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Abstract

Access to health care involves affordability, which is often tied to health insurance coverage, as well as
availability of health care facilities and providers. Self-employed workers are less likely to have access

to employer-sponsored health insurance plans, and rural areas may have fewer options for local health
care. Through the lens of availability and affordability, this report studies health care access for self-
employed individuals, their families, and their households in nonmetropolitan (nonmetro) counties,
using data collected between 2014 and 2020. The results indicate that health insurance coverage rates
and sources differ more by age and whether workers are self-employed than by whether they live in a
metro or nonmetro location. Self-employed workers ages 26 to 64 are more likely to be uninsured than
those employed by government or private industry, but more of these working-age adults are insured
through employer-based plans than any other insurance source. Few self-employed workers over age 65
are uninsured, and more of them are insured by public plans than any other source of insurance. Family
medical expenditures differ more by age and source of health insurance coverage than by whether a
family member is self-employed or lives in a metro or nonmetro location. The availability of health
care facilities and services varies among U.S. counties by region, metro status, and whether a large
share of workers are self-employed. Uninsured rates were higher for all workers at the beginning of the
Coronavirus (COVID-19) pandemic in April and May of 2020 than in 2018 and continued to increase
through the pandemic in 2020, mainly due to a decline in coverage from employer-sponsored plans.

Keywords: health care access, health insurance, health care costs, self-employed, nonmetro, United
States, COVID-19 pandemic, Household Pulse Survey, Current Population Survey, Area Health
Resource File, farm households
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Health Care Access Among Self-Employed
Workers in Nonmetropolitan Counties

Elizabeth A. Dobis and Jessica E. Todd

What Is the Issue? -

. .1 C L. . . s Health Care Access Amon
Access to health care involves affordability, which is often tied to health insur- s Self-Employed Workers ing
ance coverage, along with availability of health care facilities and providers. == Nonmetropolitan Counties

Elizabeth A. Dobis and Jessica E. Todd

Self-employed workers are less likely to have access to health insurance plans
than workers employed by government or private firms, and rural areas may have 3 ey
fewer health care facilities or face other barriers to accessing care. We compared % 2%

health insurance coverage and medical expenditures between self-employed

workers and workers employed by private industry and governments, as well as
their households and families, in metropolitan (metro) and nonmetropolitan
(nonmetro) counties between 2018 and 2020. We also compared facility and
provider availability by the share of self-employed workers in a county among
different localities for the 2014 to 2019 period.

What Did the Study Find?

Health insurance coverage rates and sources differed more by age and by whether workers were self-employed than
by whether workers lived in a metro or nonmetro location. In 2018, self-employed working-age adults were more
likely to be uninsured than those employed by government or other employers. However, a household with both
self-employed and private- or government-employed workers was nearly three times less likely to be completely
uninsured than one solely self-employed.

More nonmetro self-employed working-age adults were insured through employer-based (group) plans than any
other insurance source, likely because they were covered by another household member’s employer-based plan.
However, direct-purchase plans covered more self-employed working-age adults than those employed in govern-
ment or private industry. In addition, the share of nonmetro self-employed working-age adults with public insur-
ance (e.g., Medicaid, Medicare) was twice that of those employed by government or private industry.

Retirement-age adults, including those who were self-employed, and their households were less likely to be unin-
sured than working-age adults. These adults and households were also more likely to be covered by public insurance
and have multiple sources of health insurance coverage.

ERS is a primary source of economic research and analysis from the U.S. Department of Agriculture, providing timely
information on economic and policy issues related to agriculture, food, the environment, and rural America.

www.ers.usda.gov



In 2018, family medical expenditures differed more by age and source of health insurance coverage than by metro
status or whether family members were self-employed. About half of medical expenditures went to insurance
premiums, while the other half went to out-of-pocket spending on deductibles, copays, and over-the-counter prod-
ucts. Families with direct-purchase plans paid the most in per person premiums, on average, while families with
public plans paid the least. These spending patterns were consistent across age, whether family members were self-
employed, and whether the family lived in a metro area. Families with retirement-age adults had higher per person
medical expenditures, on average, than those with no retirement-age adults.

Availability of health care facilities and providers was highly variable across Census regions and metro and
nonmetro locations in the United States. In 2017, more counties in the Northeast had hospitals and skilled nursing
facilities than in any other region, with the South having the fewest counties with such facilities. In addition, health
professional shortage areas completely covered more counties with a high share of self-employed workers than other
counties in 2019.

Regional and metropolitan patterns of the availability of hospital beds, physicians, and dentists per 10,000 residents
varied more than the number of medical facilities in 2017. The lowest rates of primary care physicians and dentists
were in counties with high shares of self-employed workers in the South and Midwest, while the Northeast gener-
ally had the highest rates, regardless of the county’s worker composition. For facility beds, availability rates were
usually higher in nonmetro than metro counties, but no major patterns existed between counties with differing
worker compositions.

Differences in uninsured rates between self-employed working-age adults and those employed by government or
private industry persisted throughout the COVID-19 pandemic in 2020, but uninsured rates were higher at the
beginning of the pandemic in April and May of 2020 than in 2018. Between April 23 and July 21 of 2020, the
percentage of people who reported having no health insurance coverage was higher in nonmetro than metro coun-
ties but lower among workers who were not self-employed. The percentage of people who were uninsured increased
between August 19 and December 21, 2020, due mainly to a decrease in coverage from employer-based health
insurance plans.

How Was the Study Conducted?

We defined rural communities as nonmetro counties, where the urban core is less than 50,000 residents and
there are not strong commuting ties to an urban core of at least 50,000 residents, and all other areas as metro.
Estimates of the self-employed population, their health insurance coverage (and that of their households), and
their family medical expenditures in 2018 were obtained from the 2019 Current Population Survey Annual Social
and Economic Supplement. County health care facility and provider data were obtained from the 2018—19 Area
Health Resource File and were supplemented using data on the share of self-employed workers from the 2014-18
American Community Survey. Data from the U.S. Bureau of the Census’ experimental Household Pulse Survey
collected from April 23 to December 21, 2020, were used to study changes in employment, income, health insur-
ance coverage, and self-reported health status during the COVID-19 pandemic in 2020.

www.ers.usda.gov



Health Care Access Among Self-Employed
Workers in Nonmetropolitan Counties

Introduction

Self-employed adults are a group of particular interest in analyzing access to affordable health care. While
most Americans have health insurance coverage through their employer’s group plan, self-employed adults
typically lack access to such plans. Instead, they must purchase health insurance directly through an insur-
ance company or the health insurance marketplace, generally resulting in higher premiums. Self-employed
individuals may also obtain coverage from a publicly subsidized insurance plan or through a family member’s
employer-based plan.

Along with affordability, the availability of medical services is also important in analyzing health care access.
There may not be enough health care professionals, sufficiently large facilities, or specialized services to
provide adequate care to the residents of an area. Rural residents may also need to drive longer distances to
medical facilities for health care than those living in urban locations. As a larger share of rural workers are
self-employed than urban workers, the factors of affordability and availability may coalesce to make health
care access particularly difficult for those individuals.

In this report, we examine health insurance coverage among self-employed individuals and their households
in metropolitan (metro) and nonmetropolitan (nonmetro) U.S. counties. Statistics on family medical expen-
ditures, the availability of health care providers and facilities, and changes to health care access during 2020
due to the Coronavirus (COVID-19) pandemic are also analyzed. The types of services included in health
insurance plans and the quality of medical care received by patients, although important, are generally not
captured in survey data that also identify whether someone is self-employed. Thus, health care quality could
not be incorporated in this study.

What Is Rural?

For this report, we consider rural communities to be nonmetropolitan counties (or county-equivalents such
as parishes or boroughs), as defined by the Office of Management and Budget’s (OMB) 2013 classifications.
County of residence was the smallest geographic unit available in the data but can obscure the fact that coun-
ties often include both relatively denser urban centers and less densely settled land with farms, forests, and
other natural features. However, an advantage of using the OMB classification is that counties incorporate
local community resources that residents may access.

Metro areas are composed of central core counties with an urban area of at least 50,000 residents and
outlying counties that are economically tied to the core counties. In outlying counties, at least 25 percent of
the residential labor force commutes into the core counties or at least 25 percent of the labor force employed
in the outlying county comes from the core counties. Nonmetro counties are not part of a metro area and
can be further subdivided into micropolitan (micro) counties and noncore counties. Micro areas include
nonmetro core counties with urban areas of 10,000 to 49,999 residents and any outlying counties in which
25 percent or more of the residential labor force commutes into the core county or at least 25 percent of the
labor force comes from a core county. Noncore counties consist of all the remaining nonmetro counties.

1
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Figure 1 displays the metropolitan classification of counties in the United States. In 2013, there were 1,335
noncore and 640 micro counties for a total of 1,975 nonmetro counties, while 1,166 metro counties were
spread across 381 metro areas. In 2018, there were 18,809,719 people (5.7 percent) living in noncore coun-
ties, 27,290,505 people (8.3 percent) living in micro counties, and 281,067,210 people (85.9 percent) living in
metro counties (USDA, ERS, 2020).

Figure 1
U.S. county metropolitan classifications and regional boundaries, 2013
Midwest
s Northeast
o,
-’ ‘
\
West
South
[ Metro
% o [ Nonmetro, micropolitan
o
. [ 1 Nonmetro, noncore
[ Census regions

Notes: Metropolitan counties are either: (1) Central counties with an urban area of at least 50,000 residents or (2) outlying coun-
ties with at least 25 percent of residents commuting to a nearby central county or with 25 percent of employees commuting from a
nearby central county. Micropolitan counties are central counties with an urban area of between 10,000 and 49,999 residents and
their outlying counties tied to them through commuting. Noncore counties are all remaining counties.

Source: USDA, Economic Research Service visualization of 2013 Office of Management and Budget’s Core-Based Statistical Area
(CBSA) definitions and U.S. Department of the Commerce, Bureau of the Census’ regional definitions.
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How Is Health Care Accessed?

There are three main aspects of health care access: availability, affordability, and willingness. Availability
refers to the physical infrastructure of the health care system. The location of facilities and providers, the
services that are available, and the ability to access those services within a reasonable amount of time are
all inherent to the availability of health care. We use information on health care facilities, providers, and
shortage areas to describe the availability of health care in the United States.

Affordability refers to whether people can pay for preventative, elective, and emergency medical care, as well
as whether those costs are a burden. Health insurance is the best-known aspect of this facet of care, allevi-
ating costs through negotiated service rates and providing a safety net in the case of medical catastrophes. We
use information on health insurance coverage and out-of-pocket medical expenditures to depict the afford-
ability of health care in the United States.

Recent efforts to expand the affordability of U.S. health care include the Affordable Care Act (ACA), which
was enacted in March 2010 and went into full effect in January 2014. The ACA primarily focused on
expanding access to the direct-purchase health insurance market (also called the individual insurance market)
for individuals with preexisting conditions or financial constraints and ensuring access to a minimum level
of health care services (e.g., preventive care, mental health, or reproductive concerns). The coverage for child
dependency (permitting coverage on a parent’s plan) was extended through age 25. Along with expanded
access, the ACA instituted an individual mandate requiring all adults to purchase health insurance coverage
or pay a fine.! Subsidies were provided to those below a certain income threshold to reduce the cost of
purchasing coverage. Paired with these provisions were incentives for States to expand eligibility to Medicaid.

The ACA’s changes to the health insurance market required providers (e.g., insurance companies), subsidizers
(e.g., employers and governments), and consumers (e.g., individuals) to adjust over the course of a few years.
Many researchers have documented that the ACA reduced the uninsured population and attributed this
reduction to: (1) Medicaid expansion and greater enrollment of eligible individuals, even in States that did
not expand Medicaid; (2) the individual mandate; (3) subsidies that reduced costs for Americans who were
at 100 to 400 percent of the Federal poverty line; and (4) extension of the maximum age for dependents on
their parents’ plans (Corlette et al., 2020; Sommers, 2020). However, despite these changes, some Americans
remained uninsured, falling into gaps in the legislation or opting not to purchase insurance. The share of
those remaining uninsured differed throughout the country in part due to variations in State laws, including
the implementation of Medicaid expansion.

Since individuals under 26 years old can either hold their own insurance policy or continue coverage under
their parents’ plan, we restrict our analysis to individuals age 26 and older. We differentiate between indi-
viduals ages 26 to 64 (henceforth, “working-age adults”) and those 65 and older (henceforth, “retirement-age
adults”), as the latter group are eligible to receive basic insurance through Medicare.

Willingness to utilize medical services is the final facet of health care access. Personal opinions such as
distrust of medical providers or societal opinions like the stigma associated with mental health care may
prevent people from seeking care (Wrigley et al., 2005; Jacobs et al., 2006; Mascarenhas et al., 2006). This
aspect of health care access is largely intangible, making it difficult to measure. Therefore, while acknowl-
edging that it affects access, we do not explicitly analyze willingness to seek medical care. Ultimately, whether
individuals choose to access health care depends on the medical services available in their communities, the
cost of those services, and whether they think it worthwhile given personal and social perceptions.

"The individual mandate was repealed in December 2017, and the change in this legislation went into effect in 2019.
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Who Are Self-Employed Workers?

Self-employed workers are individuals who work for themselves rather than for a private company, a govern-
ment (Federal, State, or local), or as an unpaid family worker. In this report, we follow the U.S. Bureau of
Labor Statistics’ (BLS) definition and only consider workers of unincorporated businesses to be self-employed.
This is because “incorporated self-employed workers are paid employees of their corporation” and are consid-
ered employed by a private company (BLS, 2020).

Because most self-employed workers do not have access to group health insurance plans, they must either
directly purchase a plan from an insurance company or join a group plan through a social organization (e.g.,
a production cooperative) if they do not have public insurance (such as Medicare or Medicaid) or are not
covered as a dependent by another household member’s plan or a plan from another job. Therefore, to under-
stand the dynamics of insurance coverage for self-employed individuals, we analyze insurance coverage both
for individuals and households.

4
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Previous Research

There is limited previous research documenting medical insurance coverage and access to care among self-
employed workers in rural areas. Using the 1998 Medical Expenditure Panel Survey, Ziller et al. (2003)
found that, while a similar proportion of employed individuals were self-employed in metro and nonmetro
U.S. counties (about 12 percent), self-employed people in nonmetro counties were less likely to be insured
(67 percent) than their counterparts in metro counties (76 percent). Accordingly, a larger share of uninsured
individuals in nonmetro counties were self-employed (21 percent) compared to those in metro counties (17
percent).

Larson and Hill (2005) also found that self-employment in the United States is correlated with lower health
insurance coverage using pooled 1996-98 Medical Expenditure Panel Survey data. Other studies have high-
lighted the important contribution of insurance coverage (or lack thereof) among self-employed workers to
changes in the share of the overall population covered by insurance during the 2000s, when self-employment
and employment in small firms was increasing (Holahan and Cook, 2008; Peake and Marshall, 2012).

Research has also focused on the overall difference in health care insurance and expenditures between urban
and rural areas. Jones et al. (2009) used multiple datasets? to explore health insurance coverage and access to
care among nonmetro and metro residents prior to the ACA and did not find that health insurance coverage
differed by metro status. Once the ACA was implemented, health insurance coverage increased nationally,
with a slightly larger increase in rural areas than urban areas, although this trend varied by region (Min and
Hudson, 2019). Jones et al. (2009) did not find differences in medical expenditures by metro status prior to
the ACA but did find that nonmetro residents spent a larger share of their income on health care because
their income was generally lower than households in metro counties.

There is little research regarding the link between self-employed individuals and the availability of medical
facilities and providers. However, researchers have studied availability in rural areas. Jones et al. (2009) found
that health care resources were less accessible the less dense and more remote an area was. They found that
median per capita measures of the number of doctors, dentists, and mental health professionals were lower in
micropolitan and noncore nonmetro counties than in metro counties. Furthermore, a greater share of house-
holds in nonmetro counties were in health professional shortage areas than in metro areas. The authors found
that smaller patient volumes in rural areas resulted in fewer specialists, leading to rural residents from more
remote areas incurring higher financial and travel-time costs when seeking specialized care.

Jones et al. (2009) also found that the more rural the county, the lower the median hospital beds per 10,000
residents, while skilled nursing facility beds per 10,000 residents were higher. The authors note that this
pattern reflects a switch to skilled nursing facilities (which are lower-cost inpatient facilities) in rural areas

as hospitals closed. Rural hospital closures not only decrease the number of beds available to rural residents,
they are also associated with long-term declines in primary-care physicians and many types of specialized
physicians (Germack et al., 2019). Lindrooth et al. (2018) found that expanding Medicaid eligibility to child-
less adults prior to 2014, which increased overall health insurance coverage and reduced expenditures for the
uninsured, reduced the probability that rural Critical Access Hospitals would close between 2008 and 2016,
especially in counties with more uninsured adults prior to expansion.

?The datasets Jones et al. (2009) used are: Agricultural Resource Management Survey (ARMS), American Community Survey (ACS), Current
Population Survey (CPS), Medical Expenditure Panel Survey (MEPS), National Health Interview Survey (NHIS), and Area Resources File (ARF).
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Data Sources

We use multiple data sources to explore access to health care among the self-employed in nonmetro coun-
ties, as no single dataset provides the variety of information needed to explore both the availability and
affordability of health care. The sources refer to time periods that are close to each other but do not overlap.
However, the sources do provide a snapshot of health care access in 2017 and 2018 when the ACA was in full
effect, as well as information on how health care access may have during 2020 after the COVID-19 pandemic
started.

Health Insurance Coverage, Sources, and Costs for Self-Employed Workers

Data on the health insurance coverage, sources, and costs of self-employed workers® are from the 2019
Annual Social and Economic Supplement (ASEC) of the Current Population Survey (CPS). The CPS is a
monthly survey conducted jointly by the U.S. Bureau of Labor Statistics and the U.S. Bureau of the Census
that primarily collects data on the employment, earnings, and personal characteristics of the respondents. In
March, the ASEC is administered to respondents to collect additional information about the previous year’s
health insurance and medical expenditures, migration, sources of income, and taxes. The ASEC does not
observe the level of medical services covered by each health insurance plan, only the source of coverage (e.g.,
private, public, or direct purchase).

The ASEC collects data on individuals, families, and households. Our sample is restricted to individuals age
26 and older. Information on each individual’s worker classification for their primary occupation, health
insurance sources, and whether the individual is the policyholder or a dependent of their insurance plan is
then aggregated to the household and family level and linked to the family and household data.# This allows
us to characterize the mix of worker classifications among adults age 26 and older in each household and
family. The resulting household health insurance coverage data and family medical expenditure data contain
information on the entire household or family unit, including members under age 26, differentiated by the
work characteristics of working- and retirement-age members.

Household worker classifications include: (1) Self-employed, in which all employed adults were self-employed;
(2) Mixed-employment, in which some employed adults were self-employed and some were employed in

the private or government sectors; and (3) Other-employed, in which all employed adults were employed in
the private or government sectors. We further differentiate between “working-age” households and families,
where all adult members are age 26 to 64, and “retirement-age” households and families, where at least one
adult member is age 65 or older.

Medical Facilities and Providers

Data on the county-level location of medical facilities, practitioners, and shortage areas are from the 2018-19
Area Health Resource File (AHRF). The AHREF is a compilation of information on health care resources and
county characteristics from multiple sources, including the American Medical Association, American Dental
Association, American Hospital Association, and the Centers for Medicare and Medicaid Services, released by
the U.S. Health Resources and Services Administration’s Bureau of Health Workforce. The data used in our

3Whether workers are considered self-employed depends on their primary occupation, using the BLS definition discussed in the section “Who
Are Self-Employed Workers?” Any workers with multiple jobs are classified solely by their primary occupation, so workers may be employed by private

industry or government in a secondary capacity.

“Individual, household, and family characteristics (e.g., age, worker classification, place of residence) were observed at the time of the interview in

2019, while health insurance and medical expenditure information was observed for the 2018 calendar year.
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analysis include both self-supported facilities and facilities that receive support from the Federal Government
to prevent facility closures and a decline of medical services in rural areas, such as Critical Access Hospitals.

To incorporate self-employed workers into our analysis on the availability of medical facilities and providers,
county-level workforce data from the U.S. Bureau of the Census’ 2014—18 American Community Survey
(ACS) were used to classify counties with respect to their share of self-employed workers. Counties in the
highest quartile (top 25 percent) by share of self-employed workers are considered to have a high level of self-
employment compared to other counties in the United States, with between 9.1 and 36.7 percent of workers
self-employed. Figure 2 maps the locations of high self-employment counties. There are 786 high self-employ-
ment counties (84 metro and 702 nonmetro), accounting for 7.4 percent of the U.S. population. Isolating
high self-employment counties allows us to analyze how access to medical facilities and providers may be
different in locations with larger proportions of self-employed workers.

Figure 2
High self-employment counties in the U.S. by metro status, 2014-18

i
L TN
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[ ] Low self-employment
[ Metro high self-employment
I Nonmetro high self-employment

Notes: Workers are individuals age 16 and older. Self-employed workers are individuals that work for themselves and have not incor-
porated their business. Counties with a proportion of self-employed workers in the highest quartile (top 25 percent) are classified as
high self-employment counties. There are 786 high self-employment counties, 84 in metro areas and 702 in nonmetro areas. County
metro status is from the Office of Management and Budget's 2013 Core-Based Statistical Area classifications.

Source: USDA, Economic Research Service using U.S. Department of Commerce, Bureau of the Census, American Community
Survey 2018 5-year data.
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Household Outcomes During the COVID-19 Pandemic

To assess the experience of U.S. households during the COVID-19 pandemic in near real time, the U.S.
Bureau of the Census partnered with other Federal agencies to design and implement the Household Pulse
Survey (HPS). This experimental survey asked a variety of questions related to how households were impacted
by the pandemic. Topics included employment, income, health care utilization and insurance coverage, and
access to food and education. Phase 1 was collected between April 23 and July 21, 2020, with data released

in 12 “weekly” files,’ Phase 2 contained 5 data releases covering August 19 to October 26, 2020, and Phase

3 contained 10 data releases collected between October 28, 2020 and March 29, 2021. Data collection
continued through 2021 and at the time of this publication was scheduled to conclude in February 2022.

Respondents were age 18 or older.

We limit our analysis of the HPS to the year 2020 and use data from all three phases, up through the fourth
release of Phase 3, which ended on December 21, 2020. For analysis, Phase 1 data are grouped into 3 periods,
weeks 1-4, 5-8, and 9-12, while all of Phase 2 data are grouped as a fourth time period and all of Phase 3
through December 21, 2020 is the fifth time period. Estimates are obtained using the survey weights and
survey design, with weights adjusted to account for the number of weeks pooled into an estimate.

> There were 12 Phase 1 datasets, referred to as “weeks,” which covered between 6 to 13 days each. Later phase datasets covered close to 2 weeks

each.

8
Health Care Access Among Self-Employed Workers in Nonmetropolitan Counties, AP-099
USDA, Economic Research Service



Self-Employed Workers in the United States

In 2019, 4.1 percent of U.S. adults age 26 and over were self-employed (table 1). For working-age adults, the
percentage who were self-employed was slightly larger at 4.5 percent, whereas the opposite was true for retire-
ment-age adults, as only 2.8 percent were self-employed. While there was a greater number of self-employed
workers in metro counties (7,343,528) than nonmetro counties (1,548,293), self-employed workers were over-
represented in nonmetro counties as 17.4 percent of all self-employed workers lived in nonmetro counties, but
only 13.5 percent of all workers lived in nonmetro counties. While this pattern held for both age subgroups,
the proportion of self-employed individuals in nonmetro counties was particularly large for retirement-age
adults at 24.0 percent.

Regionally, the largest number of self-employed workers was in the South (3,097,371), but only the West

had a larger share of self-employed workers (29.5 percent) than the national share of workers in the region
(23.8 percent) (table 1). This trend persisted across age categories, implying that there was relatively more self-
employment in the West than in other regions. However, in the Midwest, the proportion of self-employed
retirement-age adults was larger than the national share of retirement-age adults living in that region (22.8
percent versus 21.0 percent). Figure 3, which maps county-level data from the 2014-18 ACS, shows that the
nonmetro counties with the highest proportion of self-employed workers were in the Great Plains and upper
Mountain States.

Next, we discuss the major industrial sectors in which self-employed individuals work, as well as differences
by residential metro status. Table 2 shows that the distribution of self-employed workers across industries

was very different in metro and nonmetro counties. In metro counties, the majority of self-employed workers
were engaged in professional and business activities (23.2 percent) and construction (18.0 percent). These 2
industries were part of the top 3 industries for self-employed workers in nonmetro counties as well, at 15.2
percent and 16.0 percent, respectively. However, in nonmetro counties, the majority of self-employed workers
were employed in agriculture, forestry, fishing, and hunting (25.4 percent), which is more than 7 times the
national nonmetro share of workers in this industry. Similarly, although only 3.8 percent of metro self-
employed workers were employed in agriculture, forestry, fishing, and hunting, this is more than 6 times the
national metro share employed in the industry.

Shifting the focus to households with self-employed members, we find that self-employed workers can be

part of a self-employed, mixed-employment, or other-employed household. Any of these households may

also include members that are unemployed or not in the labor force due to retirement, disability, or for other
reasons. Self-employed households were 3.3 percent of all U.S. households, while those with a mix of self- and
other employment were 3.5 percent of all U.S. households in 2019 (table 3).

Self-employed and mixed-employment households were overrepresented in nonmetro counties. While 14.0
percent of all U.S. households lived in nonmetro counties, 18.3 percent of self-employed households and
15.7 percent of mixed-employment households were in nonmetro counties. Both self-employed and mixed-
employment households had their largest numbers in the South but their largest shares in the West (30.1
percent and 28.1 percent, respectively). Overall, we found the same patterns across metro status and regions

in both people and households.
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Table 1
Job classification of adults age 26 and older by age, region, and metro status, 2019

Self- Other- Not in the
employed employed Unemployed labor force
Total (%) (%) (%) (%) (%)
All adults age 26 and older
United States 100.0 4.1 B 2.0 8519
Metropolitan classification
Metro 86.5 82.6 88.3 87.4 83.8
Nonmetro 13.5 17.4 1n7 12.6 16.2
Total 100.0 100.0 100.0 100.0 100.0
Census region
Midwest 20.8 19.6 21.5 21.9 19.8
Northeast 17.4 16.1 17.7 16.6 17.3
South 38.0 34.8 374 34.0 39.3
West 23.8 29.5 23.4 275 23.6
Total 100.0 100.0 100.0 100.0 100.0
Working-age adults
United States 100.0 4.5 70.8 24 219
Metropolitan classification
Metro 87.4 83.9 88.5 871 84.7
Nonmetro 12.6 16.1 1.5 12.9 15.3
Total 100.0 100.0 100.0 100.0 100.0
Census region
Midwest 20.7 18.9 21.6 221 18.5
Northeast 17.2 16.1 17.5 16.7 16.9
South 37.9 34.9 S8 33.6 40.5
West 241 301 23.6 277 241
Total 100.0 100.0 100.0 100.0 100.0
Retirement-age adults
United States 100.0 2.8 17.0 0.7 79.5
Metropolitan classification
Metro 83.5 76.0 86.2 91.4 831
Nonmetro 16.5 24.0 13.8 8.6 16.9
Total 100.0 100.0 100.0 100.0 100.0
Census region
Midwest 21.0 22.8 21.2 19.5 20.9
Northeast 18.0 16.4 20.1 15.8 17.6
South 38.2 34.5 38.0 38.6 38.4
West 22.8 26.3 20.7 26.0 23.1
Total 100.0 100.0 100.0 100.0 100.0

Notes: “Working-age” adults are individuals ages 26 to 64, while “retirement-age” adults are individuals age 65 and older. “Self-em-
ployed” individuals work for themselves and have not incorporated their business. “Other-employed” individuals work for a private
firm, government, or without pay. The classification for individuals serving in the Armed Forces (“not in the universe”) is excluded
from the table but is included when calculating the population shares across job classifications. County metro status is from the Of-
fice of Management and Budget's 2013 Core-Based Statistical Area classifications.

Source: USDA, Economic Research Service using U.S. Department of Commerce, Bureau of the Census, 2019 March Current Popu-
lation Survey Annual Social and Economic Supplement data.
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Figure 3
Proportion of workers who were self-employed in nonmetro U.S. counties, 2014-18

=y

vli.q
SR .‘.’
<]

gy 3

|
[ 4 £ 1T\
S \"‘\sg‘gp‘;'ér 5
Q‘ ) 3y ’;
A o)
\o ol
N LG

3‘5 [ 10.0%-5.8%
[159%-8.5%
[ 8.6% - 12.3%

RN B 12.4% - 18.8%
T B 18.9% - 36.7%

' [ 1 Metro counties

Notes: Workers are individuals age 16 and older. Self-employed workers are individuals that work for themselves and have not incor-
porated their business. Lighter hues indicate a lower proportion of workers that are self-employed in the county, while darker hues
indicate a higher proportion. Proportions of self-employed workers for metro counties are not shown. County metro status is from
the Office of Management and Budget's 2013 Core-Based Statistical Area classifications.

Source: USDA, Economic Research Service using U.S. Department of Commerce, Bureau of the Census, American Community
Survey 2018 5-year data.
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Table 2
Industry classification of adults age 26 and older in metro and nonmetro counties, 2019

SE L, ETEiny, 06 38 0.7 2.9 34 25.4 38 55
fishing, & hunting

Mining 0.3 0.2 0.4 0.3 0.8 0.2 1.5 2.4
Construction 4.7 18.0 6.5 10.4 4.5 16.0 6.6 16.1
Manufacturing 6.5 2.3 10.5 79 8.3 2.8 16.0 8.4
Otz 2 e 76 76 7 12.9 6.8 76 121 12.6
trade

Transportation & 3.9 6.2 5.9 6.5 33 44 5.8 8.9
utilities

Information 1.2 1.1 2.0 1.8 0.6 0.5 1.0 1.5
Financial activities 4.9 8.0 76 6.3 2.3 4,0 4.2 1.7
FIETEERIOTE & 9.0 ook 131 15.6 4.2 15.2 6.3 1.6
business activities

Education & health 15.5 121 24.8 14.9 13.8 6.8 265 8.9
services

Leisure & hospitality 4.8 75 71 10.6 3.8 5.8 6.6 12.7
Other services 3.2 9.8 4,5 4.6 2.5 1.2 3.7 4,0
Public administration 3.2 0.0 5.3 2.6 31 0.0 6.0 3.3
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Notes: Only persons in the labor force are included in the table, but members of the Armed Forces were included when calculating
the percentages. Industries are classified using the 2-digit North America Industry Classification System (NAICS) codes. “Self-
employed” individuals work for themselves and have not incorporated their business. “Other-employed” individuals work for a private
firm, government, or without pay. County metro status is from the Office of Management and Budget's 2013 Core-Based Statistical
Area classifications.

Source: USDA, Economic Research Service using U.S. Department of Commerce, Bureau of the Census, 2019 March Current Popu-
lation Survey Annual Social and Economic Supplement data.
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Table 3
Worker classification in households by member age, region, and metro status, 2019

Only self- Mixed self-and  Only other- All other
Total employed other- employed combinations
(%) (%) employed (%) (%) (%)
All households
United States 100.0 3.3 3.5 66.6 26.5
Metropolitan classification
Metro 86.0 817 84.3 879 81.8
Nonmetro 14.0 18.3 15.7 121 18.2
Total 100.0 100.0 100.0 100.0 100.0
Census region
Midwest 21.5 16.8 22.2 21.6 21.6
Northeast 17.3 16.2 16.7 17.4 17.4
South 38,5 36.9 33.0 38.4 39.7
West 22.7 30.1 28.1 225 21.3
Total 100.0 100.0 100.0 100.0 100.0
Households without retirement-age adults
United States 100.0 3.4 4.2 815 10.9
Metropolitan classification
Metro 870 82.7 84.8 88.1 811
Nonmetro 13.0 1748 15.2 11.9 18.9
Total 100.0 100.0 100.0 100.0 100.0
Census region
Midwest 21.6 16.0 21.8 21.9 21.2
Northeast 17.0 161 16.6 17.0 17.2
South 38.7 370 334 38.6 41.8
West 22.7 31.0 28.2 2245 19.8
Total 100.0 100.0 100.0 100.0 100.0
Households with retirement-age adults
United States 100.0 3.2 21 34.9 59.8
Metropolitan classification
Metro 83.6 79.3 81.9 86.9 82.0
Nonmetro 16.4 20.7 18.1 131 18.0
Total 100.0 100.0 100.0 100.0 100.0
Census region
Midwest 21.2 18.7 24,2 20.2 21.8
Northeast 181 16.7 16.9 19.4 17.5
South 38.2 36.8 31.5 376 38.9
West 22.5 279 274 22.8 219
Total 100.0 100.0 100.0 100.0 100.0

Notes: Only households with at least one member age 26 or older are included in this table. “Working-age"” adults are members
ages 26 to 64, while “retirement-age” adults are members age 65 and older. Household worker classifications are constructed using
the worker classifications of members 26 years old or older. “Self-employed” members work for themselves and have not incorpo-
rated their business. “"Other-employed” members work for a private firm, government, or without pay. Households where all adults
are looking for their first job or are not in the labor force (e.g., retired, Armed Forces) are “all other combinations.” Households with
at least one retirement-age adult are considered “households with retirement-age adults.” County metro status is from the Office of
Management and Budget's 2013 Core-Based Statistical Area classifications.

Source: USDA, Economic Research Service using U.S. Department of Commerce, Bureau of the Census, 2019 March Current Popu-
lation Survey Annual Social and Economic Supplement data.
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Affordability of Health Care Services

While being insured does not guarantee that health care services will be affordable, it can reduce costs
for many services. This section explores health insurance coverage and medical expenditures among self-
employed individuals in the United States prior to the pandemic, providing statistics for self-employed
workers and their households and families while focusing on those in nonmetro areas.

Because many farm households have operators who are self-employed in farming or in a nonfarm business,
policymakers may also be interested in health insurance coverage among farm households. Health insurance
coverage among households of the principal operators on U.S. family farms is presented in the box, “Health
Insurance Coverage Among Farm Households.”

Health Insurance Coverage and Sources Among Workers

We use the 2019 CPS ASEC data on health insurance status and coverage in 2018 to analyze the afford-
ability of health care services among U.S. self-employed workers, focusing on individuals living in nonmetro
areas. We found that 15.7 percent of nonmetro self-employed adults age 26 and older had no health insurance
in 2018, nearly twice the national rate (see appendix table Al). The uninsured rate was even higher among
nonmetro self-employed working-age adults at 20.4 percent (figure 4). This rate was lower than the uninsured
rate among metro self-employed working-age adults (21.5 percent, a statistically significant difference; see
appendix table A5), the only worker classification for which this was true. In metro counties, self-employed
working-age adults had a higher uninsured rate than unemployed working-age adults (20.3 percent). These
high rates of uninsurance among self-employed working-age adults are consistent with previous research.
However, among nonmetro retirement-age adults, barely any self-employed workers were uninsured.¢

Of the nonmetro self-employed working-age adults with health insurance, the majority (50.5 percent) were
covered by employer-based (group) insurance plans (figure 4). However, they also had the greatest percentage
of individuals covered by plans purchased directly from insurance companies (29.3 percent) when compared
to nonmetro working-age adults that were other-employed, unemployed, or outside the labor force. The
percentage of nonmetro self-employed working-age adults insured through public insurance policies, such as
Medicaid, was nearly twice the rate of those who were employed through private companies or governments.
While the percentage of self-employed working-age adults insured through private plans (employer-based or
direct-purchase) was greater in metro counties than in nonmetro counties, the percentage of working-age
adules with public health insurance was greater in nonmetro counties than in metro counties (with statisti-
cally significant differences).

However, health insurance sources are different among retirement-age self-employed individuals. Over 94
percent of nonmetro self-employed retirement-age adults had public insurance, with 24.3 percent and 35.5
percent holding employer-based and direct-purchase plans, respectively (figure 4). These numbers reflect the
high proportion of adults who had additional plans to supplement their Medicare coverage. Among nonmetro
self-employed retirement-age adults, 59.4 percent had concurrent coverage through multiple plans (table 4).
Conversely, only 3.8 percent of nonmetro working-age self-employed adults had concurrent coverage through
multiple health insurance plans.

©The CPS ASEC sample does not have any uninsured self-employed retirement-age adults. However, as there are a few uninsured retirement-age
adults in other job classifications, it seems unlikely that every self-employed Medicare-eligible adult in the United States would be insured. Therefore,

although the data indicate that 0.0 percent of nonmetro retirement-age adults are uninsured, we instead say that barely any were uninsured.
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Figure 4
Health insurance coverage of adults age 26 and older by age, worker classification, metro status,
and source of coverage, 2018
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(b) Percentage of retirement-age adults
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Notes: “Working-age"” adults are individuals ages 26 to 64, while “retirement-age” adults are individuals age 65 and older. “Self-em-
ployed” individuals work for themselves and have not incorporated their business. "Other-employed” individuals work for a private
firm, government, or without pay. County metro status is from the Office of Management and Budget's 2013 Core-Based Statistical
Area classifications.

Source: USDA, Economic Research Service using U.S. Department of Commerce, Bureau of the Census, 2019 March Current Popu-
lation Survey Annual Social and Economic Supplement data. See appendix A, table A1.
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Table 4

Percentage of adults age 26 and older with multiple health insurance policies by age, worker clas-
sification, and metro status, 2018

All adults age 26 and older

Total

Metro

Nonmetro
Working-age adults

Total

Metro

Nonmetro
Retirement-age adults

Total

Metro

Nonmetro

18.6
17.7
24.2

5.4
5.1
74

55.4
54.6
5918

14.3
13.3
19.0

4.0
4.0
3.8

55.1
53.7
59.4

71
6.8
91

3.2
3.1
4.0

53.4
52.3
5919

10.7
10.4
13.0

5.4
5.1
8.1

57.4
56.7
64.2

37.5
36.6
42.2

12.9
12.2
16.8

55.8
551
591

Notes: “Working-age” adults are individuals ages 26 to 64, while “retirement-age” adults are individuals age 65 and older. “Self-em-
ployed” individuals work for themselves and have not incorporated their business. “"Other-employed” individuals work for a private

firm, government, or without pay. County metro status is from the Office of Management and Budget's 2013 Core-Based Statistical

Area classifications.

Source: USDA, Economic Research Service using U.S. Department of Commerce, Bureau of the Census, 2019 March Current Popu-

lation Survey Annual Social and Economic Supplement data.
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Health Insurance Coverage and Sources Among Households

Because people can be insured through plans held by other individuals, a household-level analysis is impor-
tant to understand the dynamics of insuring self-employed workers and their household members of all ages.
We use the 2019 CPS ASEC data on health insurance status and coverage from 2018 to analyze the afford-
ability of health care services among U.S. households with self-employed workers, focusing on households
in nonmetro areas. We differentiate among households by their mix of self-employed and other-employed
members, as well as by whether they have working-age and retirement-age members.

We found that the share of working-age households with no health insurance varied by household worker
classification. The rate of nonmetro self-employed working-age households who were completely uninsured
in 2018 was slightly larger than for nonmetro self-employed working-age individuals—22.0 percent versus
20.4 percent (figure 5; also see appendix tables A1 and A2). However, the uninsured rate was more than 15
percentage points lower among nonmetro mixed-employment households (5.5 percent). Nonmetro other-
employed households had a similarly low uninsured rate at 6.1 percent.

Self-employed individuals in nonmetro mixed-employment working-age households were more frequently
covered by the employer-based health insurance of another household member (i.e., a dependent) than

those in self-employed households (58.5 percent versus 20.1 percent, a statistically significant difference; see
appendix table A2). Household coverage through employer-based plans in these mixed-employment house-
holds was slightly lower than in other-employed households (72.0 percent versus 80.4 percent, a statistically
significant difference; see figure 5). However, the share of households insured through employer-based plans
in mixed-employment working-age households was larger in metro counties than in nonmetro counties (79.3
percent versus 72.0 percent, a statistically significant difference).

Nonmetro self-employed working-age households had the highest rate of coverage through direct-purchase
plans at 35.2 percent, while only 17.8 percent of mixed-employment households and 10.1 percent of other-
employed households had a direct-purchase policy (figure 5). However, in working-age households with a self-
employed member, that individual was usually the policyholder of the direct-purchase plan, at 90.0 percent
for self-employed households and 66.8 percent for mixed-employment households (appendix table A2).

A larger share of working-age households was insured through public insurance in nonmetro counties than

in metro counties (36.8 percent versus 27.6 percent, a statistically significant difference; see figure 5). Public
insurance covered a larger share of self-employed households in nonmetro counties (46.0 percent) than any

other insurance source and any other household worker composition. This rate was more than 1.5 times the
share of mixed-employment or other-employed households who were covered through public plans.

More than 95 percent of nonmetro households with at least one retirement-age adult had public insurance
(appendix table A2). The rate of employer-based insurance (32.7 percent versus 35.5 percent, a statistically
significant difference) and direct-purchase insurance (37.7 percent versus 35.2 percent, statistically signifi-
cant) among self-employed retirement-age households was similar to the rate among working-age households
(figure 5). However, among mixed-employment retirement-age households, there was more direct-purchase
coverage (47.5 percent versus 17.8 percent, statistically significant) and less employer-based coverage (53.9
percent versus 72.0 percent, statistically significant) than in working-age households.

Overall, despite the differences in coverage across household worker composition and member ages, house-
holds in metro counties had a greater rate of health insurance coverage through employer-based policies,
while households in nonmetro counties had a greater rate of coverage through direct-purchase and public
policies.
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Figure 5
Health insurance coverage in households with self-employed members by member age, worker
classification, source of coverage, and metro status, 2018
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(b) Percentage of households with at least one retirement-age adult
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Notes: Only households with at least one member age 26 or older are included in this table, though members of all ages are
included in the calculations. “Working-age” adults are members ages 26 to 64, while “retirement-age” adults are members age 65
and older. Household worker classifications are constructed using the worker classifications of members 26 years old or older. “Self-
employed” members work for themselves and have not incorporated their business. “Other-employed” members work for a private
firm, government, or without pay. Households where all members age 26 or older are looking for their first job or not in the labor
force are excluded. County metro status is from the Office of Management and Budget's 2013 Core-Based Statistical Area classifica-
tions.

Source: USDA, Economic Research Service using U.S. Department of Commerce, Bureau of the Census, 2019 March Current Popu-
lation Survey Annual Social and Economic Supplement data. See appendix A, table A2.
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Health Insurance Coverage Among Farm Households

Most farms (98 percent) in the United States are family farms, which are those where more than half of
all farm assets are owned by an operator and their extended family. USDA collects data on a sample of
farms each year, including information about the principal operator’s household, through the Agricultural
Resource Management Survey (ARMS). Nearly all principal farm operators (the person most responsible
for making decisions on the farm) are self-employed in farming, as about 2 percent of all family farms are
organized or incorporated as C corporations (MacDonald et al., 2019). However, many operators report
that farming is not their main occupation. As such, not all farm operators would report that they are self-
employed at their primary occupation in a national employment survey, such as the CPS.

Periodically, the ARMS collects information about health insurance coverage of the principal operator and
their household members by age group (65 or older, for adults 18 to 64 years old, and for children under
age 18). The last time these data were collected was when the ACA was in full effect was in 2015. In that
year, 43.6 percent of farm households lived in a metro county, 69.2 percent of primary operators or their
spouses had an off-farm job, and 10.7 percent of all people in farm households were uninsured (see figure
“Health insurance coverage in farm households by insurance source, metro status, off-farm employment of
operator and spouse, and type of farm, 2015”).

Health insurance coverage in farm households by insurance source, metro status, off-farm
employment of operator and spouse, and type of farm, 2015

Percentage of all persons in farm households
70 o
60 -+
50 S
40 A
30 -
20 S
| .
0 ) S S &
o \(\o\ “0 o (\&\io oV e %X&«\ ,(KX&‘ @ N\ ‘de(\ce\a(“\d\a‘e\a(“\ & a\\m\
N\Ka““ \*0(\‘“6 We Wo © Qoo e co @
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Notes: “No off-farm work” means that neither the principal operator nor spouse reported working off the farm. “Off-farm work"
means that either the principal operator or spouse reported working off the farm. Residence farms are small farms (less than
$350,000 gross cash farm income (GCFI)), where the principal operator reported either being retired from farming or having a
main occupation other than farming. Intermediate farms are small farms where the principal operator reported farming as the
main occupation. Commercial farms are farms with a GCFI of $350,000 or more per year. All individuals in farm households,
regardless of age, are included in these tabulations. County metro status is from the Office of Management and Budget's 2013
Core-Based Statistical Area classifications.

Source: USDA, Economic Research Service using USDA, National Agricultural Statistics Service and USDA, Economic Re-
search Service, 2015 Agricultural Resource Management Survey data. See appendix B, table B1.
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There were no differences in the share of uninsured persons across households in metro and nonmetro
counties, but a larger share of household members were uninsured when the operator and spouse did not
have an off-farm job (16.8 percent) as compared to when either or both worked off the farm (8.4 percent).
Over half of all people in farm households (55.6 percent) had health insurance through an employer-based
plan, but coverage varied depending on whether the operator or spouse had an off-farm job. Sixty-seven
percent had coverage through an employer-based plan when the operator or spouse worked off the farm,
while only 26.5 percent did when neither the operator nor spouse worked off the farm. Correspondingly,
coverage through public insurance or direct-purchase plans was greater for people in households where the
operator and spouse did not work off the farm (52.0 percent and 24.1 percent, respectively), compared to
those where the operator or spouse had an off-farm job (19.2 percent and 15.1 percent, respectively). These
findings are consistent with those of Ahearn et al. (2013), who found that (in 2010) farm households with
an off-farm job were more likely to have health insurance than those who did not.

The source of health insurance coverage also varied across households operating different types of farms
(residence, intermediate, and commercial). Households within each farm type rely on a mix of health
insurance sources for coverage. Some have access to employer-based plans, and many also rely on direct-
purchase plans. Across all 3 farm types, employer-based coverage was the most common source of health
insurance: 61.1 percent had this coverage in households operating residence farms, while 42.9 percent of
those in intermediate farm households and 57.2 percent of those living in households operating commercial
farms had coverage from employer-based plans. The percentage of individuals covered by direct-purchase
plans was highest among those in households operating commercial farms, while households operating
intermediate farms had the largest share of individuals covered by public insurance plans, as well as the
largest share of uninsured individuals.

The share of individuals with any health insurance coverage did not vary by whether the individual was age
65 or older (see figure “Health insurance coverage in farm households by age category, insurance source,
metro status, and off-farm employment of operator and spouse, 2015”). However, individuals under age
65 were more likely to be insured through employer-based plans (67.9 percent versus 25.5 percent), while
retirement-age individuals were more likely to be covered by public insurance (75.4 percent versus 8.9
percent). These patterns held despite metro or off-farm work status. However, the uninsured rate was much
larger for individuals under age 65 in houscholds where the operator and spouse did not work off the farm
(23.8 percent) than for any other group.
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Health insurance coverage in farm households by age category, insurance source, metro status,
and off-farm employment of operator and spouse, 2015

Percentage of persons in farm households
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Notes: All individuals in farm households are included in these tabulations, so the age 64-and-younger group includes adults
under age 26 and all children. “No off-farm work” means that neither the principal operator nor spouse reported working off
the farm. “Off-farm work"” means that either the principal operator or spouse (or both) reported working off the farm. County
metro status is from the Office of Management and Budget's 2013 Core-Based Statistical Area classifications.

Source: USDA, Economic Research Service using USDA, National Agricultural Statistics Service and USDA, Economic Re-
search Service, 2015 Agricultural Resource Management Survey data. See appendix B, table B1.
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Medical Service Expenditures Among Families

Health insurance coverage is only one aspect of health care affordability. Overall out-of-pocket medical
service expenditures also affect whether families can afford medical care. We use the 2019 CPS ASEC data
on medical expenditures in 2018 to analyze the affordability of health care services among U.S. families with
self-employed workers, focusing on families living in nonmetro areas. We differentiate among families by
their mix of self-~employed and other-employed members, as well as their mix of working-age and retirement-
age members.

In 2018, nonmetro families paid an average of $2,130 in medical expenses per person (table 5). About half of
this expenditure ($1,144) went to health insurance premiums, $815 went to out-of-pocket health care costs
(e.g., deductibles and co-pays), and $171 was paid for over-the-counter items. Differences in expenditures for
medical services between families in metro and nonmetro counties were less than $100, no matter the insur-
ance source or family age structure.” This finding is consistent with previous findings for an earlier period,
using a different dataset (Jones et al., 2009).

Nonmetro retirement-age families paid slightly more in medical expenditures per person in 2018 at $2,234
on average, compared with $2,016 spent on average by nonmetro working-age families (a statistically signifi-
cant difference; table 5). While nonmetro retirement-age families spent less on premiums than working-age
families, they paid more out-of-pocket for medical services and over-the-counter items (statistically signifi-
cant differences). The same patterns exist in comparing retirement-age and working-age families in metro
counties, as well as for the United States as a whole. The higher spending among retirement-age families
(compared to working-age families) likely reflects age-related health problems, resulting in greater use of
health care services.

The lower average per person health insurance premiums (out-of-pocket) among retirement-age families may
be attributed to the subsidized insurance coverage that retirement-age adults can receive through Medicare.
Many retirement-age adults also hold supplemental insurance (through employer-based or direct-purchase
plans) to expand the range of medical services covered by their insurance. Consequently, 54.5 percent of
nonmetro retirement-age families had more than one source of health insurance, while only 14.2 percent of
nonmetro working-age families did (table 5). In addition, families with a mix of retirement-age and younger
members likely also hold insurance plans from multiple sources, as Medicare-eligible and Medicare-ineligible
individuals may need to be covered separately. However, there is an additional cost to having multiple sources
of insurance coverage, as it generally takes more time and effort to manage multiple policies than it does one

policy.

There were much larger differences in per-person medical expenditures when the sample was divided by
insurance source and worker composition (table 5). In nonmetro counties, families with direct-purchase
plans spent the most on premiums ($1,832 per person on average), while those with employer-based group
plans spent slightly less ($1,496 per person), and families with public insurance spent even less on premiums
($793 per person). These differences are consistent with previous research (Mishra et al., 2012) and are not
surprising given that premiums for direct-purchase plans are generally not subsidized by employers (i.e.,
employer-based plans) or the government (i.e., public plans).® Families with direct-purchase insurance also
were most likely to have more than one insurance source in 2018 (79.2 percent for nonmetro families).

7 In addition to being small, these differences were statistically insignificant for all insured families for all expenditure types except premiums.

8 Exceptions are subsidized plans purchased through the Health Insurance Marketplace, which are subsidized by the Federal Government

through tax credits.
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Nonmetro mixed-employment families paid the most in medical expenses, $2,586 per person on average,
while self-employed families paid about $300 less on average (a statistically significant difference; table 6).
Nonmetro mixed-employment families also paid the most in total family medical expenditures: $6,923
versus $4,311 for self-employed families and $4,844 for other-employed families (appendix table A3). The
higher total family medical expenditure was primarily due to larger average family sizes among mixed-
employment families (3.3 members per family versus 2.1 for self-employed families and 2.5 for other-
employed families). However, the higher level of spending per person in mixed-employment families was also
partially due to greater spending on premiums.

Some of the differences in spending across family worker composition (and sources of insurance plans) may
also be related to the level of coverage. The CPS ASEC data do not indicate the type or amount of medical
services covered by the insurance policy. High-deductible plans that do not cover non-preventative care until
a large out-of-pocket deductible has been met, high-premium “Cadillac” plans that generally cover a large
variety of medical services with little out-of-pocket spending, and plans that only cover medical care for
catastrophic events all provide different services at different costs. Families may choose their plans on cost as
much as coverage.

24
Health Care Access Among Self-Employed Workers in Nonmetropolitan Counties, AP-099
USDA, Economic Research Service



‘ejep uswa|ddng o1Wou0d3 pue |e1d0S [enuuy AaAing uoieindod 1uaiing YdJe\ 6L0Z ‘SNSUa) 8yl J0 neaing ‘924awwo) Jo Juswiledaq 's'n Buisn 821A18g Yoieasay d1Wouod] ‘Ydsn :921nog

'SUOIIRDIJISSE|O BALY |BOIISIIEIS pased-210) €10z S,396png pue uawabeue) Jo 92130 9y} Wod} S Sniels 043w Ajuno)
'POpPN|OXd a.1e 92104 J0ge| 8y} Ul Jou aJe 1o qol 1s41j 118y} 10} Buiyjoo| aie Japjo pue gz abe siaquiaw ||e a1aym saljiwe ‘Aed 1noypim 1o ‘yuswiuianob ‘wiuiy a1eaud e Joj yiom siequaw ,pakojdwa-1ay1Q,, 'ssau
-ISNq 419y} pajesodiodul Jou dABY pPUB SAA|SWAY} 10} YI0M slaquiaw ,pakojdwa-}|as,, 1ap|0 410 P|O SIeaA 9 SIaqUIBW JO SUOIIBIIHISSED JaXI0M 8y} Buisn paloniisuod ale suoiedlIsse|d JayJom Ajiwe
'suolje|nNd|ed 8y} ul papnjoul ale sabe ||e jo siaquiaw ybnoyy ‘a|gel sy} ul papnjoul aJe 1ap|o 10 9Z abe Jaquiaw | }sea| 1B yum saljiwey AjluQ 'siejjop "S'N 8102 Ul UaAIB ‘jeulwou aie sainypuadxy :saloN

69 118 986 025 ove'L 180'L 06t 208 16/ ($) sasuadxa [ed1paw |e10]
oL Il L€L 18l e (o]or4 ¥6 ozl 9Ll ($) seanypuadxa J81uN0o-8y}-18AQ
/1S (014 Ly 6€€ 066 L¥8 €L€ 9€9 €65 ($) Buipuads a.ed yyjeay 3@320d-40-1n0
1c €€ 1€ 0 9 S €C VA% (%74 ($) swniwaud aoueinsul yyjeay 1oxo00d-40-1nQO
painsuiun
z19 1’86 065 gL 90/ o'LL 8'Zy eey ey (%) sa2.nos Aoijod sjdnniy
6€9'L 1291 629'L 66/l 168°L 2.8 G/8'l 628l 8€8l ($) sasuadxa |edlpaw |ej0L
i) 86l 961 GGl 991 volL 06l LIl 08l ($) saanypuadxa J2)UN0-8Y3-19A0
6.9 1G9 GG9 119 8vL €el Glg 868 6178 ($) Buipuads a.ed yijeay 3a320d-40-1n0
€18 618 818 996 116 G/6 698 v6. 608 ($) swnjwaid adueInNsUl yyeay 19300d-40-INQ
aouelnsul aljqnd
219 109 0'L9 819 629 G'€9 G'8g A% 0GP (%) s@2unos Aorjod ajdiyniy
eLl'e 160'S 90l'E 806'C €61'c 12€'S L0€e 666'C 888'c ($) sasuadxa |edipaw |ejol
812 602 102 o€z oLe €12 6l 692 414 ($) saanypuadxa J8)uN02-aY3}-19A0
Lov'L 0.6 186 6011 £G66 286 058 £82'L v12'l ($) Buipuads a.ed yyeay 2320d-40-1n0
68l 126'L €16l 6952 1£0'2 zele 162'2 LGt'2 ozt'z | ($) swniwaid aoueinsul yyjeay 19390d-J0-1nQ
(dnoib-uou ‘areand) asueinsul aseyaund-30a.iq
G'og €1z 6'l2 G'6¢ £'8¢ G'8e L' L'y (¥4 7 (%) s@2unos Aorjod ajdiyniy
Ger'e 12v'e 12v'e €062 €962 ¥55'2 268 ¥6.'C 118'e ($) sesuadxa edipaw |ejol
86l LZL 691 evl G/L 0/l T4 /81 661 ($) saanypuadxe 181un02-8y}-I18A0
Glg 96/ 86/ ol8 806 G68 Gyl 966 886 ($) Buipuads aieo yijeay 18x00d-40-1n0
6L id! i £va'l 08t 681l €6l 1G9'L v29'l ($) swnjwaid sdueinsul yyeay 19300d-40-1nQ
(dnoub ‘a1eAnd) aoueansul paseq-iafojdw3
9've 8'6L ¥'0¢ 1L'0€ 9'9¢ €/l2 roe €'9¢ 0Ze (%) s@a1nos Aojjod ajdiynin
1222 we'e 6£2'2 9862 G0S'2 6162 1822 8962 8162 ($) sasuadxa |edlpaw |ej0L
261 991 Gol ol 8/l 9/l Z6l 002 661 ($) saanypuadxa 18uN0o-ay3-18AQ
Vil Gl 6L 9¢8 v/8 898 8 26 0L6 ($) Buipuads a.ed yyjeay ja320d-40-1n0
00¢€'l 62¢'l 9ze'l G8G'L €6l G/t vl a4d 60t ($) swniwaid adueInsul yyeay 19300d-40-1nQ
$921N0S ddueInNsul yijeay ||y
0J}2WUON 043N |elol 04}9WUON [ ETT| |eloL 04}3WUON [ ETT| |elol
pakojdwa-iayio Ajup pafkojdwa-iayio pue -jjos paxiN palkojdwa-jjas Aluo

8102 ‘obelanod adueinsul yjjeay Jo 89IN0S pue ‘snjels 043dW ‘UoIeIISSE|D Jay10M Aq saljiwe) 10j Jaquidaw Ajiwey Jad sainyipuadxa [edipaw uesy

99|qeL

25
Health Care Access Among Self-Employed Workers in Nonmetropolitan Counties, AP-099

USDA, Economic Research Service



Availability of Health Care Services

While the availability of health care services does not mean they will be affordable, reduced availability may
prevent patients receiving timely medical care. We use data from the 2018-19 AHRF to assess the availability
of U.S. medical facilities and health professionals in 2017 and shortage areas in 2019. The data provide statis-
tics for micropolitan and noncore nonmetro counties, as well as metro counties, in the four Census regions of
the United States. We also use data from the 2014—18 ACS to determine counties with a high proportion of
self-employed workers and compare those counties to other counties in each geographical area.

When Are Available Health Care Resources Adequate?

Health care facilities and providers are not spread evenly throughout the United States, with differences
persisting among metropolitan classifications and regions. In fact, not every county needs—or has the
population to support—a hospital or skilled nursing facility.? In addition, not all hospitals employ physi-
cians for every specialty, further dispersing the medical services available to patients. All these factors lead to
geographic variations in health care facilities, even within metropolitan classifications. However, no matter
how comprehensive the services provided by a hospital or other medical facility, the farther away patients live,
the more difficult it may be to access care. The effect of distance on medical care disproportionately affects
nonmetro residents, as 35 times more of them live in counties with the highest (top quintile) distance to a
hospital with an intensive care unit (ICU) than metro residents (Cromartie et al., 2020).

Geographic location and variation of medical facilities is not the only measure of the availability of health
care services. The number of hospital beds, skilled nursing facility beds,!® physicians, and dentists per

10,000 residents indicates the level of health care services available in a county. The optimal physician rate

in a location depends on how frequently patients use those services, which can be influenced by the age and
sex distribution of the population as well as the insurance status and source (DHHS, HRSA, 2008). Based
on the age distribution of the population in the United States in 2000, the Health Resources and Services
Administration’s (HRSA) Bureau of Health Professions estimated that the Nation needed a total of 25.3
physicians, including 9.5 primary care physicians, per 10,000 residents to provide adequate medical care to all

people.

Hospitals generally define optimal occupancy as 85 percent of bed capacity (Green, 2002/2003). Occupancy
targets do not account for seasonal and daily fluctuations in the use or availability of beds in special units
such as an ICU, potentially leading to short-term shortages. In addition, population characteristics (such as
age and sex) affect medical care use and, thus, admission rates and lengths of stay. These factors, in turn,
influence the capacity necessary to accommodate the residents of the area the hospital serves (Ravaghi et al.,
2020). The variability in utilization makes it difficult to rely on a fixed hospital bed rate requirement to deter-
mine an adequate capacity.

Counties with too few practitioners to care for residents are considered to have a health professional shortage.
The HRSA’s Bureau of Health Workforce identifies health professional shortage areas for primary care physi-
cians, dentists, and mental health professionals using minimum provider-to-population ratios. An area has
a shortage of primary care physicians if the rate per 10,000 residents is at or below 2.9, while a shortage of
dentists occurs at or below a rate of 2.0 and a shortage of mental health professionals occurs at or below a rate

9Hospitals are classified by the length of stay (short-term or long-term) and the specialization of care (general or non-general). Short-term general
hospitals provide general medical and surgical care to patients that usually stay less than 30 days. Skilled nursing facilities provide inpatient medical,

nursing, or rehabilitative care at a level below that of a hospital.

108killed nursing facility bed statistics only include Medicare-certified beds.

26
Health Care Access Among Self-Employed Workers in Nonmetropolitan Counties, AP-099
USDA, Economic Research Service



of 0.3 (DHHS, HRSA, 2021).!! In addition to the provider-to-population ratio, the HRSA considers popu-
lation characteristics such as poverty and age distribution (as well as distance to the nearest provider) when
determining shortage areas (DHHS, HRSA, 2020). Therefore, areas that exceed the minimum provider-to-
population threshold may still be classified as having a health professional shortage if they have certain popu-
lation or location characteristics.

Availability of Medical Facilities

Nationally, in 2017, a smaller share of noncore counties had a short-term general hospital (71.2 percent) or
skilled nursing facility (83.1 percent) than micro or metro counties (table 7). By comparison, 88.8 percent of
micro counties and 80.5 percent of metro counties had a short-term general hospital, while 94.8 percent of
micro and 96.1 percent of metro counties had a skilled nursing facility. This pattern may be due to residents
in noncore counties without medical facilities being served by nearby metro or micro counties. Regionally,
the Northeast had the highest share of counties with hospitals, short-term general hospitals, and nursing
facilities, while the South had the lowest share of counties with such facilities, overall and across metro and
nonmetro counties.

Table 8 shows the mean beds per 10,000 residents by medical facility type and county self-employment
status. The rate of short-term general hospital beds in metro and micro high self-employment counties (15.2
and 20.8 per 10,000 people, respectively) was comparable to that in other counties, while the rate in noncore
high self-employment counties (40.5 per 10,000 people) was higher than in other noncore counties. However,
the rate of short-term general hospital beds was particularly low in metro high self-employment counties in
the Northeast and South (4.1 and 9.5, respectively), as well as in micro high self-employment counties in the
West (11.5 per 10,000 people). Nationally, metro counties had the lowest average number of beds per 10,000
people across all medical facilities, while noncore counties had the highest number.

The low proportion of noncore counties with medical facilities coupled with the high number of beds per
10,000 residents in medical facilities suggests that in noncore areas health care supply is concentrated in
counties with facilities. Those counties with medical facilities may have the capacity to serve nearby counties
that lack facilities. However, high self-employment metro and micro counties in the Northeast and South had
lower capacity than all other counties, and residents in these counties may have less medical care available to
them.

'The HRSA gives shortage thresholds as a provider-to-population ratio. If a population area’s ratio is equal to or exceeds the threshold, the area
is considered to have a shortage. The standard ratio for primary care physicians is 1:3,500; for dentists, 1:5,000; and for mental health professionals,
1:30,000. However, areas with high community needs have ratios of 1:3,000; 1:4,000; and 1:20,000, respectively.
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Table 7
Percentage of U.S. counties with medical facilities and proportion of facilities by region and metro
status, 2017

United States
Metro 821 80.5 96.1 674 59.0 72.2
Micro 88.9 88.8 94.8 189 16.7 13.8
Noncore 72.2 71.2 83.1 18.6 24.3 14.0
All 79.3 78.3 90.3 100.0 100.0 100.0
Midwest
Metro 84.1 83.1 99.3 54.5 46.7 60.9
Micro 875 875 95.3 17.6 19.8 19.0
Noncore 75.6 75.0 873 278 B35 20.1
All 80.7 80.1 92.5 100.0 100.0 100.0
Northeast
Metro 94.6 93.8 98.5 82.7 76.6 874
Micro I85! OS85 97.8 10.6 141 81
Noncore 85.4 85.4 97.6 6.7 9.4 4.4
All 92.6 92.2 98.2 100.0 100.0 100.0
South
Metro 76.7 74.5 95.4 69.5 59.7 69.9
Micro 874 870 95.4 12.9 15.7 13.8
Noncore 67.8 67.5 88.6 17.6 24,7 16.3
All 75.1 74.0 92.7 100.0 100.0 100.0
West
Metro 88.7 88.0 89.4 71.2 65.3 84.9
Micro 941 941 911 13.0 15.6 8.7
Noncore 73.0 69.1 54.4 15.8 19.1 6.4
All 82.8 80.8 73.9 100.0 100.0 100.0

Notes: For counties, each percentage represents the share of counties within each group (e.g., noncore United States) with the
specified medical facility. For facilities, each percentage represents the group share of the specified facility within a geographic unit
(e.g., share of Midwestern hospitals in micro-Midwestern counties). Short-term general hospitals provide general medical and surgi-
cal care to patients that usually stay less than 30 days. Skilled nursing facilities provide inpatient medical, nursing, or rehabilitative
nursing care at a level below that of a hospital. County metro status is from the Office of Management and Budget's 2013 Core-
Based Statistical Area classifications.

Source: USDA, Economic Research Service using U.S. Department of Health and Human Services, Health Resources and Services
Administration, Bureau of Health Workforce, 2018-19 Area Health Resources File data.
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Availability of Health Professionals

The average numbers of total physicians,'? primary care physicians,' and dentists per 10,000 residents are
reported by region and metropolitan classification in table 9. On average in 2017, there were 6.1 primary care
physicians per 10,000 residents in metro counties, 5.4 in micro counties, and 4.4 in noncore counties. These
rates are well below the adequate supply rate suggested by the HRSA for the Nation as a whole,' though
well above the threshold for shortage areas. Counties in the Northeast had higher average total and primary
care physicians per 10,000 residents than most other regions of the country across all metropolitan classifica-
tions, while the highest average rates for dentists were in metro and micro counties of the West.

Nationally, the rates of all three categories of practitioners were generally the same or smaller in high self-
employment counties than in other counties. The one exception was in noncore counties, where the numbers
of total and primary care physicians per 10,000 residents were slightly higher (table 9). Among high self-
employment counties, the smallest average number of providers per 10,000 residents was in the Midwest,
with 4.6 total physicians and 2.8 primary care physicians per 10,000 residents in metro counties, and 1.8
dentists per 10,000 residents in micro counties. This suggests a shortage of health professionals in these
counties, based on HRSA’s thresholds.

The HRSA’s health professional shortage area ratings are based on data in sub-county geographic units,
which mean shortage areas could be contained within a county or could cross county borders. Accordingly,
counties can be completely, partially, or not at all part of a health professional shortage area. Our discussion
focuses on high self-employment counties whose whole area is designated as having a shortage. In 2019, the
proportion of these counties that were completely within a health professional shortage area was about 1.5
times larger than the proportion in other counties (table 10). The share of high self-employment counties
with dentist shortages was smallest at 20.7 percent, while 36.0 percent of these counties had a primary care
shortage; the proportion of these counties with mental health shortages was largest at 78.9 percent. Across
metropolitan classifications, however, there are some exceptions to this trend. A smaller share of high self-
employment noncore counties had a shortage of primary care physicians and dentists than other noncore
counties, while a smaller share of high self-employment micro counties had a shortage of mental health
professionals than other micro counties.

12Physicians include both Doctors of Medicine (MDs) and Doctors of Osteopathy (DOs).

BPrimary care physicians include MDs and DOs specializing in general family medicine, general practice, general internal medicine, and general
pediatrics. The HRSA also includes physicians specializing in obstetrics and gynecology in their definition of primary care physicians when deter-

mining shortage areas.

4The HRSA thresholds are based on the population characteristics of the entire United States. Variations in the demographic characteristics of
the population across metro classifications and among regions would lead to differing thresholds necessary to provide adequate care. However, without

this information, the national thresholds serve as a rough estimate.
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Health professional shortages are naturally affected by changes in the number of medical professionals in an
area. Figure 6 shows the trends in the mean rate of Doctors of Medicine (MDs) in high self-employment (top
quartile) counties from 1960 to 2017. Between 1970 and 2000, the average rate of MDs increased in metro
and nonmetro counties for both high self-employment and all other counties. However, the average rate of
MDs started decreasing in nonmetro counties after 2000. Concurrently, the growth in the average rate of
MD:s in all metro counties started slowing. This suggests that given stable populations, the proportion of all
counties with shortage areas may increase in the future.

The mean rate of MDs in metro areas was higher than in nonmetro areas within each self-employment rate
quartile group. However, the mean rates of MDs in high self-employment counties were smaller than all
other counties (both metro and nonmetro) until 2017, when the mean rate metro high self-employment
counties surpassed the mean rates all nonmetro county quartile groups. This is another indicator that people
living in counties with a higher proportion of self-employed workers generally have less access to health care

services.

Figure 6
Mean rate of MDs per 10,000 residents in U.S. counties by self-employment quartile and metro
status, 1960 to 2017

Mean rate of MDs per 10,000 residents
- «ll= - Metro, top quartile - 25
=== Nonmetro, top quartile cocc=®
. coo®="
Metro, middle half o-="" 20
Nonmetro, middle half L
= =@-= - Metro, bottom quartile P ‘
=== Nonmetro, bottom quartile e="" L 15
"’0
®
“‘
ceoe® '.‘ - 10
r-°
- 5
1 1 1 1 1 1 1 0
1960 1970 1980 1990 2000 2010 2017

MD = Doctor of Medicine.

Notes: Self-employed workers are individuals that work for themselves and have not incorporated their business. Counties are divid-
ed into quartiles by the proportion of workers classified as self-employed. The top quartile contains the 25 percent of counties with
the highest percentage of self-employed workers, the middle half contains the middle 50 percent, and the bottom quartile contains
the 25 percent of counties with the lowest percentage of self-employed workers. County metro status is from the Office of Manage-
ment and Budget'’s 2013 Core-Based Statistical Area classifications.

Sources: USDA, Economic Research Service using U.S. Department of Health and Human Services, Health Resources and Services
Administration, Bureau of Health Workforce, 2018-19 Area Health Resources File; and U.S. Department of Commerce, Bureau of the
Census, American Community Survey 2018 5-year data.
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Changes in Work, Income, Access to Health Care, and Health
Status During 2020

We now have a good picture of health insurance coverage among nonmetro self-employed workers and their
households in 2018, but the COVID-19 pandemic may have since affected these outcomes. Due to manda-
tory shutdowns of businesses or a drop in customers and profits, many U.S. residents lost their jobs or expe-
rienced a loss in income. Since 60.1 percent of U.S. residents have group-based health insurance plans, most
of which are linked to employment, job losses may affect coverage and affordability (see appendix table Al).
However, in 2018, only 48.2 percent of self-employed workers had employer-based insurance plans, so there
may be less disruption in health care access among this group. We used data from the Household Pulse
Survey to explore whether changes in measures of employment, income, health insurance coverage, use of
health care, and self-reported health status differed across metro and nonmetro counties and by self-employ-
ment status between April 23 and December 21, 2020.

Changes in Work and Income

An assessment of how the COVID-19 pandemic has affected work and income in the United States is rele-
vant to assessing the pandemic’s effect on access to health care, as losing income or health insurance coverage
affects health care affordability. Between April 23 and May 26, 2020, the share of people who reported
having any work in the past week was similar in metro and nonmetro counties (52.4 percent versus 50.8
percent). Among those who worked in the past week, the share who reported that they were self-employed
was also similar in metro and nonmetro counties (10.4 percent versus 11.2 percent) (table 11).

The proportion of respondents reporting they worked in the past week increased to 58.5 percent and 57.9
percent in metro and nonmetro counties, respectively, between August 19 and October 26, 2020. The
proportions then fell slightly at the end of the year to 57.3 percent and 55.7 percent. The share of individuals
who reported being self-employed (among all those employed) increased about 2 percentage points between
the April 23—May 26, 2020 and October 28—December 21, 2020 periods in both metro and nonmetro

counties.

Throughout the entire period covered by the Household Pulse Survey in 2020, individuals in metro coun-
ties were more likely to report that they or someone in their household had experienced a loss of employment
income since March 13, 2020, due to COVID-19 (ranging from 46.3 to 50.8 percent) compared to those in
nonmetro counties (ranging from 41.3 to 45.0 percent) (table 11). Self-employed individuals were more likely
to report lost employment income in their household than those otherwise employed (54.7 percent versus
40.7 percent in metro counties and 52.8 percent versus 37.8 percent in nonmetro counties) during the April
23—May 26, 2020 period (figure 7, tables 12 and 13).

While this trend persisted throughout the pandemic in 2020, the changes in this outcome varied across self-
employment status. Among self-employed individuals in both metro and nonmetro counties, the percentage
reporting that their household had lost income since the start of the pandemic rose through July 21, 2020
and then fell slightly through the end of the year. However, for those not self-employed, the percentage
increased through July 21, 2020 and remained at that higher level at the end of the year (46.3 percent in
metro counties and 44.2 percent in nonmetro counties).
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Figure 7
People who worked in the past week whose households experienced a loss of employment income
due to COVID-19 by metro and self-employment status, April 23 to December 21, 2020

Percentage of people who worked in the past week
70
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20 T T T 1
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Notes: Self-employed workers are individuals that work for themselves and have not incorporated their business. County metro
status is from the Office of Management and Budget's 2013 Core-Based Statistical Area classifications.

Source: USDA, Economic Research Service using data from U.S. Department of Commerce, Bureau of the Census, Household Pulse
Survey, Phases 1, 2, and 3 up through December 21, 2020. Data Review Board approval numbers CBDRB-FY21-010 and CBDRB-
FY21-POP001-0082.

Expectations of future losses also differed across metro and nonmetro counties and within each county type
across self-employed and other-employed individuals. At the beginning of the pandemic (April 23—May 26,
2020), 37.4 percent of those in metro counties reported they expected someone in their household to lose
employment income in the next 4 weeks, while 32.8 percent in nonmetro counties thought this might occur
(table 11). Self-employed workers were much more likely to report expecting a loss of employment income
compared to other-employed workers (47.0 percent versus 30.7 percent in metro counties (table 12), and
41.5 percent versus 27.8 percent in nonmetro counties) at the beginning of the pandemic (table 13). Between
April 23—May 26, 2020 and October 28—December 21, 2020, the percentage of people who reported they
expected to lose employment income fell between 5 and 8 percentage points among all groups (tables 11, 12,

and 13).
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Changes to Health Insurance Coverage During the Pandemic

From the beginning of the pandemic through July 21, 2020, the percentage of people who reported being
uninsured was higher among self-employed workers (around 24 to 28 percent in both metro and nonmetro
counties) than among those other-employed (around 15 to 18 percent) (figure 8). This insurance gap between
self-employed and other-employed workers remained through the remainder of the year. At the same time,
the percentage of respondents reporting themselves uninsured increased among all groups between August 19
and December 21, 2020 (around 33 to 34 percent among self-employed workers and 25 to 27 percent among
other-employed workers).

This increase in the uninsured rate corresponds to a decrease in coverage through employer-based plans
(figure 8) and some small declines in coverage through direct-purchase plans among the self-employed (tables
11, 12, and 13). More generally, the share of workers covered by each insurance source and the differences
between self-employed and other-employed individuals is consistent with the reports in the CPS ASEC, with
a smaller share of self-employed workers having coverage through an employer-based plan and a larger share
having direct-purchase or public insurance plans than those who were other-employed.

Medical Care Use and Changes in Self-Reported Health Status During the
Pandemic

Despite differences in health insurance coverage over the course of the pandemic in 2020, there was a
decrease in the percentage of individuals who reported that they either delayed getting medical care (down
from about 40 percent to around 30 to 33 percent) or did not get needed medical care (from about 31 to
33 percent to around 23 to 25 percent) in the previous 4 weeks due to the pandemic (tables 11, 12, and 13).
Many non-urgent health care facilities were closed by mandate at the start of the pandemic but were able to
reopen over time, which may explain part of this change. Individuals may also have become more willing
to get the care they needed as they became more familiar and comfortable with the protocols in place for
limiting the virus spread, such as masking and social distancing.

Self-reported health status also changed throughout 2020. Individuals in metro areas were more likely to
report having excellent or very good health and less likely to report having fair or poor health compared to
those in nonmetro areas (table 11). Between April 23 and May 26, 2020, self-employed workers in nonmetro
counties were more likely to report excellent or very good health (64.6 percent) than other-employed workers
(57.9 percent), but there was no difference between self-employed and other-employed workers in metro coun-
ties (about 62 percent for both) (appendix table A4). There were declines in reports of excellent and very good
health and increases in reports of poor or fair health among all groups between the April 23—May 26, 2020
and October 28—December 21, 2020 periods, with most of the decline occurring between April and July
2020.
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Figure 8
Lack of health insurance coverage and coverage through an employer-based plan among those who
worked in the past week, by metropolitan and self-employment status, April 23 to December 21, 2020

(a) Percentage of individuals with no health insurance coverage
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(b) Percentage of individuals with employer-based health insurance coverage
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Notes: Self-employed workers are individuals that work for themselves and have not incorporated their business. County metro
status is from the Office of Management and Budget's 2013 Core-Based Statistical Area classifications.

Source: USDA, Economic Research Service using data from U.S. Department of Commerce, Bureau of the Census, Household Pulse
Survey, Phases 1, 2, and 3 up through December 21, 2020. Data Review Board approval numbers CBDRB-FY21-010 and CBDRB-
FY21-POP001-0082.
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Discussion

U.S. health care access depends on the availability and affordability of medical services and whether people
are willing to seek medical attention. Legislation regulating health insurance markets like the ACA—and
Government-supported medical facilities such as Critical Access Hospitals—are meant to improve access to
health care. Greater health care access is subsequently meant to improve the overall health of U.S. residents,
along with their quality of life. This report provides a snapshot of tangible measures of the affordability and
availability of health care among self-employed individuals and their households and families in nonmetro
areas between 2014 and 2020, using various data sources. The data from 2020 provide information on how
health care access changed during the COVID-19 pandemic in 2020.

Self-employed adults are a group of particular interest in analyzing access to affordable health care. While
most U.S. workers have health insurance coverage through their employer, self-employed adults generally
do not have access to such plans. Instead, they must purchase health insurance coverage directly through an
insurance company or the health insurance marketplace, obtain coverage from a publicly subsidized insur-
ance plan, or obtain coverage through a family member’s employer-based plan. A primary focus of the ACA
was expanding access to health insurance by lowering the cost of direct-purchase plans. However, though
health insurance coverage expanded under the ACA, a number of people remained uninsured.

In 2019, a greater share of all workers in nonmetro counties were self-employed than in metro counties. We
found that health insurance coverage rates and sources in the previous year (2018) differed more by age and
whether workers are self-employed than by whether workers lived in a metro or nonmetro county, that self-
employed working-age adults were more likely to be uninsured than those employed by government or other
employers, and that a household with both self-employed and other-employed workers was more likely to be
insured than one where all workers were self-employed.

More nonmetro self-employed working-age adults were insured through employer-based plans than any other
health insurance source, likely because they were covered by another household member’s employer-based
plan. However, direct-purchase plans and public insurance covered more self-employed working-age adults
than other-employed adults. Not surprisingly, self-employed retirement-age adults were more likely to be
covered by public insurance plans than any other source of health insurance.

We also found that family medical expenditures in 2018 differed more by age and source of health insur-
ance coverage than by whether a family member was self-employed or lived in a metro or nonmetro county.
Families with direct-purchase plans paid the most per person for health care (on average), while families
with public plans paid the least, regardless of age. The difference was primarily due to premiums, as direct-
purchase plan premiums are generally not subsidized by either the government or an employer (a prominent
exception being subsidized Health Insurance Marketplace plans). However, families of retirement-age adults
had higher per person medical expenditures (on average) than those without retirement-age adults due to
higher out-of-pocket medical expenditures and spending on over-the-counter items. This difference likely
reflects the greater need for and greater use of medical services among older adults.

Availability of health care facilities and providers varied across U.S. regions and metro and nonmetro coun-
ties. Although the average capacity of medical services per 10,000 residents is frequently higher in nonmetro
counties, nonmetro residents may need to travel longer distances to receive medical care if there is no facility
offering the medical services they need nearby. Noncore counties were less likely to have medical facili-

ties than metro counties or micropolitan counties in 2017, and counties with a high share of self-employed
workers were more likely to be identified as having a health professional shortage than other counties in 2019.
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In 2017, the mean numbers of total physicians and primary care physicians per capita in the United States
were below the rates projected as necessary to provide adequate medical care, based on the population
characteristics of the Nation in 2000. Along with the decline in the mean rate of MDs in nonmetro coun-
ties over the last 20 years, this indicates that shortages in physicians, particularly in nonmetro areas, may
increase in the future. The counties with the lowest number of primary care physicians and dentists per capita
(on average) were high self-employment counties in the South and Midwest. In contrast, counties in the
Northeast generally had the highest number of providers per capita, regardless of worker composition.

Overall, while differences in affordability of health care between metro and nonmetro counties were small
during the time period this report covers, nonmetro areas had a larger proportion of self-employed indi-
viduals than metro areas. These populations were more likely to be uninsured and more frequently had health
insurance coverage through slightly more expensive direct-purchase plans, which suggests health care may be
less affordable for a larger share of nonmetro residents. In addition, accessing health care may have been more
difficult in nonmetro counties and those counties with high shares of self-employed workers, as these counties
tended to have fewer medical facilities and lower numbers of medical professionals per capita. This finding
suggests that self-employed workers in rural areas may experience more challenges to accessing health care
than other workers.

The data used in this report describe health care costs, insurance coverage, professionals, and facilities
between 2014 and 2018, while the ACA was in full effect. Since then, the conditions that influence the avail-
ability and affordability of health care have changed. The repeal of the individual mandate of the ACA went
into effect in 2019, altering the conditions affecting health insurance decisions. The COVID-19 pandemic
further affected health care access starting in 2020. Temporary closures of non-urgent-care facilities (and
fewer hospital beds for non-COVID patients) decreased the availability of non-COVID care. Job losses,
related loss of employer-based health insurance plans, and reduced income could have decreased the afford-
ability of obtaining care. The pandemic likely also increased overall willingness to defer medical care.

Becot et al. (2020) suggest that the pandemic is exacerbating issues with access to health care, and we found
that decreased access to care due to COVID-19 was not limited to nonmetro areas or self-employed house-
holds. With changing health care policies and a recovery from the pandemic, health care access for self-
employed workers in nonmetro areas may have changed from the snapshot presented in this report and will
likely continue to change as policies and perceptions evolve.
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Table A3
Mean total family medical expenditures for families by worker classification, metro status, and
source of health insurance coverage, 2018 (continued)

All families
Total Metro Nonmetro

All health insurance sources

Out-of-pocket health insurance premiums ($) 2,463 2,492 2,280

Out-of-pocket health care spending ($) 1,604 1,608 1,582

Over-the-counter expenditures ($) 352 355 329

Total medical expenses ($) 4,418 4,455 4,191
Employer-based insurance (private, group)

Out-of-pocket health insurance premiums ($) 3178 3187 317

Out-of-pocket health care spending ($) 1,856 1,859 1,835

Over-the-counter expenditures ($) 382 384 368

Total medical expenses ($) 5,416 5,430 5,319
Direct-purchase insurance (private, non-group)

Out-of-pocket health insurance premiums ($) 3,642 3,671 3,484

Out-of-pocket health care spending ($) 2,159 2,159 2,163

Over-the-counter expenditures ($) 444 443 452

Total medical expenses ($) 6,245 6,272 6,099
Public insurance

Out-of-pocket health insurance premiums ($) 1,539 1,551 1,480

Out-of-pocket health care spending ($) 1,450 1,458 1,413

Over-the-counter expenditures ($) 338 342 315

Total medical expenses ($) 3,327 3,351 3,208
Uninsured

Out-of-pocket health insurance premiums ($) 67 72 38

Out-of-pocket health care spending ($) 715 685 890

Over-the-counter expenditures ($) 196 198 185

Total medical expenses ($) 978 955 1,112

Notes: Expenditures are nominal, given in 2018 U.S. dollars. Only families with at least one member age 26 or older are included

in the table, though members of all ages are included in the calculations. Family worker classifications are constructed using the
worker classifications of members 26 years old or older. “Self-employed” members work for themselves and have not incorporated
their business. “Other-employed” members work for a private firm, government, or without pay. Families where all members age 26
and older are looking for their first job or are not in the labor force are excluded. County metro status is from the Office of Manage-
ment and Budget's 2013 Core-Based Statistical Area classifications.

Source: USDA, Economic Research Service using U.S. Department of Commerce, Bureau of the Census, 2019 March Current Popu-
lation Survey Annual Social and Economic Supplement data.
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Table A4

Percentage of people who worked last week reporting excellent or good and fair or poor health
status by metro and self-employment status, April 23 to December 21, 2020

Metro
Not self-employed
Excellent/very good (%) 62.4 59.4 56.3 571 55.0
Fair/poor (%) 9.9 1.7 13.1 13.1 14.6
Self-employed
Excellent/very good (%) 62.3 60.5 57.6 58.0 571
Fair/poor (%) 12.6 12.2 14.8 14.6 15.3
Nonmetro

Not self-employed

Excellent/very good (%) 57.9 56.5 51.5 52.9 51.2

Fair/poor (%) 11.6 12.6 15.4 14.9 15.9
Self-employed

Excellent/very good (%) 64.6 5515 54.6 577 541

Fair/poor (%) 8.5 14.6 15.0 11 15.6

Notes: The percentage of people reporting their health to be “excellent” and “good” were summed, as were the percentage of peo-
ple reporting health to be “fair” or “poor.’ The percentage of people reporting their health to be “good” was excluded. Self-employed
people work for themselves and have not incorporated their business. County metro status is from the Office of Management and
Budget’s 2013 Core-Based Statistical Area classifications.

Source: USDA, Economic Research Service using U.S. Department of Commerce, Bureau of the Census, Household Pulse Survey,
Phases 1, 2, and 3 data. Data Review Board approval numbers CBDRB-FY21-010 and CBDRB-FY21-POP001-0082.
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Appendix B: Farm Household Data Table

Table B1
Percentage of people in farm households by health insurance source, age category, metro status,
and whether the principal operator or spouse worked off-farm, 2015

Employer-based Direct-purchase Public
Uninsured (%) insurance (%) insurance (%) insurance (%)

All farm household members

All persons 10.7 55.6 17.6 28.2

< 65 years old 10.2 67.9 17.2 8.9

2 65 years old 1.8 25.5 18.5 75.4

Residence farms 9.1 611 13.0 275

Intermediate farms 14.8 42.9 231 34.9

Commercial farms 9.4 57.2 30.5 141
Metro

All persons 10.9 56.0 16.6 27.6

< 65 years old 10.3 68.9 16.0 8.5

2 65 years old 12.3 25.3 18.2 73.3
Nonmetro

All persons 10.5 558 18.3 28.6

< 65 years old 1041 67.2 181 9.3

> 65 years old 1.4 25.6 18.9 770
Off-farm work

All persons 8.4 66.6 151 19.2

< 65 years old 73 74.4 14.5 7.6

= 65 years old 12.8 34.2 17.8 67.6
No off-farm work

All persons 16.8 26.5 241 52.0

< 65 years old 23.8 375 29.9 15.2

2 65 years old 1.0 17.3 19.2 82.7

Notes: All people in farm households are included, regardless of age. “No off-farm work” means that neither the principal operator
or their spouse reporting working off the farm. “Off-farm work” means that either the principal operator or their spouse reported
working off the farm. Residence farms are small farms (less than $350,000 gross cash farm income (GCFI)) and the principal opera-
tor reports that they are either retired from farming or their main occupation is something other than farming. Intermediate farms
are farms small farms where the principal operator reports that farming is their main occupation. Commercial farms are farms with a
GCFI of $350,000 or more per year. County metro status is from the Office of Management and Budget's 2013 Core-Based Statistical
Area classifications.

Source: USDA, Economic Research Service using USDA, National Agricultural Statistics Service and USDA, Economic Research
Service, 2015 Agricultural Resource Management Survey data.
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