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Trends in Health Insurance and Health Care Access in 
Rural Washington

Summary

The Affordable Care Act (ACA) has increased the share of the 
population with health coverage through a number of 
strategies, including Medicaid expansion, the enactment of 
state-run health care exchanges, and penalties for not obtaining 
coverage. This publication summarizes findings related to 
health coverage and health care use in a select number of rural 
census tracts in five central Washington counties. The most 
dramatic finding is that the health insurance rate in rural 
Yakima County increased from 40.43% in 2012–2014 to 
89.36% in 2015, compared to an average increase in rate of 
insurance from 77.19% to 91.09% in the rural areas of the 
other four counties in our sample. Moreover, 42% of the 
currently insured individuals in rural Yakima County are 
Medicaid enrollees compared to 9% in the overall sample. 
Among the current Medicaid enrollees, about half were 
uninsured before. Based on findings from other studies, this is 
likely to cause a sizeable increase in the demand for health 
services, especially emergency room (ER) visits.

Introduction

In this publication, we present results from a survey of 
households from select census tracts in five rural counties in 
central Washington State (Adams, Benton, Douglas, Grant, 
and Yakima) focusing on health insurance coverage and health 
care utilization. The census tracts were selected based on the 
high density of agricultural workers in the five counties. Rural 
areas tend to have large numbers of elderly and non-working 
individuals. For the working population in rural areas, 
agriculture is usually the primary industry of employment. The 
selective sampling allows us to understand the health insurance 
and health care needs of individuals from a mix of 
demographic and socioeconomic backgrounds in rural areas.

The ACA has increased the share of the population with health 
coverage through a number of strategies, including Medicaid 
expansion, the enactment of state-run health care exchanges, 
and penalties for not obtaining coverage. The share of the 
uninsured population was estimated to decrease from 13.3% to 
10.4% from 2013 to 2014 (Smith and Medalia 2014). As more 
individuals are able to access health insurance benefits, the 
overall demand for health care services is likely to increase. It 
could also reduce the use of ER services and increase 
preventative care. There is some conflicting evidence as to 
whether rural areas are underserved in terms of their health 
care needs. Hart et al. (2002) found a shortage of health care 
providers in rural areas despite federal and state government

programs that have sought to increase rural providers. 
Contrasting these results, Reschovsky and Staiti (2005) found 
health care access in rural counties, even those not adjacent to 
a metropolitan area, to be better than in urban areas. However, 
they do confirm that rural residents are older and less likely to 
be insured than urbanites. Arcury et al. (2005) showed that 
rural health care access likely depends on a number of factors 
and cannot simply be characterized as better or worse than 
urban areas. They found that health care use does decrease the 
farther someone is from a health care facility, but only for 
preventative care. Chronic and acute care are not affected by 
distance.

These studies, which were conducted prior to the 
implementation of the ACA, present interesting questions 
about strategic planning for providing health care services in 
rural areas after the expansion in health coverage. While health 
care access generally may not have been worse in rural areas, 
it is very likely that the increase in the demand for health care 
access due to the ACA will be higher in rural areas for two 
reasons. First, previous research has shown that rural residents 
are on average less healthy than urbanites (Probst et al. 2004). 
For example, children in rural areas are significantly more 
likely to be obese (McMurray et al. 1999; Lutfiyya et al. 
2007). Adults in rural areas also have higher obesity rates and 
associated chronic diseases compared to urban residents 
(Befort et al. 2012). Second, poverty rates are higher in rural 
areas, so the potential increase in the share of the insured 
population as a result of the ACA is likely to be higher in rural 
areas. It is the combination of a larger increase in the share of 
insured and higher health care needs per capita that makes the 
potential increase in the demand for health care services higher 
in rural areas.

Our survey aimed to examine whether this scenario is playing 
out in central Washington State. We document insurance rates, 
sources of health insurance, and demand for different types of 
medical care. We expect that the statistics provided here will 
assist the medical care community in addressing the health 
care needs of rural households. While our findings are based 
on primary survey data, we acknowledge that the sample size 
is relatively small and the results may not be generalizable to 
all rural areas. Our findings, however, provide insight into the 
health needs of the rural population and scope for further 
research.

Reducing the rate of growth in health care costs, often referred 
to as “bending the cost curve,” is also a major health care 
policy goal. Research has shown that one way to lower costs is 
to reduce ER visits for health problems that can be addressed
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in a less costly non-emergency setting, such as urgent care 
facilities (Martin 2000; Weinick et al. 2003). However, this 
depends on having health coverage and an urgent care-type 
facility nearby, or at least not much farther away than an ER. 
While it is challenging to forecast ER demand at this early 
stage in the implementation of the ACA, data from similar 
health insurance expansions note an increase in ER use among 
the newly insured. Especially in rural areas where populations 
have lesser access to non-emergency facilities, reasons for this 
phenomenon include an overall increase in high-deductible 
health insurance plan enrollment and, in states that are 
expanding Medicaid, an increase in Medicaid enrollment 
(Ginde et al. 2012; Taubman et al. 2014). In a recent National 
Health Statistics report summarizing the general public’s 
reasons for ER use by insurance type, Gindi et al. (2016) found 
that most Medicaid enrollees reported seriousness of the 
medical problem as the reason for an ER visit. Another reason 
is lack of access to other providers. While we cannot 
definitively answer whether lack of access to providers in non-
ER settings is the case in Washington, we did ask questions 
that help provide some evidence whether it is likely.

Another motivation for better understanding rural health 
coverage and access to health care is the importance of 
agriculture in central Washington. In central Washington, 
labor-intensive production of high-value irrigated crops is the 
major driver of the economy. Health coverage in labor-
intensive agriculture has always been challenging because it 
employs a large number of part-time, seasonal, and 
undocumented workers. Also, as has always been true in 
farming, a lot of the work is physically taxing and dangerous, 
which can result in significant acute and chronic injuries. The 
sample of households we surveyed intentionally represent parts 
of central Washington where labor-intensive agriculture is a 
large part of the economy.

Attempts to meet the challenge of improving health outcomes 
in rural Washington is also widely recognized within 
Washington State University. WSU Chancellor Lisa Brown 
cited the lack of seats for Washington State residents in 
medical school as a contributor to the limited number of 
doctors in rural Washington, which motivated the 
establishment of a community-based medical school as part of 
WSU (Brown 2015).

Methods and Data Description

The population of interest in this study was rural residents in 
several Washington counties. Based on available funds, an 
address-based, random sample of 4,000 households was 
purchased from Survey Sampling International with the 
following sample sizes from five rural Washington counties: 
Adams (700), Benton (800), Douglas (500), Grant (1,500), and 
Yakima (500). The survey protocol was modeled after the

Tailored Design Method (Dillman et al. 2014). Questionnaires 
and letters were designed with the respondent in mind: to be 
friendly and easy to understand, look professional and indicate 
the purpose of the study directly to the respondent, and address 
any concerns they might have about participating. Wording of 
the questions were similar to questions asked in various 
national surveys, such as the National Health Interview 
Survey, American Community Survey, and Behavioral Risk 
Factor Surveillance System survey. The paper questionnaire 
was presented in a booklet format with a graphical image on 
the front cover. The questions presented in the questionnaire 
reflect the topics found to be important to the study and were 
designed to address the objectives provided by the survey 
sponsor. The final paper questionnaire was a 12-page booklet 
with 47 questions designed to take about 12 minutes to 
complete. Letters and postcards were designed to describe the 
purpose of the study, the sponsor, describe the voluntary nature 
of responding, and to address concerns respondents might have 
with the confidentiality of their responses.

The WSU Human Subjects Review Form and supporting 
materials were submitted October 6, 2015. The project was 
reviewed as exempt by the WSU/IRB on October 9, 2015 
(Certification No. 14774). Using key features of the Total 
Design Method survey protocol, a mailing of an introductory 
letter with the survey URL and unique access code, and a $2 
token of appreciation for their time, was sent on October 29, 
2015. A second cover letter encouraging response along with 
the survey URL and unique access code, a paper copy of the 
questionnaire, and a postage-paid envelope were sent on 
November 6, 2015. A postcard reminder with the survey URL 
and unique access code was sent on November 16, 2015. A 
fourth mailing including a cover letter with the survey URL 
and a unique access code, a paper copy of the questionnaire, 
and a postage-paid envelope was sent on December 4, 2015. 
The data collection period lasted from October 29, 2015 
through March 7, 2016. A total of 687 surveys were 
completed. Of the 4,000 residents contacted, 610 mailings 
were returned to sender, 27 respondents refused to participate, 
and one respondent could not participate due to being retired. 
Of the eligible respondents, 667 completed the survey (282 
online and 385 on paper) and another 20 partially completed 
the survey. The overall response rate was 20.3%. Table 1 
presents the socioeconomic differences among the five 
counties. We asked respondents to report their annual family 
income in 2014 in one of the following categories: less than 
$20,000; between $20,000 and $45,000; between $45,000 and 
$75,000; between $75,000 and $100,000; between $100,000 
and $200,000; or $200,000 or more. The median family 
income reported in all but Yakima County was between 
$45,000 and $75,000. The median family income in Yakima 
County was between $20,000 and $45,000. It is not possible to 
assess non-responder bias since a random sample was 
generated and no data were available from the non-responders.
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Table 1. Socioeconomic differences between counties in 2010.

Table 2. Health insurance rates and type of health insurance across five counties, 2012–2015.

Health Coverage Rates and 
Characteristics

Our first set of results reports insurance coverage rates by 
county and by type of insurance, as shown in Table 2. We 
asked about insurance coverage and type of insurance in 2012, 
2013, 2014, and 2015. The average health insurance rate 
across the five counties was 76.42% in 2012. It decreased 
slightly in 2013 to 74.67%, and then increased to 80.06% in 
2014. This is about 10% below the national average mentioned 
earlier. The health insurance rate in the sample in 2015 was 
90.98%. According to the early release estimates from the 
National Health Interview Survey, 9.2% of individuals were 
uninsured in the first nine months of 2015 (Martinez et al. 
2016). While county-specific sample sizes are small, the health 
insurance rates from 2012–2014 are similar to those from the 
corresponding state-level Behavioral Risk Factor Surveillance 
System (BRFSS) surveys of rural areas in those five counties 
(WDOH 2015). The BRFSS conducts telephone surveys to 
collect state data about US residents’ health-related risk 
behaviors, chronic health conditions, and use of preventive 
health services.

Overall, employer-sponsored health insurance (ESHI) is the 
biggest contributor (42.79%) of health insurance coverage, 
while Medicaid is the smallest contributor (8.88%). However, 
there is significant variation between Yakima and the 
remaining four counties in terms of sources of health insurance 
coverage. The increase in health insurance coverage from

40.43% in 2012–2014 to 89.36% in 2015 in Yakima is 
especially remarkable. What this likely demonstrates is the 
effect of Medicaid expansion. Medicaid provides health 
insurance benefits to 42.55% of the sample from Yakima while 
ESHI only covers 12.77%. Medicare coverage is also low in 
Yakima compared to the other four counties. These results 
indicate that there is the potential for a substantial increase in 
the demand for health care services in Yakima County, where 
almost 25% of the population is below the poverty line.

Because of the prevalence of part-time, seasonal work and sole 
proprietorships, our expectation was that insurance coverage 
rates in agriculture would be lower. We asked several 
questions related to respondents’ current employment, such as 
their employment status, if they work full-time or part-time, 
their industry of employment, and if they receive ESHI. As 
reported in Table 3, approximately 61% of the sample were 
working for wages at least part-time in 2015. Of those who 
reported their industry of employment, 42% worked in 
agriculture. There was, in fact, a low rate of ESHI coverage for 
agricultural workers (34.18%) compared to non-agricultural 
workers (65.69%). Compared to agricultural workers, a larger 
proportion of non-agricultural workers had Medicaid coverage. 
Thus, a smaller proportion of non-agricultural workers were 
uninsured compared to agricultural workers. The relatively low 
rate of insurance in agriculture is not strictly due to part-time, 
seasonal work and sole proprietorships, however. Among full-
time workers who were not self-employed or in agriculture, 
which applied to 37% of all respondents, 32% had ESHI.
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Table 3. Health insurance type across industry of employment in 2015.

Health Care Use

One of the largest contributors to health care costs, and a key 
motivation for the ACA, is the over-use of ER services. In 
rural areas, it is possible that many people are reliant on ERs 
for two reasons. First, they lack health coverage. Second, there 
are fewer non-emergency health centers nearby. To assess ER 
use, we asked individuals about their visits to general 
practitioners (GPs) and ERs. Results are shown in Tables 4 and 
5, which inform whether the challenge of improving health 
care outcomes is a matter of increasing health coverage or 
increasing the number of health care facilities in rural areas.

On average, 78% of the sample reported visiting a GP in the 
past year while 37% visited the ER. In all categories of health 
insurance, including no health insurance, more people visited a 
GP than the ER. The rate of GP visits was lowest for the 
uninsured (59.68%) compared to insured individuals,

irrespective of the type of insurance coverage. Among those 
who visited a GP, about 85% reported visiting the medical care 
professional for preventive care. Contrasting the behavior of 
individuals based on type of coverage, we note that Medicaid 
enrollees were more likely to visit GP for preventative care 
compared to non-Medicaid enrollees. Our results also help 
inform how Medicaid expansion may increase the demand for 
emergency versus non-emergency care. Compared to 
uninsured individuals, Medicaid enrollees were more likely to 
visit an ER. Our findings agree with the results of a recent 
study that showed that individuals newly covered under 
Medicaid used ERs 40% more than uninsured adults (Taubman 
et al. 2014).

We also perform a statistical analysis to determine if 
differences in health care utilization are significantly different 
statistically among different counties and by type of insurance 
coverage after controlling for demographic variables,

Table 4. Use of GPs by insurance type in 2015.
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Table 5. Use of ER by insurance type and county in 2015.

employment status, and affordability and accessibility of 
health care. We would like to acknowledge that our sample 
size of 687 individuals is relatively small for robust statistical 
analysis. The sample size is further reduced when categorized 
by county and type of insurance coverage. Thus, the results 
presented in this report may not be generalized to the entire 
rural population of the five counties. However, the overall 
findings regarding demand for health care among insured and 
uninsured individuals agree with economic theory and findings 
from other studies. Moreover, the multivariate statistical 
analysis shows that the differences in GP and ER use by 
county of residence and health insurance type (Tables 4 and 5) 
are in fact statistically significant.

Conclusions

This publication summarizes findings related to health 
coverage and health care use in a select number of rural central 
Washington counties. We identify three key findings that help 
inform how the ACA will increase health coverage, which can 
inform planning for increased health services in terms of 
providers and facilities. First, our findings suggest that the 
demand for health services is likely to increase. Second, the 
increased use of health services is expected to include greater 
visits to GPs for preventative care and to ERs among Medicaid 
enrollees and among Yakima County residents, respectively. 
Finally, based on the data collected on individuals’ 
employment status and industry of employment, we find that 
individuals working in agriculture are less likely to be insured 
compared to those in a non-agriculture-related industry. While 
we expected part-time and seasonal workers to be less likely to 
have ESHI, full-time agricultural industry workers’ who are 
not self-employed are also less likely to have health insurance 
coverage through ESHI. In summary, this research motivates

additional studies providing a more detailed analysis of health 
care demand in Yakima County and gaps in health coverage 
for those working in agriculture or agriculture-related 
industries.

Materials from the survey and results from the statistical 
analysis are available upon request from the corresponding 
author, Bidisha Mandal (bmandal@wsu.edu).
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