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. Introduction and background

This is the 15th edition of the American Medical Association’s
“Competition in health insurance: A comprehensive study of
US. markets” This report presents new data on the degree of
competition in health insurance markets across the country.
Itis intended to help researchers, policymakers, and federal
and state regulators identify markets where consolidation
among health insurers may cause competitive harm to
consumers and providers of care.

This study addresses the following questions: Are health
insurance markets competitive or do health insurers possess
and exercise market power? Are proposed mergers between
insurers likely to maintain, enhance, or create such power?
These are important policy questions because the use of
market power harms society in both output and input
markets. When an insurer exercises market power in its
output market (the sale of insurance coverage), premiums
faced by consumers are higher than in a competitive
market. When an insurer exercises market power in its input
market {(e.g., physician services), payments to health care
providers are below competitive levels. In both settings, the
insurer reduces the quantity of coverage to levels below
those produced in a competitive market. In short, when
market power is exercised by health insurers, it adversely
affects health insurance coverage and health care.

A first step in assessing the existence of or the potential for
market power is to examine market concentration, as high
concentration tends to lower competition and facilitate the
exercise of market power. The U.S. Department of Justice
(DO)J) and the Federal Trade Commission (FTC) examine
both the change and the post-merger level of concentration
in their evaluation of proposed horizontal mergers between
firms.! Thus, it is critical to have this type of information
readily available. [n this study, we present new information
on market concentration in the health insurance industry.
Using 2014 data from HealthLeaders-InterStudy, the most
comprehensive and consistent source of data on enrollment
in health maintenance organization (HMQ), preferred
provider organization (PPQO), point-of-service (POS) and
consumer-driven health plans (COHP).? we report the two
largest insurers'commercial market shares and Herfindahl-

1. US,Department of Justice and Federal Trade Commissian, Horizontal Merger Guidelines.
Issued Aug. 19, 2010,

2. HealthLeaders InterStudy does not report CHDP enrollments as a separate plan type.
CHDP lives are bolted an to the other plan types, maost frequently to PPO plans.

Hirschman Indices (HHIs} for 388 metropolitan areas (MSAs),’
the 50 states and the District of Columbia?

For the first time this year's update also includes market
shares and concentration in the health insurance
marketplaces—also known as exchanges.® Because the
results for the combined products market in this year's
update include exchange enroliment data, they are not
directly comparable to results from previous editions of
this report.

Among the key findings in this year's update is that,

based on the DOJ/FTC Horizontal Merger Guidelines, 71
percent of the 388 MSAs studied were highly concentrated
(HHI>2,500). Another finding is that in 91 percent of the
MSAs, at least one insurer had a commercial market share of
30 percent or greater. Finally, a single insurer's share was at
least 50 percent in 40 percent of the MSAs,

High concentration levels in health insurance markets

are largely the result of consolidation (i.e, mergers and
acquisitions), which can lead to the exercise of market
power and, in turn, harm to consumers and providers of
care. Both consummated and proposed consolidation

of health insurers should raise serious antitrust concerns.
Conceptually, mergers and acquisitions can have beneficial
and harmful effects on consumers. However, only the
latter has been observed. It appears that consolidation

has resulted in the possession and exercise of health
insurer monopoly power—the ability to raise and maintain
premiums above competitive levels—instead of passing any
benefits obtained through to consumers.

There is a growing body of evidence suggesting that health
insurers exercise market power and that competition
among them lowers health plan premiums. One study
assessed whether health insurers charge higher premiums
to employers that earn higher profits—i.e, whether they
engage in direct price discrimination. This would imply that
insurers exercise market power. The study found evidence

3. The*MSAs”are mostly metropolitan statistical areas, as welt as a few metropolitan
divisions, metropolitan New England ¢ ty town and areas (NECTA3), and NECTA divisians.
All of these definitions are from the V.5, Office of Management and Budget. For
convenience, they are all referred to as MSAs throughout this report.

4. Forconvenience, the District of Columnbla (DC) is classified as 2 "state”in this report;
this helps distinguish the state: level data (D.C.} from the MSA-level data (Washington
Arlington Alexandria, DE VA MD-WY M3AL

5. Dueto delays ininitiating the Smal Buziness Hea'th Insurance Option Program {SHOP)
and very low ensollment of SHOP lives, HLI anly reported individual exchange enrollment
in the 2014 data.
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of this behavior and concluded that health insurers possess
and exercise market power in an increasing number of
geographic markets® Another study examined the effect of
changes in market concentration (HHI) on premiums across
the United States. Using the 1999 merger between Aetna
and Prudential as an instrumental variable for the HHI, it
found that changes in market concentration were positively
associated with premiums.” A recent case study examined
the premium impact of the 2008 merger between
UnitedHealth and Sierra Health Services. That merger led to
a large increase in concentration in Nevada health insurance
markets. The study concluded that premiums in Nevada
markets increased in the wake of the merger?® Finally, new
research finds evidence that competition in the Health
Insurance Marketplaces—in the form of more insurers—
also lowers premiums.?

High barriers to entry into health insurance markets also
enable insurers to exercise market power." Examples of
barriers include state regulatory requirements, the cost of
developing a provider network and the development of
sufficient business to permit the spreading of risk. Evaluating
entry barriers is critical to antitrust analysis. If entry were
easy, neither high market shares or high concentration levels
would necessarily translate into higher premiums because
potential entry would force insurers to keep premiums in
check. However, barriers to entry allow insurers with market
power to charge premiums above competitive levels for an
extended pericd of time.

Health insurer consolidation ¢an lead to the exercise of
another type of market power. Where health insurers have
market power in their output market {i.e, monopoly power),
itis very likely they also have market power in their input
market (e.g. in the purchasing of physician services). This is
because, geographically, these markets roughly coincide.'
Market power in input markets is known as monopsony

6. Dafny L. Are Health Insuranice Markets Competitive? Am Ecan Rey, 2010;1 (4.1 339
1431,

7. DafnyL, Duggan, M, Ramanarayanan, S, Paying a Premium an Your Premium?
Conselidation in the US Health Insurance Industry. Am Econ Rev, 2002,002(23:1161 1185

8. Guardada, ), Emmons, D, Kane, C.The Price Effacts of a Large Merger of Health Insurers:
A Case Study of UnitedMealth Sierra. Health Management, Policy and tanovation.
20131(3):16-35. Available av http://www hmpt.org/pdf/HMPI%20-%20Guardado, %20
Emmons,%IOKane,%20Price%2DEHects%200l%ZOa%IULarger%ZOMetger%mof%zo
Healtht20Insurers.pdf. Accessed Aug. 5, 2016,

wa

Dafny, L, Gruber, I, Ody, €. Mare Insurers Lower Premiums: Evidence from Initial Pricing
in the Health Insurance Marketplaces. American Journal of Health Econemics, 2015,
1(1):53 81,

10. Robinson ). Consolidation and the transformation of competition in health insurance
Health Aff. 2004;31(61:12-24,

11. Seeeg. Capps, C Buyer power in health plan mergers. J Comp taw and Econ, 20096 375
39

power—the ability to reduce and maintain input prices
(e.g. prices paid to physicians) below competitive levels.
The exercise of monopsony power would also reduce

the quantity (or quality) of health care below competitive
levels and in turn harm consumers. Recent research finds
evidence that insurer consolidation leads to the exercise
of monopsony power vis-a-vis physicians in the form of
lower physician earnings and employment.'? For these
reasons, proposed mergers that create or increase insurers’
monopsony power should also raise antitrust concerns.”?

In fact, the DOJ challenged two health insurer mergers
based in part on the merged entity’s potential to exercise
monopsony power over physicians.' The DOJ focused on
the increased difficulty a physician practice could face in
replacing business should the merged insurer terminate

its contract. The DOJ considered two buy-side shares—the
share of individual practice revenue accounted for by the
merging insurers, and their locality-wide post-merger share
of patients.” A high post-merger share of physician practice
revenue increases monopsony power by making it more
costly for the practice to replace lost patients. This effect

is reinforced in markets with a high post-merger share of
patients as it would shrink the pool of potential replacement
patients in the event of a contract termination. Our study
strongly suggests that most markets are characterized by
insurers with high market shares of patients, which increases
the risk of the exercise of monopsony power.

Another factor that increases this risk is that most physicians
work in small practices. More than 60 percent of those
providing patient care are in practices with 10 or fewer
physicians.'® Under antitrust law, independent physicians
cannot negotiate collectively with health insurers. This
imbalance in relative size leaves most physicians with a
weak bargaining position relative to commercial payers. To
the extent there is anticompetitive behavior by insurers, this
would compromise the quantity and quality of care.

12. Dafny L., Duggan, M, Ramanarayanan, 5. Paying a Pramium on Your Premium?
Consolidation in the US Health Insurance Industey. Am Econ fev. 2012,102(2).1161 - 1185

13, Schwartz, M. Buyer Pawer Concerns and the Aetna-Prudential Merger. Fifth Annual
Health Care Antitrust Forum, Nosthwestern University School of Law, Chicago, I,
October $999. www justice.gov/atr/public/speeches/3924 pdf. Accessed Aug. 5, 2016,

14, See Complaint, U5, v. Aetna Inc. (NDTX, fune 21, 1999} and U.S, v UnitedHeath Group Inc.
{D0C Dec. 20, 2005). In the Aetna matter, Aetna was required to divest business in Dallas
and Houston. In the UnitedHealth Group matter, PacifiCare had to divest business in
Tucson, Ariz., and Boulder, Colo,

15. Capps, C. Buyer power in health plan mergers. J Comp Law and Econ. 2009:6:375 391

1&. Kane €. Updated Data en Physician Practice Arangements: Inching Toward Hospital
Gwnership. Policy Research Perspectives, 2015- 3. hitps.//download.ama assn.org/
resources/doc/health-palicy/x-pub/prp-practice arangement 2015.pdf Published July
2015, Accessed Aug. 5, 2016.
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In 2010, the DCJ announced that it would file an antitrust
lawsuit to block Blue Cross Blue Shield of Michigan from
acquiring Physicians Health Plan of Mid-Michigan. As a result,
the companies abandoned the acquisition. The DOJ argued
that the merger would allow the merged entity to control
physician payment and thereby lower the quality of care.

It would give it close to a 90 percent share of the marketin
Lansing, Mich., and would lead to higher premiums, fewer
choices and lower health plan quality.”

17. Department of Justice, Press release, March 8, 2010, justice.gov/atr/public/press
releases/2010/256259.htm. Accessed Aug. 5, 2016,

I. Data and methodology

A. Product and geographic market definition

In order to calculate firms' market shares, we first define
the market in which competition takes place. Markets

are characterized by two aspects: a product market and

a geographic market. A product market is a product

or group of products for which there are no adequate
substitutes. In the health insurance industry, the main
product types are PPO, HMQ, POS and the exchanges
(EXCH). Because it is not clear whether they are substitutes,
we examine those products separately in addition to a
combined HMO+PPO+PQOS+EXCH product market.

The other dirmension that needs to be defined is the
relevant geographic market. The geographic market is

the area within which consumers can turn to alternative
producers in response to an increase in price. In
determining the extent of the market for health insurance,
distance is a critical consideration, The local nature of
health care delivery and the marketing and other business
practices of health insurers strongly suggest that health
insurance markets are local. Consumers buy coverage that
serves them close to where they work and live. Thus, this
study reports data at the metropolitan area (MSA) level as
well as the state level.

in sum this 2016 Update finds that the majority of

health insurance markets in the United States are highly
concentrated. Coupled with a growing body of evidence on
their anticompetitive behavior, this strongly suggests that
health insurers are exercising market power in many parts
of the country and in turn causing competitive harm to
consumers and providers of care,

B. Data

The data used for this study were obtained from the
HealthLeaders-interStudy (HLI) Managed Market Surveyor
from Jan. 1, 2014. HLI collects commercial medical
enrollment data from managed care organizations (MCQ)
through the HLI National Medical and Pharmacy Census.
MCOs are asked for their national, state and county level
enrollment for each product type (e.g., PPO) and funding
type (e.g. fully insured}.' In cases where MCOs do not
provide county level enrollment, HLI may use previously
reported enroliment to calculate county level shares.

The county level enrollment is then aggregated to the
state level.”

Commercial enrollment is based on the membership’s
residence and includes Individual, Group, Federal
Employee Health Benefit Plan, Consumer Driven Health
Plan (CDHP),* State/Local Employee Plan, Blue Card HOME,
Student Health and EPQ lives.

HLI also started collecting public exchange data as of the
Jan. 2014 census. Enrollment in the exchanges is based
on data available on April 19, 2014—the date marking

18, WellPoint changed its name to Anthem at the end of 2014, We kept the WellPoint name in
this Update becausa the data used here are for Jan. 2014, prior to the name change

1%, HLI uses the insurer's reported service area to allocate the state level reported
enroliment to each county. If the insurer reparted county-level enrollment in the prior
year, MLI uses the prior- year proportions of its reported state-Jevel enrollment 1o allocate
current county level enrofiment, Otherwise, HL1 uses the county’s proportion of the togal
privately insured population in the state. When HLI cannot obtain data directly through
its census, secondary data sources are used [e.g., National Association of Insurance
Commissioners, and state and company websites.)

20, CDHP-covered lives are not ieported by HLI as a separate categery, but are instead bolred
on to the other produck rypes, most frequently to PPO plans.

n Competition in health insurance: A comprehensive study of .S, markets | 2016 update | American Medical Association



the end of the special enrollment period.?' Those data
include individuals and families who enrolled in the public
exchanges and paid premiums for coverage, but they
exclude Small Business Health Insurance Option Program
(SHOP) lives.?

Our objective is to present data on competition in
commercial health insurance markets. Accordingly,

we report market shares and HHIs for the combined
HMO+PPO+POS+EXCH commercial product market as
well as for HMO, PPO, POS and exchanges separately.
The key variables we use from the HLI Managed Market
Surveyor to obtain this information are:

«  Commercial HMO enrollment
«  Commercial PPO enrollment
«  Commercial POS enrollment
+  Public exchange enroliment

For each MSA and state, we use enrollment in those
products to calculate:

» Health insurer market shares
- Herfindahl-Hirschman Indices (HHIs)

We seek to calculate market shares and HHIs based

on enrollment in fully and self-insured plans. To do so,
however, we do not use the entire database as provided
by HLI; we exclude certain MCOs and geographic

areas. Self-insured employers typically use third-party
administrators (TPA) to administer benefits. If the TPAs are
also risk-bearing insurers, they are included in this study.
There are other non-risk-bearing MCOs—typically known
as PPO rental networks—whose enrollment is sometimes
also reported by HLI. To avoid double-counting enrollees,
we exclude them. It should be noted, however, that these
exclusions have a negligible effect on the market shares
and HHIs since there were only five of those entities in the
raw Hil data.

Second, with two exceptions, we exclude insurers’
enrollment from states where they are not licensed to
sell insurance. Blue Cross Blue Shield Association (BCBS)

21, When exchange lives were not available from the health insurers or secondary research,
HLI estimated ensollment using a regression model including demographics, HLI market
share and premium price facters,

22, Due to delays in initiating the SHOP program and very low enroliment of SHOP lives, HLI
only reported individual exchange enrollment in the 2014 data.

companies that use the Blue brand do not compete with
one another. Yet some BCBS insurers report enrollment
in states where they are not licensed.?? We exclude that
enrollment to avoid double-counting lives and because
there is no competition among branded companies.

In other cases, a Blue company (e.g., Premera) may own

a subsidiary that does not use the Blue brand. Because
branded and non-branded insurers can compete

with each other, we do not exclude the non-branded
companies. For example, Lifewise Health Plan of Oregon is
owned by Premera and sells insurance in Oregon, where
Regence BCBS of Oregon also operates. Because Lifewise is
unbranded, we do not exclude it.

The other exception is that we do not exclude enrollment
of non-BCBS insurers in states adjacent to their license-
state. This is because the data are based on the
membership’s residence

Third, we only present market shares and HHIs for areas
where the enrollment data plausibly capture a reasonable
fraction of the insured population. Specifically, we
calculate the ratio of total commercial enrollment reported
by all health insurers in an area to an estimate of the
commercially-insured population, and only present areas
where this is at least 30 percent.® In this edition, two MSAs
are excluded because of this criterion . The data perform
well in the remaining areas. On average, the state- and
MSA-levet data respectively capture 82 and 84 percent of
the commercially-insured populations.?

Fourth, for HMO, PPO, POS and the combined product
markets, we only present data when there are at least

23. Thisis due to the BlueCard” piogram, which enables member: of one BCBS company
to get health care while traveling or living in another BCBS company's service area. Itis
designed for members who have a child attending an out of state school, have family
members living in different service areas, have a long-term work assignment in another
state, or are retirees with dual residence. Source: hp:'www.bcbs com/already a-
member/coverage home-and-away.html. Accessed Aug. 5, 2016,

24, Forexample, an insurer may be licensed in New Yok, but could also report enrollees
in Mew Jersey. We keep the New Jersey enrollees in the data because they may work in
New York but live in New Jersey. However, we do not include 8CBS enrollments reported
in neighboring states because that enrellment is often too large to plausibly represent
neighboring states' resldents,

25. The commercially-insured population {INS) was calcubated as: INS = POP - UNING
{MEDICARE + MEDICAID - DUAL), where POP is population, UNINS is number of
uninsured persons, MEDICARE is number of Medicare beneficiaries, MEDICAID is the
number of Medicaid beneficiaries, and DUAL represents persons eligible for both
Medicare and Medicaid benefits,

26. Fairbanks, Alaska, and Jacksonville, N.C., had ratios < 30%.

27. Thedistributions of these ratios ae as follows. States: Eight percent of states, >= 0.30 and
< 0.50; 12 pevcent of states, 2 0.50 and < 0.70; 51 percent of states = 0.70 and < 0.90, and
29 percant of states >= 0,90, MSAs: Four percent of MSAs, >= 0,30 and < 0.50; 23 percent
of MSAs, = 0.50 and < 0.70; 35 percent of MSAs = 0.70 and < 0.90, and 38 percent of
MSAs >= 0.90.
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5,000 reported enrollees in that product across all insurers.
Accordingly, we do not present HMO data for Alaska,
Montana, Wyoming and 124 MSAs, and we do not report
POS data for Hawaii and 50 MSAs because each of those
areas had fewer than 5,000 reported enrollees in those
products, Finally, for the exchanges, we only present data
when there are at least 1,000 reported enrollees across all
insurers. We exclude 64 MSAs due to that restriction.”

C. Market share and HHI calculations

This study reports competition data for five product
markets (HMO+PPO+POS+EXCH, HMG, PPO, POS and
EXCH). For each product market, we calculate the market
share in a geographic area by dividing an insurer’s
enroliment by the sum of all insurers’ enrollment and
multiplying the resuit by 100.

We also present the HHI for each product market.

The HHI is a measure of market concentration, which
is a useful indicator of market power and serves as a
signal of the likely impact of a merger on competition.
The BOJ and FTC use the HHI as an aid in assessing the
potential for anticompetitive effects when evaluating
proposed horizontal mergers. Higher HHIs indicate
greater concentration.

The HHI is the sum of the squared market shares of all
firms in a market. To illustrate, suppose a market consisted
of four firms and that each one held a 25 percent share.
The HHI for that market would be 2,500:

257 4 252 + 252 4 252 = 2,500

If the number of firms in a market increased, the HHI
would generally decrease, and vice versa. The largest value
the HHI can reach is 10,000, which is obtained when there
is a single firm in the market—i.e, a monopoly.

28. We also do not present data for Massachusetts iMA) and New York {NY) because MA data
were not ready and thus not reported by the data source, and NY data were incomplate

D. DOJ/FTC merger guidelines

in evaluating horizontal mergers, the DOJ and FTC
consider both the post-merger market concentration and
the increase in concentration resulting from a merger.
Markets are classified into three types:

- Unconcentrated markets: HHI below 1,500

+ Moderately concentrated markets: HHI between
1,500 and 2,500

+ Highly concentrated markets: HHI above 2,500¥

Additionally, the DOJ and FTC employ the following
standards in assessing the degree of competition:

- Small change in concentration: Mergers involving an
increase in the HHI of less than 100 points are unlikely
to have adverse comnpetitive effects and ordinarily
require no further analysis.

» Unconcentrated markets: Mergers resulting in
unconcentrated markets are unlikely to have
adverse competitive effects and ordinarily require
no further analysis.

-+ Moderately concentrated markets: Mergers resulting
in moderately concentrated markets that involve an
increase in the HHI of more than 100 points potentially
raise significant competitive concerns and often
warrant scrutiny.

« Highly concentrated markets: Mergers resulting in
highly concentrated markets that involve an increase
in the HHI of between 100 points and 200 points
potentially raise significant competitive concerns and
often warrant scrutiny. Mergers resulting in highly
concentrated markets that involve an increase in the
HHI of more than 200 points will be presumed to be
likely to enhance market power. The presumption may
be rebutted by persuasive evidence showing that the
merger is unlikely to enhance market power.

29 SeeSection 5.3 of the Department of Justice and Federal Trade Commission Horizonial
Merger Guidelines. Issued Aug. 19,2010
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ll. Summary of findings and conclusion

The results are presented in Section V. Tables 1-5 report
the HHI and market shares of the two largest insurers in
each state and MSA. Table 1 presents this information for
the combined HMO+PPO+POS+EXCH product market
while Tables 2, 3,4 and 5 pertain to the HMO, PPO, POS,
and exchanges, respectively. Finally, Table 6 reports the
HHIs by product type for all states and MSAs. All the data
are from Jan. 1, 2014.

After implementing the restrictions discussed in Section
I1.B, the numbers of states and MSAs for which we report
data differ by product market. Data for the combined
HMO+PPO+POS+EXCH markets and the PPO markets

are reported for 388 MSAs and 51 states, HMO data

are reported for 264 MSAs and 48 states, POS data are
presented for 338 MSAs and 50 states, and exchange data
are reported for 321 MSAs and 49 states®' A summary of
the MSA-level findings is presented below.

A. Market concentration (HHI)

In terms of market concentration (HHI), we found the
following:

» Seventy-one percent (275) of the combined
HMO+PPO+POS+EXCH markets are highly
concentrated (HHI=2,500).

Ninety-three percent (246) of the HMO markets are
highly concentrated (HHI>2,500).

- Eighty-seven percent (339) of the PPO markets are
highly concentrated (HHI>2,500).

One hundred percent (338) of the POS markets are
highly concentrated (HHI>2,500).

Ninety-five percent (306) of the exchanges are highly
concentrated (HHI>2,500).

30. Wote that the data are roundedt, As a result, in a few HMO markets and one exchange
where the second largest insurer has very few covered lives (Tables 2 and 5}, the market
share appears as zero. However, the actual, unrounded shares are just above 0 percent

31, Asnoted In the “Introduction;” the number of states includes the District of Columbia,

B. Market shares

In terms of market shares, we found the following:

HMO+PPO+POS+EXCH product market

In 91 percent (352) of the M5As, at least one insurer had
a combined HMO+PPO+POS+EXCH market share of 30
percent or greater.

In 40 percent (156} of the MSAs, one insurer had a
combined HMO+PPO+POS+EXCH market share of 50
percent or greater.

In 7 percent (28) of the MSAs, one insurer had a
combined HMO+PPO+POS+EXCH market share of 70
percent or greater.

HMO product market

In 98 percent (260) of the MSAs, at least one insurer had
an HMQO market share of 30 percent or greater.

In 64 percent (170) of the MSAs, one insurer had an
HMO market share of 50 percent or greater.

In 33 percent (86) of the MSAs, one insurer had an HMO
market share of 70 percent or greater.

PPO product market

In 94 percent (363) of the MSAs, at least one insurer had
a PPO market share of 30 percent or greater.

In 59 percent (229) of the MSAs, one insurer had a PPO
market share of 50 percent or greater.

In 23 percent (89} of the MSAs, one insurer had a PPO
market share of 70 percent or greater.

POS product market
« In 100 percent (338) of the MSAs, at least one insurer

had a POS market share of 30 percent or greater.

In 86 percent {292} of the MSAs, one insurer had a POS
market share of 50 percent or greater.

In 54 percent {182} of the MSAs, one insurer had a PO5
market share of 70 percent or greater.

Competition in health insurance: A comprehensive study of U5, markets | 2016 update | American Medical Association



Exchanges
- In 98 percent (315) of the MSAs, at least one insurer had
an exchange market share of 30 percent or greater.

+ In 75 percent (242) of the MSAs, one insurer had an
exchange market share of 50 percent or greater.

+ |n 45 percent (145) of the MSAs, one insurer had an
exchange market share of 70 percent or greater.

C. Conclusion

In this study, we present data on competition in health
insurance markets across the United States. Specifically,
we report market share and concentration (HHI) data

for 51 states (including the District of Columbia) and
388 MSAs, This is the most complete picture available of
competition in health insurance markets. Our data are
based on commercial enrollment in HMOQ, PPO, POS, and
exchange plans, and include participation in consumer-
driven health plans,

We find that the majority of US. commercial health
insurance markets are highly concentrated. These
markets are ripe for the exercise of health insurer market
power, which harms consumers and providers of care.
Our findings should prompt federal and state antitrust
authorities to vigorously examine the competitive
effects of proposed mergers between health insurers

in the future.

After years of largely unchallenged consolidation in

the health insurance industry, four recent attempts to
consolidate have received closer scrutiny than similar
attempts in the past. In 2007 a merger proposed by
Independence Blue Cross and Highmark was called off
because the Pennsylvania Insurance Department insisted
that one of them drop its Blues brand. The companies
refused and called off the merger. In 2010 Blue Cross Blue
Shield of Michigan called off its acquisition of Physicians
Health Plan of Mid-Michigan because the DOJ announced
that it would file a lawsuit to block the acquisition.

In 2015 two mergers involving four of the largest health
insurers in the country were announced. Anthem is
attempting to acquire Cigna, and Aetna seeks to acquire
Humana. Proposed mergers of this magnitude are
precisely the motivation for this study—to help identify
markets where mergers would cause competitive harm,
Upon announcement of these mergers, the AMA used
data from the 2015 edition of this study to assess the
competitive effects of the proposed mergers. Specifically,

we calculated the changes in market concentration (HHI)
that would result from the mergers and, according to the
DOJ/FTC Horizontal Merger Guidelines, classified markets
based on how anticompetitive the mergers would be, We
found that the mergers would cause much competitive
harm across numerous markets in the United States.?
Consistent with our findings and after close to a year of
antitrust scrutiny, the DOJ and attorneys general from
multiple states recently sued to block both acquisitions.3

Given the uncertainty in predicting the competitive effects
of consolidation, some mergers that are allowed cause
competitive harm. For example, in 2008 a merger between
UnitedHealth and Sierra was allowed under the condition
that UnitedHealth divest most of its Medicare Advantage
business in the Las Vegas area.** Nevertheless, we found

in other work that premiums in the commercial health
insurance markets in Nevada increased in the wake of

that merger.

Retrospective studies on health insurer consolidation
add to our understanding of its competitive effects.’
Such retrospeciive studies complement the present
methodology of predicting the competitive effects of
mergers at the time of announcement and, in turn, help
guide merger enforcement policy.

32. See hitp/fwww.ama-assn.org/amaipubladvocacy/topics/antitrust reform.page.
Accessed Aug. 9, 2016,

33, See lawsuils arnouncement at https./www justice.goviopa/prijustice-department-and
state attorneys general sue block anthem-s-acquisition cigna aetna-s. Accessed Aug. 8,
2016,

34, Seefinal Judgement at: http/fwww justice.gov/atr/cases/f237600/23761 1.htm.
Accessed Aug. 5, 2016.

35. Guardado, ), Emmons, 0., Kane, €. The Price Effects of a Large Merger of Health Insurers
A Case Study of UnitedHealth-Sietra, Health Management, Policy and innevation.
2013;113):15-35. Available at httpfwww.hmpi.org/pdf/HMPI%20-%20Guardado, %020
Emmons, % 20K ane, %20Prce % 20Efects%:200/% 20a%:20Largerts20Mergerd 2001%20
Health%20Insurers.pdf. Accessed Aug 5, 2016,

36. Ashenfelter, 0.C., Hosken D, Weinberg M. Generating Evidence to Guide Merger
Enforcement. National Bureau of Economic Research Working Paper 14798; March 2009
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V. State and MSA tables

Table 1. Market concentration (HHI) and largest insurers’ market shares, as of Jan. 1, 2014
Combined HMO+PPO+POS+EXCH (Total) product markets

State and MSAs TOTALHHI  Insurer 1 Share (%)  Insurer2 Share (%)
Alabama 6914 BCBS AL 83 UnitedHlthcare a
Anniston-Oxford, AL 7076 BCBS AL 84 Triton {Viva Hith) 4
Auburn-Opelika, AL 7023 BCBS AL 83 UnitedHlthcare 1
Birmingham-Hoover, AL 6531 BCBS AL 80 UnitedHIthcare 10
Decatur, AL 7850 BCBS AL a8 UnitedHithcare 6
Dothan, AL . 7828 BCBS AL 88 UnitedHIthcare 7
Florence, AL 7760 BCBS AL 88 Cigna S
Gadsden, AL . g188 BCBS AL 90 UnitedHIthcare 5
Huntsville, AL 6610 BCBS AL B1 UnitedHIthcare 6
Mobile, AL ' 6219 BCBS AL 78 UnitedHithcare 9
Montgomery, AL 7o BCBS AL 83 UnitedHIthcare ]
Tuscaloosa, AL 8008 BCBS AL 89 UnitedHIthcare 4
Alaska 3045 Premera %  Aetna 27
Anchorage, AK : . 2841 Premera 38 Aetna 33
Arizona . 2205 . ||..ln'rtedHIth|:are 33 BCBS AZ 22
Flagstatf, AZ 3725 BCBS AZ 56 Aetna 22
Phoenix-Mesa-Scottsdale, AZ 2225 UnitedHlthcare 33 Aetna 2t
Prescatt, AZ 2854 BCBS AZ 45 UnitedHIthcare 22
Tucson, AZ 2413 UnitedHlthcare 19 BCBS AZ 21
Yuma, AZ _ 3185 ~ BCBSAZ 52 UnitedHIthcare 14
Arkansas 2484 BCBSAR 39  UnitedHitheare 24
Fayetteville-Springdale-Rogers, AR-MO 1959 BCBS AR 32 UnitedHithcare 21
Fort Smith, AR-OK 1994 UnitedHithcare 30 BCBS AR 2
Hot Springs, AR : 2529 BCBS AR 39 UnitedHithcare 2
Jonesboro, AR a7 BCBS AR “ UnitedHithcare 18
Little Rock-North Little Rock, AR - 2534 BCBS AR 34 UnitedHithcare 33
Pine Bluff, AR 3226 Cigna 48 BCBS AR 2
. Callf;:w.n.la o . 2077 Ka.l.iser 30 WellPoint 28
Bakersfield, CA 2687 WellPoint 1 Kaiser .25
Chico, CA 4085 WellPgint 55 BS of CA 3
El Centro, CA 2914 BS of CA 47 WellPoint 25
Fresno, CA 2920 WellPoint 45 BSofCA 23
Hanford-Corcoran, CA 3641 WellPoint S0 BS of CA 34
Los Angeles-Long Beach-Glendale, CA 2152 WellPoint 32 Kaiser 29
Madera, CA 3580 WellPoint 54 BS of CA 20
Merced, CA 3285 WellPoint 49 BSof CA 27
Modesto, CA 2536 Kaiser 36 WellPoint 28
Napa, CA 3437 Kaiser 45 WellPgint 36
Oakland-Fremont-Hayward, CA 2798 Kaiser 47 WellPoint 17
Oxnard-Thousand Oaks-Ventura, CA 2397 WellPaint 4 Kaiser 19
Redding, CA 4400 WellPoint 61 BS of CA 26
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Table 1 (continued)
Market concentration (HHI) and largest insurers’ market shares, as of Jan. 1, 2014. Combined HMO+PPO+POS+EXCH (Total) product markets

State and MSAs TOTAL HHI  Insurer 1 Share{%) Insurer2 Share (%)
Riverside-San Bernardino-Ontarig, CA 2148 Kaiser 36 WellPaint 23
Sacramento-Arden-Arcade-Roseville, CA 2449 Kaiser 42 WellPoint . 17
Salinas, CA 4309 WellPoint 60 BS of CA 25
San Diego-Carlsbad-San Marcos, CA 1572 Kaiser 26 WellPaint i)
.San Francisco-5an Mateo-Redwood City, CA 2016 Kaiser 34 WellPoint 20
San Jose-Sunnyvale-Santa Clara, CA 2109 Kaiser 35 WeliPoint 23
San Luis Obispo-Paso Robles, CA 4089 WellPgint §7 BS of CA 28
Santa Ana-Anaheim-Irvine, CA 1929 WellPoint 32 Kaiser 22
Santa Barbara-Santa Maria, CA 2892 WellPoint 46 BS of CA 23
Santa Cruz-Watsonville, CA 2867 WellPoint 46 BSof CA 24
Santa Rosa-Petaluma, CA 3149 Kaiser 50 WellPoint 21
Stockton, CA 2892 Kaiser 44 WellPoint 26
Vallejo-Fairfield, CA . 4034 Kaiser 61 WellPoint 12
Visalia-Porterville, CA 3800 WellPaint 55 BSof CA 26
Yuba City-Marysville, CA . 4893 WellPoint 68 BS of CA 11
Colorado ' 1845 UnitedHitheare 24 WellPoint 2
Boulder, CO 1955 UnitedHithcare 26 WellPoint s
Colorado Springs, CO . 1784 WellPoint 27 . UnitedHithcare 20
Denver-Aurara, CO 1894 UnitedHithcare 25 Kaiser 23
. Fort. Collins-Loveland, CO 2324 WellPoint . 37 UnitedHithcare 23
Grand Junction, CO . 2134 WellPaint : 29 Cigna 26
Greeley, CO . 2013 Cigna 25 UnitedHlithcare id
Pueblo, CO 2204 WellPoint 35 UnitedHlthcare 21
Connecticut ' ' 2493 WellPoint 39 Aetna 20
Bridgeport-Stamford-Norwalk, CT 2333 WellPoint 32 Aetna 22
Danbury, CT 2291 WellPgint 32 Aetna 22
Hartford-West Hartford-East Hartford, CT 2515 WellPoint 40 Aetna 20
New Haven-Milford, CT 2745 WellPoint 4 Aatna 20
Norwich-New London-Westerly, CT-RI 3109 WellPoint 49 UnitedHlthcare 22
Waterbury, CT ' 2718 WellPoint 4 Aetna 20
Delaware ._ . 4745 Highmark 64 Aetna éi.
Daver, DE 5849 Highmark 75 Aetna 16
Wnlmingt_on. DE-MD-NJ : 3339 Highmark _ s0 Aetna 27
Di.strlc; of Columbia 2615 CareFirst . 42 Aetna . . 17
Washington-Arlington-Alexandria, DC-VA-MD-WV 1743 CareFirst 27 Aetna 16
Florida ' 2285 BCBS FL SIS  UnitedHithcare 2
Cape Coral-Fort Myers, FL 3057 BCBS FL 47 UnitedHIthcare 22
Deltona-Daytona Beach-Ormond Beach, FL 3333 BCBS FL. 51 UnitedHIthcare 22
Fort Lauderdale-Pompano Beach-Deerfield Beach, FL 2021 Aeina 27 UnitedHlthcare 24
Fort Walton Beach-Crestview-Destin, FL 4194 BCBS FL 62 UnitedHitheare 15
Gainesville, FL ' 4922 BCBS FL 69 SantaFe (AvMed) 9
Jacksonville, FL 2915 BCBS FL 46 Aetna 19
Lakeland-Winter Haven, FL 2215 BCBS FL 32 UnitedHlithcare 24
Miaml-Miami Beach-Kendall, FL 1632 UnitedHithcare 2 Aetna ' 19
Naples-Marco Isl_and, FL 3530 BCBS FL 53 UnitedHithcare _ 19
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State and MSAs TOTALHHI  Insurer } Share{%) Insurer2 Share (%)

Ocala, FL 4412 BCBS FL 64 UnitedHithcare 16
Orlando-Kissimmee, FL 2248 Cigna 27 BCBSFL . 26
Palm Bay-Melbourne-Titusville, FL - 2041 BCBSFL 26 Cigna 26
Panama Clty-Lynn.Haven, FL 4932 BCBSFL 68 UnitedHIthcare 15
Pensacola-Ferry Pass-Brent, FL 3891 BCBS FL 57 UnitedHlthcare 21
Part St. Lucie-Fort Pierce, FL 3659 BCBS FL 56 UnitedHlthcare 16
Punta Gorda, FL ' 3063 BCBS FL 48 UnitedHithcare 20
Sarasota-Bradenton-Venice, FL 2922 BCBS FL 44 Agtna 22
Tallahassee, FL 7750 BCBS FL 8 UnitedHlthcare 7
Tampa-St. Petersburg-Clearwater, FL 2317 UnitedHIthcare io BCBS FL ; 30
Vero Beach, FL 4051 BCBS FL 60 UnitedHlthcare 17
Waest Palm Beach-Boca Raton-Boynton Beach, FL 2069 BCBS FL 27 UnitedHIthcare 24
. G.;or.gia . . 2329 o .W;IIP}Jint 40 Aetna 17
Albany, GA 4965 WellPoint 68 UnitedHIthcare 12
Athens-Clarke County, GA 3179 WellPoint 53 Athens Hith Plan 12
Allanta-Sandy Springs-Marietta, GA 2021 wellPoint 33 Aetna 19
Augusta-Richmond County, GA-5C 2267 WellPoint 35 BCBS SC 22
Brunswick, GA 2934 WellPoint 48 Humana 15
Columbus, GA-AL 3545 WellPaint 56 UnitedHithcare 1
Dalton, GA 4208 Cigna 48 WellPoint 43
Gainesville, GA 2375 WellPoint 42 Aetna 13
Hinesville-Fort Stewart, GA 4751 WellPoint 67 Aetna 9
Macon, GA 3080 WellPoint 49 Aetna 19
Rome, GA 2523 WellPoint 40 Cigna 21
Savannah, GA . 2575 WellPgint Ll Aetna 19
Valdosta, GA 4905 WellPoint 68 UnitedHIthcare n
Warner Robins, GA 5046 WellPoint 69 Aetna 13
Hawaii i 5072 HMSA (BCBS HI) 68 Kaiser 19
Honolulu, Hi 5281 HMSA (BCBSHI) 70 Kalser 17
‘1daho 2806 BC of ID a8 Cambia 18
Boise City-Nampa, ID 271 BCofID 46 Cambia 18
Coeur d'Alene, ID 2498 BCof ID 42 Group Hith Cooperative 18
Idaho Falls, ID 317N BCofID 52 Cambia 14
Lewiston, ID-WA 2371 Premera 36 BC of ID 24
Pacatello, ID 3102 BC of ID 51 Cambia 18
Hlinois ' a8 HCSC (BCBS) 57 UnitedHithcare 16
Bloomington-Normal, IL 3398 HCSC (BCBS}) 53 Aetna 17
Champaign-Urbana, IL 337 Hith Alliance 50 UnitedHithcare 26
. Chicago-Naperville-loliet, IL 439N HCSC (BCBS) 64 UnitedHlthcare 14
Danville, IL 3158 Hith Alliance 39 HCSC (BCBS) 38
Davenport-Moline-Rack Island, [A-IL 3077 UnitedHithcare . 47 HCSC (BCBS) 26
Decatur, IL 4404 HGC (_BCBS} 63 UnitedHIthcare 16
Kaﬁkakee-BraclIey, IL 3635 HCSC (BCBS) 56 Aetna 13
Lake County-Kenosha County, IL-W1 3201 HCSC(BCBS) 50 UnitedHlthcare 2
Peorla, IL 2645  UnitedHithcare 35 HCSC {BCBS) 34
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Table 1 (continued)

Market concentration (HHI) and largest insurers’ market shares, as of Jan. 1, 2014. Combined HMO+PPQ+POS+EXCH (Total) product markets

State and MSAs
Rockford, IL
Springfield, IL
Indla.;\a .
Anderson, IN
Bloomington, IN
Columbus, IN
Elkhart-Goshen, IN
Evansville, IN-KY
Fort Wayne, IN
Gary, IN
Indianapalis, IN
Kokomo, IN
Lafayette, IN
Michigan City-La Porte, IN
Muncie, IN
South Bend-Mishawaka, IN-MI
Terre Hautg, IN
lowa
Ames, 1A
Cedar Rapids, |1A
 Davenport-Moline-Rock Istand, 1A-IL
Des Maines, I1A
Dubugue, IA
lowa City, IA
*Sioux City, IA-NE-SD
Waterloo-Cedar Falls, 1A
"Kansas .
Lawrence, KS
Topeka, KS
Wichita, KS
lientuc.l(.f
Bowling Green, KY
* Elizabethtown, kY
Lexington-Fayette, KY
Louisville, KY-IN
Owensboro, KY
. l.o.|..|is.|ana .
Alexandria, LA
Baton Rouge, LA
Houma-Bayou Cane-Thibodaux, LA
Lafayette, LA
Lake Charles, LA
Monroe, LA
New Orleans-Metairie-Kenner, LA
Shreveport-Bossier City, LA

TOTAL HHI

3963
_29?5
3615
5009
.4067
3760
4515
3595
3708
-3158
3456
4240
3147
4268
4073
. 2871

5782

3364
3164
3572
3077
e
3960
5579
2584
3984
2584
2939
5073
3623
3010
3817
3534
3043
2868
4667
4644
4970
ar38
4990
4499
4389
4253
4045
478

Insurer 1
HCSC (BCBS)

~ HCSC (BCBS)

WellPoint
WellPoint
WellPoint
WellPoint
WellPoint
WellPoint
WellPaint
WellPoint
WellPoint
WellPoint
WellPoint
WellPoint
WellPoint
WellPoint
WellPoint
Wellmark (BCBS)
Wellmark (BCBS)

_Wellmark (BCBS_)

UnitedHIthcare

UnitedHIthcare

Wellmark (BCES)
Wellmark {BCBS)
Wellmark (BCBS)

UnitedHlthcare

BCBS KS

BCBS KS

BCBS KS

Astna

WeIiPoint

WellPoint

WellPoint

WellPoint

WellPoint

WellPoint _

LA Hith Serv & Ind (BCBS)
LA Hith Serv & Ind (BCBS})
LA Hith Serv & Ind (BCBS)
LA Hith Serv & Ind (BCBS)
LA Hith Serv & Ind (BCBS)
LA Hith Serv & Ind (BCBS)
LA Hith Serv & Ind (BCBS)
LA Hith Serv & Ind (BCBS)
LA Hith Serv & Ind {BCBS)

Share (%)

60

43

57
69
60
46
65
56
58
50
53
63
46
63
62
49
75
47
47
53
47
43
50
73
40
49
40
46
69
47
43

59

45
42
aQ

67

66
68
64
68
64
64
61

60
69

Insurer 2

Aetna

Hith Alliance
UnitedHithare
UnitedHIthcare
S.E Indiana Hith
S.E. Indiana Hith
UnitedHithcare
UnitedHithcare
UnitedHIthcare
UnitedHIthcare
Cigna
Advantage
UnitedHithcare
UnitedHlthcare
S.E. Indiana Hith
BCBS MI

Cigna

] UnitedHIthcare

Aetna
UnitedHlthcare
HCSC (BCBS)
Wellmark (BCBS)
UnitedHlthcare
UnitedHlthcare
UnitedHithcara
Wellmark (BCBS)
Aetﬁa .
Aetna
UnitedHIthcare

BCBS KS

Humana
Humana
Humana
Humana

Humana

Humana

UnitedHI.t.hcare
UnitedHIthcare
UnitedHlthcare
UnitedHithcare
UnitedHithcare
UnitedHithcare
UnitedHIthcare
UnitedHIthcare
UnitedH|thcare
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14
31
14
9

15
40
15
14
15
20
20
10
29
13
11
16
10
31
24
24
26
39
37
15
2
39
24
18
11
35

n

12
37
34
29
9
14
17
12
16
15
13
19
16
13



State and MSAs
Malne
Bangor, ME
Lewis.ton-Auburn. ME
Partland-South Portland, ME
Maryl;n.d. B
Baltimore-Towson, MD
Bethesda-Gaithersburg-Frederick, MD
Cumberland, MD-WV
Hagerstown-Martinsburg, MD-WV
S_alisbury, MD
Massachusetts. .
BarnstableTuwﬁ, MA
 Boston-Cambridge-Quincy, MA
Brockton-Bridgf;-water-Easton, MA
Framingham, MA .
Haverhill-Newbury.vport-AmesburyTown, MA-NH
Lawrence-Methuen-Salem, MA-NH
Leominster-Fitchburg-Gardner, MA
Lowell-Billerica-Chelmsford, MA-NH
Lynn-Peabody-5alem, MA
New Bedford, MA
Pittsfield, MA
Springfield, MA
Taunton-Norton-Raynham, MA
Worcester, MA-CT
Michigan
Ann Arbor, Ml
Battle Creek, M|
Bay City, M
Detroit-Livonia-Dearborn, M
Flint, MI
Grand Rapids-Wyoming, M|
Holland-Grand Haven, Mt
Jackson, MI
Kalamazoo-Portaga, Ml
Lansing-East Lansing, M
Monroe, MI
Muskegon-Norton Shores, M
Niles-Benton Harbor, M
Saginaw-Saginaw Township Narth, MI
Warren-Farmington Hills-Troy, Ml
Minnesota
Duluth, MN-WI
Minneapolis-5t. Paul-Bloamington, MN-WI
Rochester, MN
St. Cloud, MN
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TOTAL HHI

2728
2607
3015
2802
2073
3309
2687
2744
1929
4263
2737
2844
2485
3050
2526
1786
2045
2184
2323
2921
3143
3812
1901
3138

1866

4604
5837
6147
.5761
4542
4287
4031
.3833
5576
.4844
5378
4830
4564
4655
4491
4476
2853
2816
.2302
: 4546
-3337

Insurer 1
WellFoint
WellPoint
WellPoint

; Wt_sI_IPoint

CareFirst
CareFirst
CareFirst
CareFirst
CareFirst
CareFirst
BCBS MA
BCBS MA
BCBS MA
BCBS MA
BCBS MA
BCBS MA
BCBS MA
BCBS MA
BCBS MA
BCBS MA
BCBS MA
BCBS MA
BCBS MA
BCBS MA

BCBS MA

BCES MI
BCBS M)
BCBS M1
BCBS MiI
BCBS MI
BCBS MI
BCBS MI
BCBS M|
BCBS M
BCBS M)
BCBS MI
BCBS MI
BCBS MI
BCES M1
BCBS MI
BCBS MI
BCBS MN
BCBS MN
BCBS MN
BCBS MN

BCBS MN

Share (%)

44
40
46

sk

48
52
43
42
27
61

47

45
43
48
44
28
36
39
41
48
50
58
37
50
36
67
76
78
75
65
62
58
54
73
67
7
68
64
66

Insurer 2
Aetna

Aetna

A;etna

Aetna
UnitedHithcare
Aetna
UnitedHithcare
UnitedHlthcare
UnitedHlthcare
UnitedHlthcare
Harvard Pilgrim
Harvard Pilérim
Harvard Pilgrim
Harvard Pjlgrim
Harvard Pilgrim
WellPoint
Harvard Pilgrim
Fallon Hith
Harvard Pilgrim
Harvard Pilgrim
Harvard Pilgrim
Tufts .
Tufts

Harvard Pilgrim
Falton Hith
Spectrﬁm Hith
Aetna
UnitedHlthcare
HealthPlus MI
Henry Ford (HAP)
HealthPlus Mt
Spectrum Hith
Spectrum Hith
Spectrum Hith
UnitedHlthcare
Sparrow

Henry Ford (HAP)
Spectrum Hith
Henry Ford (HAP)
HealthPlus MI
Henry Ford (HAP)
Medi.ca

Medica

Medica

Medica

Medica

Share (%)

21
2
25
17
16
15
19
27
21
20
17
24
20
23
17
22
17
15
18
17
18
14
12
18
14
7

8
15
19
23
29
16
16
15
9
22
14
16
10

25 .
25
22
33
28



Table 1 (continued)
Market concentration (HHI} and largest insurers’ market shares, as of Jan, 1, 2014, Combined HMO+PPO+POS+EXCH (Total) product markets

State and MSAs TOTALHHI  Insurer 1 Share (%)  Insurer2 Share {2)
Mississippi 2637 BCBS MS 40 UnitedHIthcare 27
Gulfport-Biloxi, MS 2274 BCBS MS 38 UnitedHIthcare 21
Hattiesburg, M5 3361 UnitedHIthcare 46 BCBS MS 34
Jackson, MS 2838 BCBS MS 43 UnitedHlthcare 28
Pascagoula, M5 3142 BCBS MS 45 UnitedHIthcare 28
Missouri 2089 WellPoint 27 UnitedHithcare 25
Columbia, MO 3350 Aetna 49 UnitedHithcare 2
Jefferson City, MO 2947 UnitedHlthcare 37 WellPoint 33
Joplin, MO 2209 WellPoint 32 UnitedHlthcare 2
Kansas City, MO-KS ' 2277 BCBS KS City 37 UnitedHithcare 18
Springfield, MO \ 2332 Aetna 37 UnitedHlthcare 22
St. Joseph, MO-KS 2934 ~ BCBSKS City 47 wellPoint 19
StLouls,MOIL 2480 UnitedHithcare 2 WellPaint 3
Montana 3308 HCSC (BCBS) a5 Ggna 35
Billings, MT 3180 HCSC {BCBS) 47 Cigna 28
Great Falls, MT 3733 HCSC (BCBS) a7 Cigna ' 38
Missoula, MT 3097 HCSC (BCBS) 43 Cigna 33
Nebraska 3558 BCBS NE 52 UnitedHithcare 24
Lincoln, NE 3691 BCBS NE 53 UnitedHithcare %
Omaha-Council Bluffs, NE-IA 2785 BCBS NE 37 UnitedHlthcare 29
Nevada o 2317 UnitedHithcare 40 WellPoint 17
Carson City, NV 2416 WellPoint 1 Renocwn Hith 20
Las Vegas-Paradise, NV 2929 UnitedHlthcare 49 Aetna 13
Reno-Sparks, NV 1830 WelIPoint 27 UnitedHIthcare 21
ﬁew Ha.mpshlre . 3024 WellPoint . . 48 dgna 19
Manchester, NH 2862 WellPoint 45 ; Harvard Pilgrim 19
Nashua, NH-MA _ 2534 wellPoint 42 Harvard Pilgrim 19
Partsmouth, NH-ME 2906 WellPoint 47 Harvard Pilgrim 19
Rochester-Dover, NH 3210 WellPoint 50 Harvard Pilgrim 17
New Jersey . - 2789 Horizoﬁ B"CBS 43 Aetna 22
Atlantic City, NJ 6130 Horizon BCBS 77 Aetna 9
Camden, NJ 2918 Harizon BCBS 39 Aetna 35
Edison, NJ 2856 Horizon BCBS 45 Aetna 20
Newark-Union, NJ-PA 2678 Horizon BCBS 42 Aetna 2
Ocean City, NJ 6312 Horizon BCBS 79 Aetna 9
Trenton-Ewing, NJ 2868 Horizon BCBS 40 Aetna 31
Vineland-Millville-Bridgeton, NJ 4530 Horizon BCBS 61 Aetna 27
New Mexico 2430 HCSC (BCBS) 35 Presbyterian T
Albuquerque, NM - 2460 Presbyterian 39 HCSC (BCBS) 21
Farmington, NM : 2015 HCSC (BCBS) 33 UnitedHithcare 20
Las Cruces, NM 3104 HCSC (BCBS) 51 Presbyterian 14
Santa Fe, NM 2580 HCSC (BCBS) 36 Presbyterian 31
New York ' 1734 UnitedHlthcare 29 EmblemHealth 19
Albany-Schenectady-Troy, NY 21490 CDPHP 36 UnitedHIthcare 18
Binghamton, NY 2545 Lifetime Hithcara 41 UnitedHlthcare 24
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