U5 accounted for 51.25h of the uninsured individuals 
and families sampled. 

! 58.4h of the uninsured individuals and families had family incomes less than j>0,000.  
 
Health Care Insurance Options: 

! The largest portion of the uninsured worked more than 40 hours a week, hold only one 
dob, and work for small private businesses. Among these working uninsured, 8>.57h 
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stated they held permanent positions. Only 8.74h reported holding temporary positions. 
5>.2Uh of the uninsured work for employers with less than 25 employees. 

! 20h of the uninsured work for employers who offer health insurance benefits.  2>.71h of 
these working uninsured stated they were not eligible for employerTbased coverage, and 
22.U8h had not been employed long enough to obtain benefits. 

! Of those working uninsured who were eligible for coverage through their employer but 
were not enrolled, 22.U8h stated they were not enrolled because the benefits package 
was too expensive. 

 
 Healthcare Provider Focus Groups: 
 
Despite the variety of perspectives that were presented and the lack of consensus among 
participants in the focus group, most participants agreed that a lack of health insurance is having 
a devastating effect on individuals, communities and providers throughout much of the state, and 
that the existing healthcare delivery system is not capable of addressing the current needs of the 
uninsured much less anticipated future needs.   
 
B. Employer Surveys and Focus Group Findings 

Information on employer sponsored coverage was obtained through an employer survey and 
focus groups.  The following highlights are from those studies. 
 
  Employer Surveys: 
 

! No significant differences were detected between employers in the three regions of the 
state. 

! Employers tend to either offer health insurance coverage to all workers or not offer it at 
all. 

! Large employers are more likely to offer health insurance than either medium or small 
employers. 

! Most employers who offer health insurance pay at least half of the insurance premium. 
! The primary reason employers change insurance carriers is because of the increases in 

premiums. 
! Lower premiums is the reason most often cited as the incentive that would motivate an 

employer to start offering health insurance. 
 
  Employer Focus Groups: 
 

! Employer participants debated many issues surrounding employerTbased health insurance 
including causes and possible solutions.  The only issue on which participants agreed was 
that health insurance is an increasingly expensive benefit to offer.
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III.   HEALTH CARE INSURANCE COVERAGE OPTIONS EVALUATED 
 

Health insurance coverage options were identified and evaluated according to the following 
policy criteria:  a` success of implementation in other statesi b` financial feasibilityi c` potential 
effectiveness in increasing options for coverage for Tennesseansi and d` whether the option is 
supported by, or consistent with, data collected.  Many different options were reviewed, some of 
which exist or are authori\ed under current state law.  Options evaluated included the following: 
 

! Further Expansion of Medicaid Coveragei 
! Premium Underwriting Rating Reformsi 
! High Deductible Health Plansi 
! Limited Benefit Plansi 
! Tax Credits for EmployerTSponsored Coveragei 
! Coverage Pools for High Health Risk Individualsi 
! Coverage Purchasing Poolsi 
! State Employee Insurance Plan BuyTIn by General Publici 
! Individual Coverage Mandatesi 
! Employer Coverage Mandatesi 
! Universal Health Coveragei 
! Employer/Employee Premium Subsidiesi and 
! StateTSponsored Reinsurance Mechanisms for Commercial Market. 

 
 
IV.   NEXT STEPS 
 
After examining both existing and possible options to increase health insurance coverage, TDCI 
has determined that further study and, for some options such as the stateTsponsored reinsurance 
option, actuarial evaluation is necessary to complete evaluation of identified coverage models.  
TDCI was awarded a pilot planning grant by HRSA on August >1, 2005 to fund this 
supplementary analysis, which will be completed by February 1, 200U.  Consultation with other 
government agencies and market stakeholders are ongoing. 
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COVER TENNESSEE: 
A Study of Options to Expand Health Insurance Coverage 

 
SECTION 1 

 
SUMMARY OF FINDINGS:   

UNINSURED INDIVIDUALS AND FAMILIES IN TENNESSEE 
 
Baseline information on the State of Tennessee is included in Appendix I.   
 
Part 1 – Consumer Survey 
 
TDCI contracted the University of Tennessee Health Science Center in Memphis, Tennessee 
_fUTHSCg` to conduct the health insurance consumer survey. The following information was 
excerpted from the UTHSC final report.  TDCI also contracted with the State Health Access 
Data Assistance Center _fSHADACg` to assist UTHSC in the development of the consumer 
household survey instrument, administration of the survey, and to provide additional technical 
consulting on the small area estimation and other analyses.  SHADAC also assisted UTHSC in 
the selection of the Empirical Bayes technikue described below, which allowed the prodect to 
obtain uninsured estimates by county and state senatorial district level.   

Sample Characteristic Results 

For a description of the sample and response characteristics, including the UTHSC survey 
instrument, please see Appendix IITA.   
  

1.1:  Overall Level of Uninsurance in Tennessee 
 
The prevalence of respondents who do not have any insurance coverage was estimated for the 
state of Tennessee. We estimated prevalence using the _1` unweighted raw datai _2` data 
weighted by ethnicity, and _>` data weighted by total annual household income. Figure 1 below 
shows the estimates using only the unweighted raw data for the uninsured, and also describes the 
number of coverage plans available to the insured population.   
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Figure 1.  Total Number of Coverage Plans among the Survey Population 
 

Overall, V.8h of the sample population reported being uninsured at the time of the survey.  This 
percent represents approximately 580,000 Tennesseans.   
 
A madority of the sample population have at least one type of health insurance _UV.71h`, and 
about 20h have an additional source of health coverage _see Figure 1`. Less than 1h of those 
surveyed reported having three types of health insurance.  Weighting the sample increases the 
prevalence of uninsured marginally.  Figure 2 below shows the weighted and unweighted 
estimates, along with a comparison to the recent Census Bureau estimate. 
 

9.8% 10% 11% 11%
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6.00%

8.00%
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Figure 2. Prevalence of the Uninsured by Sample Weight 
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The prevalence estimates do not vary by more than 1h irrespective of the sample weighting 
scheme used. Additionally, the 11h weighted prevalence estimate observed in this study is kuite 
similar to that of the U.S. Census Bureaus 2000 estimate from the Annual Social and Economic 
Supplement of the Current Population Survey. Although released this year, the U.S. Census 
Bureau estimates are based only on 2000 population data. The UTHSC estimates may reflect 
more population changes. Also note that we had under representation of ethnic minority 
populations and over representation of residents over the age of U5. 
 
We also examined the prevalence of the uninsured by western, central, and eastern regions. 
Approximately, 8.7h of the people surveyed from East Tennessee were uninsured, V.V5h were 
uninsured from Middle Tennessee, and 11.1Vh were uninsured from West Tennessee. Figure > 
shows the percentage of uninsured by each state region: 

 

 
Figure 3. Prevalence of the Uninsured by State Region 

 
As evidenced by Figure >, the number of uninsured respondents was somewhat higher in the 
western state region when compared to the central, and eastern regions. Uninsured respondents 
were only slightly more prevalent in urban counties _V.7h` than in rural counties _V.Uh`.  
 
As shown in Figure 4 below, close to 55h of the Tennesseans surveyed have access to health 
insurance coverage through an employer or union, while 44h of those surveyed participate in 
public insurance programs. About 12h purchased health insurance on their own.  Please note 
individuals were allowed to make multiple selections which is why there is some overlap 
between categories.     
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Figure 4. Sources of Insurance Coverage 

 
Part 2 – Small Area Estimates of the Uninsured – Empirical Bayes 
 
Upon completion of the survey Suen, Lei, and Warcholak _see Appendix IITA` conducted a 
county level of analysis of the prevalence of uninsured using a small area estimation approach. 
The relatively small number of respondents obtained at the county level made it difficult to 
obtain reliable estimates of the uninsured at that level. Such small samples rendered the initial 
countyTlevel estimates of the proportion of uninsured residents inherently unstable with a large 
margin of error.  
 
In an effort to obtain stable proportion estimates with the least amount of estimation error, Suen, 
Lei, and Warcholak used the Empirical Bayes _EB` estimation technikue with the original survey 
data. Specifically, EB estimation was used in a fKnown Varianceg application of Hierarchical 
Linear Modeling _HLM`. This model assumes that we have a moderately large sample _around 
>0 or more cases` and that the sampling distribution of the statistics is approximately normal 
with a sampling variance that is known.  With V5 counties, we had a sample si\e of V5, 
exceeding the minimum assumption of >0.  Additionally, we were able to use a natural logTodds 
function on the observed uninsured proportions for the counties from the survey.  Thus, we were 
able to satisfy the assumptions of the statistical model reasonably well.  Appendix IITA provides 
a detailed account of this process and results. Figure 5 below graphically illustrates the county 
level estimates derived from the small area estimation: 
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Figure 5. County-Level Estimate of Uninsured Using Empirical Bayes Estimation Method 

 
As shown in Figure 5, at least 20h of the sample was uninsured in 5 countiesi at least 15h of the 
sample was uninsured in V countiesi at least 12h of the sample was uninsured in 17 countiesi at 
least 10h of the sample was uninsured in 25 countiesi at least Vh of the sample was uninsured in 
27 countiesi and at least Uh of the sample was uninsured in 12 counties. 
 
Figure U provides a graphic illustration of how the prevalence of uninsured in each county 
compared to that of the state of Tennessee. In Figure U, each county level prevalence estimate is 
presented in terms of standard deviation from the state mean level of uninsured. 

 
Figure 6. Comparison of County-Level Estimate to Average Number of Uninsured in 

Tennessee 
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As shown in Figure U, >0 counties had prevalence estimates that were .5 to 1.5 standard 
deviations below the state average of uninsured. Nine counties had prevalence estimates that 
were .5 to 1.5 standard deviations above the state average of uninsured. Eight counties had 
prevalence estimates that were over 1.5 standard deviations above the state average of uninsured. 
The remaining 48 counties had prevalence estimates that were less than .5 standard deviations 
above or below the state average of uninsured. 
 
A complete county by county breakdown is detailed below in Tables 1 and 2.   
 
Table 1. Empirical Bayesian (EB) Estimate of Percent of Uninsured in Tennessee by County 

 

County  
No. of 

Respondents  
Survey % of 
uninsured 

Empirical Bayes Estimate 
of % of Uninsured  

ANDERSON  U> 7.V4 10.10
BEDFORD  25 8.00 11.07
BENTON  >4 20.5V 1U.VU
BLEDSOE  2U 7.UV 10.0>
BLOUNT  105 U.U7 8.V2
BRADLEY  4U 8.70 10.V7
CAMPBELL  28 10.71 11.4V
CANNON  >2 21.88 18.02
CARROLL  >1 V.U8 11.05
CARTER  >4 14.71 12.50
CHEATHAM  27 >.70 10.52
CHESTER  >0 1>.>> 12.52
CLAIBORNE  >1 1U.1> 1>.>5
CLAY  >1 2V.0> 24.55
COCKE  25 12.00 11.7V
COFFEE  41 4.88 V.V1
CROCKETT  2V 20.UV 1U.U0
CUMBERLAND  >7 1>.51 12.>0
DAVIDSON  >02 7.V5 V.1>
DECATUR  27 18.52 15.48
DEKALB  >1 U.45 V.U>
DICKSON  >5 8.57 10.85

 U  

 



County  
No. of 

Respondents  
Survey % of 
uninsured 

Empirical Bayes Estimate 
of % of Uninsured  

DYER  28 14.2V 12.42
FAYETTE  24 4.17 10.U1
FENTRESS  >> 27.27 20.V8
FRANKLIN  >2 U.25 10.44
GIBSON  >4 1.47 10.5V
GILES  2> 1>.04 12.0>
GRAINGER  18 5.5U 10.82
GREENE  55 14.55 1>.01
GRUNDY  >> 21.21 17.5>
HAMBLEN  57 10.5> 11.17
HAMILTON  22U 7.08 8.55
HANCOCK  28 28.57 24.08
HARDEMAN  2U 1V.2> 14.15
HARDIN  18 11.11 11.U2
HAWKINS  >U 8.>> 10.8V
HAYWOOD  >4 20.5V 1U.58
HENDERSON  45 15.5U 1>.V8
HENRY  2U 1V.2> 1>.V8
HICKMAN  >8 1>.1U 12.4U
HOUSTON  27 18.52 1U.07
HUMPHREYS  20 5.00 10.4>
JACKSON  >> >.0> 7.82
JEFFERSON  40 2.50 V.8V
JOHNSON  40 7.50 V.4>
KNOX  284 U.UV 8.08
LAKE  18 11.11 11.48
LAUDERDALE  1V 15.7V 12.52
LAWRENCE  2V 10.>4 11.>V
LEWIS  28 >.57 8.5V
LINCOLN  >0 U.U7 10.40
LOUDON  42 1.1V 10.0>
MACON  >1 12.V0 12.01
MADISON  U0 >.>> U.U>
MARION  28 10.71 11.U1
MARSHALL  >7 8.11 10.2U
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County  
No. of 

Respondents  
Survey % of 
uninsured 

Empirical Bayes Estimate 
of % of Uninsured  

MAURY  47 U.>8 V.07
MCMINN  >5 8.57 10.4>
MCNAIRY  >1 V.U8 11.>V
MEIGS  41 4.88 7.51
MONROE  41 4.88 V.U4
MONTGOME  V5 7.>7 V.7>
MOORE  18 11.11 11.44
MORGAN  25 1U.00 1>.2V
OBION  25 8.00 10.V5
OVERTON  >> 12.12 11.V1
PERRY  >4 2V.41 25.5V
PICKETT  2U 2U.V2 2>.2>
POLK  >4 14.71 1>.40
PUTNAM  50 U.00 V.V>
RHEA  24 4.17 10.51
ROANE  >8 10.5> 11.>U
ROBERTSON  4U U.52 10.11
RUTHERFORD  124 4.0> 8.45
SCOTT  18 5.5U 10.8>
SEnUATCHIE  >U 22.22 1V.05
SEVIER  UU 12.12 11.V2
SHELBY  542 V.41 V.81
SMITH  >V 7.UV V.5V
STEWART  40 12.50 12.25
SULLIVAN  112 8.V> 10.21
SUMNER  V2 10.87 11.>1
TIPTON  >U 1>.8V 12.>U
TROUSDALE  22 1>.U4 12.74
UNICOI  >5 5.71 V.04
UNION  2V 20.UV 1U.01
VAN BUREN  17 5.88 V.48
WARREN  25 4.00 10.71
WASHINGTON  8U U.V8 V.52
WAYNE  >U 11.11 11.>V
WEAKLEY  2U 15.>8 12.UV
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County  
No. of 

Respondents  
Survey % of 
uninsured 

Empirical Bayes Estimate 
of % of Uninsured  

WHITE  18 11.11 11.U1
WILLIAMSON  8V 4.4V V.08
WILSON  74 8.11 10.1>

 
 
Sub-Group Analyses by Categories and Predictive Model of Uninsured 
  
SubTgroup analyses were performed to estimate proportions of uninsured by the following 
characteristics of each county: The metropolitan statistical area _MSA` to which a county 
belongs, the state planning district to which the county belongs, and the state senatorial district to 
which the county belongs.    
  
When the counties were divided by MSA, by state planning district, or by state senatorial district, 
the resulting number of counties in each cell was very small, rendering any comparison between 
these categories not meaningful statistically. In other words, they could not be used as countyT
level predictors of uninsured rates. The means and standard deviations of estimated proportions 
of county uninsured by MSA, state senatorial district, and state planning district are presented in 
Tables 2T4 below respectively. These tables provide only descriptive data. Statistical significance 
of the differences among MSA^s, those among senatorial districts, and those among state 
planning districts are unknown and unattainable due to sample limitations.   
 

Table 2. Percentage of Uninsured by Metropolitan Statistical Area  
  

MSA  No. of Counties 
Total No. of 
Respondents  

Empirical Bayes Estimate of % of 
Uninsured in MSA  

Chattanooga   > 2V0 10.15
ClarksvilleT
Hopkinsville   2 1>5 10.48
Jackson   2 V0 8.5V
Johnson City   > 155 10.07
KingsportT
Bristol   2 148 10.>7

 V  

 



 

MSA  No. of Counties 
Total No. of 
Respondents  

Empirical Bayes Estimate of % of 
Uninsured in MSA  

Knoxville   U 58V V.41
Memphis  > U02 V.VV
Morristown   > 115 10.U7
NashvilleT
DavidsonT
Murfreesboro   1> V51 10.10
  
 

Table 3. Percentage of Uninsured by State Senatorial District 
  

Senatorial 
District  No. of Counties 

Total No. of 
Respondents 

Empirical Bayes Estimate of % of 
Uninsured in Senatorial District  

1  4 172 11.42
2  2 152 10.00
>  2 120 10.>7
4  U 182 1>.V>
5  > 14U V.V5
5, 7  1 284 8.08
8  2 171 10.07
V  4 15U 10.47
10  1 28 11.U1
10, 11   1 22U 8.55
12  U 1UU 1>.41
1>  > 114 V.81
1>, 1U   1 124 8.45
14  7 210 12.8>
15  U 1V7 12.2U
1U  2 4> 11.2>
17  7 2U0 1>.12
17, 18   1 V2 11.>1
18  1 4U 10.11
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Senatorial 
District  No. of Counties 

Total No. of 
Respondents 

Empirical Bayes Estimate of % of 
Uninsured in Senatorial District  

1V, 21, 2>   1 >02 V.1>
22  > 14V 11.02
2>  1 8V V.08
24  V 275 15.12
25  U 17> 11.04
2U  8 228 1>.22
27  > 125 8.80
28, >>   1 542 V.81
>2  > 8> 12.42
 
 

Table 4. Percentage of Uninsured by State Planning District 
  

State Planning 
District  

No. of 
counties 

Total number of 
respondents  

EB estimate of % of uninsured 
in state planning district  

Davidson/Nashville  1 >02 V.1>
East Tennessee  15 U2U 10.V5
Hamilton   1 22U 8.55
Jackson/Madison   1 U0 U.U>
Knoxville   1 284 8.08
Memphis/Shelby   1 542 V.81
MidTCumberland   12 UV1 10.2V
Northeast   7 >14 11.85
Northwest  V 251 1>.08
South Central   12 >8U 11.V4
Southeast   10 >>5 12.15
Southwest   10 2V0 1>.2V
Sullivan   1 112 10.21
Upper Cumberland   14 4>U 1>.58
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1.2-1.3:  Characteristics of the Uninsured 
 
The uninsured in Tennessee are most likely to: 
 

! Be adults between the ages of 41 and U5 _51.25h of the uninsured`i 
! Be white nonTHispanics _82.17h of the uninsured`i 
! Be male _50.84h of the uninsured`i 
! Have family incomes less than j>0,000 _58.4h of the uninsured`i and 
! Be high school graduates or have a GED _4>.51h of the uninsured`. 

 
Table 5 below shows the demographic characteristics of the uninsured in Tennessee in 2005 
based on the survey. Small area estimation was not used to assess the characteristics of the 
uninsured in this section.  In addition, the table also shows a comparison with the survey 
population, which is useful in determining whether some groups experience higher rates of 
uninsurance compared to the population at large.  
 
Even though the madority of the uninsured are adults between the ages of 41 and U5 _51.25h of 
the uninsured` this group only represents about 45.U0h of the survey population. These 
individuals are most likely to be white nonTHispanics _82.17h of the uninsured` which represent 
a large madority _85.70h` of the survey population. Although males represent less than half of 
the survey population _45.50h` they are the ones more likely to be uninsured compared to 
females _50.84h compared to 4V.1Uh of the uninsured`.   
 
About half of the uninsured live in married households _4V.17h` while 5V.40h of the survey 
population report being married. Most of the uninsured finished high school or obtained a GED 
certificate _4>.51h` compared to only a third _>2.70h` of the survey population. Expectedly, 
those who attained a postgraduate degree were the least likely to be uninsured. 
 
While only >U.5h of the survey population earns less than j>0,000, the madority of the uninsured 
belong to this income bracket _58.4h`. About a third _2V.4Vh` of the uninsured believes they are 
in fgoodg health compared to only 24.50h of the survey population. 
 

Table 5. Demographic Characteristics of the Uninsured 
 
  

  Number 
Proportion  
of Uninsured 

Distribution of  
Survey Population 

Gender     
Male 24> 50.84h 45.50h 
Female 2>5 4V.1Uh 54.50h 
    100.0h 100.0h 
Age       
0 T12 years 2U 5.42h V.70h 
1>T18 >0 U.25h U.00h 
1VT25 U5 1>.54h 5.V0h 
2UT40 107 22.2Vh 15.50h 
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Proportion  Distribution of  
  Number of Uninsured Survey Population 
41TU5 24U 51.25h 45.U0h 
U5 & above U 1.25h 17.40h 
    100.0h 100.0h 
Ethnicity       
White  >87 82.17h 85.70h 
Black 57 12.10h 10.50h 
Asian Indian 2 0.42h 0.>0h 
American Indian U 1.27h 0.40h 
Vietnamese 2 0.42h 0.10h 
Other 5 1.0Uh 1.40h 
Hispanic 12 2.55h 1.50h 
    100.0h 100.0h 
Family Compositionp       
Married 2>U 4V.17h 5V.40h 
Living w/ Partner >U 7.50h 2.80h 
Divorced/Separated/Widowed 10V 22.71h 24.40h 
Never Married 87 18.1>h 12.10h 
Don^t know 5 1.04 0.>0h 
Refused 7 1.4U 0.V0h 
    100.0h 100.0h 
Education       
Grade school 2> 4.V8h 4.V0h 
Some high school U> 1>.U4h 8.>0h 
High school graduate/GED 201 4>.51h >2.70h 
Some College/Vocational 117 25.>2h 2U.50h 
College graduate 50 10.82h 1V.U0h 
Postgraduate 8 1.7>h 7.V0h 
    100.0h 100.0h 
Health Status       
Excellent 75 1U.0>h 24.U0h 
Very good 110 2>.50h 28.00h 
Good 1>8 2V.4Vh 24.50h 
Fair V8 20.V4h 1>.80h 
Poor 47 10.04h V.00h 
    100.0h 100.0h 
Family Incomepp       
Less than j5,000 12 >.24h 2.>0h 
 j 5,000Tj 7,4VV 10 2.70h 2.70h 
 j 7,500Tj V,VVV 1> >.51h 2.10h 
 j10,000Tj12,4VV 2U 7.0>h 5.00h 
 j12,500Tj14,VVV 24 U.4Vh 2.00h 
 j15,000Tj1V,VVV >V 10.54h 4.V0h 
 j20,000Tj24,VVV 55 14.8Uh 8.00h 
 j25,000Tj2V,VVV >7 10.00h U.>0h 
 j>0,000Tj>4,VVV 42 11.>5h 7.50h 
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Proportion  Distribution of  
  Number of Uninsured Survey Population 
 j>5,000Tj>V,VVV >0  8.11h U.>0h 
 j40,000Tj4V,VVV 25 U.7Uh 11.10h 
 j50,000Tj5V,VVV 27 7.>0h V.50h 
 jU0,000Tj74,VVV 12 >.24h 14.50h 
 j75,000 or more 18 4.8Uh 17.70h 
    100.0h 100.0h 

 
pFor uninsured children, refers to parent 
ppFamily income for 200> 
 
Employment Characteristics 
 
SixtyTone percent _U1h` of the uninsured are working.  The madority of these working uninsured 
in Tennessee are permanently employed _8>.57h` but work for small businesses with 2 to 10 
employees _>2.57h`. As shown in Table U, more than half of the working uninsured are 
employed by private companies _57.78h`, a little higher than the sample population wherein 
5U.V5h works for private companies. The second largest group among the working uninsured 
are selfTemployed _>0.74h`, compared to only 15.1Vh in the survey population. In fact, 
government workers make up the second largest group among this population _20.82h of the 
survey population`. It is common among the uninsured to work more than forty hours per week 
_UU.U7h` compared to about three kuarters of the survey population _74.42h`. There are only a 
few among the uninsured who hold more than one dob _10h of uninsured` which is similar to 
what is reported by the survey population _V.55h`. 
 

Table 6. Employment Status of the Working Uninsured 
 
 

Employment Statusp Number 

Proportion 
of  
Uninsured 

Distribution of Survey  
Population 

Government 1V 7.04h 20.82h 
Private Company 15U 57.78h 5U.V5h 
NonTprofit Organi\ation 7 2.5Vh 5.55h 
SelfTemployed 8> >0.74h 15.1Vh 
Unpaid worker/Family business 5 1.85h 1.50h 
    100.0h 100.0h 
For Those Who Are Employed     
Number of Jobs     
One Job 2U1 V0.00h V0.45h 
Multiple Jobs 2V 10.00h V.55h 
   100.0h 100.0h 
        
Hours Worked per Week     
11 to 20 1 >.70h 1.55h 
21 to >0 5 18.52h 7.75h 
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Employment Statusp 

Proportion 

Number 
of  Distribution of Survey  
Uninsured Population 

>1 to 40 > 11.11h 15.50h 
More than 40 hours 18 UU.U7h 74.42h 
    100.0h 100.0h 
        
Type of Job     
Permanent 2>V 8>.57h V2.>Vh 
Temporary 25 8.74h 4.U8h 
Seasonal 22 7.UVh 2.V>h 
    100.0h 100.0h 
        
Si\e of Employer     
1 employee >7 14.18h 7.58h 
2 to 10 employees 85 >2.57h 14.>2h 
11 to 24 employees 17 U.51h 5.72h 
25 to 50 employees 21 8.05h 5.7Uh 
51 to 100 employees 15 5.75h 5.51h 
101 to 500 employees 25 V.58h 14.5>h 
More than 500 employees U1 2>.>7h 4U.57h 
    100.0h 100.0h 

 
p For uninsured children, these numbers refer to the primary wage earner in the family 
 
 

1.4:  Affordable Coverage 
 

Please see data from the employer survey below which discusses the premiums small businesses 
and individuals could afford. 
 

1.5 – 1.6:  Availability of Public Programs 
 
Of the uninsured, more than three kuarters _7Uh` expressed willingness to enroll in public 
programs if they were eligible. Unfortunately, most of the uninsured are not aware of any public 
health programs for which they are eligible _U5.2h`.   See Figure 7. 
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No, 9%

Don’t know, 
15%

Yes, 76%

 
Figure 7. Those Who are Willing to Enroll Among the Uninsured 

 
Table 7 provides a list of reasons uninsured respondents indicated as to why they do not have 
coverage. 
 

Table 7. Reasons Why the Uninsured Did Not Buy Own Coverage 
 

Reasons for not buying coveragep Number Valid Percent 
Could not afford >>0 80.U8h 
Other >> 8.07h 
Redected due to health condition 14 >.42h 
Not eligible V 2.20h 
Expect coverage soon U 1.47h 
Donqt know where to begin/go 5 1.22h 
Sick > 0.7>h 
Too much hassle/paperwork > 0.7>h 
Do not need 2 0.4Vh 
Donqt know 2 0.4Vh 
More likely to take risks 1 0.24h 
Not meet needs 1 0.24h 
    100.0h 

p Also asked of parents/guardian regarding uninsured children 
 
As shown in Table 7, a large madority of the uninsured _adults and parents/guardians of 
uninsured children` are not able to buy health coverage on their own due to cost _80.U8h`. There 
were also a myriad of reasons why some are not covered by any type of health coverage. Some 
cited unemployment or a recent change in dobsi disability or veteran status. 
 
A few were redected due to their poor health _8.07h` or were not considered eligible at all 
_2.20h`. Some were expecting to get some coverage during the time of the survey _1.47h` while 
some believed they had no need of health insurance _.4Vh` or rarely got sick _.7>h`. There were 
still a few who didn^t know how to begin the process of ackuiring coverage _1.22h`, and some 
were discouraged and burdened by too much paperwork _.7>h`.  
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Table 8. Duration of Uninsurance in the Past Year 
 

 
Insured the whole year 

  

 
Number 
 

Valid Percent 
 

   Yes 42U1 VU.V0h 
   No 1>7 >.10h 
   Total 4>V8 100.0h 
      
Insured at some point in the past year     
   Yes 1U4 >4.V0h 
   No >0U U5.10h 
   Total 470 100.0h 

Among those who were insured during the time of the survey, almost everyone had health 
insurance for the past year and only >.1h did not have access to health coverage. On the other 
hand, among the uninsured during the time of the survey, a large madority also did not have any 
access to health coverage at some point in the past year _U5.10h of uninsured` _see Table 8`.  
 
In Table V, those who were insured during the time of the survey but lacked health insurance 
during the past year were asked a followTup kuestion: they were asked for the number of months 
they didn^t have coverage during the past year. About 2>.1h did not have insurance for U 
months, and 12.7h were uninsured for at least four months. Almost two thirds were uninsured 
up to U months in the past year _U5.Uh`.  
 

Table 9. Duration of Uninsurance:  Number of Months Without Coverage in the Past Year 
 

Number  
of months Number Valid Percent 
1 8 U 
2 14 10.4 
> 11 8.2 
4 17 12.7 
5 7 5.2 
U >1 2>.1 
7 8 U 
8 U 4.5 
V U 4.5 
10 5 >.7 
11 5 >.7 
12 1U 11.V 
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1.7:  Employer Sponsored Coverage 
 

Only 20h of the working uninsured have employers who offered insurance coverage as a 
benefit. Of this group, 2>.71h are not eligible for this benefit and another 22.U8h could not 
afford it at all. Some of the uninsured have not worked long enough in their dobs to avail of 
coverage _22.U8h`, while a few do not work enough hours in a week to be eligible _V.28h`. 
About >h refused to enroll because the coverage plan did not meet their needs _see Figure 8`.  
 

Didn't meet 
needs
3.09%

Do not work 
enough hours 

in a week
9.28%

Other
14.43%

Have not 
worked long 

enough in job
22.68%

Could not 
afford/too 
expensive

22.68%

Not eligible  
 (also parent 

ineligible) 
23.71%

Don't know
4.12%

 

Figure 8.  Reasons Why the Uninsured that were Eligible for Employer Coverage Did Not 

Enroll 

 
1.7 – 1.10:  Additional findings concerning employer based coverage are contained below in 

Section II. 
 
 
Part 3 - Focus Group Sessions with Health Care Providers 
 
TDCI also contracted with UTHSC to conduct the health care provider focus groups. The 
following information was excerpted from the UTHSC final report.  
 
The State Planning Grant awarded to TDCI specified that focus groups be conducted with 
representatives of various health services provider groups.  The focus group methodology was 
chosen because that type of data collection context would be conducive to generating honest 
opinions representing a variety of perspectives.  A work group was established to plan and 
implement the focus groups in the fall of 2004 and the focus group guide was field tested in 
March of 2005.  Sixteen _1U` focus groups were held from April through July of 2005 in all three 
grand divisions of the state.  Focus group participants included hospital administrators, public 
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health officials, physicians, medical group managers, and community and faithTbased clinic 
officials. 
 
 
Study Objectives 
 
This component of the prodect had several obdectives supportive of the broader goals of the 
Planning Grant study.  These included the following: 
 
a` obtaining input from representative healthcare providers related to: 

! trends in the level and characteristics of the uninsuredi 
! factors contributing to the uninsurance problem in the statei 
! impact of the uninsured on providers, the uninsured themselves and communityi 
! who should be responsible for addressing the problem of uninsurancei 
! steps that might be taken to address the problemi and 
! the salience of proposed remediesi 

 
b`        developing conclusions related to: 

! the extent and nature of the problemi 
! assessing the feasibility and level of support for various proposed actionsi and  
! developing recommendations for addressing the problem based on provider input. 

 
The lack of consensus among participants was not simply a reflection of perspectives associated 
with differing professions, but was much more complex.  There were the anticipated differences 
in perspective between various provider types _e.g., public health officials and private 
physicians`.  There was, however, an unanticipated lack of consensus among those within the 
same provider category _e.g., among physician specialists`.  Indeed, on some issues, respondents 
from a particular provider category held diametrically opposed opinions on a particular topic 
_e.g., physicians supporting aggressive state government involvement in the solution vs. 
physicians opposing any state government involvement in the solution`. The prodect was 
designed to elicit two types of information.  The first was factual information based on the expert 
knowledge of the participants _e.g., the prevalence of uninsurance`.  The second type of 
information involved the perceptions of the participants related to the various aspects of the 
problem under study.  The findings summari\ed below and the conclusions drawn are a 
reflection of the combined input of these obdective and subdective types of information. 
 
One other distinction in perspectives relates to the magnitude of the response to the problem.  
Responses ranged from support of minor modifications of the existing system _even to the point 
of simply enforcing existing rekuirements` to wholesale restructuring of the healthcare delivery 
system at the national level.  Of course, there were many participants who fell more toward the 
middle of this continuum.  Calls for mador _even radical` modifications to the system were much 
more common than anticipated and, if the fact that many of the focus group topics dealt with 
specific aspects of the system is discounted, largeTscale solutions were even more prominent. 
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1.11, 1.13:  Summary of Health Care Provider Focus Group Findings 
 
1. The Extent of the Uninsurance Problem.  Ultimately, respondents^ sensitivity to trends in 
the level of uninsurance within the state was a function of their level of exposure to the problem.  
Those with greater exposure indicated a trend toward reporting more uninsured, although with 
disagreement as to whether this is a slow, steady trend or one that has taken on new momentum.  
All categories of providers concurred that the problem was significant and there was general 
agreement that the problem will become worse in the near future. 
 
2. Causes of the Problem of the Uninsured.  The causes of the problem cited fell into two 
different categories: 1` growth in the population categories that are unlikely to be insured, and 2` 
decreased availability of affordable insurance.  With regard to the former, participants reported 
growth, sometimes dramatic, in the numbers of Hispanics and other immigrants, migrant 
workers, and the unemployed.  Mention was also made of the numbers of uninsured mentally ill, 
homeless and substance abusers that appeared to be entering the system, as well as retirees who 
are not yet eligible for Medicare.  With regard to the latter, participants cited declining numbers 
of employers offering insurancei high premiums eliminating many employed workers from 
coveragei and growing numbers of selfTemployed workers.  Plant closings and other dob losses, 
employers dropping their insurance or raising the employee cost, increased numbers of 
uninsurables and the growth in selfTemployment were described as combining to increase the 
pool of uninsured individuals.  The facts that some providers no longer serve the uninsured and 
that existing programs are maximally utili\ed meant that other providers are beginning to feel 
more of the impact.   
 
3. Changing Characteristics of the Uninsured.  The changes in the characteristics of the 
uninsured were discussed to a certain extent in the previous set of responses, but it is clear that a 
kualitative difference is being seen in the characteristics of those without insurance.  The primary 
changes appear to be of two types: 1` the emergence of Hispanics _and other immigrants` as a 
mador share of the uninsured, and 2` the growth in the number of employed and/or middleTclass 
individuals as a proportion of the uninsured.  In the latter case, many if not most of these 
individuals had previously carried insurance, but for some reason _mostly due to employer 
dropout or rising costs` are no longer insured.  A number of anecdotal examples were offered of 
otherwise middleTclass individuals who were unable to obtain insurance due to the cost or due to 
the fact they were uninsurable.   
 
There were also references to categories of fproblemg patients such as the homeless, the 
mentally ill, substance abusers, and those with chronic diseases as a growing share of the 
uninsured seeking care.  There was generally a consensus that the profile of today^s uninsured is 
much different from that of a few years ago. 
 
Other factors noted with regard to this topic included the fact that most traditional providers of 
services to the uninsured are overwhelmed by the volume of uninsured patients, creating an 
overflow problem which results in pressure on other providers.  This situation is exacerbated by 
the fact that some key providers have reduced their level of effort in serving the uninsured. 
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One other consideration raised by the participants at this point related to the issue of 
underinsurance.  Numerous participants indicated that the problem of uninsurance was 
significantly understated due to the level of underinsurance characteri\ing the state^s population.  
Examples were cited in which finsuredg individuals had suffered serious financial setbacks 
because their coverage was not adekuatei other cases were noted where individuals delayed care 
because they did not think their coverage was adekuate.  A concern was voiced that many 
Tennessee citi\ens may not be aware of the adekuacy of their coverage and may erroneously 
consider themselves adekuately covered. 
 
4. The Importance of the Issue.  The problem of uninsurance appears to be gaining attention 
among many communities but is still not a noticeable concern in others.  Clearly, the hospital 
industry has recogni\ed the problem and is beginning to take steps to respond _including raising 
community awareness`.  Many health and social service groups have recogni\ed the issue and 
responded within their realm of competence.  Some respondents expressed the opinion that only 
fanemicg efforts had been exerted so far to address the issue.  However, many segments of the 
population have not been hit directly by the problem, so it is probably not receiving the attention 
that it merits.   
 
5. Community Responses to Uninsurance.  On the positive side, virtually every community 
represented by the respondents reported some effort in place to address the needs of the 
uninsured.  Some reported simple expeditious responses _e.g., adding a triage function to 
emergency rooms`, while others reported extensive and complex initiatives _e.g., enlisting all 
providers in the community to participate` to address the issue.  The respondents revealed a 
number of creative approaches _some truly altruistic and some selfTserving` for meeting the 
needs of the uninsured. 
 
On the negative side, virtually no community represented could report that the problem was 
being adekuately addressed.  Some approaches had been found to be impractical or 
unsustainable, some were not well received by the target population, and others _especially those 
considered successful` tended to be at or above capacity.  There was general agreement that most 
of these efforts represented stopTgap measures that were able to address only a fraction of the 
need. 
 
6. Care-Seeking by the Uninsured.  Respondents indicated, as noted in the previous set of 
responses, that a number of options had been developed to meet the needs of the uninsured.  The 
options include private physicians who continue to see the uninsuredi communityT and faithT
based clinics that serve the disadvantagedi volunteerTstaffed clinicsi health department clinicsi 
medical schools _where available`i public hospitalsi and community hospitalTsponsored 
initiatives. 
 
Ultimately, however, the hospital emergency department _ED` remains the option of last, if not 
first, resort for most of the uninsured.  The perception persists that the ED is rekuired to see the 
patient no matter what and that reimbursement is a secondary issue at the ED.  Further, the 
inability of large segments of the population to access primary care causes many to delay 
treatment until it reaches the urgent/emergent level.  While most uninsured can arrange some 
type of primary care or emergency care, mador gaps exist in specialty care, diagnostic tests, and 
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access to prescription drugs.  None of the existing initiatives were thought to address these 
issues. 
 
7. The Impact of Uninsurance on Individuals and Families.  The awareness of the impact of 
a lack of insurance on Tennessee residents and their families varied depending on the provider^s 
location within the system.  Specialists and those in academic medical centers, for example, had 
little exposure to the uninsured.  On the other hand, primary care providers, public health 
officials, and those involved with communityTbased programs reported experiencing the impact 
on a daily basis.  Although this focus group item was not meant to address the health impact of 
uninsurance, one of the most frekuent responses was about the inability of individuals to obtain 
carei their need to delay the seeking of carei and their ultimate reliance on emergency 
departments when they finally had to obtain care.  Other implications of the insurance situation 
noted include: individuals remaining on the dob after they should have retiredi individuals 
remaining in unsatisfactory dobs in order to maintain insurancei and individuals returning to the 
workforce in order to obtain health benefits.  Those who receive some level of care ultimately 
cannot sustain the relationship and lose continuity of care.  Increasingly, individuals are 
foregoing prescription drugs because of the costs coupled with a lack of insurance.  Participants 
stressed that all of these contribute to an atmosphere of insecurity that cannot help but affect 
other aspects of people^s lives. 
 
8. The Impact of Uninsurance on Communities.  The theme presented in the previous set of 
responses was repeated here, with participants indicating that the community was being 
disrupted due to the inability of individuals to obtain care or buy prescription drugs.  The 
medical community feels the impact through shifts in patient utili\ation patterns related to level 
of coverage, as well as the overloading of already fragile systems.  Other social service programs 
are being overwhelmed as individuals scramble to meet the needs of their families, and other 
programs _e.g., criminal dustice` are stretched thin as they become, by default, solutions to the 
problem of uninsurance.  Providers are also anticipating increased levels of litigation as the 
number of uninsured patients increases. 
 
V. The Impact of Uninsurance on the Medical Community.  This topic provoked numerous 
responses, with a general consensus that the uninsured are impacting virtually every healthcare 
provider, although to different degrees and in different ways.  As a practical matter, providers are 
having to review their policies with regard to the uninsured to determine to what extent they can 
continue to serve them.  More debt is being written off and some simply no longer serve this 
population.  Those providers who continue to see the uninsured are becoming overloaded and 
many are suffering unacceptable financial consekuences. 
 
Some shifts are occurring in utili\ation patterns _e.g., to free clinics, hospital EDs, SpanishT
speaking providers`.  Some of these shifts represent responses to the fmarketg while others are 
being initiated by providers themselves.  Providers are having to spend more time with these 
patients who tend to have the most needs but often with limited results.  A greater risk of liability 
_actual or perceived` is deterring many providers from serving this population. 
 
10. Responses by the Medical Community to the Uninsurance Issue.  A variety of different 
responses were evinced by focus group participations.  Some providers have not seen the 
uninsured and they are making few changes.  Other providers, however, are no longer seeing the 
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uninsured _other than established patients` or are otherwise making arrangements to reduce the 
impact of the uninsured on their practices.  Some providers have made accommodations by 
offering special clinicsi revising their appointment scheduling to allow more time for such 
patientsi or hiring certain personnel in order to treat this population more effectively.  Other 
providers are discounting their fees.  In some communities, coalitions of providers have been 
formed to try to improve the continuity of care and share the burden.  Hospitals, whose 
emergency departments are the most impacted of all, are developing mechanisms for diverting 
patients away from the ED to other more appropriate sources of care.  Increasing numbers of 
providers are participating in programs that utili\e volunteer practitioners.  For the most part, the 
responses to the situation discussed represent piecemeal efforts that address the specific needs of 
a particular provider rather than any systemTwide attempt at remediating the situation. 
 
11. Locus of Responsibility for Insurance Coverage.  The issue of responsibility for the 
provision of health insurance elicited one of the highest volumes of response and evoked the 
widest range of perspectives.  There was wide disagreement as to whose responsibility it is to 
assure insurance coverage _and this was interfaced with the responsibility for assuring that care 
was available`.  Some argued that, since this was a national problem, the federal government has 
a responsibility, while many felt that the state has a responsibility to its citi\ens to coordinate, if 
not finance, a solution. 
 
Contrary views indicated that reliance on government had resulted in the existing problems and 
the most adamant on this point argued for a reduction in government involvement.  Some 
respondents felt that employers had a mador responsibility to provide health insurance, both as 
good corporate citi\ens and as assurance of a kuality workforce.  Other respondents argued that 
employerTbased insurance was a bad idea and that reliance on such a system was the root of our 
current problems.   
 
A high proportion of respondents indicated that individuals needed to bear more of the burden in 
terms of both paying for their coverage/care and being responsible healthcare consumers.  A 
number of respondents indicated that the insurance industry should be held responsiblei health 
plans contributed to the problem but are not contributing to the solution, respondents argued. 
 
Many respondents took a broader view and argued that it was everyone^s responsibility, and that 
only through a coordinated acrossTtheTboard effort could any improvement be brought about.  
Those supporting this perspective indicated that participation was rekuired by different levels of 
government, employers, the insurance industry, providers, pharmaceutical companies, and any 
other party that could affect the situation.  The one point of agreement related to the need for 
more coordinated efforts regardless of who was to be responsible. 
 
12. The Role of the Insurance Industry.  Originally, the focus group guide included no 
kuestions dealing with the insurance industry per se.  However, focus group participants 
spontaneously repeatedly raised the issue of the insurance industry^s role.  One perspective 
offered was that the insurance industry was to a great extent responsible for the health insurance 
crisis in the state.  Respondents pointed to high premiumsi restrictive coveragei and exclusions 
due to preexisting conditions.  
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Despite the widespread belief that insurance companies contributed to the problem, respondents 
felt that as a group insurers were doing virtually nothing to contribute to a solution to the 
problem and were, in fact, the only parties who were not suffering as a result of the situation.  
Some respondents argued that insurance firms should be asked to sacrifice dust as everyone else 
was. 
 
The spontaneous offering of opinions on the role of the insurance industry engendered a number 
of comments that bear consideration.  In general, there was limited support for employerT
sponsored insurance as a solution.  While the government was considered to have some role to 
play, it was argued that state government should be limited to coordinating insurance programsi 
providing oversight of premiumsi establishing consumer poolsi and providing partial subsidy for 
insurance programs.  Spontaneous support was voiced for both singleTpayer plans and universal 
health insurance. 
 
A basic kuestion was raised as to whether or not expanded insurance _especially employerT
based` was the solution to the problem.  If all employers offered insurance, it was argued, a 
significant number of citi\ensroften the sickestrwould remain uncovered.  It was further 
argued that even if everyone had insurance, the problem would not be solved as access to care is 
probably a larger barrier than a lack of insurance. 
 
1>. The Use of State Mandates.  The use of mandates was discussed with regard to both 
employers and providers.  There was very little support for regulations mandating that physicians 
serve a certain number of uninsured patients.  A few respondents felt that serving the uninsured 
was an inherent responsibility of physicians and, if it took mandates to reali\e this, then 
mandates should be put into place.  Respondents for the most part, however, considered 
mandates to be ineffective and to have negative consekuences.  It was argued, among other 
things, that mandates simply hurt those who were already serving this population. 
 
Many felt that most physicians were already and would be willing to continue to treat this 
population and/or provide volunteer services under the right circumstances.  The more effective 
approach, it was argued, would be to offer physicians incentives for treating the uninsured, 
particularly liability protection and/or malpractice insurance relief. 
 
Only a few participants supported the notion of mandates for employers, arguing that providing 
healthcare coverage was part of being a good corporate citi\en and an appropriate response to 
support received from the community.  Mandates were considered by most to be 
counterproductive, hurting those employers who could least afford to provide benefits while not 
affecting the mador employers. 
 
A common theme was that employerTsponsored insurance was not a sound approach and 
certainly not a foundation for meeting future insurance needs.  Some respondents supported 
incentives _e.g., tax breaks` for employers, and some thought the state had some responsibility in 
establishing insurance pools.  Some kuestioned whether insurance was the answer at all, pointing 
out that even with full employer coverage of all workers many Tennesseans would be left out 
and that, even if everyone had coverage, the lack of access to care throughout much of the state 
would negate any benefit of the insurance.  While the need to let the market dictate the extent of 
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coverage was noted, this topic evinced perspectives that included the need for a singleTpayer 
system or universal health insurance. 
 
Prodect staff notes here that many of the focus groups^ perceptions were kuite different than the 
data reflected in the consumer and employer surveys relative to the employment status of the 
uninsured.  Many focus group participants believed that the uninsured were unemployed, and 
thus would not have access to employerTsponsored insurance, while the kuantitative data 
collected demonstrated that the madority of the uninsured are actually working, primarily at small 
businesses.   
 
14. The Potential Use of Incentives.  Incentives were generally considered more effective 
than mandates.  PhysicianTrespondents suggested a number of incentives that might encourage 
them to treat more uninsured patients.  Most of these were fairly specific, and they included 
protection from liabilityi reduction in malpractice premiumsi tax breaksi and improved 
reimbursement for the patients who are covered by some insurance program.  Also mentioned 
were the broader initiatives of tort reform and ffixingg the system so that doctors can practice 
more efficiently. 
 
Focus group participants had little to contribute on the topic of incentives for employers.  
Suggestions offered included tax breaks and the establishment of risk pools.  A more common 
theme was that incentives for employers did not matter given the current premium structure for 
insurance plans.  If the premiums are too high, it is argued, it does not make sense to participate 
in the insurance program even if incentives are offered. 
 
Focus group participants were torn between fsticksg and fcarrotsg in terms of encouraging 
individuals to participate in insurance plans.  Some respondents called for regulations _as with 
auto insurance` that rekuired individuals to carry at least some insurance.  Others felt that 
individuals should take more responsibility _including financial` for obtaining insurance and 
getting appropriate care.  Other respondents felt that tax breaks, facilitation of health savings 
accounts and other incentives would encourage participation.  There was general agreement, 
however, that with the current premium level for health insurance neither incentives nor negative 
sanctions would have much effect. 
 
15. Support for Tax Credits/Increases.  Few respondents had opinions on the use of tax 
credits for any purpose.  There were occasional comments on the benefits of tax credits for 
encouraging physician treatment of the uninsured, encouraging employers to provide insurance 
coverage, and encouraging individuals to purchase healthcare coverage.  Clearly, tax credits 
were not at top of the list as a solution to the problem of uninsurance. 
 
16. The Potential Contribution of Community Clinics.  There was some level of support for 
an expanded role for communityTbased clinics.  However, a minority of respondents offered 
negative assessments of communityTbased clinics as a solution to the problem of the uninsured.  
The primary concerns dealt with ability to adekuately staff such clinicsi their level of 
inefficiency and sustainabilityi and the perception that they provide inferior care.  Examples 
were provided of the ineffectiveness and failure of such clinics around the state. 
The madority opinion, however, offered strong support for the expanded use of communityTbased 
clinics.  Those that supported them felt that this represented a viable model, that kuality staff 
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could be recruited and that such clinics would be generally accepted by the target audience.  This 
madority support for the communityTbased clinic concept was, however, offset by concerns over 
the ability of such clinics to have substantial impact on the problem.  The recurring issue of 
fragmentation was raised, with concerns expressed that communityTbased clinics can provide 
episodic primary care but can impact few other aspects of the system.  CommunityTbased clinics 
without adekuate complementary services were felt to be of limited usefulness. 
 
During the course of these discussions, additional concerns were raised related to community 
clinics.  It was argued by some that few communities have the infrastructure or resources to 
support communityTbased clinics.  Further, such clinics have only limited capacity and, to the 
extent that they emphasi\e a public health model, it was felt by some that this model is not 
effective. 
 
17. Implications of Diverting More Funds to Prevention.  The general response to the issue 
of relocating some healthcare funds to prevention, nutrition, health education, and other areas 
that were indirectly responsible for the health status of the population was positive.  Most 
respondents agreed in concept that diverting funds away from fdownstreamg care into health 
education and related types of wellness activities could ultimately improve health status and 
reduce healthcare costs.  Few people offered unkualified support of this concept, however, citing 
the challenges involved in implementing such an initiativei the time it would rekuire to effect 
any meaningful changei and the limited ability to get buyTin from the target population. 
 
Conclusions 
 
Despite the variety of perspectives that were presented and the lack of consensus among 
participants in the focus group, there were a number of conclusions that most participants would 
agree on.  These included: 
 

! uninsurance is a clear and growing problem among Tennessee residentsi 
! uninsurance is having a devastating effect on individuals, communities and providers     

            throughout much of the statei 
! the existing health insurance system is not capable of addressing current needs much less  

            anticipated future needsi 
! the existing healthcare delivery system is not capable of addressing the current needs of  

            the uninsured much less anticipated future needsi 
! community initiatives to treat the uninsured are only a partial solutioni 
! there is little consensus among providers on the nature of the uninsurance problem or its   

            causesi and 
! there are no clearTcut solutions to the problem of uninsurance that are considered  

            workable and/or widely accepted. 
 

 
1.12:  Barebones Benefit Packages 

 
Barebones benefit packages are discussed below in Section 4 as one of the options for expanding 
coverage. 
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SECTION 2 

EMPLOYER BASED COVERAGE 

TDCI contracted with the University of Tennessee, Center for Business and Economic Research 
_fCBERg` to conduct the employer survey and focus groups.  The following information was 
excerpted from the CBER final report.  TDCI also contracted with the State Health Access Data 
Assistance Center _fSHADACg` to assist CBER in the development of the employer survey 
instrument and administration of the survey.   
 

The goal of Part 1 of the employerTbased coverage study was to gain an accurate profile of 
employerTsponsored health insurance across the state.  In order to accomplish this goal, CBER 
adopted a twoTtiered research approach.  First, CBER solicited kuantitative data from a sample of 
nonTgovernmental employers across the state of Tennessee via a mail survey.  This survey was 
based on a random sample drawn from the state employer database obtained from the Tennessee 
Department of Labor and Workforce Development.  Second, CBER conducted focus groups of 
employers with 50 employees or less in Tennessee^s three largest citiesrMemphis, Nashville, 
and Knoxvillerto gain kualitative insight into the healthTinsurance challenges facing employers 
and employees in the state.  As stated earlier, the overarching goal of Part 1 of this prodect is to 
determine the state of employerTsponsored health insurance from the perspective of the 
employer. 

 
Part 1 – Profile of Employer-Sponsored Health Insurance 

Employer Mail Survey Objectives 
The mail survey gathered specific information from all employers, as follows: 

! How long the firm has been in businessi 
! Number and category _fullTtime, partTtime, seasonal` of employeesi 
! Category of principal business activityi 
! The most important reason for providing health insurancei 
! Average annual salary of salaried employeesi and 
! Average annual salary of hourly employees. 

 

Then, the mail survey sought specific information based on whether the employers offer 
insurance to all of their employees, to some of their employees, or to none of their employees.  
The survey collected the following information for those employers who offer insurance to all or 
some of their employees: 

! How many years health insurance has been offeredi 
! Whether health insurance decisions are made at the location being surveyedi 
! How many health insurance plans are offeredi 
! Employer/employee premiums, contribution, and sharesi 
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! Trends in health insurance costs and plan changesi 
! Employee eligibility rekuirements and restrictionsi and 
! Characteristics of the health plan with the most participants. 

Finally, the mail survey collected the following information for those employers who do not 
offer insurance to any of their employees: 

! Reasons the employer does not offer health insurancei 
! Incentives that might motivate the employer to offer health insurancei and 
!  Maximum premium contribution the employer could afford if it were to start offering                        

insurance.   

The survey allowed for additional comments from the respondents as well as a space where 
respondents could provide contact information if they were willing to participate in a fvoluntary 
group discussion about the health insurance challengesg facing their business.  This contact 
information was later used to recruit focusTgroup participants. 

For additional information on the employer survey methodology and procedures, including the 
employer survey instrument, please see Appendix IITB. 

 

2.1:  Findings from the Employer Mail Survey 

Data Introduction and Breakdown  
Much of the analysis contained in this report is by company si\e rather than by Grand Division 
because there were no significant differences among the three regions for any of the data used in 
the report.  Si\e, on the other hand, was a significant determinant for how businesses responded 
to many kuestions in the survey.  For each figure with responses shown by company si\e, the 
difference among the si\es is significant to at least the .05 level unless otherwise mentioned. 

Throughout this report, results will often be demonstrated by company si\e.  fSmallg businesses 
are those with two to 1V employees, fmediumg businesses have 20 to VV employees, and flargeg 
businesses have 100 employees or more.  Figure V below shows the total number of responses 
according to the three Grand Divisions _East, Middle, and West Tennessee` and company si\e.  
The sample is reTweighted to reflect the true proportion of businesses in the state in each si\e 
group whenever state or regional analysis is performed.  Based upon data from the Tennessee 
Department of Labor and Workforce Development, small businesses make up 8>.4h of 
Tennessee^s employers, while medium businesses account for 1>.4h and large businesses only 
>.2h.  Weighting allows for accurate and unbiased statistics throughout the analysis. 
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Figure 9. Total Responses by Grand Division and Company Size 

Health Insurance Offerings and Eligibility: A Comparison of Companies by Size 
In order to determine why companies feel it is important to offer health insurance, the survey 
asked respondents what they felt was the most important reason to offer insurance coverage to 
their employees.  The responses were very different across small, medium, and large companies 
_see Figure 10`. 
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Figure 10. Most Important Reason for Offering Insurance 

 

 2V  

 



The vast madority of large companies think offering insurance is important mainly because it 
helps them attract and retain employees _about 80 percent`, while only 20 percent respond that 
most importantly it is the fright thing to doig a ratio of fourTtoTone.  Small and mediumTsi\ed 
companies maintain this same order but are relatively more likely to believe that insurance 
should be offered mainly because it is the right thing to do _ratios of about twoTtoTone and threeT
toTone, respectively`.  While the percentages are low, we also find that smaller companies were 
more likely than their larger counterparts to respond that they fdon^t think it^s important.g 
 
There is also a significant difference across firm si\e in the propensity to offer health insurance.  
Figure 11 illustrates this difference.  More than 50 percent of small businesses do not offer health 
insurance to any of their employees.2  The corresponding values are less than 15 percent for 
mediumTsi\ed employers and less than 5 percent for large employers.  There is little difference in 
the type of insurance offered to employeesi by and large, all employees are offered the same 
coverage.  Most companies have a minimum number of hours that hourly employees must work 
to be eligible _the most common minimums being >0, >2, and 40 hours per week`. 
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Figure 11. To Whom Do You Offer Health Insurance? 

 

Figure 12 shows the coverage offered to spouses, domestic partners, dependents, and retirees by 
si\e of business.  Large businesses are more likely than small or medium businesses to offer 
coverage for spouses and dependents and are more likely to offer continued coverage to early 
retirees.  Domestic partners are eligible for coverage in less than 10 percent of businesses, 
regardless of si\e.  There is some variability among companies regarding the age at which 
dependents are no longer eligiblei the median age for fullTtime students is 2> _with 24 and 25 
being the most common limits`, while the median age for nonTstudents is 1V _with 18 and 1V 
being the most common`. 
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Figure 12. Coverage Offered to Families and Retirees under Age 65 
 

Employer Expenses for Healthcare 
Since cost clearly plays the largest role in whether employers offer insurance, it would be helpful 
to evaluate how much it costs companies who do offer coverage.  Table 10 below shows the 
average dollar amount of employer contributions, per employee per month. 

 

Table 10. Employer Contribution per Employee per Month 

Business Si\e Mean Cost per Employee Median Cost per Employee 
Small j442 j>>1 
Medium j>55 j>00 
Large j>4V j400 

 

Small businesses pay higher premiums on average for their employees than medium or large 
companies but the medium firms pay more than large firms.  Of course, employers can pay 
different amounts of their employees^ premiums to help defray the cost, as evidence from the 
focus groups indicates, wherein the madority of participants who employ 50 employees or less 
indicate that they have been raising the employerTshare of premiums to reduce the overall cost to 
the company.  Figure 1> shows what percentage of total insurance premiums the company pays, 
for all business si\es. 
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 Figure 13. Share of Premiums Paid by Employer 

Most companies _U0 percent` responded that they paid less than V0 percent of the total insurance 
premiums, yet a substantial number _>5 percent` paid for V0 to 100 percent of the cost.  The 
percent paid differs by business si\e as well.  Small employers are more likely to pay a higher 
percentage of the total premiums, with 42 percent responding that they pay V0 to 100 percent, 
while many fewer medium and large companies _2U percent and 1> percent, respectively` pay 
such a large share. 

Figure 14 shows the percentage of payroll expense that is attributed to health insurance costs.  
There is little variation in the percentage by company si\e _the median is U.0 to 10.V percent of 
total payroll costs for each business si\e`.  Most businesses in Tennessee that offer insurance 
spend U percent or more of their payroll budget on health insurance. 
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 Figure 14.  Health Insurance Costs as a Percentage of Payroll Expense 
 

2.2 – 2.7:  Factors Influencing Employers’ Decisions to Offer Health Insurance 
 

Cost is the most obvious reason that small businesses fail to offer health insurance to their 
employees _as well as restricting eligibility for family members and retirees`.  The percent of 
total payroll budget paid to health insurance is consistent across si\es _the median is U.0 to 10.V 
percent of total payroll costs for each si\e category`, though many other features differ by si\e.  
Small businesses struggle the most with high costs, with more than 50 percent reporting that the 
primary reason for not offering insurance was high premiums.  Figure 15 illustrates that high 
premiums dominate the reasons for small and mediumTsi\ed businesses, whereas for large 
businesses, employee turnover and mostly partTtime staff were also mador reasons. 
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Figure 15. Primary Reason for Not Offering Health Insurance 

 

Similarly, the survey demonstrates that lower premiums are the mador incentive that would 
enable employers to start offering insurance _see Figure 1U`.  This is true across all business 
si\es, with no other incentives coming anywhere close. 
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Figure 16. Primary Incentive to Start Offering Insurance 
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Firms that do not currently offer insurance to their employees also reported how much they could 
afford to pay in premiums.  Figure 17 demonstrates how much employers would be able to pay if 
they did offer coverage.  From Figure 17, we can see that almost 70 percent of companies who 
do not currently offer insurance but might in the future could only afford j100 or less per 
employee per month, while only 14 percent could afford j150 or more.  In this same kuestion, 
1U.8 percent of respondents declared that they fwould not purchase _employee health insurance` 
at any cost.g  Figure 18 shows the breakdown of these responses by si\e of company. 
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Figure 17.  Maximum Premium Contribution Employer Could Afford 
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Figure 18.  Companies that Would Not Offer Health Insurance at Any Cost 

When analy\ed by si\e, 1U.V percent of small businesses, 14.5 percent of medium businesses, 
and >5.0 percent of large businesses that currently do not offer health insurance, would not offer 
insurance at any cost.  With an average number of employees of 8.U _small`, 40.2 _medium`, and 
274.8 _large` in each of these firm si\es, companies that do not currently offer health insurance to 
any of their employees and further would not offer health insurance at any cost employ 
approximately 100,000 individuals in Tennessee. 

 

Other Trends in Insurance Offerings 
This section identifies a series of other findings including health insurance offerings based on 
average salaries of employees, on length of time the company has been in business, and on the 
company^s selfTidentified business category. 
 
One trend indicates that insurance offerings vary based on the average salary of employees in 
each company.  Figure 1V illustrates that companies that pay salaried employees a greater 
average amount are far more likely to offer insurance.  Less than 10 percent of companies with 
average salaries below j20,000 per year offer insurance to their employees.  Not only is the 
employee pay low, making it difficult to buy health insurance, but these employees are not 
offered health insurance by their employer.  However, low wage employers are no more likely 
than higher wage employers to report that access to other health care _such as through TennCare` 
is important in their decision not to offer it.  Employers responded to fEmployees are generally 
covered under other plans obtained elsewhere, such as through a spouse, a union, or Medicaidg 
as a fsomewhat importantg or fvery importantg reason that they do not offer health insurance at 
about the same rate, regardless of salary.  Additionally, there was no tendency for lowerTpaying 
employers to list this as their primary reason for not offering as compared to higherTpaying 
employers. 
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  Figure 19.  Insurance Offerings by Average Salary for Salaried Employees 

Assessment of the importance of offering healthcare is different.  Companies differ in the 
importance placed on offering health insurancei firms with average salaries under j25,000 are 
more than four times as likely _11.V percent to 2.U percent` to respond that they fDon^t think it^s 
importantg to provide health insurance as companies with average salaries of j25,000 or more.  
The longevity of the company is also a factor in whether or not it offers insurance to its 
employees.  Companies that have been in business longer are far more likely to offer insurance 
to at least some of their employees _see Figure 20`. 
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 Figure 20. Insurance Offerings by Age of Business 

The propensity to offer insurance also differs by industry _see Table 11`.  Manufacturing, 
leisure/hospitality, and utilities are most likely while mining, construction, and 
agriculture/forestry/fishing/hunting> are least likely to offer health insurance benefits. 

 

Table 11. Insurance Offerings by Business Category 

Business Category 

Offer to some or 
Offer to some of 
all employees 

Offer to no 
employees 

Manufacturing (n=128) 77h 2>h 
Leisure/hospitality (n=138) 75h 25h 
Utilities (n=50) 74h 2Uh 
Other _ns224` 74h 2Uh 
Financial activities (n=125) U7h >>h 
Transportation (n=24) U5h >5h 
Professional/business services (n=262) U1h >Vh 
Education (n=11) 5Vh 41h 
Information (n=312) 54h 4Uh 
Wholesale trade (n=527) 5>h 47h 
Warehousing (n=44) 5>h 47h 
Retail trade (n=69) 52h 48h 
Religious/civic/nonTprofit (n=6) 52h 48h 
Health services (n=100) 4Uh 54h 
Mining (n=7) 45h 55h 
Construction (n=233) 44h 5Uh 
Agriculture/forestry/fishing/hunting 
(n=36) 2Vh 71h 
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Plan Offerings 
Significant differences in plan options exist between small, medium, and large companies among 
those companies that offer health insurance to at least some employees.  The vast madority of 
small and mediumTsi\ed businesses offer only one health plan option _7U percent and U7 percent, 
respectively`, but large employers are ekually likely to offer two plans _41 percent` and one plan 
_>V percent`.  Additionally, large businesses are nearly twice as likely to offer three or more 
plans than their small or medium counterparts _see Figure 21`. 
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Figure 21.  Number of Health Plan Options Offered, by Size of Business 
 

Companies of all categories report that Preferred Provider Organi\ations _PPOs` are the most 
common form of plan.  Both Health Maintenance Organi\ations _HMOs` and Point of Service 
_POS` plans make up less than 10 percent of the companies^ most utili\ed plans _see Figure 22`.  
Not surprisingly, employees tend to favor the less expensive plans available from their employer.  
In 75 percent of companies, the plan with the most enrollees is also the least expensive. 

 >V  

 



0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

PPO HMO POS Indemnity

 
Figure 22.  Insurance Plans with the Highest Number of Enrollees 

Self-Funded Plans 
Nineteen percent of companies report that the plan with the most enrollees is selfTfunded.  In 
other words, they pay claims from their own resources, regardless of which insurance company 
administers the plan.  There is a considerable difference by company si\e _see Figure 2>`.  
Nearly 40 percent of large businesses have decided to selfTfund their largest plan, while less than 
20 percent of small and mediumTsi\ed businesses do so. 
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     Figure 23.  Fully Insured vs. Self Funded for Most Popular Plan by Size of Business 
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On average, these companies have selfTfunded their plan for 11 years, and 87 percent hire a third 
party to administer the plan.  Most companies list multiple reasons for deciding to selfTfund, but 
nearly all respond that they expected cost savings _see Table 12`. 

 

Table 12.  Reasons for Self-Funding 

Reason for SelfTFunding Responses _h` 
Expected savings V8h 
To customi\e plans based on needs of company V0h 
To offer competitive benefits 87h 
To offer a richer benefits package 75h 
Discretion to be free of state mandates 57h 

 

Changes in Health Insurance Costs 
The survey asked respondents whether their health insurance costs increased or decreased in 
2004 and by what percentage.  Figure 24 shows their responses.  The overwhelming madority of 
businesses saw an increase in health insurance costs in 2004.  For those who answered that their 
costs increased, the median increase was 12 percent.  Those who answered that their costs 
decreased had a median decrease of 5 percent.  Additionally, respondents indicated whether they 
expected an increase or decrease in their health insurance expenses in 2005.  The results are very 
similar, but it is interesting to view these responses while considering whether the company 
experienced an increase or decrease in 2004.  Table 1> has the results of this analysis.  Even 
companies that experienced a decrease in their healthcare costs expect that costs will increase in 
2005, and few companies expect costs to be reduced. 
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       Figure 24.  Did Your Health Insurance Costs Increase or Decrease in 2004? 
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Table 13. Expected Change in 2005 Cost 

Change in 2004 
Expect an 
Increase in 2005 

Expect a 
Decrease 
in 2005 

Expect No 
Change in 2005 

Increase V1.7h >.7h 4.Uh 
Decrease U4.Vh 1U.7h 18.4h 
None >8.1h 5.8h 5U.1h 

 

This nearly acrossTtheTboard increase in health insurance costs has forced many companies to 
make changes to their insurance offerings.  Figure 25 shows some of the changes these 
businesses have made in the past two years due to cost increases.  The responses are similar 
regardless of business si\e with the exception of increasing employee contributions.  Small 
businesses seem to be willing to make other changes to their plan but less willing to increase the 
contributions that their employees have to make. 
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Figure 25. Changes Made Due to Health Insurance Cost Increases 
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Part 2 Employer Focus Groups 

Objectives of the Employer Focus Groups 

The goal of the focus group portion of Part 2 of this prodect was to identify more personal and 
kualitative information regarding: 

! nualities of employers that either offer or do not offer group insurance plansi 

! Reasons those companies either offer or do not offer group insurance plansi 

! Company owner or representatives^ perspectives on the challenges of getting and keeping  

 health insurance for their employeesi 

! Effects of health insurance on retention and employee recruitingi and 

! Alternatives to employerTsponsored health insurance via policy or practice. 

For additional information on the employer focus group methodology and study procedures 
please see Appendix IITC.    
 

Findings from the Employer Focus Groups 
 

In many ways, the findings from the focus groups mirrored the findings from the mail survey, 
and thus various evidence and kuotes appeared in the above analysis.  Due to the informal and 
dynamic nature of focus groups, however, it is important to note that the only issue on which 
participants agreed was that health insurance is an increasingly expensive benefit to offer.  
Participants debated and discussed the issues described below _and more`, and in many cases, 
participants disagreed or expressed varying points of view. 

Administration of EmployerTSponsored Health Insurance Plans 

According to the focus group participants, administration and management of employerT
sponsored plans is timely and expensive.  The process for applying for group insurance, finding 
the frightg plan, understanding the rates and coverage, paperwork, phone calls, and changes in 
kuotes and policies taxes business owners _particularly when they do not have a benefits 
specialist within their company`.  While all participating business owners and representatives 
report utili\ing insurance broker services, they describe varying degrees of administrative 
challenges.  Those businesses that do currently offer insurance to their employees spend time 
investigating different health insurance companies and plans to reduce costs as well as assisting 
their employees with claims and other paperwork.  Many of the businesses that do not currently 
offer insurance to their employees continuously investigate whether or not they might be able to 
afford it in the futurei they also counsel their employees on how to find individual coverage, and 
in some cases, even invite individual policy representatives into the business to sell their 
products to the employees.  One participant in Memphis, however, does not invest time or energy 
into investigating options and offers insight into why he does not:  fMy business has been open 
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for not kuite four years.  I knew a couple of my employees had some health issues.  I knew that 
would be a barrier and that the rates would be through the roof.  So that was my frame of mind 
going into it.  It^s dust never been a thought, because I^ve maintained between two and six 
employees.  It dust wasn^t going to be practical.g 

Business Practice and Behavioral Distortions 

Focus group participants report two primary distortions in their business practices and in their 
behavior that they attribute directly to the availability and cost of employerTsponsored health 
insurance.  First, some business owners evaluate the health and age of potential employees 
before making hiring decisions _even though they know they should not` because they fear that 
their health insurance costs will increase if they add an unhealthy or older individual to their 
plans.  Along these same lines, business ownersrbecause they know that they will have to 
complete the detailed application formsrfind themselves stepping away from their employees, 
refusing to discuss family or health issues with their employees. 

The second distortion focus group participants identified is behavioral.  Many participants report 
that if and when they or their employees seek medical care depends primarily on their health 
insurance coverage, not on their health.  If they do not have insurance coverage, they do not want 
to go to the doctor because they can not pay for it or because they are embarrassed.  Even if they 
have insurance, they do not go to the doctor because they do not want to learn they have an 
illness that might increase the insurance cost for their entire group.  In fact, one participant who 
was faced with serious health problems and knew that her health problems were raising the cost 
for her entire company offered to kuit the dob:  fI offered to kuit when this happened to us.  I 
said, tDo you want me to leave]  I^ll go deal with my own problems and buy off.^g 

Solutions 

In response to kuestions like fwhat would make it easierg to offer or keep health insurance and 
fwhat could the federal, state, or local government or the state^s Commissioner of Insurance do,g 
focus group participants^ responses varied. 

“Not a Rescue, an Education” (Memphis) 
In one focus group, participants list educational services they would like the government to 
providerrather than any other kind of tax break or incentive.  For instance, these participants 
suggest that the government _at whatever level` produce literature, commercials, billboards, 
workbooks, handbooks to 1` teach every individual to be responsible for their own health and to 
2` educate individuals on budgeting such that health care cost enters into the budget on the 
individual level rather than on the employer^s level. 

“Find a way to stop treating me differently than everybody else”  (Nashville) 
In these focus groups, employers with fewer than 2U employees report that insurance companies 
rekuire them to fill out detailed paperwork on each employee, rate their risk based on that detail, 
and rekuire at least 75 percent participation rates.  Business owners perceive that they are either 
priced out of the market entirely _via risk assessments that lead to very high costs` or are 
eliminated from eligibility _via participation rates`.  One participant states: fSmall business is a 
group dust as much as big business.  Let us have the same opportunities to negotiate and purchase 
that big business has.g  Along those same lines, participants perceive a problem moreTwide 
spread than health insurance:  the government provides different opportunities to large firms than 
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they do to small.  fI don^t think uthe governmentv has to give us health insurance.  I think they 
need to offer small businesses some type of incentive to stay small, because there^s a benefit of 
being a large corporation.  There^s no benefit to being a small corporation.  Large corporations 
get all the tax benefitsi they come into the state of Tennessee, and twe^ll give you this, you don^t 
have to pay taxes.^  A small business buys the same property, they don^t get a benefit.  There^s 
no incentive for my company to stay small.g 

“Be more responsible” (Memphis) 
Focus group participants express concern over the attitudes of individuals, employers, health care 
providers, and the government toward health care.  In some cases, participants report that health 
care and health insurance should be the responsibility of an individualrthat each individual 
should be vested in his/her plan and should take responsibility for maintaining his/her own 
health.  In other cases, participants identify uninsurable individuals who can not necessarily care 
or pay for themselves and encourage government assistance for those individuals. 

The solutions outlined above are dust a few ideas that arose during these focus groups.  As would 
be expected with kualitative research, neither the problems nor the solutions for one employer 
were necessarily the problems or solutions for another. 
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SECTION 3 

HEALTH CARE MARKETPLACE 
 

 
TDCI also contracted with CBER to prepare a report on the Health of Tennessee^s Health 
Insurers.   This analysis is underway, and will be provided to HRSA upon completion.   
 
 

SECTION 4   
OPTIONS FOR EXPANDING COVERAGE 

 
Tennessee proposes additional evaluation of specific strategies, such as the reinsurance model 
and high risk pool as described below.  Therefore, the prodect focused responses to kuestions 
4.1U, 4.18, and 4.1V as suggested by HRSA guidelines.      
 

4.16, 4.18 and 4.19:  Review of Policy Options  
 
As the prodect^s data collection activities commenced a separate effort was under taken to: _a` 
identify models/options other states and health policy experts had developed to extend health 
insurance coverage, _b` develop criteria to assess the applicability of each model/option to 
Tennessee and _c` to combine that criteria with the data from the employer and consumer 
surveys to select a model for further investigation. 
 
 The Cover Tennessee Prodect developed four key criteria to evaluate the policy options to 
expand health insurance adopted and in some cases redected in other states in order to determine 
whether an option is appropriate for Tennessee.  These criteria are: 
 
(1) Successes/Failures in other states G What has been the experience of other states with 

respect to implementing this option]   
 
(2) Financially Feasible G Are the state costs of this option easily identifiable and 

affordable]  
 
(3) Potential Effectiveness in Tennessee G Is the program likely to reduce the number of 

uninsured in the state]  If an existing program, has it had an impact on the uninsured rate]   
 
(4) Supported by 2005 Data G Based upon all of the Cover Tennessee^s data collection 

efforts over the past year _the employer and consumer surveys, focus groups and 
independent research by Prodect staff`, would this option help those identified as the 
uninsured in Tennessee] 

 
The process of becoming familiar with other attempts to extend health insurance entailed two 
distinct activities. The first involved a diligent search of the literature on the uninsured by the 
prodect^s staff. This has produced an extensive library of articles and research on the uninsured. 
The second data gathering effort involved participation in numerous conferences on the subdect 
of the uninsured sponsored by HRSA. These conferences were conducted by Academy Health, a 
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Washington D.C. policy firm. The meetings are specifically intended to meet the informational 
needs of states which have received funding from HRSA. They have provided an opportunity for 
the prodect^s staff to thoroughly review efforts by other states to an address the problem. Since 
Tennessee was one of the last states receive a HRSA State Planning Grant, many of the states 
have already moved beyond research and planning to pilot prodect development. As a 
consekuence of these previous efforts in other states the options/models available to address the 
problem of growing levels of the uninsured are well established. 
 
As a recent article published by the Commonwealth Foundation indicates, the efficacy of a 
specific model in reducing uninsured rates will vary from state to state based on the idiosyncratic 
structures of each state. For example, states with restricted Medicaid eligibility standards could 
reduce uninsured rates by establishing SCHIP programs. On the other hand, states with generous 
eligibility standards would not significantly reduce uninsured rates through this approach.  
 
What is clear from the literature and research on the uninsured is that in every state the problem 
emanates from the same source, the inability of small employers, their employees and 
individuals to afford health insurance. As a consekuence all the options explored by other states 
or proposed by health policy experts revolve around efforts to make health insurance coverage 
affordable. A summary statement of the issue could be fone cause, many possible solutionsg. 
The kuestion of what causes insurance premiums to be unaffordable for small employers has 
many possible answers, thus the plethora of possible solutions. 
 
As an integral part of its efforts to provide technical assistance to HRSA grantees, Academy 
Health has distilled efforts in other states into several broad categories. The prodect then took this 
matrix and applied the evaluation criteria mentioned above to produce the following analysis of 
options. 
 
1. Expanding Medicaid Coverage 
 
Description:  Expanding population covered under state^s existing Medicaid program.  Most 
popular approach is to implement SCHIP to expand coverage to children. 
 
(1) Successes/Failures in Other States:  Most other states have targeted children for 

Medicaid expansion programs, including Maine, Rhode Island, Oregon, D.C., Indiana, 
Kansas and Maryland.  Other states have set up premium assistance programs for 
Medicaid eligible workers and/or family members.   

 
(2) Financially Feasible – No.  Current reductions in TennCare have been necessary to meet 

state budgetary goals.  Expanding eligibility would not be financially feasible.   
 
(3) Potential Effectiveness in Tennessee – Negligible.  The current TennCare program has 

eligibility standards more generous than in most other states, especially the broad 
coverage of children. 

 
(4) Supported by 2005 Data – No.  The population most likely to be uninsured according to 

our data is low income working adults.  Because this model is most effective in providing 
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coverage to children through SCHIP programs, this option would not help the target 
population.   

 
Conclusion:  Given the broad coverage of children and others under TennCare, TDCI believes 
focusing efforts on the commercial market and those ineligible for Medicaid is preferable to 
expanding the Medicaid waiver program at this time. 
 
 
2. Rating Reforms 
 
Description:  Small group and individual market rating reforms.  Examples include community 
rating for individuals, underwriting reforms, risk sharing amongst insurers, mandatory 
participation in individual or small group markets, and increased rate regulation. 
 
(1) Successes/Failures in Other States - Individual Reforms:  New Jersey attempted 

individual market reforms by rekuiring insurers to operate in the individual market, 
establishing open enrollment periods for everyone in the state, and limiting the amount 
insurers could charge older groups _limited to 2 times the rate charged to youngest 
groups`.  New Hampshire attempted individual market reform, through a deregulation of 
rates, which ended up increasing premiums and reducing the number of carriers in the 
market.  Kentucky attempted increased rate regulation and many carriers left the state.      
 
Small Group Reforms:  Rhode Island implemented small group rating reforms including 
prohibiting the use of health status as a rating factor, and restricting rates to a 20h rating 
band variance.  Rhode Island ended up delaying the effective dates of these laws for 
several years, and an actuarial study was unable to find any effectiveness to the act.  
Other states such as New York have implemented community rating which prevents 
insurers from charging different rates perTemployee to small employers.  Illinois 
attempted to limit the amount insurers could charge high risk groups to 1.U7 times the 
amount it could charge low risk groups.  This law was repealed and then reinstated over 
the years.   

 
(2) Financially Feasible G Yes.  Most of the costs would be incurred by the commercial 

market, not the state.   
 
(3) Potential Effectiveness in Tennessee G No. Tennessee has seen a decreasing number of 

carriers in the small group market over the past several years.  TDCI is concerned that 
significant reforms would reduce the number of carriers in the market and thereby reduce 
insurance availability.   

 
(4) Supported by 2005 Data G No.  Many of these reforms would only affect availability, not 

affordability of small group plans.  Our data indicates a strong need to impact premiums 
in order to expand coverage to small employers.   

 
Conclusion:  Given the likely high rate of opposition to these reforms, and the overall inability 
to address the issue of affordability, we do not feel such options should be pursued at this time. 
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3. High Deductible Health Plans 
 
Description:  Also referred to as Health Savings Accounts or HSAs G these federally authori\ed 
plans include high deductibles _minimum of j1,000 for individual and j2,000 for family 
coverage` and lower monthly premiums in an attempt to shift costs to the consumer.   
 
(1) Successes/Failures in Other States -  HSAs are currently available in the state, and not 

subdect to state oversight.  There has been limited interest in HSAs from the low income 
working adults which are the target uninsured population in the state.   Health care 
providers, especially hospitals, have expressed strong opposition to HSAs because they 
have been unable to collect the deductibles from many patients and consider HSAs a cost 
shift to the health care industry.   

 
(2) Financially Feasible G Yes.  There is no real cost to the state since HSAs are already 

available and unregulated by state government. 
 
(3) Potential Effectiveness in Tennessee – Negligible.  TDCI has not seen an increase in 

insured rates since the implementation of HSAs.   
 
(4) Supported by 2005 Data G No.  HSAs do not tend to help the low income working adults 

who have less resources to put aside in the savings or medical reimbursement account.  
Employer survey data also did not indicate any interest in expanding the role of HSAs, 
especially with small employers.  

 
Conclusion:  HSAs are already available in the Tennessee commercial market.  Expansions of 
HSAs would not help reduce uninsured rates in the state. 
 
4. Limited Benefit Coverage Programs 
 
Description:  These programs exempt plans from state mandated benefit rekuirements, and 
generally are sold to small employers.  In Tennessee, small employer group laws have allowed 
the sale of basic and standard plans to small businesses for more than 10 years which can be 
exempt from state mandated benefits.  Most carriers, however, have seen very little interest in 
these plans and view them as creating additional administrative costs.   
 
(1) Successes/Failures in Other States -  Colorado adopted legislation to exempt small group 

plans from state mandates, including breast and prostate cancer screenings and certain 
mental health treatment.  Arkansas allows individuals to purchase a mandates free plan, 
but has not seen many individuals purchase the plan or an impact to uninsured rates.     

 
(2) Financially Feasible G Yes.  No state costs to implement.  Such plans are already 

available in small group market.   
 
(3) Potential Effectiveness in Tennessee G Negligible.  Tennessee law has allowed small 

groups to purchase such plans for years without seeing any real impact to the market.  
Catastrophic plans are already available in the individual market as well.   
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(4) Supported by 2005 Data G No.  Due to prior experience, there is no support in data to 
show that small employers or individuals would purchase such plans.   

 
Conclusion:  Tennessee law has allowed small groups to purchase such plans in the past without 
any success.  Expansion of this law is unlikely to impact the uninsured rate. 
 
5. Health Insurance Tax Credits 
 
Description:  Tax credits for individuals or employers based upon health insurance premiums.  
In most cases these are credits against state income taxes.   
 
(1) Successes/Failures in Other States -  Arkansas, Minnesota and South Carolina allow selfT

employed individuals to deduct the amount of health insurance premiums on their state 
income tax.  Oklahoma and Maine allow certain refundable tax credits to employers.  
These states have not seen any decrease in the uninsured due to tax credits.  Studies have 
found that tax incentives would have to be substantial _U0h or more` in order to decrease 
the uninsured rate.   

 
(2) Financially Feasible G No.  Given the tax structure of Tennessee, it is unlikely any tax 

credit could be structured to impact the rate of the uninsured. 
 
(3) Potential Effectiveness in Tennessee G No.  Any significant tax credit would likely create 

additional fiscal concerns in order to be effective. 
 
(4) Supported by 2005 Data G No.  Low income workers are not likely to owe many taxes 

and thus would not benefit from tax credits.  Employer tax credits unlikely to impact 
uninsured rate.   

 
Conclusion:   Given state^s tax structure, such an approach is not likely to impact the uninsured 
rate. 
 
6. High Risk Pool 
 
Description:  Pools are generally run by state or nonTprofit board to provide individual coverage 
to high risk or sick individuals who cannot obtain health insurance in the commercial market due 
to medical conditions and/or income restrictions.  Premiums for high risk pool coverage ranges 
from 125T250h of standard rates charged by commercial insurers.  Pools may be funded through 
assessments on health insurers, state general funds, premium taxes and tobacco settlements.  
Patients generally pay a substantial portion of the premium as well. 
 
(1) Successes/Failures in Other States - Tennessee, prior to TennCare, had the Tennessee 

Comprehensive Health Insurance Pool _TCHIP` which was a state high risk pool.  Under 
that pool, approximately >T5,000 individuals were covered and premiums were very 
expensive.  Now with the passage of HIPAA, most individuals leaving group plans are 
insurable and have portability of health insurance.  The high costs of risk pool premiums 
is comparable to the rates charged by HIPAA plans, and are not seen as an option for 
most low income uninsured workers.   
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Minnesota has had the largest and oldest high risk pool in the country and serves 
approximately >0,000 residents.  Most state pools cover less than 5,000, and have waiting 
lists _California and Illinois` or closed enrollment _Florida`.   

 
(2) Financially Feasible G Unknown.  Testimony during prior legislative session revealed 

that the state had financial difficulties operating TCHIP due to the unknown health care 
costs.  Federal funds may be available for startTup, but not ongoing operations.  
Additional research is warranted to determine the availability of new federal funds.   

 
(3) Potential Effectiveness in Tennessee G Unknown.  Many of the individuals who would be 

served and able to afford the high risk pool premiums are most likely able to purchase 
HIPAA and other individual policies in commercial market.  However, additional 
research is warranted to determine whether high risk individuals could be included in 
other options to ensure that these high risk individuals have additional options that 
currently exist in the marketplace.     

 
(4) Supported by 2005 Data G Mixed.  According to the prodect^s data, it is unclear that a 

high risk pool would serve many low income workers beyond those eligible for HIPAA 
and other individual plans.  However, health care providers noted need to serve the very 
sick who may be unable to work and purchase any type of employer sponsored coverage.     

 
Conclusion:  High risk pools would serve very few uninsured individuals and the costs at this 
point are unknown to the state.  However, given the recent federal legislation on high risk pools, 
additional research is warranted on this option to identify available federal funds, and the 
potential inclusion of these special populations under other options.   
   
7. Purchasing Pools 
 
Description:  Group purchasing arrangements allow employers or individuals to pool together 
for the purpose of purchasing health insurance or negotiating provider discounts on behalf of 
members.  Examples include association health plans and multiple employer welfare 
arrangements _MEWAs`.  Tennessee law already authori\es employer members of professional 
or trade associations to form MEWAs and provides them with the ability to selfTinsure or 
purchase an insured product, which is basically a statewide association plan.  
 
(1) Successes/Failures in Other States - Tennessee law has allowed the formation of 

MEWAs for the past two years.  To date, no association has taken advantage of the law, 
although NFIB is in the process of obtaining an insured product for its association 
members _the insurer is not currently licensed in Tennessee but has an application for 
licensure pending`.  For selfTinsured MEWAs, there is no state Guaranty Fund 
protection4 and therefore the risks may be transferred to the policyholders.   

 
(2) Financially Feasible G Yes G no additional state costs to implement. 
 
(3) Potential Effectiveness in Tennessee G Negligible.  Past experience has not shown any 

impact to the uninsured rate in the state. 
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(4) Supported by 2005 Data G Yes.  Employer focus groups did mention interest in 

association plans.   
 
Conclusion:  TDCI has been working over the past year to educate small businesses and others 
on the formation of MEWAs.  These efforts will continue.   
 
8. State Employees’ Plan Buy-In 
 
Description:  Allows groups or individuals to buy into the state employees^ health plan. 
 
(1) Successes/Failures in Other States - West Virginia and Massachusetts may be exploring 

this option.  Connecticut and Oregon allow licensed foster parents to be covered under 
the state employee plan.   

 
(2) Financially Feasible G Unknown.  It is anticipated that the premiums would need to be 

high to offset state costs, and could potentially raise costs to the state and state 
employees. 

 
(3) Potential Effectiveness in Tennessee G Unknown.  The costs of such a plan would greatly 

impact whether or not individuals would purchase it.     
 
(4) Supported by 2005 Data G No.  Costs to purchase such a plan would likely be above the 

amount small businesses indicated they could afford to purchase. 
 
Conclusion:  This option does not appear to help the working uninsured in Tennessee.   
 
9. Individual Mandate 
 
Description:  Rekuires all residents of a state to purchase health insurance, similar to mandate 
for automobile insurance.  This option would likely rekuire some state funded high risk pool 
such as the assigned risk pool currently available for workers compensation, or the Tennessee 
Auto Plan available for automobile insurance, for individuals who are deemed uninsurable by 
insurance companies.         
 
(1) Successes/Failures in Other State - Some states, such as Massachusetts and New Jersey, 

have attempted to rekuire college students to maintain health insurance coverage.  
Massachusetts and California governors have discussed rekuiring all residents to obtain 
health insurance, but no state has yet to implement a true individual mandate.   

 
(2) Financially Feasible G Yes.  No costs to state to implement a general mandate.  However, 

the costs of establishing an assigned risk pool are unknown. 
 
(3) Potential Effectiveness in Tennessee G Yes.  If enforceable and fully implemented, the 

uninsured rate would be reduced. 
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(4) Supported by 2005 Data G No.  Focus groups and other research do not indicate any 
support for such an option at this time.   

 
Conclusion:  This option does not address the target population of small businesses or provide 
them with any options other than a new mandate they cannot afford. 
 
10. Employer Mandate (Pay or Play) 
 
Description:  Rekuires employers to offer health insurance to some or all of its employees.  This 
option may be based upon the si\e of employer, and the working status _full or partTtime` of its 
employees.  Other variations include taxing employers who fail to provide health insurance 
benefits and using those funds for uninsured programs. 
 
(1) Successes/Failures in Other States - A 2004 referendum in California to establish a pay 

or play option for large and medium businesses failed.  Hawaii has had a similar law on 
the books for years which was congressionally approved as part of their exemption from 
ERISA and which does mandate coverage for all fullTtime employees.  However, due to 
the tourist industry and the establishment of many partTtime dobs exempt from the 
rekuirement, Hawaii is also exploring ways to address their uninsured population.   

 
(2) Financially Feasible G Yes.  No costs to state to implement, unless some type of assigned 

risk pool were rekuired. 
 
(3) Potential Effectiveness in Tennessee G Yes if fully enforceable and implemented, the 

uninsured rate would be reduced. 
 
(4) Supported by 2005 Data G Mixed.  Yes, if option only applies to large businesses, 

however many of these businesses already provide benefits and so little impact on the 
uninsured rate is anticipated.  No, if such an option were to apply to small businesses 
because the option does not address the current high costs of health insurance that makes 
the benefits unaffordable for many small businesses.  

 
Conclusion:  Establishing a new tax or mandate on employers is not a viable option at this time.   
 
11. State Universal Health Plan 
 
Description:  Single payer option to provide health care coverage to all residents of a state.   
 
(1) Successes/Failures in Other States - No state has enacted such a proposal, although a few 

have considered but redected the option _Maine, Hawaii, Minnesota and North Carolina`.   
 
(2) Financially Feasible G No.  Costs to the state would be significant. 
 
(3) Potential Effectiveness in Tennessee G Yes.  Such an option would reduce the uninsured 

rate in the state. 
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(4) Supported by 2005 Data G Yes.  Such an option would drastically reduce the uninsured in 
this state. 

 
Conclusion:  Such an option is not feasible for Tennessee at this time. 
 
12. Employer/Employee Subsidies 
 
Description:  This option provides direct subsidies to employers and employees for the purchase 
of health insurance.   
 
(1) Successes/Failures in Other States - Rhode Island created the RIte Share program to 

provide premium assistance to Medicaid eligible workers.  Connecticut implemented a 
subsidy program but it has proven difficult to administer, very expensive, and was not 
well received by employers.       

 
(2) Financially Feasible G Unknown.  Cost to state would depend on si\e of subsidy and 

target population _large, medium or small businesses`. 
 
(3) Potential Effectiveness in Tennessee G No.  This option is not likely to reduce the rate of 

uninsured in the state. 
 
(4) Supported by 2005 Data G No.  Employer focus groups revealed that small employers do 

not support subsidies and would be reluctant to participate in the program.   
 
Conclusion:  Without more information on costs or potential support from small businesses, this 
option does not appear to be feasible for Tennessee at this time.   
 
13. Reinsurance Mechanisms 
 
Description:  State funded reinsurance mechanism to reduce the cost of health insurance 
premiums to small businesses and individuals by reimbursing health insurers for certain high 
cost claims.   
 
(1) Successes/Failures in Other States:  The Healthy New York program is the largest and 

most successful reinsurance program in the country, serving dust under 100,000 
individuals.  Louisiana recently established a pilot program modeled after Healthy New 
York G LaChoice.  New Mexico has established a reinsurance program using SCHIP 
funds, and Kansas is actively pursuing implementation of a reinsurance option.   

 
(2) Financially Feasible G Unknown.  Additional data on the costs and scope of program is 

needed to determine feasibility. 
 
(3) Potential Effectiveness in Tennessee G Yes.  This option would reduce the number of 

uninsured in the state. 
 
(4) Supported by 2005 Data T Yes.  Small businesses would be the target population for a 

reinsurance product and would support such a plan if priced appropriately.   
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Conclusion:  Additional data on the state^s total costs or exposure, the appropriate si\e of a 
premium and benefit package to induce small businesses to purchase, and the economic benefits 
to such a model are needed to make a final recommendation. 
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SECTION 5 
CONSENSUS BUILDING STRATEGIES 

 
The General Assembly instructed TDCI to research options for the development of affordable 
health insurance, as part of its efforts to strengthen the health care safety net in the state.  This 
mandate also included a rekuest to work with other stakeholders.  The specific language adopted 
as Section > of Public Chapter 474, effective June 18, 2005 states: 
 
It is the clear intent of the General Assembly that Department of Commerce and Insurance 
develop a proposal to extend affordable health insurance plan benefits to the uninsured in the 
state, specifically including those individuals who are or may be disenrolled from TennCare.  
The Department of Commerce and Insurance is to review different alternative plans, which may 
include but not limited to, a study of insurance plan benefits to encourage development of 
affordable basic plans, a premium assistance program, and a state reinsurance fund to assist in 
offering of lower cost individual policies.  A program to assist small business in providing health 
insurance to their employees as well as alternative funding sources and submit a written report 
back to the General Assembly no later than December 1, 2005.  The Department, in reviewing 
possible plans, shall work with health insurers, health maintenance organi\ations, hospital and 
medical service corporations, and other entities offering health care benefits with the state, for 
the purpose of determining both participation and the mechanics necessary to assist in lowering 
the cost to participate in health insurance. 
  

 
TDCI is in the process of working with the other stakeholder groups to review the prodect^s 
findings and analysis over the past several months as summari\ed in this report, and to prepare a 
final report for the General Assembly.    

 
5.1 Governance Structure 

 
Consensus building activities began with the reali\ation that two core constituencies needed to 
be ackuainted with the prodect and its goals. The first group consisted of state officials and the 
second was composed of stakeholder groups. The widely disparate composition, interests and 
knowledge levels of the two groups made it clear that different methods would have to be used in 
dealing with each group.  The original grant application called for the creation of a gHealth 
Insurance Work Groupg _HIWG` to be composed of state officials and a fAdvisory Committeeg 
to be composed of representatives of various stakeholder groups. Both groups were established 
during the initial phase of the prodect.  
 
Work with the HIWG began with the prodect director meeting individually with each member of 
the group to explain the prodect^s goals and obdectives. The meetings also offered an opportunity 
to explore the thoughts and suggestions of each group member. They also provided a mechanism 
for the prodect staff to determine what the members of the group wanted to see in terms of the 
prodect^s outcomes.  When these meetings were completed the prodect arranged for 
representatives of Academy Health to conduct a seminar for the group on approaches that other 
states have taken to solve their problems with the uninsured.  This allowed the group to 
understand the wide array of possible solutions and the need to craft a program that reflected the 
specific problems in Tennessee.  When the results of the employer and consumer survey became 
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available a day long session was held with the HIWG members to review the findings. The 
session also offered an opportunity to connect the survey results with the session held earlier on 
models to address the issue. As a consekuence of this careful and detailed educational process 
the members of the HIWG agreed with the decision to explore the establishment of a reinsurance 
program for small employers and other populations.  
 
The Advisory Committee process has been folded into the consultation process outlined above 
by the General Assembly and is currently underway. 
 

5.2 Public Input 
 
The prodect^s outreach efforts to stakeholder groups were less formal. These efforts centered on 
holding educational meetings with groups which voiced an interest in learning more about the 
prodect. Prodect Director Jay Harrington traveled across the state and spoke to numerous groups 
and committees.  In addition to these educational seminars, the prodect had frekuent and ongoing 
informal contacts with a wide array of providers, insurers, and legislators.  TDCI representatives 
have also participated in public Health Fairs across the state to discuss current available 
insurance options for the uninsured, as well as ongoing Cover Tennessee activities.  Additional 
outreach efforts to the stakeholders will take place over the next several months.   
 

5.3 Public Awareness 
 
TDCI established a website for the prodect G www.covertennessee.org which contains research 
data, articles, and other information related to the uninsured.  TDCI representatives have also 
participated in public Health Fairs across the state to discuss current available insurance options 
for the uninsured, as well as ongoing Cover Tennessee activities. 
 

5.4 Policy Environment 
 
Public interest in identifying options for the uninsured is very high right now in Tennessee.  
TDCI is working closely with the Governor^s office, legislators and other groups to develop 
consensus coverage expansions proposals.    

 57  

 

http://www.covertennessee.org/


SECTION 6 
LESSONS LEARNED AND RECOMMENDATIONS TO STATES 

 
 

6.1 Importance of State-Specific Data 
 
When TDCI began the Cover Tennessee prodect it identified two principal goals. The first was to 
gather demographic information on the uninsured, including data on employer sponsored 
coverage.  Developing stateTspecific data on who is uninsured has been critical in the 
identification of policy options.  For example, the finding that most of the uninsured in 
Tennessee are the working poor, who work for employers with less than 25 employees and make 
under j>0,000 a year is extremely helpful in identifying what options will be affordable to the 
uninsured.  This data also presents opportunities to build alliances with stakeholder groups as we 
move forward in the consensus building process.   
 
The prodect^s second goal was to examine options for expanding health insurance coverage and 
to select a specific model or models for further investigation.  From this process TDCI has 
learned the following two principal lessons. 
  
The first lesson involves the need to educate and include any and all state agencies which may be 
ftouchedg by problems related to the uninsured or proposed solutions. Education on uninsured 
issues is an imperative because most agencies are unfamiliar with the causes or the potential 
cures for the problem. Individual agencies will have different concerns. Mental health agencies 
for example are interested in what mental health benefits will be offered to the uninsured. Fiscal 
agencies are concerned about potential program costs. Each concern must first be identified then 
addressed if critical internal support for proposed solutions is to be forthcoming.  
  
The importance of the help the prodect received from Academy Health in the educational process 
can not be understated. Staff from Academy Health conducted several educational sessions with 
personnel from various state agencies. Those sessions were of critical importance in developing 
support and consensus. They also served as a constant source of information on activities on the 
federal level and in the states. 
 
The second lesson learned by the prodect is the need to engage external interest groups in an 
informational and educational process similar to the one conducted for state officials. Keeping 
these groups apprised of ongoing developments is critical in gaining their understanding and 
support. 
 

6.2 Effectiveness of Data Collection Activities 
 
Both the consumer and employer surveys have been very effective relative to the resources 
expended in gathering the data.  At this point in time, the health care provider focus groups 
appear to be the least useful given the lack of consensus or ideas emanating from the sessions.  
The employer focus groups did help provide perspectives on potential policy optionsi as an 
example, the notion that subsidies to small businesses would be met with resistance by small 
businesses was very instructive.    
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6.3 Incomplete Data Collection Activities 
 
No data collection activities were originally proposed and not conducted.   
 
Implementation of the MultiTState Integrated Database _MSID`, maintained by the Arkansas 
Center for Health Improvement, is underway.  To date, prodect staff have participated in two 
MSID training sessions. The first was conducted by MSID staff to ackuaint prodect staff with the 
data base and its capabilities. The second training session was designed to begin the process of 
transferring the data collected by the various studies onto the MISD data base. A third session 
will be held in the near future to complete the data transmission activities.   
 

6.4 Strategies to Improve Data Collection 
 
Additional sampling was necessary on the household survey to ackuire a statistically valid 
sample.  In addition, small area estimation was used in enable TDCI to identify the uninsured 
rate by county which we think will be especially useful in determining the impact of any 
consensus proposals on various regions.  This information will be the first of its kind generated 
for the state, and will be of much use to many policymakers and legislators as well.    
 

6.5 Additional Data Collection 
 
TDCI has identified 5 additional areas of data collection to be performed over the next several 
months by an actuarial firm.  These efforts were included in the recently approved application for 
a Pilot Planning grant, and will be funded by those monies.  The data collection focuses 
primarily on the reinsurance option identified above.  
 
_1`   Elasticity Study T to collect information related to developing the: 

a` Pricing points/uptake premium rates for employers and employeesi  

b` Models to asses the effect of various risk arrangements on premiumsi and  

c` The si\e of the fmarketg based on various eligibility criteria. 

_2` Actuarial Analysis 

The actuarial analysis involves assessing information on the cost and utili\ation of health care 
services in Tennessee.  The primary goal of the actuarial study is to provide TDCI with 
information of the impact of various risk arrangements on premium prices.  This includes 
information on the prodected price of medical services and utili\ation rates.  TDCI needs to 
determine what premiums will potentially be so that it can structure reinsurance arrangements 
with insurers.  The information will also allow TDCI to evaluate the appropriateness of the rates 
proposed by health insures.  The actuarial information will complement data from the elasticity 
study to insure that the premium price is not a barrier to purchasing health insurance by small 
employers, their employees and individuals.   

_>`   Exposure Analysis 
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TDCI will develop prodections, on a per member per month basis, of the State^s potential 
financial liability, or fexposureg under various reinsurance arrangements.  This in turn, will 
allow TDCI to calculate revenue rekuirements based on various enrollment levels in any future 
pilot prodect.   

_4`   Impact Analysis 

TDCI will conduct an analysis of the economic effects of extending health insurance to the 
identified employers, employees and individuals.  This information will be helpful in 
demonstrating whether or not the cost of implementing a pilot prodect will be offset by cost 
reductions in those areas. 

_5` Develop Modeling Programs 

TDCI will develop Excel spreadsheets to model the interaction of risk arrangements, premiums, 
medical care costs, enrollment levels and benefits in order to define a health plan for the pilot 
prodect. 

6.6 Key Lessons Learned 
 
A description of the key lessons learned are described above in U.1. 
 

6.7 Insurance Market and Employer Community Lessons 
 
Lessons learned about the insurance market and employer community will be identified after the 
completion of the consensus building process. 
 

6.8 Recommendations to Other States 
 
TDCI has learned that state specific data is crucial to identifying policy options for each state.  
Before receipt of the SPG planning grant, no comprehensive state effort had been undertaken to 
identify who is uninsured in the state and why.  Identifying the target populations, especially 
their employment and income status, will allow TDCI to better identify appropriate policy 
options for the state and to build a consensus around those options.  In addition, the need to 
gather actuarial data to price out selected policy options is imperative.  Although TDCI has 
identified the reinsurance model as meeting the madority of the prodect^s criteria, until the full 
costs of the proposal are kuantified, its feasibility remains uncertain.  TDCI strongly 
recommends that other states conduct similar actuarial reviews of selected policy options before 
implementation.    
 

6.9 Political and Economic Environment 
 
While there has been no political or economic environment change during the prior year, 200U is 
an election year for the Governor, the state House of Representatives and half of the state Senate.  
Thus, political changes could occur during the course of the pilot planning grant. 
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6.10 Change in Project Goals 
 
The prodect goals have not changed during the grant period. 
 

6.11 Next Steps 
 
The Prodect will continue with its pilot planning grant and conduct the actuarial review outlined 
above to determine if the reinsurance model is feasible in Tennessee.  Additional research on 
high risk pools, available federal funding and any potential to incorporate high risk pool 
individuals into a reinsurance model will also be evaluated.   

 
 

SECTION 7 
RECOMMENDATIONS TO THE FEDERAL GOVERNMENT 

 
The data collected by the prodect clearly demonstrates that the principal barrier to expanding 
health insurance within the current employer based system is premium price. This problem is 
particularly acute for small employers and low income workers. Based on this data the single 
recommendation the prodect has to offer the federal government is to consider developing 
funding mechanisms that will help states defray the cost of implementing programs that reduce 
and stabili\e premium prices paid by small employers. 

 U1  

 



APPENDIX I 
 

Tennessee Baseline Information  
 

Population:  5,V00,VU2 _U.C. Census Bureau, 2004 estimate`  
 
Number and percentage of uninsured _current and trend`:  V.8hi 580,000 
 
Average age of population:  >5.V _median age, U.S. Census Bureau` 
 
Percent of population living in poverty _w100h FPL`:  1>.5h _U.S. Census Bureau` 
 
Primary industries:  Manufacturingi educational, health and social servicesi retail trade _U.S. 
Census Bureau`. 
 
Number and percent of employers offering coverage:  57h  
 
Number and percent of selfTinsured firms:  Unknown. 
 
Payer mix:  To be determined after completion of marketplace analysis. 
 
Provider competition:  Outside the scope of the prodect^s data collection. 
 
Insurance market reforms:  Consensus building process for policy options still underway.   
 
Eligibility for existing coverage programs _Medicaid/SCHIP/other`:  For information concerning 
eligibility for TennCare, please go to:  http://www.cms.hhs.gov/medicaid/1115/tnfact.pdf
 
Use of Federal waivers:  For a description of the federal waivers approved for Tennessee, please 
go to:  http://www.cms.hhs.gov/medicaid/1115/tnfact.pdf
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APPENDIX II 
 

Appendix II-A  Consumer Survey Methodology, Sample and Responses 
Consumer Survey Core Instrument 
Empirical Bayes Report 

 
 
Appendix II-B Employer Survey Methodology and Procedures 
    Employer Survey Cover Letter 
    Employer Survey Instrument 

Appendix II-C Employer Focus Group Methodology and Study Procedures 
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APPENDIX II-A 
 
Consumer Survey Methodology 

Sampling Frame 

A random stratified sample was drawn from residents living in the State of Tennessee. The total 
population in the state of Tennessee is 5,841,748 _U.S. Census, 200>`. Researchers drew a 
sample representative of the ethnic, economic, educational, and residential characteristics of 
Tennessee^s population. Using randomTdigitTdialing _RDD`, a random sample of 2U,000 
residents living within Tennessee was surveyed.  A proportionate sample of residents was 
selected throughout each county in Tennessee. Approximately 4,88U respondents completed the 
entire survey. The margin of sampling error at the state level was between x >T5h.  
 

Quality Assurance and Control 

Researchers engaged in the following kuality assurance and control procedures throughout the 
study: _1` fieldTtesting and psychometric evaluation of instrumentationi _2` recruitment and 
standardi\ed training of interviewer personneli _>` obdective testing of interviewer knowledgei 
_4` assessment of interviewer field performance and _5` standardi\ation of interview 
administration protocols. The purpose of these procedures was to decrease the potential for 
interviewer/respondent bias, sampling bias, and other sources of systematic errors associated 
with the interview process. 

Data Collection and Analysis 

Data was obtained using a Sawtooth WinCATI 4.2y computer aided telephone interviewing 
_CATI` system. TelephoneTbased surveys generally evoke higher response rates than do mail, 
computer, and household surveys, particularly in large population studies. Standard telephone 
directories were used to identify phone prefixes. Using the identified prefixes, random phone 
numbers were generated for the sample. Calls were made between the hours of 8:00 a.m. and 
8:00 p.m. _Central Standard Time`, Monday through Friday, and 11:00 a.m. to 5:00 p.m. on 
Saturday and Sunday. If initial contact was not made with a given number, then the number was 
fcalledTbackg at least 15 times before it was eliminated from the sample.  
 
Once contact was made, the interviewer solicited the participation of the adult person in the 
household. Afterwards, the purpose of the study was stated. Once the respondent agreed to 
participate, an informed consent was read. An informed consent describes how any respondent 
could terminate his or her participation at any point in the interview, or decline to answer any 
kuestion without risk of reprisal or could reschedule the interview at a more convenient time. 
Investigators were rekuired by our Institutional Review Board to obtain verbal Informed Consent 
from each participant. If consent was given for the interview, the subdect was then automatically 
assigned a respondent ID code by the CATI system to identify his or her responses. The ID code 
was separated from any potential identifiers of the respondent _e.g., name, address, telephone 
number, etc.`. In order to meet the delimiting criteria, the respondent had to confirm his or her 
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telephone number, \ip code, place of residence, and ability to answer kuestions pertaining to the 
entire household. The CATI software randomly chose a member of the household to become the 
ftargetg or the focus of the survey kuestions. 
 
Each respondent^s answer to specific items _e.g., openTended items` was recorded directly into 
the computer to limit the potential for data transfer error. Data were analy\ed using both 
descriptive and inferential test statistics. Data were compiled and analy\ed using the SPSS 
statistical software version 1>.01. Only prevalence rates were weighted in accordance with the 
sample distribution and that of the state of Tennessee. 
 
 
The consumer survey sample was examined with respect to demographic characteristics such as: 
age, family composition, education, household income, ethnicity and gender. Table AT1 below 
summari\es the demographics of the statewide sample.   
 

Table A-1. Demographic Characteristics of the Survey Population 
 

Sample Characteristic h of Sample N 
AGE 0 T12 YEARS V.7h 47U 
  1>T18 U.0h 2V2 
  1VT25 5.Vh 28U 
  2UT40 15.5h 755 
  41TU5 45.Uh 2227 
  U5 & ABOVE 17.4h 850 
    
FAMILY  
COMPOSITION:  

MARRIED 5V.4h 2V02 

  LIVING W/ PARTNER 2.8h 1>V 
  WIDOWED 10.4h 508 
  DIVORCED 11.8h 57U 
  SEPARATED 2.2h 10V 
  NEVER MARRIED 12.1h 5V1 
  DONT KNOW .>h 15 

  REFUSED .Vh 4U 

    
EDUCATION NO FORMAL EDUC .1h U 
  GRADE SCHOOL 4.Vh 2>5 
  SOME HIGH SCHOOL 8.>h >VV 
  HIGH SCHOOL GRAD/GED >2.7h 157U 

  SOME COLLEGE/VOC 2U.5h 1277 
  COLLEGE GRADUATE 1V.Uh V4> 
  POSTGRADUATE 7.Vh >7V 
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Sample Characteristic h of Sample N 
    
HOUSEHOLD INCOME LESS THAN j5,000 2.>h 4> 
   j 5,000Tj 7,4VV 2.7h 4V 
   j 7,500Tj V,VVV 2.1h >8 
   j10,000Tj12,4VV 5.0h V2 
   j12,500Tj14,VVV 2.0h >7 
   j15,000Tj1V,VVV 4.Vh V1 
   j20,000Tj24,VVV 8.0h 148 
   j25,000Tj2V,VVV U.>h 11U 
   j>0,000Tj>4,VVV 7.5h 1>8 
  j>5,000Tj>V,VVV U.>h 115 
  j40,000Tj4V,VVV 11.1h 205 
  j50,000Tj5V,VVV V.5h 175 
  jU0,000Tj74,VVV 14.5h 2UU 
  j75,000 OR MORE 17.7h >2U 
    
ETHNICITY  WHITE 85.7h 4124 
  BLACK 10.5h 505 
  ASIAN INDIAN .>h 1U 
  CHINESE .0h 2 
  AMERICAN INDIAN .4h 1V 
  KOREAN .0h 2 
  VIETNAMESE .1h > 
  FILIPINO .0h 1 
  OTHR PACIFC ISL .1h 5 
  OTHER 1.4h UU 
  HISPANIC 1.5h 71 
HISPANIC ORIGIN NO V8.5h 4781 
  MEXICAN .7h >4 
  PUERTO RICAN .1h 7 
  CUBAN .1h 5 
  OTHER LATINO .5h 25 
    
GENDER MALE 45.5h 2217 
  FEMALE 54.5h 2U55 

 
 
As shown above in Table AT1, the vast madority of the population was of White, nonTHispanic 
ethnicity _85.7h`. The under representation of males and ethnic minority populations in phone 
surveys is common and frekuently unavoidable. The ethnic distribution of the sample is fairly 
comparable to that of Tennessee.  
 
However, as evidenced by the table above, the percentage of men was comparable to that of 
women, _45.5h and 54.5h, respectively`. Approximately >2.7h had attained a high school 
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education or the ekuivalent and 1V.Uh of our sample had attained an undergraduate college 
degree. The madority of the sample population _45.Uh` was between the ages of 41 and U5.  
 
In terms of the 14 State Planning Districts, the sample was remarkably similar to that of the 200> 
population in Tennessee. Table AT2 below shows what proportion of the sample came for each 
planning district and how that compared to the distribution of the Tennessee population: 
 

Table A-2. Distribution of Survey Population among the 14 State Planning Districts 
 

State Planning District Percent of Sample TN 200> Diff 
Davidson/Nashville Uh V.8h T>.Uh 
East Tennessee 1>h 11.8h 1.1h 
Hamilton 5h 5.>h T0.7h 
Jackson/Madison 1h 0.4h 0.Vh 
Knoxville Uh U.7h T0.Vh 
Memphis/Shelby 11h 15.5h T4.4h 
MidTCumberland 14h 15.5h T1.4h 
Northeast Uh 5.Uh 0.8h 
Northwest 5h 4.>h 0.8h 
South Central 8h 5.>h 2.Uh 
Southeast 7h 5.Vh 0.Vh 
Southwest Uh 5.4h 0.Uh 
Sullivan 2h 2.Uh T0.>h 
Upper Cumberland Vh 5.Vh >.0h 
Unknown 1h 0.0h 0.Uh 
 100h 100.0h 1.5hp

 
p overall mean difference between sample and population. 
 
As shown above, Davidson/Nashville, Upper Cumberland, Memphis/Shelby districts are 
somewhat underrepresented. On average, the distribution of the sample versus the State Planning 
Districts was only 1.5h. Overall, >7.5h of the sample came form the eastern region, >8.5h 
came from the central region, and 2>.4h came from the western region. 

Response Characteristics 

Interviewers made 47,0U5 call attempts. Once informed of the purpose of the study, 5,11> of the 
respondents completed all or part of the survey. The response rate was approximately 44h. The 
literature clearly indicates that response rates for phone surveys have been steadily declining 
_Curtin, Presser, and Singer, 2005`. However, the rate of respondent refusal to participate in this 
study is comparable to that of other large population surveys _Curtin, Presser, and Singer, 2005i 
Smith, 1VV5i Luevano, 1VV4i Davis and Smith, 1VV2`.  
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UTHSC CORE SURVEY 

Survey Instrument  
 
 General Introduction:  
 
Hello, my name is insert name from the University of Tennessee Health Science Center. As you 
may know, Tennessee is one of several states taking the lead in finding ways to make health care 
more affordable and easier to obtain. We are doing a survey of people at randomly selected 
phone numbers for the State of Tennessee to better understand how to improve access to 
affordable health insurance. I would appreciate a few moments of your time to ask you some 
kuestions about the health insurance coverage.  
 

 

 

 

    Bryan L. Williams, PhD 

   University of Tennessee Health Science Center 

   901-448-5900 
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S1.  Is this your yearTround residence] 

1.  Yes 
2. No ! fThank you. We are only interviewing people at their main    
      residence.g 
 
We would like to ask some kuestions about HEALTH INSURANCE for people in your 
household. 
 
S2.   Can you answer kuestions about HEALTH INSURANCE for people in        
this household] 

1.  Yes  
2.   No 
 
  S3.  Is another adult available who could answer kuestions about HEALTH     INSURANCE] 

1.  Yes  
2. No ! Set Up A CALL BACK and ask the following : f !Who should   
      I speak with] What is a good time to call back]g 
 
 S4.   What county do you live in]  
  
   _Enter code` zz zz zz 
7.  Don^t know  
V.  Outside of Tennessee  
 
S4A. Is your household located in Tennessee] 

   1.  Yes ! 
2. No ! fThank you. We are only interviewing people who reside in      
            Tennessee.g 
7. Don^t know ! fThank you. We are only interviewing people who  
            reside in  Tennessee..g 
V. Refused ! fThank you. We are only interviewing people who reside  
    in  Tennessee..g 
 
S5.   What is your \ip code] zzz zzz zzz zzz zzz 
 
  7.  Don^t know 
  V.  Refused 
 
S6.  How many people currently live or stay in this house, apartment, or mobile home]  
    
zzzzzzzz people 
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  7.  Don^t know 
V.  Refused 
 
Now I have a process that will help select one person. Please tell me the age and sex of each 
person in the household. 
 
S7.  AGE: Starting with yourself, what is your age as of your last birthday] 
    
  1.  Male 
  2.  Female 
  7.  Don^t know   
 
AGE(#): And the next person^s age] 
 
SEX(#): Is this _child/person` _a boy or a girl/male or female`] 
 
REL(#): What is your relationship to this person] 
 
NAME:  What is the first name or initials of the person I selected] 
 
FIRST NAME OF TARGET: zzzzzzzzzzzzzzzzzzzzzzzzzz  
 
S8.  INTERVIEWER: IS A PROXY SPEAKING FOR THE TARGET? 
1.  Yes 
2.  No  
 
 
I need to indicate who is answering kuestions for TARGET. 
 
The following kuestions are about TARGET. 
 

S11.   How long have _has TARGET` lived in Tennessee.] 
S11A. zzzzzz { years  S11B. zzzzzz { months 
 
7.  Don^t know 
V.  Refused 
 
S12.   How long has _TARGET^s` parents or guardian lived in Tennessee.] 
S12A. zzzzzz years  S12B. zzzzzz months 
 
7.  Don^t know 
V.  Refused 
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H. I am going to read you a list of different types of health insurance. Please tell me if you 
have _TARGET has` CURRENTLY any of the following.  Answer for each type that applies to 
you _TARGET`. 
 

Do You _Target` Currently have 
YES 

1 
NO 
2 

D/K 
7 

RFD 
V 

H2 
 
Medicare or a Retirement Plan]  
 1 2 7 V

H3 

 
TRICARE/CHAMPUS, through either an active duty 
military member or retiree] Veteran^s Affairs service 
connected to a disability] 
 1 2 7 V

H4 Indian Health Service] 1 2 7 V
H5 Tenncare]  1 2 7 V

Health insurance through your _TARGET^s` work or 
union] 
[SKIP FOR MINORS (<18)] 1 2 7 V

H11 
H11POL. Is this an individual or family policy] 
 
  1.  Individual policy   
  2.  Family _covers more than one person` 
  7.  Don^t know 
  V.  Refused 

H11A 

EmployerTbased Health Insurance as a retiree] 
 
Is this an individual or family policy] 
 
  1.  Individual policy 
  2.  Family _covers more than one person` 
  7.  Don^t know 
  V.  Refused   
Health insurance through someone else^s work or union] 1 2 7 V

H12 

H12POL. Is this an individual or family policy] 
 
  1.  Individual policy 
  2.  Family _covers more than one person` 
  7.  Don^t know 
  V.  Refused 

H13 

 
Health insurance bought directly by you _TARGET`] 
[SKIP FOR MINORS (<18)] 
 1 2 7 V
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Do You _Target` Currently have 
YES 

1 
NO 
2 

D/K 
7 

RFD 
V 

 
H13POL. Is this an individual or family policy] 
 
  1.  Individual policy 
  2.  Family _covers more than one person` 
  7.  Don^t know 
  V.  Refused 
 
 
 
 
 
 
Health insurance bought directly by someone else] 1 2 7 V 

 
H14 

H14POL. Is this an individual or family policy] 
 
  1.  Individual policy 
  2.  Family _covers more than one person` 
  7.  Don^t know 
  V.  Refused 

H15 

According to the information you provided, you do 
_TARGET does` not have health insurance coverage. 
Does anyone else pay for your _TARGET^s` bills when 
you _they` go to a doctor or hospital]  
 1 2 7 V

H15A 
 

    You^ve dust told me you receive _TARGET receives` 
services       
    through the Indian Health Service but do _does` not 
have   
    health INSURANCE. Does anyone else pay for your   
   _TARGET^s` bills when you _they` go to a doctor or 
hospital]    1 2 7 V

H16 And who is that]  
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Do You _Target` Currently have 
YES 

1 
NO 
2 

D/K 
7 

RFD 
V 

  1.  Medicare 
>. TRICARE/CHAMPUS, through an active duty military member,  
      retiree or  through the Veteran^s Affairs service connected to a    
      disability 
  4.  Indian Health Service 
            5.  Medicaid/Tenncare 
                        10.  EmployerTbased health insurance as a retiree 
                        11.  Health insurance through your _TARGET^s` work or union 
                        12.  Health insurance through someone else^s work or union 
                        1>.  Health insurance bought directly by you _TARGET`  
                        14.  Health insurance bought directly by someone else 
                        1V.  No Private or Public Insurance  
                        20.  Non Insurance Payment Source 
                        V7.  Don^t know 
                        VV.  Refused 
  
H16POL. Is this an individual or family policy] 
 
  1.  Individual policy 
  2.  Family _covers more than one person` 
  7.  Don^t know 
  V.  Refused 

H17 
Have you _Has TARGET` had insurance coverage for all 
of the past 12 months] 
 1 2 7 V

H18 
How many months during the past year were you without 
coverage] 
 zz { months 7 V

H19 Have you _Has TARGET` been covered by any health 
insurance IN THE PAST 12 MONTHS] 1 2 7 V

    
 
 
The next kuestions concern health insurance that other people in your household may have at this 
time. 
 
STAT(#). Does your _relationship` u_age` _sex` if multiple members with same relationship 
codev person currently have health insurance] 
1.  Yes  
2.   No (skip to stat (a)) 
7.   Don^t know  
V.   Refused  
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VCHK.  The computer says the following people _LIST ALL RELATIONSHIPs, or AGE 
and SEX` do not have health care coverage. Is that correct]  
 
1.  Yes 
2.   No (skip to stat(b)) 
 
STAT(B)  Who should be marked as covered] _OPEN ENDED` 
 
TYPE(#). _For all those people, we then ask` What type of insurance was _Insert names` 
covered by in 2004] _select all that apply` 
 
  1.  Medicare 
>.  TRICARE/CHAMPUS, through an active duty military member,    
      retiree or through the Veteran^s Affairs service connected to a    
      disability 
  4.  Indian Health Service 
  5.  Medicaid/Tenncare 
            10.  EmployerTbased health insurance as a retiree 
                       11.  Health insurance through your _TARGET^s` work or union 
            12.  Health insurance through someone else^s work or union 
                       1>.  Health insurance bought directly by you _TARGET`  
                       14.  Health insurance bought directly by someone else 
                       1V.  No Private or Public Insurance  
                       20.  Non Insurance Payment Source 
                       V7.  Don^t know 
                       VV.  Refused 
 

PATHI.You have dust explained to me that currently you are _TARGET is` covered by health 

 insurance but were _was` NOT covered at some point IN THE PAST 12 MONTHS.  Is this 

correct] 

 

 1.  Yes  
2.  No       
7.  Don^t know       

V.  Refused  
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How many months were you uninsured in the past 12 months] _Open Ended` 

 

PATHU. You have dust explained to me that currently you are _TARGET is` NOT covered 

by health insurance but were _was` covered at some point IN THE PAST 12 MONTHS. Is this 

correct] 

1.  Yes  
2.  No       
7.  Don^t know       

V.  Refused   

How many months were you insured in the past 12 months] (Open Ended) 

 

If you/_target` had insurance at any time during the past year but do not now, why did 

you/_target` loose it] (Open Ended)  

 

If you/target have/has not had insurance at any time during the past year, how long have/has 

you/target been uninsured] (Open Ended)  

 

Now I^d like to ask a few kuestions about your _TARGET’s` access to insurance. 

COV1.  Does your _TARGET’s` spouse 
or partner have insurance through their work or union] 

1.  Yes 
2.  No  
7.  Don^t know  
8.  Not Applicable/ no spouse/partner or spouse/partner doesn^t work  
V.  Refused  
 
COV3. Is your _TARGET^s` spouse or partner ELIGIBLE for health insurance through their work 
or  union, but chosen not to sign up for it] 

AT14  

 



1.  Yes 
2.  No  
7.  Don^t know  
V.  Refused  
 

EMPCOV1. Does the firm you _TARGET` work for offer health insurance as a benefit to any 

of its employees]  

 
1.  Yes 
2.  No  
7.  Don^t know  
8.  NOT applicable, NOT employed  
V.  Refused  
 

EMPCOV1A.      You have explained to me that the firm you/_Target` work for offers health         

insurance as a benefit its employees.  Are you/_Target` eligible for coverage through your 

employer] 

 
1.  Yes 
2.  No 
7.  Don^t know 
V.  Refused 
 
EMPCOV2. You have explained to me that you get _TARGET gets` insurance through your 
_their OWN` employer.  Does your _TARGET’s` employer contribute to the cost of this benefit]  
 
1.  Yes 
2.  No 
7.  Don^t know 
V.  Refused 
 
EMPCOV3. Can your _TARGET’s` employer coverage be extended to cover dependents]  

1.  Yes  
2.  No 
7.  Don^t know 
8.  TARGET does NOT have ACCESS to insurance through OWN employer !SKIP TO USC 
V.  Refused 
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EMPCOV4. Why aren^t you _TARGET` included in your employer^s group health insurance 
plan] 
 
 1.  Do not need or want any health insurance 
 2.  Rarely sick 
 >.  Too much hassle/paperwork 
 4.  Could not afford/too expensive 
 5.  Benefit package didn^t meet needs 
 U.  Redected because of health condition  
 7.  NOT ELIGIBLE to receive coverage 
 8.  DO NOT work enough hours in a week 
 V.   Have NOT worked there long enough 
                       10.  Other _specify` zzzzzzzzzzzzzzzzzzzzzzzzzzzzzzzzzzzzzzzz 
                       V7.  Don^t know 
                       VV.  Refused 
 
OWNCOV. What is the main reason you have _TARGET has` not bought health insurance on 
your _their` own] 
 
 1.  Do not need or want any health insurance 
 2.  Rarely sick 
 >.  Do not know where to begin/where to go 
 4.  Too much hassle/paperwork 
 5.  Could not afford/too expensive 
 U.  Expect to be covered by a health insurance policy shortly  
 7.  Benefit package didn^t meet needs 
 8.  Redected because of health condition 
 V.  NOT ELIGIBLE to receive coverage 
                       10.  I am more likely to take risks 
                       11.  I can overcome illness without help from a medically trained person 
                       12.  Other _specify` zzzzzzzzzzzzzzzzzzzzzzzzzzzzzzzzzzzzzzzz 
                       V7.  Don^t know 
                       VV.  Refused 
 
PARCOV Now I^d like to ask a few kuestions about _TARGET^s` access to insurance 
through a parent or guardian. 
 
PARCOV1.   Does the firm TARGET’s parent or guardian works for offer health insurance as 
a benefit to any of its employees]  
 
1.  Yes 
2.  No ! SKIP TO USC 
7.  Don^t know ! SKIP TO USC 
8.  Not Applicable/Parent not employed ! SKIP TO USC 
V. Refused ! SKIP TO USC 
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PARCOV2.        Does this employer contribute to the cost of this benefit] 
 
1.  Yes 
2.  No 
7.  Don^t know 
V.  Refused 
 
PARCOV3. Can this coverage be extended to cover dependents] 
 
1.  Yes 
2.  No  
7.  Don^t know  
V.  Refused  
 
PARCOV4. What is the main reason TARGET is not included in this employer^s health 
insurance plan as a dependent] 
 
1.  Child doesn^t need insurance 
2.  Rarely sick 
>.  Too much hassle/paperwork 
4.  Could not afford/too expensive 
5. Their benefit package didn^t meet this child^s needs 
U.  Redected because of health condition  
7.  Parent is NOT ELIGIBLE to receive coverage 
8.  Expect this child will be covered by a policy shortly 
V.  Child is covered under a school plan 
                         10.  Child is covered through another adult^s employer plan 
11.  Child can overcome illness without help from a medically trained  
       person 
                         12.  Other _specify` zzzzzzzzzzzzzzzzzzzzzzzzzzzzzzzzzzzzzzzz 
                         V7.  Don^t know 
                         VV.  Refused 

Now I^m going to ask you about public insurance programs available through the state of 
STATE for those who are uninsured. 

 PUB1.  Have you _TARGET/TARGET’s parents` ever asked for or been given 

information about one of the STATE public health programs, such as Tenncare] 

1.  Yes 
2.  No 
7.  Don^t know 
V.  Refused 
 
Did you apply for Tenncare but was redected] 
1.  Yes 
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2.  No 
7.  Don^t know 
V.  Refuse 

 

 PUB2.  If you _TARGET` learned you _they` were eligible for health coverage through a 

public program, would you _TARGET` enroll] 

1.  Yes 
2.  No 
7.  Don^t know 
V.  Refused 

 

 PUB3.  If you _TARGET` learned you _they` were eligible for health coverage through a 

public program at no cost to you _TARGET` or your family, would you _TARGET` enroll] 

1.  Yes 
2.  No  
7.  Don^t know  
V.  Refused   
            
 PUB4.   Please tell me why you _TARGET` would not enroll]  

 
UTILIZATION AND DEMOGRAPHIC SECTION 

 
USC.   Is there a regular place that you _TARGET` go for medical care] 

1.  Yes 
2.  No  
7.  Don^t know  
V.  Refused   
 
USCKIND.Where does uTARGET usually go/you usually gov for medical care. Is that  an: 

1.  Emergency room or urgent care center  
2.  Clinic 
>.  Doctor^s office  
4.  Or some place else _specify` zzzzzzzzzzzzz  
7.  Don^t know  
V.  Refused  

AT18  

 



 
CLINIC.   Is this clinic a . . . 

  1.  Public health, community, or free clinic 
2.  Hospital outpatient clinic 
>.  Private clinic 
4.  Emergency room 
5.  Other _please specify` zzzzzzzzzzzzzzzzzzzzzzzzzzz 
7.  Don^t know 
V.  Refused 
 
MILES.  How many miles do you travel  
1.  Miles: zzzzz 
2.  Less than 10 miles 
>.  10T25 miles 
4.  2UT50 miles 
5.  51T100 miles 
U.  Over 100 miles 
7.  Don^t know 
V.  Refused 
 
 
 
WHYNOUSC.    What is the main reason you _TARGET` DO NOT have a regular place     
        that you go to for health care] 
 

1. Can^t afford it 
2. DO NOT have health insurance 
3. Rarely get sick 
4. Clinic hours don^t fit my schedule 
5. Transportation difficulties 
6. Language barrier 
7. Do not like/trust/believe in doctors 
8. Clinic I used to go to closed 
9. Just moved, DO NOT have a regular place yet 

10.      Just switched insurance, DO NOT have regular place yet 
11. Two or more places depending on what^s wrong 
12. Recently moved into area  
13. Don^t know where to go for care  
14. Usual source of medical care in this area is no longer available  
15. Likes to go to different places for different health needs  
16. Just changed insurance plans  
17. Don^t use doctors/treat myself  
18. Cost of medical care  

          V7.   Don^t know 
                      VV.   Refused  
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DOC6M.  In the past six months, how many visits did you/_Target` make to a doctor^s office, 
outpatient clinic, or any other place for medical care] Do not include overnight hospital stays, 
emergency room or urgent care visits. 
 
  zzzzzz visits 
7.  Don^t know 
V.  Refused 
 
INPUSE.  During the past 12 months, have you _TARGET` been a patient overnight in a 
hospital] 

1.  Yes 
2.  No  
7.  Don^t know  
V.  Refused  
 
 
 
ERUSE1.   During the past 12 months, have you _Target` been to a hospital emergency  
       room] 
 
1.  Yes 
2.  No  
7.  Don^t know  
V.  Refused  
 
 
ERUSE2.    During the past 12 months, have you _Target` been to an urgent care  
  center] 
 
1.  Yes 
2.  No 
7.  Don^t know 
V.  Refused 

 
 

Consequences and Willingness to Pay 
   

WILL1.    Suppose it costs j100 to provide health insurance to you and/or your family. How 
much of that j100 should you have to pay for]   zzzzzzzzzzzzzzzzz _OpenTended` _Interviewer 
please enter response` 

1. Amount: zzzzzzz 
7. Don^t know 
  V.   Refused 
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WILL2  Who should be responsible for paying the remaining (Calculate amount left over 
based on Interviewer response) dollars]       
                    
 1.  Federal government 
 2.  State government 
 >.  Employer 
 4.  Non Profit Organi\ations 
 7.  Don^t know 
 V.  Refused  
 
WILL3.   In the following kuestions, please answer how not having health insurance has  
                impacted target]   
  
 A. Has not having health insurance delayed target^s care] 
  1.  Yes 
  2.  No 
  7.  Don^t know 
  V.  Refused 
  
B. Has target become disabled as a result of not having health insurance] 
  1.  Yes 
  2.  No 
  7.  Don^t know 
  V.  Refused 
  
C. Has target forgone prescribed medications as a result of not having health insurance] 
  1.  Yes 
  2.  No 
  7.  Don^t know 
  V.  Refused 
 
D. Has target forgone nonTmedical needs because of health care expenditures] 
  1.  Yes 
  2.  No 
  7.  Don^t know 
  V.  Refused 
 
E. Has target gotten sicker as a result of not having health insurance] 
  1.  Yes 
  2.  No 
  7.  Don^t know 
  V.  Refused 
 
 
 
F. Has target become terminally ill as a result of not having health insurance] 
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  1.  Yes 
  2.  No 
  7.  Don^t know 
  V.  Refused 
 
G. Has not having health insurance created problems with target^s relationships] 
  1.  Yes 
  2.  No 
  7.  Don^t know 
  V.  Refused 
 
H. Has target had any Other problems as a result of not having health insurance] _Open  
 Ended` 
 

 
 

DEMOGRAPHIC QUESTIONS – Asked of all respondents. 
The following kuestions are about TARGET. 

 
VOTE1.   Did you vote in the last Presidential election] 
 
1. Yes 
2. No 
V.    Refused 
 
VOTE2.   Which of the following issues most influences how you vote] 
1. The state of the economy 
2. Your family 
>. Health care 
4. War 
5. Your income 
U. Your religion 
7. Don^t know 
V.   Refused 
 
HSTAT. Would you say your TARGET^s health, in general, is excellent, very good, good, fair, 
or poor] 
 1.   Excellent 
 2.   Very good 
 >.   Good 
 4.   Fair 
 5.   Poor 
 7.   Don^t know 
 V.   Refused 
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DAY1A.      The following items are about activities you might do during a typical day.  
      Does your health now limit you in activities of daily living such as eating, dressing, bathing, 
toileting, transferring, or continence] If so, how much] 
 
1.   Yes, limited a lot 
2.   Yes, limited a little 
>    No, not limited at all 
7.   Don^t know 
V.   Refused 
 
 
DAY2B.     Does your health now limit you in instrumental activities of daily living such as 
hopping, telephone use, housekeeping, taking medications, and managing finances]   
     If so, how much] 
 
1.  Yes, limited a lot 
2.  Yes, limited a little 
>.  No, not limited at all 
7.  Don^t know 
V.  Refused 
 
 
HINS.      For the following statements, please tell whether you strongly agree, somewhat  
      agree, strongly disagree, somewhat disagree or uncertain: 
 
 
 
 
A.  I^m healthy enough that I really don^t need health insurance. 
 1.  Strongly disagree 
 2.  Somewhat disagree 
 >.  Uncertain 
 4.  Somewhat agree 
 5.  Strongly agree 
 V.  Refused 
 
B.  Health insurance is not worth the money it costs. 
1.  Strongly disagree 
 2.  Somewhat disagree 
 >.  Uncertain 
 4.  Somewhat agree 
 5.  Strongly agree 
 V.  Refused 
 
 
 

AT2>  

 



C.  I^m more likely to take risks than the average person. 
 1.  Strongly disagree 
 2.  Somewhat disagree 
 >.  Uncertain 
 4.  Somewhat agree 
 5.  Strongly agree 
 V.  Refused 
 
D.  I can overcome illness without the help from a medically trained person. 
 1.  Strongly disagree 
 2.  Somewhat disagree 
 >.  Uncertain 
 4.  Somewhat agree 
 5.  Strongly agree 
 V.  Refused 
 
HISP.  Are you _Is TARGET` Mexican, Puerto Rican, Cuban or another Hispanic or  
Latino  group] 

  1.  No, not of Hispanic origin 
  2.  Yes, Mexican, MexicanTAmerican, Chicano 
  >.  Yes, Puerto Rican 
  4.  Yes, Cuban 
  5.  Yes, other Spanish/Hispanic/Latino 
  V.  Refused 
 
 
RACE.  Which race or races do you consider yourself _TARGET` to be:  
uMAY SELECT MORE THAN ONEv 
 
uREAD AS PROBE. LIST IF NECESSARY. DO NOT RECORD MORE THAN THREEv 
 
 1.  White 
 2.  Black, AfricanTAmerican 
 >.  Asian Indian 
 4.  Chinese 
 5.  American Indian or Alaska Native 
 U.  Korean 
 7.  Vietnamese 
 8.  Hmong  
 V.  Filipino 
     10.  Japanese 
     11.  Other Pacific Islander 
     12.  Some other race] What race is that] zzzzzzzzzzzzzzzzzzzzzzzzz 
     V7.  Don^t know 
     VV.  Refused 
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Now I^d like to ask a few kuestions about the PRIMARY WAGE EARNER in the household. If 
there is no primary wage earner, we^d like to ask kuestions about the person RESPONSIBLE for 
the care of this child. 
 
CHARGE.  Would that be you or someone else] 

  1.  Person on phone      
  2.  Someone else 
  8.  N/A: No primary wage earner in household  
 
 
PWEAGE.   What is this person^s age] 

Age zzzzzzzzzz 
V.  Refused 
   
PWESEX.   And is this person male or female] 

1.  Male 
2.  Female 
V.  Refused 
 
 
 
PHISP. Is this person _Are YOU` Mexican, Puerto Rican, Cuban or another Hispanic or 
Latino group] 
 
1.  No, not of Hispanic/Latino origin 
2.  Yes, Mexican, Mexican American, Chicano 
>.  Yes, Puerto Rican 
4.  Yes, Cuban 
5.  Yes, other Spanish/Hispanic/Latino 
V.  Refused 
 
 
 
PRACE.  Now choose one or more races for this person _YOURSELF`. 
 
Which race or races do you consider this person _YOURSELF` to be:  
uMAY SELECT MORE THAN ONEv 
 
1.  White 
2.  Black, AfricanTAmerican 
>.  Asian Indian 
4.  Chinese 
5.  American Indian or Alaska Native 
U.  Korean 
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7.  Vietnamese 
8.  Hmong  
V.  Filipino 
                        10.  Japanese 
                        11.  Other Pacific Islander 
                        12.  Some other race]  What race is that] zzzzzzzzzzzzzzzzzzzzzzz 
                        V7.  Don^t know 
                        VV.  Refused 
 
MARSTAT.   Are you _Is PWE` currently: 

1.  Married 
2.  Living with partner 
>.  Widowed  
4.  Divorced 
5.  Separated 
U.  Never married 
7.  Don^t know 
V.  Refused 
 
EDUC.  What is the highest level of education you have _PWE has` completed] 

 1.  No formal education 
 2.  Grade school _1 to 8 years` 
 >.  Some high school _V to 11 years` 
 4.  High school graduate or GED _received a high school ekuivalency diploma` 
 5.  Some college/technical or vocational school/training after high school 
 U.  College graduate 
 7.  Postgraduate degree/study 
    V7.  Don^t know 
    VV.  Refused 
 
 
EMPSTAT.  Do you _Does PWE` have more than one paying dob] 
 
1.  Yes  
2.  No 
V.  Refused 
 
HOURS.  What is the total number of hours usually worked per week]  
 
  zzzzzzzz hours 
  7.  Don^t know 
  V.  Refused 
   
EMPHRS.   For the dob you work _PWE works` at the most hours, what is the total 
number of hours usually worked per week] 
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  zzzzzzzz hours 
  7.  Don^t know 
  V.  Refused 
 
EMPERM. Is this a permanent, temporary, or seasonal dob] 
 
  1.  Permanent 
  2.  Temporary 
  >.  Seasonal 
  7.  Don^t know 
  V.  Refused 
 
TENURE.  How long have you _has PWE` been employed in this position] 
 
  1.  Less than 1 month 
  2.  More than 1 month but less than U months 
  >.  More than U months but less than 1 year 
  4.  More than 1 year but less than 5 years 
  5.  5 years or more 
  7.  Don^t know 
  V.  Refused 
 
PHONE.  Besides this phone number, are there any other telephone numbers in this 
household, such as fax or data lines, a children^s or business line]  _Do not include cell phones` 
 
1.  Yes 
2.  No  
>.  Not Respondent^s {   
7.  Don^t know 
V.  Refused 
 
PHONE2. How many of these telephone numbers are connected to phones that can be 
answered by a person]  
 
Number zzzzz 
7.  Don^t know 
V.  Refused 
 
 
 
PHONE3.  During the past 12 months, has your household ever been without telephone     
service for more than 24 hours] 
 
1.  Yes 
2.  No  
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7.  Don^t know  
V.  Refused  
 
 
PHONE4.  Over the past twelve months, what was the total number of days, weeks, or 
months your household was without telephone service] 
 
Number zzzzzz 
1.  Days 
2.  Weeks 
>.  Months 
7.  Don^t know 
V.  Refused 
 
 
Now I am going to ask some kuestions about your or your family^s income. This income 
information is important because it helps the state understand how to make health care more 
affordable. 
 
TOTCNT.  How many people live on your or your family^s income who CURRENTLY 
LIVE in the household]  
 
  (PROBE: fDo not include any children for which a family member currently 
pays child support, or any children away attending college or boarding school.g)  
 
zzzz zzzz people 
7.  Don^t know 
V.  Refused 
 
KIDCNT.  How many of these people are children under age 21] 
 
zzzz zzzz children 
7.  Don^t know 
V.  Refused 
 
 
INCOME.  What was your household^s gross, pretax income from all sources for the year 
200>] _This includes money from dobs, net income from business, farm or rent, pensions, 
dividends, interest, social security payments and any other money income received by members 
of this household who are 15 years or older. If you are selfTemployed or own your own business, 
please report your net income.`  If one million dollars _j1,000,000` or more, enter VVVVVV. 
 
j zzzz zzzz zzzz, zzzz zzzz zzzz 
7. Don^t know 
V. Refused 
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INCOME2. How about if I give you some categories]  Would you say your income is 
 
1.  Less than j5,000 
2.  j5,000 and j7,4VV  
>.  j7,500 and jV,VVV 
4.  j10,000 and j12,4VV 
5.  j12,500 and j14,VVV 
U.  j15,000 and j1V,VVV 
7.  j20,000 and j24,VVV 
8.  j25,000 and j2V,VVV 
V.  j>0,000 and j>4,VVV 
                          10.  j>5,000 and j>V,VVV 
                          11.  j40,000 and j4V,VVV 
                          12.  j50,000 and j5V,VVV 
                          1>.  jU0,000 and j74,VVV 
                          14.  j75,000 or more 
                          V7.  Don^t know 
                        VV.  Refused 
 
 
 
 
 

END OF SURVEY. 

THANK YOU FOR YOUR CONTRIBUTION TO THIS IMPORTANT RESEARCH. 
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Empirical Bayes Estimation of the Prevalence of Uninsured Individuals by County in the 
State of Tennessee and Analyses of Predictive Factors  

 
 Hoi K. Suen, Ed. D., Puiwa Lei, Ph.D., & Nicholas D. Warcholack, M.S. 

Systemics, Inc., State College, PA 
 

1. Introduction  
  
The obdective of this prodect was to obtain the most stable estimate of the prevalence of 
individuals without health insurance, by county, throughout the state of Tennesseei such that the 
final estimates would have the least amount of random sampling error possible in spite of the 
inherent constraints of small samples. The effects of other factors on these rates were also 
examined.  
   

2. Rationale  
  
There are V5 counties in Tennessee. In June 2005, the PROBE Laboratory of the University of 
Tennessee Health Science Center in Memphis was able to survey less than 5,000 individuals 
throughout the state, or an average of about 50 respondents per county. Such small samples 
rendered the initial countyTlevel estimates of the proportion of uninsured residents inherently 
unstable with a large margin of error.  
  
In an effort to obtain stable proportion estimates with the least amount of estimation error, we 
used the Empirical Bayes _EB` estimation technikue with the original survey data. Specifically, 
EB estimation was used in a fKnown Varianceg application of Hierarchical Linear Modeling 
_HLM`. This model assumes that we have a moderately large sample _around >0 or more cases` 
and that the sampling distribution of the statistics is approximately normal with a sampling 
variance that is known.  With V5 counties, we had a sample si\e of V5, exceeding the minimum 
assumption of >0.  Additionally, we were able to use a natural logTodds function on the observed 
uninsured proportions for the counties from the survey.  Thus, we were able to satisfy the 
assumptions of the statistical model reasonably well.    
  
An extension of the KnownTV HLM model also allowed us to investigate the effects of specific 
county characteristics, such as rural vs. urban and region of the state and others, on county level 
proportion estimates.  
  

3. Estimation Model  
  
The general KnownTV model of HLM used in the analyses is described in Ekuations _1` through 
_>` _See Appendix I for a summary of model assumptions and technical notes`. The levelT1 
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model in Ekuation _1` indicates that  is the sampling error associated with the natural logTodds of 

the proportion of uninsured for a county _` as an estimate of  , the latter being the true 
natural logTodds of the proportion of uninsured for a county.  The levelT2 model in Ekuation _2` 
was extended later in the analysis to estimate levelT2 effects, such as region, on uninsured rates.  
  
  

                   _1`  

                                                                    _2`  
                                                                                             _>`  

  
  
Based on this model, the empirical Bayes _EB` estimate of the logit of uninsured for each d

th
 

county was estimated through:  
  
  

                                                                                         _4`  
  
The final EB logit for each county was transformed to a proportion through:  
  

                                                                                                         _5`  
  
  
The standard error _SE` associated with each EB logit was estimated via:  
  

                                                                         _U`  
  
A V5h confidence interval was then built around each EB logit estimate as follows:   
  

V5h CI: Logit_p` T 1.VUSE Logit_p` x 1.VUSE                                                               _7`  
  
The two end points of the confidence interval in logit were then transformed to the proportion 
metric. Note that this necessarily resulted in asymmetric confidence intervals around the EB 
estimates of proportions.  
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4. Resulting EB Estimates by County  
  
For each county, the number of PROBE survey respondents, the percent indicated as uninsured 
according to the PROBE survey, the empirical Bayesian estimated result and the lower and upper 
bounds of the V5h confidence interval are provided. Note that the V5h confidence intervals are 
necessarily not symmetric around the empirical Bayesian estimates.  
  
Additionally, we attempted to identify the best model that could account for the differences in 
the proportions of uninsured among the V5 counties in Tennessee. We examined, as potential 
predictive variables, the follow characteristics of each county:  
  
  The age of county residents:  
 1. proportion of county respondents whose ages are between 1V and 40  
 2. proportion between 41TU5  
 >. proportion over U5 yearsTofTage  
     Proportion of female respondents  
     Proportion of race/ethnic minorities  
     Proportion of residents who have completed college/vocational/postTcollege education  
     Income of county residents:  
 1. Proportion of residents whose incomes are between j10,000 and j24,V00  
 2. Proportion between j25,000 and j>V,V00  
 >. Proportion between j40,000 and j5V,V00  
 4. Proportion between jU0,000 and j74,V00  
 5. Proportion j75,000 and higher  
     Proportion of county residents reporting having fair to poor health  
     Employment status:   
 1. Proportion of residents who are unemployed  
 2. Proportion employed in a private companies or are selfTemployed _in a family 
     business`  
     Geographic region _with the eastern region as the default unTcoded reference region`:  
 1. Whether a county is in the middle region  
 2. Whether a county is in the western region  
    Whether a county is considered urban.  
 
   
This list yielded a total of 1V county characteristic variablesi each in the form of either a 
proportion of residents or a fdummyTcodedg variable.  To analy\e the possible influence of these 
1V county variables on the uninsured rates of the V5 counties, an extension of the KnownT
variance HLM model described in Ekuations _1` through _>` was used. Specifically, using W

i
 to 

represent the i
th 

of the 1V variables listed above, the extended model was:   
  

              _8`  
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_V`  

                                              _10`  
  
  
Various combinations of the 1V variables were placed into the model as the W values in order to 
identify the optimal predictive model of the proportion of uninsured. Table AT> presents a 
summary of all the examined models, the significant predictors from each model, and the 
residual variance _in county logTodds metric` that was unaccounted for by the predictors in the 
model. The unconditional model with no predictors estimated the county variance in logTodds of 
uninsured to be 0.2> which was statistically significant, indicating that, when the 1V predictors 
were not considered, there was a large amount of variation among counties unexplained.    
  
All 1V predictors were then added to the model to identify the variables that helped predict 
countyTlevel uninsured rates. This omnibus model accounted for a large amount of county 
variation in uninsured rates, and the remaining unexplained variance of 0.07 in log odds was not 
significantly different from \ero. However, only income variables indicating the proportion of 
residents with income between j40,000 and j5V,000, between jU0,000 and j74,V00, and above 
j75,000i and the two fGeographic Regiong variables were statistically significant predictors.   
  
Since all the income variables that were significant were above j40,000, an attempt was made to 
simplify the model by pooling the three significant income levels. That is, the three significant 
income levels were collapsed into a single variable of fproportion of resident with income 
j40,000 or higher.g  A model with all the original levels of income as the only predictors left an 
unaccounted for variance of 0.11.  However, a model with the pooled income variable of 
fproportion with j40,000 or higherg left an improved, smaller unaccountedTfor variance of 0.0V, 
which was not statistically significantly different from \ero.   
  
Although the model with 1V variables identified only some income categories and the two 
geographic region variables as the only significant predictors, fwhether a county is considered 
urbang was found to be correlated with the geographic region variables.  Therefore, the urban 
variable, as well as the geographic region variables, were examined by itself in separate models.  
Urban/rural classification appeared to be a significant predictor by itself but geographic region 
was not. Both models left a significant amount of county variation unaccounted for _0.18 and 
0.22, respectively`. Interestingly, when income was added to the model with urban/rural 
classification and geographical region, only income and geographic region were statistically 
significant and the model left a nonTsignificant amount of variance unexplained. Therefore, it 
was concluded that the model with income and geographic region was the best prediction model 
to account for the variation in the proportion of uninsured among the V5 counties.  Even though 
urban/rural was a significant predictor by itself, it was statistically redundant with the geographic 
region information on the one hand, and produced a substantially less than optimal model on the 
other.  
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Table A-3  

Models Tested  

  
Model  Significant predictors _pw.05`  Estimated variance 

of county 
log odds   

Unconditional  TT  0.2> _pw.001`  
1V predictors  Income 40KT5V.VK, U0KT74.VK, 75Kx 

i 
 Region  

0.07 _ps.405`  

Model  Significant predictors _pw.05`  Estimated variance 
of county  
log odds   

Income  Income 40KT5V.VK, U0KT74.VK, 75Kx  0.11 _ps.041`  
Pooled income levels  Income 40Kx  0.0V _ps.0V1`  
Region  TT  0.22 _pw.001`  

  

Urban  Urban  0.18 _pw.001`  
Pooled income x region x urban  Income 40Kx i Region  0.07 _ps.257`  
Pooled income x region  Income 40Kx i Region   0.08 _ps.2>7`  
 
  
  
In summary, the best model identified fproportion of people in a county who earn j40,000 or 
more a yearg and fgeographic regiong as significant predictors.  The amount of unaccountedTfor 
county variation in this model was statistically nonTsignificant _   s 100.28>57, df s V1, p s 
0.2>7`.  In other words, other predictors would not contribute significantly in predicting county 
uninsured rates when the proportion of income level greater than j40,000 and the county^s 
geographic region have been included.  Relevant detailed statistics for this series of analyses are 
presented below.  
  
The prediction ekuation of the final model is given in Ekuation 11.   
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  _11` 
  
The negative coefficient for income indicates that the higher the proportion of county residents 
having income levels greater than j40,000, the lower the uninsured rate the county is expected to 
have. On the other hand, the positive coefficients for the middle and western regions suggest that 
counties in these regions tend to have higher uninsured rate given the same proportion of 
residents having income higher than j40,000.    
  
To use this model to predict the proportion of uninsured in a county, the appropriate values can 
be applied to yield the logit of the proportion of uninsured and Ekuation _5` can be used to 
transform the logit value into a proportion. The following examples illustrate the use of the 
model.  
  
The average proportion of people in a county in Tennessee who earn j40,000 or more a year is 
0.45>2. The three ekuations below estimate the proportion of people uninsured in a typical 
county in the eastern, middle, and western region of the state, given this average proportion of 
residents with income levels greater than j40,000.  
  
For a county in the eastern region, the application of the model becomes:  
  

     
  
That is, in a county in the eastern region of the state with the typical 45.>2h of the people 
earning j40,000 or more a year, the expected uninsured rate is V.U4h.  
  
  
For a similar county in the middle region, the application of the model becomes:  
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In other words, in an average county in the middle region of the state where 45.>2h of the 
people earn j40,000 or more a year, the expected uninsured rate is 12.5Uh.  
  
  
Finally, for a similar county in the western region, the model becomes:  
  

             
  
In other words, in an average county in the western region of the state where 45.>2h of the 
people earn j40,000 or more a year, the expected uninsured rate is 1>.88h.  
  
This example illustrates that given the same proportion of county residents having income level 
greater than j40,000, a county in the western region is expected to have a higher uninsured rate 
than a county in the middle or east.  On the other hand, a county in the eastern region is expected 
to have the lowest uninsured rate of the three regions.  
  
Within each region, uninsured rates would differ by county as a function of the proportion of 
residents with income levels above j40,000.  For example, for two hypothetical counties in the 
eastern region of the state, one having >0h of the residents with incomes higher than 40K and 
the other having only 15hi the first county^s uninsured rate is expected to be around 14h, 
whereas the second county^s uninsured rate is expected to be approximately 1Vh.  
  
It is noteworthy to point out that no factors beyond geographic region and income are expected 
to add any further explanation of the differences in the rates of uninsured across counties in 
Tennessee.  This applies to other factors analy\ed in this report as well as other factors not 
considered in this study.  The reason is that, after accounting for the effects of geographic region 
and income differences, the variation in the rates of uninsured became statistically nonT
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significant, suggesting that these two factors alone adekuately explained virtually all the 
differences in rates of uninsured across counties.  

  

EB Model Assumptions and Technical Notes  
  

 1.  was used for Y
d
 to better approximate the normality assumption, as 

stated earlier.   
  
2. If a county had 0 uninsured members, its probability of residents being uninsured _p` was set 
ekual to 0.5/n, where n ekuals sample si\e in that county. This was necessary to avoid division 
by 0 and resulted in negligible loss of accuracy.  
  
>. fWtg refers to the weighting scheme used in estimating the known variance at Level 1. This 
scheme took into account the population si\e of each county relative to the number of people that 
responded to the survey in each county. These estimates were then used to addust the sample si\e 
of each county depending on how large the sample was originally. The variance estimates of the 
logits of uninsured based on relatively smaller sample si\es were made larger through this 
process such that their influence on the Empirical Bayes solution was weighted less. _i.e., to 
reflect that we have lower confidence in the sample estimates when their variances are large or 

sample si\es are small`.   In detail, the variance ekuation for each logit_p` is  , where n 
ekuals the number of people that responded to the survey. Instead of using the given n, we used 
our weighting scheme to account for the different sampling probabilities in the counties, through 
the following steps:  

 a. The sampling probability, or  , for each county was found by dividing the number of  
      respondents _n` by the population of the county.  
  
 b. The average  , or  , was found across the V5 counties.  

 c. The number of respondents _n` in a county was multiplied by the ratio of    to  
     yield the addusted n.  
  
 d. This addusted n was used in place of the original n in the variance ekuation.  
  
 e. The addusted n was larger than the original n if the sampling probability was above  
      average but was smaller if   was below average.  
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Predictive Model with 19 Predictors  
 

  
 Final estimation of fixed effects:  

 --------------------------------------------------------------------------------------------------------------------  
                              Standard             Approx.  

    Fixed Effect         Coefficient   Error      T-ratio   d.f.     P-value  
 --------------------------------------------------------------------------------------------------------------------  
  For   LOGIT, B1  

INTRCPT2, G10         -1.237987   1.861462    -0.665        75    0.508 
AGE19_40, G11           1.595718   1.432950     1.114        75    0.269 
AGE41_65, G12           1.011273   1.426091     0.709        75    0.480 
AGE65UP, G13           1.479706   1.718806     0.861        75    0.392 
FEMALE, G14           -0.567367   0.748719    -0.758        75    0.451 
BLACK, G15              0.066140   0.961441     0.069        75    0.946 
OTHETH, G16          -0.767280   2.172981    -0.353        75    0.725 
GRAD, G17               0.600266   0.907755     0.661        75    0.510 
INC10_25, G18         -1.188603   1.549498    -0.767        75    0.445 
INC25_40, G19         -2.106940   1.390880    -1.515        75    0.134 
INC40_60, G110        -2.768595   1.276066    -2.170        75    0.033 
INC60_75, G111         -3.327867   1.666614    -1.997        75    0.049 
INC75UP, G112          -3.566131   1.631868    -2.185        75    0.032 
HEALTHFP, G113      0.542475   1.192282     0.455        75    0.650 
UNEMPLOY, G114    -0.071785   1.184697    -0.061        75    0.952 
PRIVATE, G115          -0.387133   0.636143    -0.609        75    0.544 
SELFEMP, G116         1.618286   0.870435     1.859        75    0.066 
MIDDLE, G117            0.274348   0.167989     1.633        75    0.106 
WEST, G118                 0.520137   0.255281     2.038        75    0.045 
URBAN, G119             -0.130672   0.157555    -0.829        75    0.410 

 --------------------------------------------------------------------------------------------------------------------  
  
  

 Final estimation of variance components:  
 --------------------------------------------------------------------------------------------------------------------  

 Random Effect           Standard      Variance     df    Chi-square  P-value  
      Deviation     Component  
 --------------------------------------------------------------------------------------------------------------------  

    LOGIT,       U1        0.26841       0.07204    75      77.29977    0.405  
 --------------------------------------------------------------------------------------------------------------------  
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Predictive Models with Income  
  

Final estimation of fixed effects:  
 --------------------------------------------------------------------------------------------------------------------  

                              Standard             Approx.  
    Fixed Effect         Coefficient   Error      T-ratio   d.f.     P-value  

 --------------------------------------------------------------------------------------------------------------------  
  For   LOGIT, B1  

INTRCPT2, G10          -0.079113   0.914719    -0.086        89    0.932 
INC10_25, G11          -0.837713   1.334891    -0.628        89    0.532 
INC25_40, G12          -1.370929   1.125948    -1.218        89    0.227 
INC40_60, G13          -2.983356   1.053211    -2.833        89    0.006 
INC60_75, G14          -3.464987   1.382317    -2.507        89    0.014 
INC75UP, G15          -3.226270   1.220576    -2.643        89    0.010 

 --------------------------------------------------------------------------------------------------------------------  
  

 Final estimation of variance components:  
 --------------------------------------------------------------------------------------------------------------------  

 Random Effect           Standard      Variance     df    Chi-square  P-value  
Deviation     Component  
 --------------------------------------------------------------------------------------------------------------------  

    LOGIT,       U1        0.33676       0.11341    89     113.40220    0.041  
 --------------------------------------------------------------------------------------------------------------------  

  
Model with Pooled Significant Income Levels:  

  
Final estimation of fixed effects:  

 --------------------------------------------------------------------------------------------------------------------  
                                       Standard             Approx.  

    Fixed Effect         Coefficient   Error      T-ratio   d.f.     P-value  
 --------------------------------------------------------------------------------------------------------------------  

 For          LOGIT, B1  
    INTRCPT2, G10          -0.893383   0.195730    -4.564        93    0.000  
     INC40UP, G11          -2.477462   0.432362    -5.730        93    0.000  

 --------------------------------------------------------------------------------------------------------------------  
  

 Final estimation of variance components:  
 --------------------------------------------------------------------------------------------------------------------  

 Random Effect           Standard      Variance     df    Chi-square  P-value  
Deviation     Component  
 --------------------------------------------------------------------------------------------------------------------  

    LOGIT,       U1        0.30778       0.09473    93     111.70932    0.091  
 --------------------------------------------------------------------------------------------------------------------  
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Predictive Models with Region and Urban  
  

Region:  
Final estimation of fixed effects:  

 --------------------------------------------------------------------------------------------------------------------  
                              Standard             Approx.  

    Fixed Effect         Coefficient   Error      T-ratio   d.f.     P-value  
 --------------------------------------------------------------------------------------------------------------------  
  For   LOGIT, B1  

    INTRCPT2, G10          -2.198131   0.136142   -16.146        92    0.000  
      MIDDLE, G11           0.236498   0.178068     1.328        92    0.188  
        WEST, G12           0.340005   0.215217     1.580        92    0.117  

 --------------------------------------------------------------------------------------------------------------------  
  

 Final estimation of variance components:  
 -------------------------------------------------------------------------------------------------------------------- 

 Random Effect           Standard      Variance     df    Chi-square  P-value  
Deviation     Component  
 --------------------------------------------------------------------------------------------------------------------  

    LOGIT,       U1        0.46783       0.21886    92     188.25277    0.000  
 --------------------------------------------------------------------------------------------------------------------  

  
  

Urban:  
  

Final estimation of fixed effects:  
 --------------------------------------------------------------------------------------------------------------------  

                              Standard             Approx.  
    Fixed Effect         Coefficient   Error      T-ratio   d.f.     P-value  

 --------------------------------------------------------------------------------------------------------------------  
  For   LOGIT, B1  

INTRCPT2, G10          -1.836085   0.096944   -18.940        93    0.000 
URBAN, G11          -0.405130   0.151485    -2.674        93    0.009 

 --------------------------------------------------------------------------------------------------------------------  
  

 Final estimation of variance components:  
 --------------------------------------------------------------------------------------------------------------------  

 Random Effect           Standard      Variance     df    Chi-square  P-value  
Deviation     Component  
 --------------------------------------------------------------------------------------------------------------------  

    LOGIT,       U1        0.42826       0.18341    93     164.98764    0.000  
 --------------------------------------------------------------------------------------------------------------------  
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Predictive Model with Income, Region, and Urban  
  
  

Final estimation of fixed effects:  
 -------------------------------------------------------------------------------------------------------------------- 

                              Standard             Approx.  
    Fixed Effect         Coefficient   Error      T-ratio   d.f.     P-value  

 --------------------------------------------------------------------------------------------------------------------  
For   LOGIT, B1 

INTRCPT2, G10          -1.080941   0.208579    -5.182        90    0.000 
INC40UP, G11          -2.416391   0.464598    -5.201        90    0.000 
MIDDLE, G12           0.291530   0.144869     2.012        90    0.047 

WEST, G13           0.384708   0.179554     2.143        90    0.035 
URBAN, G14          -0.113153   0.143373    -0.789        90    0.432 

 --------------------------------------------------------------------------------------------------------------------  
  

 Final estimation of variance components:  
 --------------------------------------------------------------------------------------------------------------------  

 Random Effect           Standard      Variance     df    Chi-square  P-value  
Deviation     Component  

 --------------------------------------------------------------------------------------------------------------------  
    LOGIT,       U1        0.26806       0.07186    90      98.31220    0.257  

 --------------------------------------------------------------------------------------------------------------------  
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Appendix II-B 
 
Employer Survey Methodology and Procedures 
 

Initially, an extensive literature review was conducted that included reports and surveys of 
former State Planning Grant grantees, the 2002 MEPSTIC survey and Tennessee dataset, and 
articles, reports, and surveys provided by numerous sources, among them the Kaiser Family 
Foundation, The National Center of Health Statistics, and The Robert Wood Johnson 
Foundation.  A benefits consultant advised on various aspects of health insurance coverage, 
types of plans, appropriate terminology and kuestion design. 

The survey was designed in four sections and pages.  A draft of the first survey was sent to a test 
group of Knoxville employers for their input and feedback which resulted in changes to both the 
letter and survey.  The survey was also reviewed by the Nashville Chamber of Commerce and 
the National Federation of Independent Businesses for their careful review of the content and 
format from a business perspective. 

Firms with two or more employees were randomly selected from a database provided by the 
Tennessee Department of Labor and Workforce Development that included all Tennessee 
employers.  A sample of V,U00 businesses was drawn and stratified by employee si\e usmall _2T
1V`, medium _20TVV` and large _100x`v, with overTsampling of largeT and mediumTsi\ed firms in 
order to get good representation of largeT and mediumTsi\ed firms.  The sample did not include 
any government entities.  The goal was to have a large enough sample in order to achieve a 
reasonable level of statistical significance and to be able to conduct tests at all three levels.  It 
was especially important to have enough representation from large businesses to be meaningful.  

Two survey mailings were sent.  Both mailings included a letter coTsigned by Commissioner 
Flowers and CBER Director Fox, the survey, and a selfTaddressed business reply envelope.  
Copies of the letters and surveys are attached below.  The first mailingrV,U00 surveysrwas 
sent on February >, 2005, and by March 10, 2,>48 responses had been received.  In order to 
reach the necessary response rate, a second mailing of 2,000 survey packets were sent on March 
15.  The second mailing overTsampled West Tennessee and improved the sample by >>> 
responses, thus reaching the target number for allowing the research team to conduct tests at all 
three employee levels _small, medium, and large` and also by Tennessee^s three Grand Divisions 
_West, Middle, and East`.  A total of 2,U81 usable responses were received, representing a 27.V 
percent response rate. 
 
The employer survey cover letter and survey instrument are included below.   
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STATE OF TENNESSEE 

DEPARTMENT OF COMMERCE AND INSURANCE 

500 JAMES ROBERTSON PARKWAY 
NASHVILLE, TENNESSEE 37243-5065 

615-741-6007 
PHIL BREDESEN PAULA A. FLOWERS 

GOVERNOR   COMMISSIONER 

 
January 28, 2005 

Dear Tennessee Employer: 
 
We need your help|  In an effort to address the lack of affordable health care coverage in our state, the 
Tennessee Department of Commerce & Insurance _TDCI` and the Center for Business and Economic 
Research _CBER` at the University of Tennessee are asking you to please take time to complete the 
enclosed Tennessee Employer Health Insurance Survey.  This survey is being conducted by CBER in 
order to provide TDCI with an accurate profile of employerTsponsored health insurance coverage 
statewide, and to identify key health care issues facing Tennessee businesses.  Your input is very 
important no matter whether you offer OR do not offer health insurance. The results of this survey will 
help state officials identify ways to expand health care coverage for Tennesseans.  
 
For survey results to be representative of all Tennessee employers, a scientific random sample of 
employers has been chosen to receive the enclosed kuestionnaire.  Your input is vital to the success of the 
survey.  All information provided will be held strictly confidential.  Data will be summarized and 
reported in the aggregate, preventing any identification of individual businesses.  No data for 
individual establishments will be released to any other agency, state or federal, or used for any other 
purpose. If there is a question you do not want to answer, please skip it and go on to the next 
question.  
 
Because of the importance of this information, we ask that you complete the survey and return it to CBER 
by February 22, 2005.  If your business has several different locations/branches/outlets, please 
restrict your answers to the site at the address above.  A postageTpaid, selfTaddressed envelope is 
enclosed for your convenience. Should you have any kuestions regarding the survey, please call Dianne 
Marshall in CBER at the University of Tennessee at 8U5TV74TU080.  You may also contact Dianne by eT
mail _inssurvey}utk.edu` or by fax _8U5TV74T>100`. 
 
Thank you in advance for your participation.   

             
Paula A. Flowers            William F. Fox 
Commissioner             Director 
Department of Commerce & Insurance           Center for Business and Economic Research 
                      The University of Tennessee  
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Appendix II-C 

Employer Focus Group Methodology and Study Procedures 
Six focus groups of business owners or their representatives were conducted across the state: two 
each in Knoxville, Memphis, and Nashville.  One focus group in each city consisted of 
employers who offer insurance to their employees, and one focus group in each city consisted of 
employers who do not offer insurance to their employees.  Participants were recruited either 
from the city^s Chamber of Commerce or from interest they expressed in their responses to the 
mail survey.  Each focus group had a minimum of three and a maximum of eight participants, 
and the participants were carefully screened to ensure that they were responsible for making the 
health insurance decisions for that employer.  Only employers with 50 or less employees 
participated, limiting the kualitative research aspect of this prodect to those employers who 
represent the largest segment of total employers in Tennessee.  Further, employers were recruited 
from a broad range of industries to avoid the presence of potential business competitors and to 
broaden the perspective of the research. 

The two Knoxville focus groups occurred on March > and March 14, 2005 at Chesapeake^s 
Restaurant in downtown Knoxville from U:00 p.m. to 8:00 p.m.  The two Memphis focus groups 
occurred on March >0 and March >1, 2005 at the University of Memphis Holiday Inn from U:00 
p.m. to 8:00 p.m.  Finally, the Nashville focus groups occurred on April U and April 7, 2005 at 
the Loew^s Vanderbilt from U:00 p.m. to 8:00 p.m. 

The moderator utili\ed a list of twelve research kuestions to guide the discussions _see Appendix 
D`i however, each group was able to interact and share their experiences to the extent they felt 
comfortable doing so.  The groups were observed by a researcher and tape recorded with the 
explicit permission of the participants, and the tapes were later transcribed for review and 
analysis. 

Limitations of kualitative research 
Focus groups are a kualitative research methodology.  The technikue is exploratory only and 
seeks to develop directions rather than kuantitatively precise or absolute measures.  Because of 
the limited number of respondents involved in this type of research, the results should be used to 
generate hypotheses for policy decision making and further testing.  The nonTstatistical nature of 
kualitative research means the results cannot be generali\ed to the population under study with a 
known level of statistical significance.
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APPENDIX III 
SUMMARY OF POLICY OPTIONS 

 
OPTION Selected for 

further 
evaluation 

Target 
Population 

Status of 
Approval 

Status of Implementation 

1.  Expanding Medicaid 
Coveragep 

No NA NA NA _TennCare program already 
covers numerous children and 
medically needy adults`. 

2.  Rating Reforms No NA NA NA 
>.  High Deductible Health 
Plansp 

No NA NA HDHPs already exist in state. 

4. Limited Benefit 
Coverage Plansp 

No NA NA Small group laws allow limited 
benefit coverage plans. 

5.  Tax Credits   No NA NA NA 
U.  High Risk Pool Yes NA Additional review 

on costs and 
needs of 
population to be 
evaluated, 
possibility for 
new federal 
funding, and 
potential 
interaction with 
reinsurance 
models. 

Unknown until further review 
completed. 

7.  Purchasing Poolsp No NA NA MEWAs, association plans already 
authori\ed under state law. 

8.  State Employees^ Plan 
BuyTIn 

No NA NA NA 

V.  Individual Mandates No NA NA NA 
10.  Employer Mandates No NA NA NA 
11.  Universal Health Plan No NA NA NA 
12.  Employer / Employee 
Subsidies 

No NA NA NA 

1>.  Reinsurance 
Mechanisms 

Yes Working 
Adults 

Awaiting actuarial
data _to be 
completed 
February, 200U` 
to determine final 
feasibility of 
option. 

 Unknown until actuarial review 
completed. 

NA s Not Applicable 
pOption is already authori\ed under current law. 

AT4V  

 



                                                                                                                                                             
ENDNOTES 
 
1  The household survey was completed prior to the TennCare disenrollment 
process. 
 
2     According to survey results, 50 percent of small business employment accounts 
for approximately 420,000 employees. 
 
>   Again, government entities as employers are not included in this analysis. 
 
4   Policyholders of Tennessee licensed health insurers have protection under the 
state Guaranty Fund in cases of insolvency.  However, selfTinsured plans such as 
MEWAs are excluded from participation in the fund.   

AT50  

 


	Technical Appendix-1_HH
	UTHSC CORE SURVEY
	Technical Appendix-2_HH: Empirical Bayes Estimation
	Tennessee Employer Health Insurance Survey

