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Key Data Findingsi


Reclassification of rural and urban county designations (due to the switch from 2000 census data to
2010 census data) resulted in a 10 percent decline in the number of Medicare eligible Americans living in
rural counties in 2014 (from roughly 10.7 million to 9.6 million). These changes also resulted in a
decline in the number of MA enrollees considered to be living in a rural area, from 2.19 million to 1.95
million. However, the percentage of Medicare beneficiaries enrolled in MA and prepaid plans in rural
areas declined only slightly from 20.6 percent to 20.3 percent.



Rural Medicare Advantage (MA) and other prepaid plan enrollment in March 2014 was nearly
1.95 million, or 20.3 percent of all rural Medicare beneficiaries, an increase of more than
216,000 from March 2013. Enrollment increased to 1.99 million (20.4 percent) in October 2014.



In March 2014, 56 percent of rural MA enrollees were enrolled in Preferred Provider Organization (PPO)
plans, 29 percent were enrolled in Health Maintenance Organization (HMO) or Point-of-Service (POS)
plans, 7 percent were enrolled in Private Fee-for-Service (PFFS) plans, and 8 percent were enrolled in
other prepaid plans, including Cost plans and Program of All-Inclusive Care for the Elderly (PACE) plans.



States with the highest percentage of rural Medicare beneficiaries enrolled in MA and other prepaid plans
include Minnesota (49.1 percent), Hawaii (41.1 percent), Pennsylvania (35.4 percent), Wisconsin (34.3
percent), New York (30.4 percent), and Ohio (30.1 percent).

Changes in Rural Classification and Rural Medicare Population
The RUPRI Center used the county-level Urban Influence Codes (UICs) provided by the U.S. Department of
Agriculture (USDA), Economic Research Service, to define rural areas for the purpose of measuring
enrollment in the MA program. In 2013, the USDA revised their UICs to more closely align with the 2010
Census of the United States Population and the commuting data from the 2006-2010 American Community
Survey. As a result, the total number of designated rural counties and rural Americans declined, affecting
our rural/urban analyses of MA data. This brief is intended to serve as a bridge to inform our readers of the
change and to assist in trend analysis going forward. All RUPRI analysis going forward will use the 2013
UICs to represent the rural Medicare population.
The 2013 reclassification of rural and urban county designations reduced the number of Medicare
eligible Americans living in rural counties from 10,674,702 in 2013 to 9,613,029 in March 2014. The
bulk of this change in rural designation came in micropolitan areas, as they grew and were
reclassified as urban counties. Non-micropolitan rural areas were less likely to experience a change
in their rural/urban designation. Counties previously designated as urban that were reclassified as
rural did not have a significant impact on rural MA totals. Overall, these changes reduced the
number of rural MA beneficiaries, but they had little impact on the percentage of Medicare
beneficiaries enrolled in MA. Some states experienced greater drops than others in their rural MA
enrollment, including Florida, North Carolina, Arizona, Pennsylvania, and Oregon.
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Figure 1. Rural Medicare Advantage
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RUPRI Center MA briefs and enrollment updates presented the data using the 2003 UIC codes. Figure 1
shows the change in MA enrollment over the last five years using both sets of UIC codes. Enrollment data
from March of each year is used to ensure that data on new enrollees from the MA open enrollment period
for that year are captured. Rural MA enrollment grew steadily over the last five years, from 1.25 million
enrollees in March 2010 to 1.95 million enrollees in March 2014 (Figure 1), and enrollment continued to
grow through October 2014, to 1.99 million. These increases in enrollment all happened since the
enactment of the ACA. Nearly 61 percent of rural MA enrollees (more than 1,185,000) were living in
micropolitan rural areas in 2014, while 39 percent of enrollees (762,230) were living in non-micropolitan
rural areas.
National MA enrollment grew to a total of over 15.8 million enrollees in March 2014. Nearly 30 percent of
total Medicare beneficiaries were enrolled in MA or other prepaid plans. MA plans first started operations in
urban areas and saw significantly higher percentages of enrollment in urban areas than in rural areas;
however, rural MA enrollment grew rapidly in recent years.
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percentages of rural Medicare beneficiaries enrolled in MA plans include Alaska (<1 percent), Maryland (2.5
percent), Wyoming (2.9 percent), Kansas (4.3 percent), New Hampshire (5.9 percent), Nebraska (6.3
percent), Vermont (6.6 percent), California (6.8 percent), Oklahoma (7.2 percent) and Iowa (8.6 percent).
Rural and urban MA enrollment, by type of plan, varied significantly in 2014. The majority of rural MA
enrollment (56 percent) continued to be in PPO plans, while 29 percent of enrollees were in HMO plans, 7
percent were in PFFS plans, and the remaining 8 percent were in other prepaid plans, including Cost and
PACE plans (Figure 3). The bulk of urban MA enrollment, however, was in HMO plans (68 percent) and PPO
plans (28 percent). This is due in part to the fact that PPO plans are often better suited for rural areas due
to the limited number of providers in these locations and the need for out-of-network coverage for
beneficiaries.

Figure 3. Medicare Advantage Enrollment by Type of Plan, March 2014
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Discussion
MA enrollment increased in 2014 in both rural and urban areas despite current and future reductions in
payment and the conclusion of the MA bonus payment demonstration at the end of 2014 which will further
reduce payment for many plans.ii Some rural counties were reclassified, due to a change in population,and
nearly 10 percent of the previously rural population are now considered urban; however, the percentage of the
rural Medicare beneficiaries enrolled in MA did not change signifcantly. MA enrollment in rural areas is not
uniform across all states, with some states having significantly higher percentages of rural Medicare
beneficiaries enrolled in MA plans than others. Growth in rural MA enrollment was mainly in PPO plans, with
over 56 percent of enrollment, but a significant percentage of beneficiaries were enrolled in HMO plans. Rural
MA enrollment is not concentrated in only micropolitan rural areas; less populated rural areas also have a
significant percentage of beneficiaries enrolled in MA plans where available.
Monitoring of enrollment in rural MA plans and plan payment should continue, as MA plans in rural areas could
be affected by the end of the bonus payment demonstration and continued reductions in MA payment as
mandated by the ACA. iii There is no evidence at this time to suggest that these changes will affect rural
Medicare beneficiaries, as enrollment continues to grow. However, as payment reductions continue to go into
effect and plans no longer receive bonus payments, they will likely have to shift costs in some way, which could
result in a change in benefits or increased cost sharing for beneficiaries.
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