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When Work Supports Don’t Support Work
A Case for Parental Health Coverage in Mississippi

Kalyani Thampi

The recession has wreaked havoc on America’s
workforce, putting pressure on states to make diffi-
cult budgetary choices. As the perennial concern
of balancing the budget takes hold of state govern-
ment, recessionary spending cuts further jeopar-
dize the health and economic security of families.
An increasing number of Americans face a large
gap between their resources and their expenses,
and the safety net is splintering just when workers
need it the most. Nowhere is this more evident
than in Mississippi, where the unemployment rate
in 2009 was 10 percent, significantly higher than
the national unemployment rate. More troubling,
however, is the precipitous rise in statewide child
poverty rates since the start of the recession. In
2009, 30 percent of Mississippi’s children lived in
poor families versus 28 percent in 2008.'

In a sluggish economic environment, where costs
are rising faster than wages, Mississippians struggle
to cover basic needs, such as food, shelter, health
care, and child care. For those who can find work,
employment alone is not enough. The Family
Resource simulator (see FRS box) shows that even
with full-time employment, low-wage workers in
Mississippi cannot cover the cost of basic necessi-
ties without the help of work supports, such as food
stamps, EITC, public health insurance, and child
care subsidies. However, for many Mississippians,
these work supports do not adequately support
families as they move towards economic security.
One of the biggest challenges facing Mississippians
is the limited public health care provisions for
parents. Medicaid is restrictively low with eligi-
bility levels at 46 percent of the Federal Poverty
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Tools for Policy Analysis

NCCP’s Family Resource Simulator is an innovative,
web-based tool that calculates the impact of federal
and state work supports on the budgets of low- to
moderate-income families. The Simulator illustrates
the effectiveness of current policies that reward and
encourage work. NCCP also uses this tool to model
potential policy reforms. Family Resource Simulators
are available for 25 states, with more than 100
localities. See www.nccp.org/tools/frs.

The Basic Needs Budget Calculator is a related

tool that shows how much a family needs to make
ends meet without the help of work supports. Users
can select different household scenarios, and the
Calculator adjusts the family’s tax liability and budget.
Budgets are provided for nearly 100 localities across
19 states. See www.nccp.org/tools/budget.

Level. Outside of Medicaid, Mississippi has no state
health insurance program for parents. Moreover,
the continual decline of employer-sponsored health
insurance and the prohibitive costs of private health
insurance have led many Mississippians to forego
health coverage altogether. More than 500,000
Mississippians went without health insurance in
2009. This situation has negative consequences not
only for the health of parents, but for their family’s
economic security and well-being. This brief uses
results from the Family Resource Simulator to
analyze Mississippi’s work support policies. It also
identifies gaps in parental health insurance coverage
and recommends policy reforms that could expand
coverage among Mississippi’s working parents.
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Making Ends Meet in Mississippi: Addressing the Earnings Gap

Research consistently shows that it takes far more
than poverty-level wages to make ends meet in
America. In order to cover the bare minimum of
expenses — adequate food, stable housing, health
care, and work-related expenses such as child care
and transportation — families need incomes that
are at least twice the Federal Poverty Level (or 200
percent FPL).?> In Mississippi, low-wage workers
face a similar situation. Costs are rising faster than
incomes, and hard-working Mississippians are left
with budgetary deficits that can lead to persistent
debt.

In Biloxi, for example, a single-parent family of three
needs $38,893 to make ends meet (see Figure 1).
This is more than 200 percent of the poverty level
and equivalent to a full-time job at $19 an hour.
Even in a low-cost city, such as Greenville, the same
family must make $32,082 - or $15 an hour - to
make ends meet. Thus, low-income Mississippians
must earn significantly more than the minimum

wage in order to fill the gap between their earn-
ings and the cost of living. Health care and child
care costs are prohibitively high across counties,
accounting for a large portion of a family’s expenses
and potentially leading to large budget deficits.

It is also important to note that this budget does not
take into account other financial safeguards, such as
education costs, savings for a home, or retirement.
Nor does it include money for leisure activities or
enrichment activities for children that could help

in their socio-emotional development. And, finally,
it does not consider any debt attached to medical
expenses. However, the bottom line remains the
same: workers face impossible choices that mean
large opportunity costs for themselves and their
families. Should parents seek center-based care for
their children? Should they forego health insurance
and hope they do not get sick? To this question,

we respond later with potential policy reforms that
could strengthen family health and income.

Figure 1: Basic Needs Budgets in High/Low cost Cities in Mississippi
Single-parent family with 2 children, one preschool-aged and one school-aged

LOWER-COST CITY HIGHER-COST CITY

Greenville Biloxi
Rent and utilities $6,864 $10,188
Food $6,559 $6,559
Child care (center-based) $7,788 $7,788
Health insurance premiums (employer-based) $3,458 $3,458
Out-of-pocket medical $516 $516
Transportation $4,632 $4,071
Other necessities $3,221 $4,019
Payroll taxes $2,454 $2,975
Income taxes (includes credits) -$3,410 -$681
TOTAL (annual) $32,082 $38,893
Hourly wage needed $15 $19
Percent of 2008 federal poverty level 176% 279%

Source: NCCP’s Basic Needs Budget Calculator <www.nccp.org/tools/budget>. Data reflect costs in 2009. Results assume that children are in center-
based settings while their parents work (school-aged child is in after-school care) and family members have employer-based health coverage. Note that
income taxes are negative because the value of the family’s income tax credits exceeds the family’s income tax liability.
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Work Supports Can Make a Difference

For workers who earn low wages, there are a number
of federal and state work supports that can help

close the gap between their earnings and expenses.
These benefits include child care assistance, federal
and state tax credits, food stamps, and public health
insurance. For a detailed summary of work supports
considered in this report, see NCCP’s publication,
“Making Work Supports Work?™* The bundle of
work supports that a family receives can help them
make ends meet. Consider the case of Denise Smith.
Denise is a single mother with two children who
lives in Jackson, MS. She works full-time at $8 an
hour. Without work supports, her family faces a gap
of nearly $24,000 between her earnings and the cost
of basic necessities (Figure 2, first column). But as
benefits — including federal and state tax credits, food
stamps, child care assistance and public health insur-
ance — are added to her budget, Denise gradually

Figure 2. Impact of Work Supports: Jackson, MS

increases her resources until she is able to cover her
family’s basic expenses (Figure 2, last column). And
her net resources (resources minus expenses) allows
her to start saving or paying down debt. In this case,
Denise has $1,683 to put towards her family’s future.
Figure 2 also shows the significant impact that public
health insurance can have on families who are eligible
to receive it. On the expense-side, we see that without
children’s public health insurance, the Smith family
faces a shortfall of over $1,000 annually, despite
working full-time and receiving multiple benefits.

In reality, when parents are working full-time at $8
an hour, they are already ineligible for Medicaid and
are paying up to $3,442 (assuming private health
coverage) and ($749 assuming employer health
coverage). More often than not, parents choose to go
without health insurance, leaving themselves vulner-
able to medical emergencies that can lead to debt.

Denise Smith, a single parent with 2 children, ages 3 and 6 (assumes full-time employment at $8 an hour)

Employment alone

Employment plus:

e SNAP

e federal tax credit

e child care subsidy

e public health insurance

Employment plus:

e SNAP

e federal tax credits
e child care subsidy

Annual Resources (cash and near cash)

Earnings $16,640 $16,640 $16,640
SNAP $0 $4,676 $4,676
Federal EITC $0 $4,996 $4,996
State EITC $0 $0 $0
Child care tax credit $0 $2,000 $2,000
Total Resources $16,640 $28,312 $28,312

Annual Expenses

Housing $9,456 $9,456 $9,456
Food $6,559 $6,559 $6,559
Child care $7,788 $657 $657
Health care $7,277 $3,458 $749
Transportation $4,025 $4,025 $4,025
Other necessities $3,843 $3,843 $3,843
Payroll taxes $1,273 $1,273 1,273
Income taxes (excluding credits) $67 $67 $67
Total Expenses $40,288 $29,338 $26,629

Net Resources (resources — expenses) $1,683

Source: NCCP’s Family Resource Simulator, Mississippi, 2010 <www.nccp.org/tools/frs>.
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When Work Supports Fail to Support Work

As we have seen, work supports can make a tremen-
dous difference to a low-wage worker’s financial
bottom line. Unfortunately, there are many potential
barriers to participation and, therefore, too many
workers do not receive all the benefits for which
they are financially eligible. Such barriers include
inadequate state funding, lack of information,
lengthy and cumbersome application procedures,
and the stigma associated with seeking public
assistance.’

Moreover, work supports are typically means-tested
so as workers begin to ascend the career ladder and
their earnings rise above the official poverty level,
they begin to lose eligibility for critical benefits. In
some cases, even a very small increase in income
due to a promotion or an additional job can result
in a substantial loss of benefits, known as benefit
“cliffs” These benefit cliffs can occur in rapid succes-
sion, leading families towards large financial losses.
This particular pattern in the current work support
system creates natural disincentives for families to
progress in the workforce.

If we turn, again, to the example of Denise Smith,
we notice that she is able to make ends meet with
work supports and a full-time job at $8 an hour

(see Figure 3). The analysis below assumes that
Denise receives the full package of work supports-
tax credits, food stamps, public health insurance,
and child care subsidies. As her wages rise and

she progresses in the workforce, she faces multiple
benefit cliffs that bring her below the breakeven line
(the line represents the point at which the family’s
resources cover basic expenses). The first benefit
cliff occurs when her wages hit $10 an hour and she
loses food stamps. When Denise loses food stamps,
she experiences a budget shortfall of nearly $1,000.
The second cliff occurs when the family loses child
care subsides at $16 an hour. Even though Denise
works hard to increase her earnings over time, the
loss of child care puts her in a precarious finan-

cial situation. Child care costs are prohibitive and
Denise must pay out of pocket for full-time center-
based care. Since it takes at least $16 an hour just

to cover basic necessities in a moderate-cost city
like Jackson, these work supports fail to support
the Smith family in the long-term.® In fact, it is not
until her earnings exceed $21 an hour that further
wage increases actually help Denise build savings.
The cliffs trace a familiar narrative: as Denise climbs
the career ladder, the rungs fall out from under her,
preventing her from ever attaining financial footing
and long-term economic security.

Figure 3: Net Family Resources as Earnings Increase: Jackson, MS
Denise Smith, a single parent with two children, ages 3 and 6 (assumes full-time employment)

Resources minus expenses (annual)

$10,000
$6.000 Loss of child care subsidy
Loss of children’s
$6,000 public health insurance
$4.000 —| Loss of food stamps A /
"\ A
$0 / /\\// '
$.2,000
$8/hour $10/hour $12/hour $14/hour $16/hour $18/hour $20/hour $22/hour $24/hour
($16,640) ($20,800) ($24,960) ($29,120) ($33,280) ($37,440) ($41,600) ($45,760) ($49,920)

Hourly wages (Annual earnings)

Breakeven line: Where family resources, including earnings and work supports, equal basic expenses. When net resources are above the line, the family has resources left over after basic

expenses are paid; when net resources are below the line, the family faces a deficit.

Source: National Center for Children in Poverty’s Family Resource Simulator, Mississippi 2010 <www.nccp.org/tools/frs>. When eligible, the family receives the following work supports:
federal tax credits, SNAP/food stamps, public health insurance for children, and a child care subsidy.
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In the previous analysis, Denise has access to a
variety of work supports, including health insurance.
We can see the impact that child health insurance
has on her budget, as a benefit cliff results from

her wage increase at $20 an hour. However, what

we don'’t see in the analysis is the benefit cliff that
occurs before Denise can attain full employment. At
around $6,000/year (far below the earnings level of a
full-time minimum wage worker), Denise loses her
sole source of health insurance when she becomes
ineligible for Medicaid. Unfortunately, Mississippi
sets its income eligibility level for Medicaid below

50 percent of the poverty level. This makes it virtu-
ally impossible for parents in Mississippi to remain
insured once they have full-time employment. They
must choose to pay for employer-based coverage,
private insurance, or risk going without health insur-
ance. In this analysis, we assume that Denise receives
private health insurance when she becomes ineli-
gible for Medicaid, but in reality, most parents will
not spend money where they don’t have it.”

Across states, working parents face the challenge

of inadequate parental health insurance. Of the 50
million uninsured in the U.S., 77 percent come from
working families.® Yet, only a third of states have
public health insurance programs open to parents
with incomes of up to at least 200 percent of the
federal poverty level- the minimum level of income
families need to get by.” And the disparity between
parents and children is increasing: the median eligi-
bility level for child health insurance is 235 percent
of FPL while the median for a working parent is 64
percent of FPL."°

While health insurance for children has been a
growing priority, parental health insurance remains
limited at best. Among poor parents, 47 percent are
uninsured, whereas 13 percent of poor children are
uninsured. The disparity among health coverage for
parents and children in Mississippi reveal the need
for better access to parental insurance. Some states
have already responded to the need with innovative
health insurance initiatives that expand or reform
public programs (see box). The financing mecha-
nisms that support these state initiatives are equally
as important as broad program access, as they can
strengthen or undermine the program’s outcomes.

A Closer Look at Work Supports: When Health Insurance Fails to Support Parents

The states that currently offer parental health insur-
ance have funding streams that enable successful
programs to function over the long-term (see box).

States can implement a range of policies and
programs that can be effective in reducing the
number of uninsured parents. States can apply for
waivers to expand Medicaid and or/CHIP to higher-
income parents, they can fund state programs
directly by providing reduced-price coverage, and
they can provide economic incentives for businesses
to supply affordable, quality coverage. Mississippi
should develop an expansion program model
similar to Wisconsin that would cover parents at a
higher income level. Figure 4 shows the effects of
creating a parent expansion program that increases
the eligibility threshold to 200 percent FPL. The
benefit cliffs change to reflect the added health care
subsidies which allow Denise to remain insured and
well above the breakeven line as her wages increase.
She now faces a health insurance benefit loss at the
$41,000 wage level compared to less than $6,000

if she was on Medicaid. This cushion of resources
makes a significant difference to Denise’s health and
economic security. In fact, the difference is clearly
illustrated with the loss of health insurance, which
pulls Denise’s family below the breakeven line.

The present-day economic climate in Mississippi is a
contributing factor to the rise of uninsured parents.
It is, therefore, critical that Mississippi enact policies
that increase access to health insurance, particularly
to parents who would otherwise forgo the costs
associated with private or employer-based coverage.
The success of Massachusetts in sharply reducing the
number of uninsured signals a promising approach
to health insurance expansion. As our analysis
shows, health care coverage enables a family to
maximize its resources by reducing expenses while
supporting families as they progress in the work-
force. These findings are consistent with research that
links health insurance to better parental health and
more hours of work." These studies generally suggest
that parents who experience chronic health condi-
tions are more likely to work fewer hours and to
receive lower wages than their counterparts, dimin-
ishing their ability to attain employer sponsored
insurance coverage and to afford private coverage.'

When Work Supports Don’t Support Work: A Case for Parental Health Coverage in Mississippi



Increasing Parental Health Care Coverage through State-level Initiatives

Comprehensive Health Care Reform

Massachusetts — The first state to pass legislation in
support of a comprehensive public health insurance
program, Massachusetts enacted health care reforms

in 2006 that expanded publicly subsidized coverage

to nearly all state residents. The recent addition-
Commonwealth Care targets uninsured adults earning at
or below 300 percent of the Federal Poverty Level (FPL)
who would not otherwise qualify for Medicaid. Recent
job losses between 2008 and 2009 have led to an
increase in Commonwealth Care enrollment by 16,000
enrollees. In 2008, the total number of uninsured in
Massachusetts was only 2.6 percent of the state’s
residents, which was the lowest rate in the country.'®
Moreover, the decline in the number of uninsured
residents accounts for 22 percent of the total drop in the
national nonelderly uninsurance rate.'* While continued
success will depend largely on cost containment as
demand for coverage rises, Massachusetts still remains
the harbinger of comprehensive state-wide health care
reform.

Financing — Commonwealth Care is financed through

a federal Medicaid waiver, which was renewed in
September 2008.* The federal funding agreement
provides flexibility while also limiting the state to the avail-
ability of federal dollars. Thus, while the renewal of this
singular financing mechanism is essential to state health
reform (it primarily funds the subsidies provided through
the Commonwealth Care program), Massachusetts

will likely struggle to balance spending with available
resources in the aftermath of the Great Recession while
federal funding levels continue to fluctuate.

Medicaid Program Expansion

Wisconsin — Enacted in 2007, BadgerCare Plus
provides targeted expansions to increase benefits for
underserved populations. Specifically, BadgerCare Plus
augments existing state programs in one comprehensive
program that expands coverage to children, parents and
childless adults of various income levels. Parents with
incomes below 150 percent FPL do not pay premiums
and parents with incomes below 300 percent FPL pay
premiums capped at five percent of family income.'® As
of April, 2010, more than 86,500 additional parents
were covered. Currently, 245,054 parents are covered
through BadgerCare Plus, and the new provision

for childless adults has led to an additional 60,614
participants. Even though BadgerCare Plus is relatively
new, it has already provided coverage to a total of
770,000 state residents (235,000 more than before the
start of the program). As postrecession fiscal pressures
and growing demand for coverage weighs upon states,
Wisconsin serves as an example of how expansions can
be built into pre-existing state programs — like Medicaid
— to streamline access fo the uninsured.

Financing — BadgerCare Plus is financed through a
combination of state revenue, federal matching funds
for Medicaid/SCHIP, and premiums paid by enrollees.
The childless adult expansion is primarily financed
through the $60 application fee.!”

*The MassHealth 1115 Waiver program is a Section 1115 “Medicaid Research and Demonstration” waiver- a federal provision which allows
states to implement Medicaid policies that expand eligibility to underserved populations with matching federal funding. The MassHealth 1115
Waiver program, a “budget neutral ceiling” places a cap on the amount the state can spend while still receiving a federal reimbursement
based on a projection of what the state would have spent- in federal dollars- if it had operated a traditional non-waiver Medicaid program.

Moreover, parents’ access to health care is a key
predictor of access to health care for children.'

In fact, research suggests that when health insur-
ance is extended to parents, enrollment and reten-
tion in child health insurance improve.'* Parents
who forego health coverage may not access regular
medical care which could affect their health or, in
unforeseen medical emergencies, lead to financial
insolvency. In recent years, health care costs have
become a major source of debt and bankruptcy

in the United States.” Unfortunately, low-income
parents are more likely to be uninsured and are also
more likely to have chronic health problems than
their counterparts.”! Finally, an illness or health
condition can interfere with a parent’s ability to care
for a child, thereby affecting the health and well-
being of the family. A separate health insurance
program for parents (as illustrated in Figure 4) will
strengthen the healthy development and economic
security of Mississippi’s families.

N C C P National Center for Children in Poverty



Figure 4: Net Family Resources with Addition of Parental Health Insurance: Jackson, MS
Denise Smith, a single parent with two children, ages 3 and 6 (assumes full-time employment)

Resources minus expenses (annual)
$10,000

$8,000 —

Loss of child care subsidy |

Loss of SCHIP and
parental health insurance
|

Loss of food stamps

P

\ A

$6,000 /

\_—\

pd

$2,000

-

$0 =
$-2,000
$8/hour $10/hour $12/hour $14/hour $16/hour $18/hour $20/hour $22/hour $24/hour
($16,640) ($20,800) ($24,960) ($29,120) ($33,280) ($37,440) ($41,600) ($45,760) ($49,920)

Hourly wages (Annual earnings)

Breakeven line: Where family resources, including earnings and work supports, equal basic expenses. When net resources are above the line, the family has resources left over after basic

expenses are paid; when net resources are below the line, the family faces a deficit.

Source: National Center for Children in Poverty’s Family Resource Simulator, Mississippi 2010 <www.nccp.org/tools/frs>. When eligible, the family receives the following work supports:
federal tax credits, SNAP/food stamps, public health insurance for children, and a child care subsidy.

According to recent studies, roughly 58.9 percent
of Americans under the age of 65 received health
insurance through their employer compared to
nearly 62 percent in 2008. This represents the

ninth consecutive year that employer-based health
insurance rates fell.”> While health care coverage
fell in every state, Mississippi experienced one of
the largest declines in employer-sponsored health
insurance rates, falling from 60.4 percent in 2000 to
50.4 percent in 2009.” Although no one has been
spared from the decline of job-based insurance
over the last decade, our analysis shows that low-
income workers are the most vulnerable to changes
in resources and expenses (see Figure 2). Therefore,
declines in employer-sponsored insurance are most
significant for those at the bottom quintile.**

Generally, low-wage workers are less likely to obtain
health insurance through their employers than
higher-wage workers. And, a majority of workers

in firms that do not offer insurance are low-wage
earners.” The disparity across the wage distribu-
tion is striking: only 39.8 percent of workers in the
lowest quintile (making less than $9.38 an hour)
had employer-based health insurance compared to
85 percent of those in the top quintile in 2009.%

The Erosion of Employer-based Health Insurance

For working parents, like Denise, who are cut off of
Medicaid before they have the resources to pay for
health insurance premiums, employer-sponsored
health care is particularly crucial. Without it, families
must pay prohibitive rates for private health insur-
ance. Figure 5 illustrates the impacts of employer-
based and private health insurance costs on the
family’s ability to make ends meet. If Denise chooses
to take employer-sponsored health insurance once
she is at full-time employment, the expenses from
premiums are significant but not enough to pull her
below the breakeven line. However, if she is unable
to get group health insurance rates through her
employer (as is the case for an increasing number
of low-income workers in small businesses or in
seasonal jobs), Denise must buy coverage on the
open market. Figure 5 shows the impact of addi-
tional private health insurance costs on the family’s
bottom line. Even when Denise’s earnings double
from $9 to $18 an hour, she still hovers below the
breakeven line and cannot fill the gap between her
resources and expenses until she earns over $21 an
hour. In reality, Denise would likely forgo health
insurance for the sake of maintaining her financial
footing and pay out of pocket for medical expenses.

When Work Supports Don’t Support Work: A Case for Parental Health Coverage in Mississippi
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Figure 5: Impact of Employer-based Health Insurance and Private Health Insurance on Net Resources: Jackson, MS
Denise Smith, a single parent with two children, ages 3 and 6 (assumes full-time employment)

Resources minus expenses (annual)

$10,000 : \
Loss of child care subsidy Loss of SCHIP and
45,000 parental health insurance /’
Loss of food stamps -
$6,000 A 5
e /V /,‘\\// '
$2,000 VA > // \ ance
$0 /Av/ V V e
$.2,000
$8/hour $10/hour $12/hour $14/hour $16/hour $18/hour $20/hour $22/hour $24/hour
($16,640) ($20,800) ($24,960) ($29,120) ($33,280) ($37,440) ($41,600) ($45,760) ($49,920)

Hourly wages (Annual earnings)

Breakeven line: Where family resources, including earnings and work supports, equal basic expenses. When net resources are above the line, the family has resources left over after basic

expenses are paid; when net resources are below the line, the family faces a deficit.

Source: National Center for Children in Poverty’s Family Resource Simulator, Mississippi 2010 <www.nccp.org/tools/frs>. When eligible, the family receives the following work supports:
federal tax credits, SNAP/food stamps, public health insurance for children, and a child care subsidy.

Employers can provide an affordable and direct path
towards health care for the majority of workers.
However, in Mississippi, small businesses often
cannot afford to pay health benefits. The consis-
tent erosion of job-based insurance suggests that
employers are becoming increasingly less likely to
offer insurance to their employees, especially during
the recession.” The cost of providing health insur-
ance is particularly burdensome to small businesses.
In 2008, employers with fewer than 10 workers paid
$350 more for each employee’s health insurance,

on average, than firms with 50 or more worker.” In
2009, more than a quarter of small businesses (with
less than 10 workers) did not offer health insurance
coverage to their employees.”

A healthy and productive workforce is vital to
economic development. States should not only
encourage businesses to provide quality health
coverage, but they should make it an afford-

able option. The recent enactment of the Patient
Protection and Affordable Care Act (PPACA) will
support small businesses and workers through
better health care access. Under the Act, tax credits
offered on the basis of a sliding scale would alle-
viate costs to small business employers who could
use the tax credits towards the purchase of health
insurance for their workers. The maximum value of

the credit in 2010 was 35 percent of the employer’s
costs for employee coverage. More than 93 percent
of the 36,600 small businesses in Mississippi

were eligible to receive a tax credit last year, and
11,400 were eligible for the maximum tax credit.”
However, since there are no employer mandates for
small businesses within the law, Mississippi should
encourage eligible small businesses to apply for the
tax credit and facilitate enrollment in the program
so employers can maximize their resources. These
small economic incentives can create significant
opportunities for businesses to invest in a stronger,
healthier workforce.

In summary, this analysis exposes a work support
system in Mississippi that does not effectively
support the health and economic well-being of its
working families. Mississippi’s small businesses

and low-income workers struggle under the weight
of unaffordable health care coverage. Employers
rely on a healthy and productive workforce, just as
workers rely on quality benefits and work supports.
Not only is it imperative for parents moving into the
workforce system to have decent health coverage, it
is also crucial that they don’t face trade-offs between
their financial well-being and their health as their
earnings increase.

N C C P National Center for Children in Poverty



While a dominant child-specific focus within the
Medicaid expansion has led to an increase in child
coverage, parental health insurance should not be
left out of state policy reforms. The link between
parents’ health and children’s health is, in itself, a
strong argument for improving health care access
among low-income parents. Mississippi, like other
states, will benefit from PPACA, but immediate
reforms should be implemented now in order to
strengthen the workforce. As this study shows,
states have already proposed and implemented
innovative health care reforms that improve cost
containment and increase insurance coverage.
Mississippi should support similar reforms and
facilitate access to affordable, quality health insur-
ance for its many working parents.

When Work Supports Don’t Support Work: A Case for Parental Health Coverage in Mississippi
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