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In t e rv i e w

The Best Of Times And The Worst Of Times:
A Conversation With Vicky Gregg
The CEO of BlueCross BlueShield of Tennessee describes what it’s like
to be a profitable nonprofit in a state with a struggling Medicaid
program.

by James C. Robinson

ABSTRACT: Blue Cross and Blue Shield plans have enjoyed enviable financial success,
while much of the health care delivery system has faced severe financial strains. The con-
trast is striking in Tennessee, where BlueCross BlueShield of Tennessee dominates the
commercial health insurance market and administers much of the state’s Medicaid pro-
gram, TennCare, while TennCare itself recently dropped hundreds of thousands of en-
rollees from coverage because of budgetary constraints. CEO Vicky Gregg draws lessons
from the TennCare crisis for other states; describes her organization’s investment in infor-
mation technology, pricing policies, and management of new clinical technologies; and ex-
plains the continued political popularity of a profitable nonprofit health plan.

James Robinson: BlueCross BlueShield of
Tennessee [BCBST] appears to be experienc-
ing both the best of times and the worst of
times. During the past few years, the organiza-
tion has enjoyed incredible success in terms of
enrollment, market share, revenues, and earn-
ings. But when we think about Tennessee, we
also think of TennCare, which for years was a
leading light among state Medicaid programs,
but which has been going through incredible
difficulties, including, this year, the dropping
of several hundred thousand enrollees. Let’s
start with TennCare and then move to other
health insurance issues in Tennessee and for
BCBST. What is TennCare, what was so spe-
cial about it, and what got it into trouble?
Vicky Gregg: TennCare worked to expand
coverage to both the uninsured and uninsur-
able population in Tennessee. It had no income

limits for eligibility. People whose incomes
were 150, 200, even 250 or 300 percent of pov-
erty still came into the program and were sub-
sidized. The program also was different in the
way that the federal match worked. Essen-
tially there were no caps on the program; the
federal dollars that were available allowed the
program to grow substantially.
Robinson: Some people think that bringing
federal dollars into a state is a good thing. The
essence of health policy in New York, for ex-
ample, is bringing federal dollars into the state.
What is current enrollment in TennCare, and
how much of it is with BCBST?
Gregg: Right now the program is probably
down to around 1.1 million beneficiaries. We
expect that BlueCross BlueShield is still in the
600,000–650,000 range.
Robinson: From your perspective, what went
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wrong? What got Tennessee’s Medicaid pro-
gram into trouble?
Gregg: First off, although TennCare is a noble
experiment and certainly well-intentioned, its
size was unwieldy. The state was not prepared
to manage a program that encompassed bring-
ing in two or three hundred thousand people
who had not been part of traditional Medicaid.
They also were not clear on how Medicaid
might manage that population and not crowd
out the commercial insurance market, and
how to prevent people from moving from
other states to Tennessee just to get coverage.
TennCare was viewed more as a budget solu-
tion than a health policy solution.
Robinson: What do you mean by a “budget
solution”?
Gregg: Well, in 1993, when TennCare was cre-
ated, the state was seeing increasing costs in
the Medicaid program. The alternatives, from
the governor’s perspective, were either to look
at an income tax, which our state does not
have, or to do something with Medicaid to
stem the costs. While there was a lot of discus-
sion about how managed care could be used to
limit costs, in all reality what people bought
into was the idea of the federal match—the fact
that the federal government would put in extra
dollars for every new dollar the state put in.

This created the ultimate moral hazard. To
get the legislation passed, the advocates prom-
ised everything to everybody, and we were re-
warded as a state to provide more and more
care, because the more we spent, the more fed-
eral dollars we brought in.

Managing Drug Costs In Medicaid
Robinson: We hear reports about how many
people are being removed from TennCare eligi-
bility and what has happened to the benefit
package. Can you summarize the current sta-
tus of the program—how many people have
been dropped? What has happened in re-
sponse to the fiscal crisis?
Gregg: There are 191,000 people who are in the
process of being dropped. Some have already
been dropped; some are in an appeals process.

The major change in TennCare on the bene-
fit side has been in pharmacy. If there is any-

thing that really caused a problem, it was the
rising cost of pharmaceuticals. As part of the
reforms, a five-prescription limit was put into
place for people who remain in the program
[five prescriptions per enrollee at any one
time]. They are eligible for two brand-name
drugs and three generic drugs. And that is a
hard cap. TennCare will not pay for more than
that. There are also some cuts in terms of caps
on hospital days and physician visits.
Robinson: To what extent does the state of
Tennessee take a hard negotiating position
with respect to the drug companies on the
prices of drugs, as opposed to simply limiting
enrollees’ number of prescriptions?
Gregg: Initially, drugs were part of the man-
aged care organization’s responsibility. And we
at BCBST took a very hard line, quite frankly,
in terms of negotiating with the drug compa-
nies as well as trying to manage the formulary
to work with physicians on prescribing habits.
But there was a considerable pushback to the
formulary, which ultimately led to court or-
ders that precluded any formulary from being
put into place.
Robinson: Pushback from whom?
Gregg: Pushback from the consumer advo-
cates, from the pharmaceutical industry, from
a variety of people. We had use of generics, for
example, up into the high 60 percent, but after
the pushback, it’s now dropped to approxi-
mately 40 percent, even below what we see in
our commercially insured population.
Robinson: Because they have had no cost-
sharing differential between brand-name and
generic drugs?
Gregg: There’s been no cost sharing, and es-
sentially no formulary. You had to give some-
body a fourteen-day supply of any drug that
any physician ordered, and to impose a formu-
lary restriction, you had to show that the drug
the physician ordered actually would be harm-
ful to the patient. The state took over manage-
ment, and, rather than trying to manage a tight
formulary, they began to think about maxi-
mizing rebates. They could then use rebate
revenue to draw a federal match. All of the in-
centives were perverse and led to a further ex-
plosion of pharmaceutical costs.
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Lessons From TennCare’s Turmoil
Robinson: The reason why everyone was tak-
ing away tools to manage costs was because
the consumer advocates wanted more benefits
for enrollees, the providers and pharmaceuti-
cal companies wanted unrestricted benefi-
ciary access to their services, and the state was
more interested in getting federal match dol-
lars than in controlling the state input dollars.
Is that a fair assessment?
Gregg: Yes, that’s a good summary. It dates
back to the origins of the program’s expecta-
tions. TennCare was sold as an everything-for-
everybody program. So from the perspective of
the consumer advocates, there should not be
any kinds of limits. The physicians and hospi-
tals and pharmaceutical firms never envi-
sioned anything other than being paid. No
more need to provide charity care—that was
the way they viewed TennCare.

It’s very easy to talk about what went
wrong with TennCare, but a relatively poor
state did have success in reducing the number
of uninsured people. We got down into the 6
or 7 percent range, which is remarkable for a
state of our size and economic condition.
Robinson: If you were to give advice to other
states and other health plans that work in
Medicaid, what are the implications of the
TennCare experience, both positive and nega-
tive, in terms of eligibility, benefit designs, for-
mulary, and prior authorization?
Gregg: First and foremost, you have to have re-
alistic expectations. What concerns me, when
I still hear other states talking about doing ex-
pansion programs, albeit not nearly as large, is
the belief that they don’t need additional dol-
lars to do it and that somehow, magically, sav-
ings can emerge through the provision of
better care. What we saw with the TennCare
population was that many of those people
were underserved and hence that providing
better care increased rather than decreased
costs. So when you began to talk think about
disease management programs, in many in-
stances you are increasing the cost as opposed
to decreasing the cost of care.

You also need to come to grips with the
pharmaceutical programs. This is where I see a

need for political will. In Tennessee we are
number one in the country in per capita con-
sumption of medications. So you have a mar-
ketplace that uses drugs frequently, and
TennCare put an unlimited pharmacy benefit
into place, with no controls. We had a drug in-
dustry that lobbied like crazy in the halls of
our legislature to make sure that our formular-
ies got disrupted. When we at BCBST looked
at how many pharmacies we needed in a given
community, we found ourselves with an any-
willing-pharmacy provision, which took away
any negotiating clout. If you’re going to walk
into these Medicaid expansion programs,
you’d better be ready to have the political will
to manage that particular benefit.
Robinson: To summarize, states first need to
be willing to play a bit of hardball and actually
manage costs; and second, they need to recog-
nize that if you want to deal with the unin-
sured, you put them either in Medicaid or
somewhere else, but it’s going to cost new
money. Is this accurate?
Gregg: At the end of the day, the taxpayer
needs to see the value and the benefits of the
program. And if there is something that we
failed to do as a state, it was to make the tax-
payer see that.

Success Of The Blues
Robinson: Switching to BCBST, 2004 was the
best year you’ve ever had, according to your
annual report. If I could cite some statistics
from the Goldman Sachs investment bank,
BCBST ranks among the top not-for-profit
Blues on every dimension of performance. In
particular, between 2003 and 2004 your reve-
nue increased 42 percent, compared with 13
percent for all Blues plans. Your earnings in-
creased 12 percent, compared with 6 percent
for the other Blues plans. And your enrollment
increased 12 percent, compared with 2 percent
for the other Blues. How do you explain your
success over these past years?
Gregg: Well, good hard work, for one thing.
But I will tell you that we feel the competitive-
ness day in, day out. There’s no sense on our
part that we walk in and it’s a slam-dunk on
any employer’s health benefit account that we
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bid on. We have all of the big insurers here in
Tennessee. We have CIGNA, we have United.
We still have some strong regional players. We
have John Deere; we have some hospital-based
programs such as PHP in East Tennessee.
There’s no market that we look at and say, “Oh,
well, we just own this market.”

This year in particular—2005, year to
date—our rate increases to our commercial
customers are around 4 percent. We’re very
successful, but we’re also today pricing below
the medical cost trend. Our medical cost trend
was running closer to 10 percent, maybe even
ticking up a bit. So we are giving some rate re-
lief in the market. We are trying to make sure
that people are able to keep coverage, which
we believe is an important part of what we
contribute as a company.
Robinson: So you are consciously pricing be-
low your medical cost trend?
Gregg: Yes.
Robinson: That’s possible, due to the fact that
you’ve had very high financial reserves—a sur-
plus built up from past years. If my numbers
are correct, last year your reserves were at 540
percent of risk-based capital levels, which is
way above the National Association of Insur-
ance Commissioners [NAIC] minimum levels
and the Blue Cross Blue Shield Association
[BCBSA] guidelines.
Gregg: When we look at our company, we
have to have capital. And as a not-for-profit,
we do not have access to the capital markets in
the sense that some of our competitors do. We
look at what we need to drive our company
and to be successful. And our sense is today,
the most that we could say that we’re, quote-
unquote, over-reserved, is around $250 mil-
lion. Well, for a company of our size paying out
more than $15 billion in claims this year, is
$250 million really, quote-unquote, over-
reserved? I think, again, it’s capital that allows
us to fuel our business and to be competitive
and to do the things that we need to do to be
able to deliver affordable health care to our
membership.

Politics Of Profitable Nonprofits
Robinson: In some states, such as Pennsylva-
nia, the state legislature and regulators have
looked at the reserves in the not-for-profit
Blues plans and wanted that money back.
There have been a variety of compromises in
different areas, I believe, around this. How
does Tennessee look at BlueCross BlueShield, a
very large, successful, and profitable not-for-
profit company that is involved with the
money-losing TennCare program? What kind
of pressures are you under?
Gregg: The vast majority of not-for-profit
Blues plans enjoy state tax exemptions—
Pennsylvania is one of those. Our plan is
unique in that we never had a state tax exemp-
tion. We were formed in 1945, and from day
one we have paid all state taxes. In some other
states, a lot of the discussion around the re-
serves has been a trade-off with the tax ex-
emptions.
Robinson: You mean, the extent of communi-
ty service needed to justify the tax exemption?
Gregg: Correct. But when the Tennessee legis-
lature looks at us, there are no tax exemptions
to be justified. I think, also, that the state un-
derstands that having a plan with reserves is a
good thing. They understand this because
TennCare has experienced a number of health
plan failures, and providers have been left
holding the bag. That is not something that the
regulators want to see happen. Because our
plan has been successful, because we have had
the financial wherewithal to be able to do the
things that needed to be done, we’ve been the
backbone of the TennCare program.

I think that the state, when they look at our
reserves, views them from the perspective of
consumer protection. The question of ade-
quate reserves always comes up when they be-
gin to look at premium rates and rate filing,
and we do have rate approval in our state. So
when we file for approval of our individual and
group products, state actuaries go through
them, and a negotiation process goes back and
forth—trust me, that is not an easy process.

What they see through that, though, is that
we’re a responsible partner. Several years ago
we did a premium payback when we saw that
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we were actually having some huge cost sav-
ings from some of our pharmacy programs that
had more savings that we could have ever
imagined.

Information Technology
Robinson: Let’s switch gears to another sub-
ject. What has your company done toward ful-
filling the information technology [IT] de-
mands that inevitably arise in today’s health
care environment?
Gregg: I’m quite proud of what we have been
able to do in the area of data management. We
bit the bullet back in 1999 and went to a single
platform. It allowed us to build a data ware-
house and have information, so that we could
begin to understand the population and where
the opportunities were for better manage-
ment. It’s ironic to me, but TennCare gave us
the impetus and opportunity to hone our
skills. We are trying to help drive the informa-
tion infrastructure in our state, because we be-
lieve that it can’t be proprietary. This is a radi-
cal stance for a company like ours to take.

Our focus on information grew out of what
happened in TennCare, as the traditional tools
were being taken away—
Robinson: The managed care tools?
Gregg: Right. We asked ourselves whether
there were other ways to bring about struc-
tural changes in the way health care was deliv-
ered. It was very clear that having better infor-
mation at the point of care would be really
helpful to physicians and hospitals. So we
looked at what we had just within our own da-
tabase and realized that we had, for our
TennCare population in particular, pharmacy
data that were updated every night—we had
diagnoses, we had patients’ claims and utiliza-
tion histories. So we began to look at how we
could leverage that information to be helpful.
And that is what led to the formation of Shared
Health, a new subsidiary of BCBST. The first
product rolling out is Community Connec-
tion, which takes all of those data and popu-
lates a health record for TennCare beneficia-
ries, a record that’s available via the Web to
authorized clinicians at the point of care.
Robinson: This is a personal health record for

the enrollee?
Gregg: The person does not have access to it
yet, but the intent is that over time they will.
We were recognizing the fragmentation and
the lack of information available to physicians;
the idea was to provide that information to
them at the point of care. Today it’s for the
700,000 TennCare enrollees. We will go to
over a million when we bring on the other
managed care organizations’ membership. Our
intent is to expand that into our own commer-
cially insured population over time.
Robinson: And so right now, individual physi-
cians treating an individual TennCare patient
could, through the Internet, look up a person’s
record, including drug use and lab values?
Gregg: It shows the lab tests they’ve had, the
lab values, and the norms. Because today
there’s no standardization out there between
labs, interestingly. It shows the physicians
whom the patient has seen over time, their di-
agnoses, any procedures they’ve had, and their
prescription drug use history. The drug his-
tory has been by far the best tool in terms of a
physician looking at a new patient and trying
to understand what’s going on.
Robinson: And for the enrollees in the other
health plans, are equivalent data fed into the
Shared Health system?
Gregg: Yes.
Robinson: So if an enrollee were to switch
from BCBST to one of the other health plans,
or vice versa, the data would follow, so to
speak?
Gregg: Yes. It’s one of the things that can’t be
owned by any one entity. You’ve got to be able
to follow that patient over time. If the patients
move between managed care organizations, if
they move between clinicians, all the data
need to follow.
Robinson: How would that principle trans-
late into the commercially insured population,
where you’re competing against other health
plans and where enrollees do frequently
switch health plans? How would the data be
aggregated, where would they be aggregated,
and who would have access to them?
Gregg: Our sense is that ultimately we’re go-
ing to need state oversight. I don’t know if it’s a
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commission, but there’s going to have to be an
understanding of who controls the data and
how, and who has access to them and how.

Prevention And Disease
Management
Robinson: Tell us about your diversification
into behavioral health, disease management,
and into Gordian Health Solutions.
Gregg: We recently acquired a company
called Gordian, which is in the health risk ap-
praisal as well as health coaching business. As
we looked at our population, the first thing we
figured out was there is a need to stratify from
day one. And employers emphasized to us that
understanding populations at risk is impor-
tant not only as it relates to medical care costs,
but also as it relates to productivity and absen-
teeism. So we decided to enter the business of
risk assessment, to be able to look at a popula-
tion that today is healthy but perhaps has risks
sitting out there.
Robinson: You find that doing risk assess-
ment and then presumably disease manage-
ment internally is better than outsourcing to
outside firms, some based in Nashville, some
based elsewhere, that would be happy to do
that for you on a contract basis?
Gregg: What we see is the need to be able to
get the information and to integrate it in rela-
tionship to all of our other claims, cost, and
utilization data. We also see here a new busi-
ness opportunity—Gordian is a company that
works with employers across the country, and
in fact only about 4 percent of its clients are in
Tennessee today. Gordian has nine years of ex-
perience in this. It can demonstrate a $1.60 re-
turn for every dollar invested in risk appraisals
and health coaching, and having that kind of
data to show employers gets their attention.

We also see this as an important product
for consumers. Employers want to provide in-
centives to employees to stay healthy. So we
can do the health risk appraisal to support
this. If there are risks that are identified and
the employees agree to participate in a health
coaching program, then they may get a dis-
count on their premium contribution, they
may get a higher amount of money put into

their HSAs [health savings accounts]. We
view it from the perspective of, first, some-
thing that makes sense as we look at our popu-
lation. And from our perspective as a poor
state, we look at this as something that can
drive revenue and profits back into our state.

Cost-Effectiveness Of New Clinical
Technology
Robinson: Let’s turn to medical technology.
The long-term trends in health care cost infla-
tion are driven heavily by new drugs, new
devices—clinical innovations that often are
quality-increasing but certainly are cost-
increasing. What sorts of programs do you see
in Tennessee to manage the appropriateness
of, and the expenditure on, new technologies?
Gregg: The governor has put a stake in the
ground with TennCare with his definition of
medical necessity, which essentially says that the
program will cover the least costly effective
treatment for a given condition. This “least
costly” clause introduces a new element into
the debate over new technologies.

Today, for the most part, when the FDA
[Food and Drug Administration] staff look at
approving new drugs or devices, they don’t
look at something in terms of how it performs
versus existing interventions, they look at it as
to how it performs against a placebo. The
question in Tennessee now becomes whether
this particular treatment, although it may be
effective, performs well against other treat-
ments in terms of cost-effectiveness. If you
have equal outcomes, let’s defer to the one that
is least costly. That’s a whole new way to think
in our industry.
Robinson: Focusing on your commercially in-
sured enrollees and not on TennCare, how are
you managing the costs and use of specialty
drugs, biologics, and medical devices?
Gregg: We are looking at prescribing patterns
for biologics and devices. Just like you do with
pharmacy, you can look at how physicians use
these new technologies. If you are looking at
orthopedists, for example, and you’re looking
at how they use MRI [magnetic resonance im-
aging] scans in given situations, and you’re
profiling them against their peers, then you
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can ask some questions as to why. That’s where
you get into the interface with physicians and
show them information [on practice patterns]
and try to understand why they are using a
technology the way they’re using it.

In our state we have a very strong certifi-
cate-of-need [CON] program. But physicians
have been able to get into these things [owner-
ship of specialty facilities] without going
through the full-blown CON. The physician-
ownership issue is one that we really have be-
gun to look at, to ask whether we include
those in the network or not, whether we im-
pose cost differentials on them.
Robinson: Do you face pressure to have an
“any-willing-provider” approach to ambula-
tory surgery and diagnostic capabilities and
other physician-owned enterprises?
Gregg: It’s a quandary right now. To the extent
that physician-ownership drives overutiliza-
tion, then we have to question the conve-
nience-versus-cost trade-off. What we are try-
ing to do as a plan, particularly on the commer-
cial side, is to understand what’s going on, to
communicate information on physician-own-
ership to consumers, and to design benefit
plans that drive people to act in their own best
interest. It’s been quite interesting to watch.

Consumer-Driven Health Plans?
Robinson: The buzz at the moment in health
care is all about consumer-driven product de-
signs. What is the trend in your commercial
population in terms of copays, coinsurance,
deductibles, and the product mix?
Gregg: We had several years, starting in early
2000s, of high double-digit inflation in medi-
cal care costs. And we saw our commercial
employer customers begin to ask, “How do we
engage our employees?” They did it in a num-
ber of ways.

First, we saw them begin pushing some of
the premium costs over to employees. This was
to wake them up, in terms of what health care
really costs. The second element of employer
strategies was to put deductibles and coinsur-
ance back into place, after having taken them
out during the managed care era. And now it is
not unusual to see $500 and $1,000 deduct-

ibles and 20 percent coinsurance. That is the
primary tool that most of our commercial cus-
tomers use. It’s very prevalent in the small-
group market, maybe a little less among larger
groups.

We have also seen a big increase in the HSA
products in our individual market. People
want to have a little more flexibility there. We
have seen some HSA penetration now in our
group market.
Robinson: Do you see any potential in new
product designs to bring some of the unin-
sured into insurance coverage—people who
are not indigent but who are the working un-
insured, who work for small firms?
Gregg: Yes. We have a number of products,
and we’ve done a lot of focus groups around
what products and price points are attractive
to at least some of the uninsured. For the pop-
ulation that we’re talking about—and it tends
to be low income but working—we heard a
couple things. First, the price point is some-
where around $60 per month for a premium.
So what can you buy for $60? The second
point, which really made us sit back and say,
“Wow, we need to think about this,” is that
they indicated that if they’re going to pay $60,
they don’t want just catastrophic protection.
They’re paying $60, and they want to know
what they’re going to get back for that. So in
the focus groups they want dental benefits,
they want vision benefits, and they want all
these different things. So we have designed
products. We have one called Simply Blue
that’s targeted to that market and provides
skinny benefits but does have some front-end
first-dollar coverage [for preventive care].
Robinson: The consumer’s question is, What
have you done for me lately?
Gregg: You’re right.
Robinson: That’s what the employee asks the
employer.
Gregg: That’s not been the way that our indus-
try has historically thought about our prod-
ucts. We have thought of them more as insur-
ance, as financial protection, as opposed to
something that provides financial benefits
now for people who are not severely ill. We see
that younger people, if they’re going to pay
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money out, want to know what they’re going
to get in return.

The Price Of Health Care Services
Robinson: Let’s talk a little about price infor-
mation. With all these deductibles, people
care now about the price of health care ser-
vices more than they did in the past. What
kind of price information do you provide, now
or in the foreseeable future? How can this in-
formation be provided to consumers in a way
that doesn’t overwhelm them, avoiding the
thousands of micro-prices for each particular
test and service, and yet allowing them access
to the information that’s actually influencing
their physicians’ and their own health care de-
cisions?
Gregg: Let me say, there is nothing rational to-
day about health care pricing. This has been
driven in a vacuum around negotiations be-
tween health plans and providers. The cur-
rently available information, for the consumer,
is total nonsense.
Robinson: It’s the Tower of Babel.
Gregg: Yes, they cannot understand it. Inpa-
tient care, to some degree, has been subsidized
by outpatient care in terms of how providers
have priced their services. But when hospitals
began to compete with ambulatory surgical
centers and freestanding diagnostic centers
that are owned by physicians, entities that are
able to price lower than the hospitals, and if
the consumer has 20 percent out-of-pocket
coinsurance, the hospitals are really at a com-
petitive disadvantage. It’s going to be a radical
change in the marketplace, though, in terms of
pricing. And that has to happen before you can
really get a rational, transparent pricing sys-
tem for consumers.
Robinson: Before you can have a rational, in-
formed consumer, you have to have something
rational for them to be informed about.
Gregg: That’s exactly right.
Robinson: In some markets I’ve heard refer-
ence to treatment cost estimators, and to com-
parative cost data on hospitals for procedures.
Where are you going, as the largest health plan
in your state, in pushing the visibility of pric-
ing data?

Gregg: We are trying to work collaboratively
with the providers to make sure the informa-
tion is accurate and that people can use it.
Some of this is still in the pilot phase for us, so
we’re not ready to tout it and yell from the ceil-
ings and say it’s been a tremendous success.
But we are working on getting it in ways that
people can really use it.
Robinson: Tennessee is, like many other
states, evolving toward becoming a very con-
solidated health care market, on both the hos-
pital side and the insurance side. Blues plans
are dominant in each region—and in each re-
gion one or a few hospital systems are domi-
nant. So instead of a textbook economic mar-
ket with lots of buyers and lots of sellers, you
have a dominant buyer—that’s you—and then
one seller or a few sellers on the hospital side.
How does that affect the market-oriented ap-
proach to managing cost, to managing choice,
and to managing performance?
Gregg: I like to use the term “shared destiny.”
Our state is the poor state. We are forty-
seventh in overall health status in the country.
We have an uninsurance rate now that will be
pushing toward 20 percent, from a low of
about 6 percent. Another 20 percent are still
on Medicaid, and another 15 percent are in
Medicare. So you’re looking at 55 percent of
the market either unfunded or underfunded,
from the perspective of the actual costs of pro-
viding and financing care.

I don’t think any one entity, whether it’s
Blue Cross or anybody else, can win at the ex-
pense of everyone else. Because ultimately all
we’re doing is driving more people out of the
market. I tell people that our biggest, toughest
competitor is “nonconsumption.” It’s people
who choose not to buy. And when you’re in a
state where the average income is less than the
U.S. average, people’s ability to buy health in-
surance is compromised.
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