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Key Takeaways

v' The Affordable Care Act reduced the uninsured rate among adults ages 50 to 64 in both urban and
rural areas, though rural areas continue to have higher uninsured rates.

v’ Coverage gains among this age group were driven primarily by increased Medicaid enrollment in
both urban and rural areas.

v Nongroup (i.e., individual) health insurance enrollment expanded more among older urban
residents than it did among older rural residents.

v Household income, coverage options, and health insurance premiums likely factor into differences
in rural and urban coverage rates.

v' Rural residents ages 50 to 64 are more likely than their urban counterparts to delay or cancel care
due to cost.

Introduction

The Patient Protection and Affordable Care Act Examples of ACA Provisions Affecting
of 2010 (ACA) helped increase access to health Coverage Affordability
insurance coverage by expanding Medicaid

eligibility, establishing health insurance ® Authorizes financial assistance (premium
marketplaces where people can shop for and tax credits and cost-sharing reductions) to
purchase individual coverage, and providing help people with modest incomes afford ACA
financial assistance to help enrollees afford their et iplate aoveiags

health care costs (see sidebar for additional ® Requires plans to cover essential benefits
de,talls)' Asa r(?sult, more older Americans ® Prohibits insurers from charging higher rates or
gained health insurance coverage and fewer denying coverage due to preexisting conditions
reported having unmet health care needs due to

cost or difficulty paying medical bills.! ® Prohibits insurers from charging older adults

premiums that are more than three times what

This analysis examines rural-urban differences younger adults are charged (“age rating” limits)
in health Car,e coverage, affordability, an(,i ® Provides monetary incentive to states to
access over time from 2012, two years prior to expand Medicaid eligibility to adults with
implementation of the ACA, through 2019, the incomes up to 138 percent of the federal
sixth full year of ACA Marketplace operations poverty level (FPL).

(see Methods in Appendix for more details).?
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Trends in health insurance coverage in urban
and rural areas

The ACA improved health coverage among
older adults in all areas, but small rural-urban
differences persist.

Both rural and urban areas saw health coverage
gains after ACA implementation, but older
adults living in rural areas have consistently
been more likely than older adults living

in urban areas to be uninsured (figure 1).
Uninsured rates dropped from 2013 through
2016 in both rural and urban areas, after which
uninsured rates began to gradually increase
due to factors such as fewer states expanding
Medicaid, market uncertainty, and federal
policy changes.?

ACA-era coverage gains were driven primarily by
increased Medicaid enrollment in both urban and
rural areas.

One factor that could play a role in the urban-
rural coverage gap is differences in access to
employer coverage. Most adults ages 50 to

64 in both rural and urban areas have health
coverage through their employers; however,
in both 2012 and 2019, adults living in urban

FIGURE 1

areas were more likely than those in rural
areas to have employer coverage (figure 2).
When narrowed down to only employed adults
ages 50 to 64, those in urban areas were still
more likely than those employed in rural

areas to have employer coverage in both years
(figure 3). These findings are consistent with
prior research showing that urban residents are
more likely to receive offers of employer-based
coverage.*

With the ACA giving states the option to expand
Medicaid, by 2019 Medicaid became the second-
largest source of health coverage for adults ages
50 to 64 in both urban and rural areas, behind
employer insurance. In 2012, the share of older
adults enrolled in Medicaid was the same in
urban and rural areas (8.3 percent; figure 2).
With Medicaid expansion, Medicaid enrollment
among adults ages 50 to 64 outpaced
enrollment among all other forms of coverage
between 2012 and 2019—and this was the

case in both rural and urban areas. Medicaid
enrollment rose even more among rural

older adults, increasing 5.3 percentage points
compared with 4.6 percentage points among
urban older adults. However, older adults in
rural areas continued to have higher uninsured

Uninsured Rate Among Adults 50 to 64 in Urban vs. Rural Areas, 2012-19
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FIGURE 2
Rural vs. Urban Adults Ages 50 to 64, by Source of Coverage and Year
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Source: KNG Health analysis of 2012-19 ACS Data.

FIGURE 3
Employed Adults Ages 50 to 64 in Rural vs. Urban Areas, by Coverage Type
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rates in 2019, even in Medicaid expansion states.

In Medicaid expansion states, 7.6 percent of
rural adults ages 50 to 64 were uninsured in
2019, compared with 6.7 percent of adults in
urban areas (data not shown).

Smaller shares of older adults in both rural
and urban areas had nongroup (or individual)
coverage compared with other forms of
coverage in 2019, though the share with
nongroup coverage grew slightly between 2012
and 2019. Older adults in urban areas were
more likely to enroll in nongroup coverage post-
ACA, with an increase of 1.7 percentage points
(from 5.8 percent to 7.5 percent) compared
with 0.5 percentage points among older adults
in rural areas (from 7.2 percent to 7.7 percent)
between 2012 and 2019.

Possible factors driving rural-urban coverage
differences

Rural older adults have lower average incomes.

Among older adults living in both rural and
urban areas, uninsured rates decline as income
increases (figure 4). In 2019, adults ages 50 to 64
living in rural areas had lower average incomes

FIGURE 4

than those of adults living in urban areas; rural
older adults were more likely to live in or near
poverty and far less likely to have incomes
above 600 percent of the federal poverty level
(FPL; figure 5). These income differences likely
played a role in differences in uninsured rates
among rural and urban older adults.

Rural older adults are less likely to be offered
health insurance through their employers.

In 2019, the share of adults ages 50 to 64 who
were offered health insurance through their
employers was 5.8 percentage points higher

in urban than in rural areas—at 77.4 percent
versus 71.6 percent, respectively. This finding is
consistent with prior research that found that
people in urban areas are more likely to work in
industries that offer employer coverage.®

These differences in access to employer
coverage likely factored into higher rates of
employer coverage among working older adults
in urban areas. Employed older adults in rural
areas were also more likely to be uninsured
than those in urban areas, which could be
partly due to differences in access to employer
coverage.

Uninsured Rate of Adults Ages 50 to 64 by Urban/Rural Location and Income, 2019
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FIGURE 5
Income Distribution of Adults Ages 50 to 64 in Rural vs. Urban Areas, 2019

33.0%

H <100% FPL

22.7%

19.5% 19.7% 20.0% M 100 to <250% FPL

17.7% 17.8%
1%

18.2%
250 to <400% FPL

400 to <600% FPL

2600% FPL

Rural Urban

Source: KNG Health analysis of 2019 ACS Data

Nongroup premiums are less affordable in rural FIGURE 6
areas. Second-lowest Cost and Average Marketplace Plan

Premium for Silver Plans, 2019
Rural working adults ages 50 to 64 face higher

unsubsidized premiums in the nongroup S e
health insurance market, which could factor
into some rural residents’ decisions to forgo
coverage. In 2019, annual premiums for second-
lowest-cost silver ACA Marketplace plans (used
to calculate premium tax credits) were $1,111 $8,093

lower in urban areas than in rural areas, while $6,982
average silver plan premiums were $891 lower
(figure 6).° Bronze and gold plans were also
more affordable in urban areas.

Less insurer competition due to lower
population density likely drives higher
premiums in rural areas.” In fact, urban areas
tended to have 1.4 times the number of plans
offered in rural areas.

Average

$9,125
$8,234

Rural Urban
Source: KNG Health analysis of 2019 HIX Compare data
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Access to care among rural and urban older
adults

Older adults living in rural areas were more likely
than their urban counterparts to report delaying
or canceling care due to care cost, but they were
more likely to report having a usual source of care.

Rural residents face unique barriers to accessing
health care, including limited access to
providers and having to travel long distances
for care.® Consistent with previous research,
we found that older adults living in rural

areas reported delaying care due to cost and
canceling care due to cost more often than
their urban counterparts did in 2019 (figure 7).
However, rural older adults were slightly less
likely than their urban counterparts to report
having no usual source of care. These patterns
were mostly consistent across insurance
coverage types.

Costrelated access issues among rural residents
could be driven by lower average incomes

FIGURE 7
Access to Health Care Among Adults Ages 50 to 64
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Note: Rural refers to nonmetropolitan. Urban refers to large
central metropolitan (most urban) but does not include large
fringe metropolitan or medium and small metropolitan.

Source: KNG Health analysis of 2019 NHIS data

compared with those in urban areas, as well as
issues related to distance to and availability of
health providers.

Looking ahead: policy implications for the
rural-urban coverage gap

Health insurance is important for healthy aging,
and improving access to equitable, affordable,
comprehensive coverage and care can help
reduce rural-urban health disparities. The ACA
improved coverage rates among adults ages 50
to 64 in both rural and urban areas, but our
analysis found that small coverage differences
and larger gaps in access to care remain. Older
adults living in rural areas also continue to

face disproportionate barriers to health care
and coverage—including higher premiums and
fewer coverage options and providers—that can
result in forgoing or delaying care and lead to
worse health outcomes.*!*! These factors also
play a role in higher rates of chronic disease
and mortality among older adults living in rural
areas.”

Policymakers may consider a wide range of
proposals to improve access to coverage and
affordable health care among older adults,
especially those living in rural areas. Examples
include the following:

e Protect ACA health coverage provisions:
Rural older adults gained access to more
affordable health care coverage due to ACA
provisions such as Medicaid expansion and
the prohibition of insurer discrimination
based on preexisting conditions.
Policymakers should defend against efforts to
erode the law and reject proposals to expand
certain plans (e.g., short-term plans) that do
not comply with ACA consumer protections.

e Expand Medicaid: States that have not
expanded Medicaid can still do so, and
expansion would help improve access to
health coverage for older adults in rural
areas. Research shows that Medicaid
expansion is associated with better financial
performance of hospitals and lower
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likelihood of hospital closures, especially in
rural areas.”

e Improve affordability of individual
health coverage: States could implement
reinsurance programs, which lower risk
for insurers and have been shown to
reduce premiums and maintain insurer
participation in state marketplaces.'

This could buffer some of the challenges
associated with providing coverage in rural
areas. States could also explore policies to
redesign or combine rating areas to expand
health-insurance risk pools in rural areas.

e Increase outreach and enrollment
efforts: Medicaid and state marketplaces
could target older adults living in rural areas
with outreach and enrollment efforts. Such
efforts should be culturally and linguistically
appropriate and be able to reach those
adults who may be socially isolated or not
well connected to community services.
Enrolling more rural older adults in
marketplace plans could also help stabilize
markets and bring down premium costs in
rural areas.

e Improve access to health care services
and providers: Policymakers could invest
in training, recruiting, and retaining
the rural health workforce and explore
innovative ways to address provider
shortages in rural areas, including
improving access to telehealth and ensuring
licensed health care practitioners are
able to practice at the top of their license.
The Center for Medicare and Medicaid
Innovation (CMMI) should continue to test
alternative payment and delivery models
in rural areas, including models that could
improve the financial viability of hospitals
and other health care facilities in rural
areas. Policymakers could ensure adequate
funding for safety-net providers in rural
areas to meet the needs of uninsured adults
and create sustainable transportation
models for older adults and those with
disabilities to access health care in rural
communities.

e Enhance understanding of rural
health needs: Policymakers could invest
in research to better understand the
experiences, needs, and preferences of
older rural populations and differences
within rural populations around access to
and affordability of health coverage and
care. This could include community-based
participatory research and other methods
to ensure older residents of rural areas are
active participants in research and policy
discussions.

These kinds of straightforward solutions can
help tackle the rural-urban coverage and access
gaps, and they have the potential to improve
rural health equity.

Appendix: Methods

KNG Health used the American Community
Survey (ACS), National Health Interview Survey
(NHIS), Current Population Survey (CPS),
Medical Expenditure Panel Survey (MEPS),

and HIX Compare (HIX) survey data to study
the impact of geographic location on health
insurance coverage and access. Analysts
employed different methods to categorize levels
of rurality due to differences in the data.

The ACS statistics on coverage, employment
status, offer rates, premiums, and health plans
use a rurality classification derived from public
use microdata areas (PUMAs). KNG Health
used the percentage of each PUMA’s population
living in a metropolitan area to classify
respondents according to the percentage living
in metropolitan areas: 0%, 1-49%, 50-99%, and
100%. Our analyses exclude the “mostly rural”
and “mostly urban” categories in order to make
comparisons between respondents living in
fully rural and fully rural areas. Importantly,
nearly 80 percent of ACS respondents live in

a 100% urban area (“urban” in this analysis),
while only 8 percent live in a 100% rural area
(“rural”).

The NHIS geography information is limited
to 2019 and describes geography using a
county-based classification system: “large
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NHIS

2019
% of Age 50-64

Respondent’s County

ACS
% of
Respondent’s 2019
Level of PUMA Livingin % of Age 50-64
UTE1113Y Metro Area Population
Rural 0 8.4
Mostly rural 1-49 6.2
Mostly urban 50-99 6.0
Urban 100 79.4

2

central metro,” “large fringe metro,” “medium
and small metro,” and “nonmetropolitan”
(distribution of respondents below). Our analysis
focused only on nonmetropolitan adults ages 50
to 64 (15 percent of older respondents) and large
central metro (29 percent of older respondents),
which we define as “rural” and “urban,”
respectively.

KNG Health cleaned the ACS survey data to
match external benchmarks for nongroup

and Medicaid coverage, as there were notable
differences in health coverage enrollment data
when comparing the ACS data with the CMS
data.

e To address the undercount in Medicaid
enrollment, KNG Health reassigned people
to Medicaid with qualifying incomes and
then scaled this population to match state-
level monthly Medicaid enrollment data.

e The nongroup population was scaled down
to meet state-level nongroup benchmarks
from the medical loss ratio.

e After scaling to state-level data, national
nongroup and Medicaid enrollment counts
were scaled to Congressional Budget Office
(CBO) national coverage benchmarks.

Classification

Population

Nonmetropolitan 15.3
Medium and small metro 29.6
Large fringe metro 26.3
Large central metro 28.7

® KNG Health also scaled NHIS respondent
weights to match those in the adjusted
ACS by health care coverage types and age
ranges (18-49 vs. 50-64) to have comparable
aggregate populations between surveys.

To determine employer premium contributions
by level of rurality, KNG Health cross-walked
MEPS statistics to ACS respondents, by state
and industry, across those who reported being
employed. Similarly, they cross-walked MEPS
offer rates to CPS respondents, by state and
employer firm size, across those who reported
being employed.

To determine premiums by metal level,
numbers of plans, and number of carriers by
rurality, KNG Health obtained county-level
plan information from HIX and then converted
county-level data to PUMA-level data using 2010
county-PUMA population cross-walked from
the Missouri Census Data Center Geocorr 2018.
This enabled KNG Health to develop PUMA
statistics reflecting a blend of those observed
in their respective counties. The PUMA-level
plan information was then mapped to ACS
respondents to determine plan information by
rurality.
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