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respondents were more likely to be women, to be 
older, to have a college degree, to work in a smaller  
organization, to be self-employed and to be obese; 
but were less likely to have attended graduate 
school and to have a household income over 
$75,000 (Table 1).

•	 Rural employed Iowans’ self-assessed general health 
status was poorer than that of urban employed 
Iowans (Table 6). However, rural-urban living 
status per se was not associated with these differ-
ences. Rather male gender, older age, a household 
income of less than $35,000 annually, and a higher 
BMI were associated with poorer general health 
status; while being self-employed, attending college, 
being a never or ex-smoker, and having an annual 
household income of more than $75,000 annually 
were associated with a better general health status 
(Table 3).

•	 Rural respondents reported better self-assessed 
mental health status compared to urban respon-
dents. Two-thirds of rural Iowa employees reported 
there were no days in the last 30 when their mental 
health was not good, and over 85 percent of rural 
employees reported that there were no days in 
the last 30 when poor physical or mental health 
kept them from doing their usual activities. Rural 
employed Iowans had significantly better self-
assessed mental health while accounting for other 
factors (Tables 7 & 8).

•	 Significantly more rural employees (89 percent) 
reported having a primary care doctor than urban 
employees (85 percent), and a higher proportion of 
rural employees had seen their doctor in the last 12 
months; but these differences were associated with 
other factors than rural living (Figures 3 & 4).

•	 Rural employed Iowans had a slightly lower rate of 
health insurance (92 percent) than urban employed 
Iowans (93 percent), but this difference was asso-
ciated with factors other than rural-urban living 
status (Figure 6).

Iowans Speak Out on Their HealtH

Executive Summary

Iowans Speak Out on Their Health—The Rural-
Urban Divide is the second report from the Real 
Iowans Research Initiative (RIRI), a collaboration 
between the University of Iowa Healthier Workforce 
Center for Excellence, and two Iowa employers–David 
P. Lind & Associates, L.L.C. and State Public Policy 
Group. The RIRI involved structured interviews with 
20 stakeholder organizations, eight focus groups with 
under-represented Iowans, and the 2010 Real Iowans 
Health Survey of over 1600 Iowa registered voters. 
Our 2010 report Iowans Speak Out on Their Health 
provided an overview of RIRI findings and may be 
found on the Healthier Workforce Center  
for Excellence web site www.hwce.org. 

Iowans Speak Out on Their Health—The Rural-
Urban Divide extends analyses of the Real Iowans 
Health Survey of nearly 1200 employed rural and 
urban respondents. These survey findings are joined 
with new analyses of the 2004-2010 Iowa Employer 
Benefits Study©, representing seven statewide annual 
surveys of employers, from David P. Lind & Associates 
L.L.C.; together these surveys contain complementary 
information relevant to both Iowa employers and their 
employees. This report reviews and compares health 
outcomes, primary health care utilization, preven-
tive services, insurance coverage and insurance costs 
among Iowans working for rural-based employers and 
urban-based employers. The differences are striking. 
We call it The Rural-Urban Divide.

The Real Iowans Health Survey
Major rural-urban findings among employed respon-
dents in the Real Iowans Health Survey are sum-
marized here; presentation of data and analyses may 
be found in the full report and multivariate models  
of these analyses may be found in Appendix A  
(see www.hwce.org).

•	 	Important characteristics of rural respondents, 
which did not differ between rural strata, did 
differ from those of urban respondents. Rural 

 
 
 

The HWCE also expresses its thanks to Charles F. 
Lynch, MD, University of Iowa Professor of 
Epidemiology and Director of the Iowa Agricultural 
Health Study, Ellen Heywood and Tanner Wenzel,  
and to their staff for the thousands of phone calls they 
made to survey over 1600 Iowans. We also express 
our thanks to Alison Amendola, MBA, the former 
HWCE Coordinator and Outreach Director for her 
overall management of the survey, and to Matt  
Lozier, the current HWCE Coordinator and Outreach 
Director, for his contribution to the Real Iowans 
Research Initiative and the preparation and dissem-
ination of this report. We also thank Dan McMillan 
and Patti O’Neill of the College of Public Health 
Communications and External Relations Office for 
their editing, design and production of this report. 
Finally, the HWCE thanks members of its External 
Advisory Committee for their peer review of the 
survey instrument and to Larissa Luckel, College  
of Public Health MHA candidate, for her care in 
preparation of the Real Iowans Health Survey.

This research and report were funded by the 
National Institute for Occupation Safety and Health 
(Grant 5U19 OH008868), and by David P. Lind & 
Associates, L.L.C..

James A. Merchant, MD, DrPH, Director
Kevin M. Kelly, PhD
Leon F. Burmeister, PhD
Matthew Lozier, PhD
Healthier Workforce Center for Excellence
University of Iowa College of Public Health

David P. Lind, CEBS, President
David P. Lind & Associates, L.L.C.

Acknowledgements and Sponsors

Iowans Speak Out on Their Health—The Rural-
Urban Divide is the second in a series of reports based 
on a collaborative study, the Real Iowans Research 
Initiative, funded through the University of Iowa 
Healthier Workforce Center for Excellence (HWCE) 
by the National Institute for Occupational Safety and 
Health, Centers for Disease Control. The Real Iowans 
Research Initiative was a joint effort of the HWCE, 
David P. Lind & Associates L.L.C. (DPL&A) and  
State Public Policy Group (SPPG).

The Healthier Workforce Center for Excellence and 
David P. Lind & Associates express our appreciation 
to the thousands of participants in the several surveys 
which allowed the preparation of summary statistics 
to assess findings and trends among employees and 
employers from every rural and urban county in 
Iowa. The 2010 Real Iowans Health Survey allowed 
us to sample health behaviors, health outcomes and 
utilization of health insurance and primary health 
care among nearly 1200 employed Iowans. DPL&A, 
in conjunction with Data Point Research, Inc., has 
conducted an annual Iowa Employer Benefits Study©  
since 1999. Annual data from the 2004-2010 surveys, 
from a sample of hundreds of employers each year,  
are summarized in the report that follows.

The HWCE and DPL&A express appreciation to 
Andrew Williams, and Data Point Research, Inc. for 
their assistance in summarizing and presenting the 
Iowa Employer Benefits Study© statistical data, and 
for technical review of this report. The HWCE and 
DPL&A express our thanks to Arlinda McKeen, 
President and Tom Slater, Founder and CEO of SPPG 
for their counsel and collaboration in the preparation 
and dissemination of this report.



2 3

single and family coverage every year since 2004. 
In fact, out-of-pocket maximums have increased by 
nearly $900 for single coverage, and nearly $2,000 
for family coverage (Tables 27 & 28). 

•	 Rural employees continue to be hard-pressed when 
paying out-of-pocket maximums. Rural workers 
with single coverage currently pay over $300 more 
per year compared to urban workers. The figures 
are more alarming for those trying to insure their 
families: The rural out-of-pocket maximum for 
family coverage was $5,950 in 2010, $1,100 higher 
than an urban-based family (Figures 22 & 23). 

•	 Rural employees have consistently paid higher 
copayments for medical provider visits. In every 
year examined (2004 to 2010), rural workers have 
paid higher office copays (Figure 26).

Looking Ahead  
•	 	Health Insurance Premiums and Household 

Income. Since 2006, health insurance premiums in 
Iowa increased an average of 10.4 percent annually. 
In 2010, the average annual family premium for 
a rural employee was 10 percent of their income 
– slightly higher than for the urban employee (8 
percent). Assuming an annual growth rate of 2 
percent for household income for the next 10 years 
and 10.4 percent for health insurance premiums, 
the projected premium to income ratio would more 
than double to 17 percent for the urban employee 
and 22 percent for the rural employee (Figure 27). 
Projected employer contribution for family health 
insurance would also more than double from 17 
percent to 38 percent for urban employees and 
from 18 percent to 40 percent for rural employees 
(Figure 28).

•	 	Health Insurance Deductibles and Household 
Income. Health insurance deductibles have 
increased dramatically from 2004 to 2010, rising by 
an annual average of 17 percent per year. As health 
insurance premiums increase, employers have con-
tinued to offset such increases by raising the deduct-
ibles paid by the employee and their dependents. 
If this trend continues, the annual deductible for 
rural-based employees would quadruple to a stag-
gering 29 percent of household income in 2020. By 
comparison, deductibles for urban employees are 
projected to rise to 14 percent of income by 2020 
(Figure 29). 

•	 Nearly three-quarters of rural employees reported 
they paid increasing rates for health insurance.  
One-quarter of rural employees stated that their 
health insurance premiums were “increasing dra-
matically.” Only one in seven urban employees 
reported the same (Table 12).

•	 Rural employed Iowans reported making signifi-
cantly more sacrifices due to cost of health insur-
ance (53 percent), compared to urban employees 
(47 percent). This difference for making sacrifices 
was related to household income, but was not 
related to rural-urban living status (Table 13).

•	 Rural employees making sacrifices consistently 
made greater accommodations than urban employ-
ees making sacrifices because of having to pay more 
for health insurance. Rural employees reported 
making greater modifications in all questions 
dealing with insurance plans and in reducing their 
utilization of medications, doctors and hospitals 
(Table 14).

•	 Prevention behaviors varied between rural and 
urban employees. Rural employees had higher 
flu vaccine rates (despite having fewer wellness 
programs at work,) suggesting better primary care 
practice, and consumed less alcohol (Figure 7,  
Table 16). Urban employees more often exercised 
five or more days each week (Table 17). These 
behavioral differences were associated with factors 
other than rural-urban living status.

•	 One prevention behavior, however, was significantly 
associated with rural living–less seat belt use, a 
health behavior also associated with being self-
employed, male gender, never smoking and having  
a higher BMI (Figure 8).

Iowa Employer Benefits Study©

Since 1999 the Iowa Employer Benefits Study© has 
measured and tracked the use and costs of health 
insurance coverage and other employee benefits 
directly from Iowa employers. The results of these 
studies are derived from statistically valid samples of 
Iowa employers with 2 or more employees from all 
major industries. Since 2004 an average of 850 Iowa 
employers have participated in this study each year. 
This work has produced a wealth of information 
on key employee benefits. This section of the report 
reviews the health care costs to working Iowans, and 
projects what those expenses might be if Iowa remains 

on its current path. Further, this report reviews the 
differences in health insurance costs between Iowans 
working for urban-based employers compared to those 
working for rural organizations. 

•	 Virtually all Iowa employers with more than 50 
employees offer health insurance coverage, com-
pared to about 60 percent of organizations with 2 
to 9 employees (Table 19). There are approximately 
75,000 employers with 2 to 9 employees in Iowa.

•	 About 90 percent of urban-based employers offer 
health insurance compared to three-quarters of 
rural employers. This gap is growing (Figure 9).

•	 Smaller organizations are consistently taking the 
brunt of health insurance rate increases. Smaller 
employers often see increases that are twice that  
of larger organizations (Table 20).

•	 Smaller employers appear to respond to premium 
increases by changing to plans with higher deduct-
ibles and copays (Tables 21, 22, 25 & 26).

•	 In 2010, the average employed Iowan paid $68 
per month for single coverage and $347 for family 
coverage. For Iowans living in rural counties, the 
cost is $7 less per month for single coverage and 
an extra $26 per month for family coverage. Rural 
Iowans pay higher costs for weaker family insur-
ance coverage (Tables 23 & 24, Figures 14 & 15).

•	 Iowa employers continue to shift costs to their 
employees through plan design changes such as 
higher deductibles. Employee deductibles have 
doubled since 2005. Further, rural employees have 
significantly higher deductibles. An Iowan working 
for a rural-based employer can expect an annual 
deductible of almost $3,300 per year for family 
coverage. The deductible for their urban counter-
part is currently $2,255 (Tables 25 & 26, Figures 
18 & 19).

•	 This rural-urban divide is even more striking 
depending on organization size. A rural worker 
with family coverage working for a small employer 
can expect a deductible of over $4,300 per year.  
By comparison, the deductible of their urban  
colleague is $2,000 less. (Figure 21)

•	 Another important aspect of the cost of health 
insurance is the maximum that an employee would 
pay for their health care over the course of a year, 
called the out-of-pocket maximum. The average 
out-of-pocket maximum has increased for both 

Conclusions
From the wealth of information from these large and 
complementary statewide surveys, we draw three 
major conclusions:

1.	Nearly three-quarters of rural employed Iowans 
report increasing rates paid for health insurance 
premiums, nearly 10 percent more report premiums 
“increasing dramatically”, as compared with urban 
employed Iowans. As a result, rural employed 
Iowans more frequently adjust their health insur-
ance coverage and health care behaviors.

2.		Iowans working for rural organizations are now 
paying significantly more for higher-deductible, 
higher co-pay and higher out-of-pocket maximum 
health insurance coverage, when compared to 
Iowans working for urban organizations.

3.		Since 2004, the cost of Iowa health insurance for 
employers has risen an average of over 10 percent 
annually, while the coverage has deteriorated. If 
Iowa continues its current trend, by 2020 projected 
employee and employer combined health care 
premiums would exceed half of household income. 
Another 15-30 percent of income would be con-
sumed by higher deducibles.  In both cases, rural 
Iowa employers and employees would pay a dispro-
portionally higher percentage of their incomes than 
urban Iowans.

While the impact of the Patient Protection and Afford-
able Care Act remains uncertain, it is clear than unless 
substantial changes are soon made in the way Iowans 
receive health insurance and health care, their financial 
future is untenable—especially for small employers 
and those living and working in rural counties. As 
Iowa seeks to build new and better jobs, Iowa employ-
ers are paying over 10 percent annually in rising insur-
ance premiums, an unsustainable burden increasingly 
borne by their employees and their families.

mlozier
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Introduction

The University of Iowa Healthier Workforce Center 
for Excellence is one of three national WorkLife 
Centers funded by the National Institute for 
Occupational Safety and Health of the Centers for 
Disease Control (www.hwce.org). The goals of this 
center are to: 1) implement, evaluate and compare 
employee health protection and health promotion 
programs primarily among small and midsized Iowa 
employers, 2) to establish an electronic learning net-
work through education and translation research and 
its outreach program, and 3) to serve as an Iowa and 
national information, education, and policy resource 
on employee health programs. Through addressing 
these goals, the HWCE seeks to help Iowa become  
the healthiest state in the Union.

As the HWCE sought to develop partnerships with 
Iowa stakeholders, it developed a collaboration with 
David P. Lind & Associates, L.L.C., which has estab-
lished a nationally recognized record of using evi-
dence-based data through its annual Iowa Employer 
Benefits Study©, and State Public Policy Group which 
has a long association with the University of Iowa 
College of Public Health on public health program 
development, evaluation and dissemination. While 
DPL&A had developed robust data on health benefits, 
including assessment of employer wellness programs, 
corresponding data regarding Iowa employee views 
on their health status, primary health care, insurance 
coverage, wellness, and disease and injury prevention 
and employment, were not available. The need to 
develop a research program to seek this information 
from a broad cross-section of Iowa employees led to 
the development of a supplemental HWCE grant from 
NIOSH, the Real Iowans Research Initiative (RIRI). 
The RIRI sought to develop the necessary input to 
design a suitable survey instrument, to introduce the 
HWCE to, and seek information from, several key 
Iowa employers and their respective associations: 
labor organizations, health care associations and 
organizations, health care providers, health insur-
ance companies and state government stakeholders. 
The RIRI also sought the views of under-represented 
Iowans by carrying out eight focus groups with black 
and Latino Iowans, those with disabilities, those with 
mental health concerns, the elderly and with those 
who are uninsured or underinsured. The findings 
from 20 stakeholders meeting and 8 focus groups 

informed the development of the Real Iowans Health 
Survey instrument (See Appendix B). An overview of 
the entire RIRI project is contained in the November, 
2010 report Iowans Speak Out on Their Health (1) 
(see www.hwce.org).

As was noted in Iowans Speak Out on Their Health, 
Iowa was ranked among the very best states in health 
system performance across all dimensions by the 
Commonwealth Fund in 2009—tied with Hawaii 
for second overall and ranked in the first quartile in 
Access, Prevention and Treatment, Equity and Healthy 
Lives (2). Similarly, Iowa has good health insurance 
coverage relative to 2010 national health insurance 
data compiled by the Kaiser Family Foundation (3). 
The DPL&A survey data found a higher proportion 
of Iowa employers offer health insurance, and both 
single and family overall insurance premiums were 
lower in Iowa than nationally. However, despite 
Iowa’s relatively good health system performance and 
good employer health insurance coverage, disparities 
in health care are well-recognized and were noted in 
Iowans Speak Out on Their Health. Further analyses 
of the Real Iowans Health Survey and new analyses 
of 2004-2010 annual Iowa Employer Benefits Study© 
(4) data, present and interpret differences in rural and 
urban health outcomes, health behaviors, primary 
health care utilization and health insurance costs, cov-
erage and trends utilizing analyses from these comple-
mentary surveys. We call this report Iowans Speak 
Out on Their Health—The Rural-Urban Divide.

Real Iowans Health Survey

Survey Methods

The Real Iowans Health Survey used a stratified 
random sample of 1,602 adult Iowans. The sampling 
frame was a current list of registered voters in Iowa. 
Counties were stratified into four groups (strata) from 
most rural to urban based on population density, 
then a simple random sample of voters with listed 
telephone numbers was drawn within each stratum. 
Telephone surveys were conducted from May to 
August 2010. For the purposes of this report, the three 
most rural strata are defined as 79 “rural counties”, 
while the most urban strata, which correspond to 20 
Iowa MSA counties, are defined as “urban counties”. 
Definitions of rural and urban counties were based 
on Beale Codes (Appendix A). One adult in each 
sampled household was randomly selected to respond 
to the 25 minute telephone survey, until at least 400 
voters in each strata had responded to the survey. 
The maximum margin of error in the estimation of 
proportion for statewide estimates is +/- 2.5 percent.  
Estimates for rural counties were computed by weight-
ing responses based on the proportion of the popula-
tion aged 18-65 in each stratum. The survey’s margin 
of error for rural counties is +/- 3.3  percent, and for 
urban counties it is +/- 5.7  percent. The margins of 
error reflect differences in sample sizes. The margin 
of error for analyses that involved all Iowa employees 
participating in this study is +/- 3.3 percent. 

The Real Iowans Health Survey instrument was 
constructed from survey items publically available and 
cited in several published studies. Particular attention 
was given to instruments that have been used in Iowa 
or that are considered national or internationally cited 
survey instruments (5-13). A complete copy of the 
Real Iowans Health Survey may be found in Appendix 
B (see www.hwce.org).

There are several potential sources of bias in this 
study. Not all Iowans are registered to vote; some 
did not list telephone numbers or had changed to cell 
phones or otherwise changed numbers since register-
ing to vote. Response rates to telephone surveys are 
typically low, in this case 14.2 percent of the contacted 
voters agreed to participate. There was no differ-
ence in response rates between strata. Respondents 
were more likely than non-respondents to be older, 
a woman, or a registered member of Iowa’s two 
major political parties similarly distributed between 
Republican and Democratic.
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Statistical Methods and results

Important differences in the composition of the rural 
and urban samples of employed Iowans are shown 
as weighted averages in Table 1. The rural respon-
dents were more likely to be women, to be older, 
and to have a college degree, but less likely to have 
attended graduate school. Rural residents were also 
less likely to have a household income over $75,000 
per year. Rural respondents were more likely to work 
in a smaller organization. The smoking histories of 
rural and urban respondents were quite similar. Rural 
respondents were more likely to be obese. There were 
no meaningful differences between the three rural 
strata respondents in regard to the characteristics  
summarized in Table 1.

To account for differences in population density 
between strata, all subsequent data shown in tables 
and figures are weighted to be representative of the 
populations within rural and urban counties. To 
account for the effects of factors shown in Table 1, 
multivariable linear regression analyses were applied 
to explore factors that may be associated with the 
health behaviors and health outcomes presented in 
subsequent tables and figures. The final statistical 
models, which include factors that are positively (risk 
factors) and negatively (protective factors) associated 
with these outcomes, are presented in Appendix A  
(see www.hwce.org). To assist the reader in under-
standing these models, the first health outcome ques-
tion is provided as an example:  

Table 3. Odd Ratios Associated with the Question: 
Would you say that, in general, your health is:  
Excellent/Very Good vs Good/Fair/Poor?

Odds Ratio Estimates

Effect	 Point Estimate	 95% Wald
		  Confidence Limits

Male Gender	 1.464	 1.103	 1.942

Age	 1.028	 1.015	 1.042

Self-employed	 0.690	 0.485	 0.982

Attended College	 0.693	 0.506	 0.950

Never Smoked	 0.442	 0.297	 0.656

Ex-smoker	 0.620	 0.399	 0.963

Income Less	 1.559	 1.066	 2.282 
than $35,000

Income more	 0.609	 0.444	 0.834 
than $75,000

Body Mass Index	 1.102	 1.075	 1.130

Table 2. Would you say that, in general,  
your health is…	

	 Excellent/ Very Good	 Good/ Fair/ Poor	
	

Rural	 65.4%	 34.6%	

Urban	 68.1%	 31.9%	

Overall	 67.0%	 33.0%

Table 1. Characteristics of Sample Interviewed

Gender		  Male		  Female		
Rural (n=896)		  35.2%	 64.8%		
Urban (n=299)		  41.1%	 58.9%		
Overall (n=1,195)	 38.7%	 61.3%		  		
Urban vs Rural: p <0.0001				  
				  
Age		  18 to 30 yrs	 31 to 45 yrs	 46 to 55 yrs 	 56 to 68 yrs 
Rural (n=896)		  8.9%	 21.6%	 37.0%	 32.4%
Urban (n=299)		  15.4%	 27.1%	 36.1%	 21.4%
Overall (n=1,195)	 12.7%	 24.8%	 36.5%	 26.0%
Urban vs Rural: p <0.0001				  
				  
Highest Grade of	 Grade 12, 	

Some College, no degree	 College Degree
	 Post Grad

School Completed 	 GED or Less			   Degree or		
					     Courses
Rural (n=895)		  26.9%	 35.1%	 26.4%	 11.5%
Urban (n=299)		  18.7%	 32.1%	 31.8%	 17.4%
Overall (n=1,194)	 22.1%	 33.4%	 29.6%	 14.9%
Urban vs Rural: p <0.0001				  
				  
Household Income	 Less than	 Between $25,000 	 Between $50,001	 Greater than 
		  $25,000	 and $50,000	 and $75,000	 $75,000
Rural (n=827)		  9.9%	 26.7%	 28.0%	 35.3%
Urban (n=291)		  7.9%	 23.7%	 22.7%	 45.7%
Overall (n=1,128)	 8.7%	 24.9%	 24.9%	 41.5%
Urban vs Rural: p <0.0001				  

Self-employed		  Yes		  No		
Rural (n=896)		  21.0%	 79.0%		
Urban (n=299)		  15.0%	 85.0%		
Overall (n=1,195)	 17.5%	 82.5%		
Urban vs Rural: p <0.0001
				    	 	
Organization Size	 1 to 19	 20 to 49	 50 to 249	 250 plus
Rural (n=876)		  40.2%	 12.2%	 21.6%	 26.2%
Urban (n=295)		  28.8%	 13.6%	 20.7%	 36.0%
Overall (n=1,171)	 33.5%	 13.0%	 21.0%	 32.5%
Urban vs Rural: p <0.0001				  
			 
Smoking History	 Never Smoked	 Ex-smoker	 Current Smoker	
Rural (n=885)		  61.2%	 25.5%	 13.3%	
Urban (n=296)		  61.8%	 24.3%	 13.8%	
Overall (n=1,181)	 61.6%	 24.8%	 13.6%	
Urban vs Rural: p <0.0001	 			 
				  
Body Mass Index	 Underweight (<18.5)	 Normal (18.5-24.9)	 Overweight (25-29.9)	 Obese (≥30)
Rural (n=876)		  0.2%	 29.5%	 37.5%	 32.8%
Urban (n=288)		  0.7%	 31.6%	 39.3%	 28.5%
Overall (n=1,165)	 0.5%	 30.7%	 38.5%	 30.3%

Urban vs Rural: p <0.0001	 			 
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When the probability modeled is “no”, male gender, 
increasing age, higher BMI and having a household 
income of less than $35,000 were identified as risk  
factors. Being self-employed, having attended college, 
having never smoked or being an ex-smoker, and hav-
ing a household income of more than $75,000, were 
found to be protective factors.

A higher proportion of  rural respondents were self-
employed. Our first Iowans Speak Out on Their 
Health report found that those identifying themselves 
as self-employed were healthier by several quality 
of life measures, including general health, physical 
health, mental health, sleep, smoking and obesity.  
We further assessed the distribution of these employed 
respondents by organization size, and found nearly  
97 percent to be in organizations with 1-19 employ-
ees, while more of the urban self-employed worked 
for larger organizations (Table 4). This report focuses 
on employed Iowans which constituted nearly three-
quarters of the sample of respondents (Table 5).

Smoking rates vary slightly, but significantly, by rural-
urban status (Figure 1). Both rural (13.3 percent) and 
urban (13.8 percent) employed respondents smoked 
less than the 2009 statewide estimate (17.2 percent) 
for current smokers (14). Many epidemiological stud-
ies show that those with farming backgrounds smoke 
less often, which may contribute to the lower smoking 
rates among rural employees (15). 

Figure 2. BMI category

Obese 
(>=30)

Overweight
(25-29.9)

Normal

0 5 10 15 20 25 30 35 40

Underweight
(<18.5))

Rural TotalUrbanUrban vs Rural: p <0.0001

Weighted BMI rates, as displayed in Figure 2, show 
higher rates of obesity among rural respondents, and 
an overall prevalence of obesity similar to that from 
the 2009 statewide BRFFS survey (29.7 percent), 
which placed Iowa among 12 states with the highest 
(>40 percent) proportion of adults with obesity associ-
ated arthritis (16,17). The most recent CDC urban-
rural regional data observed that Midwestern men 
living in the most rural counties were more often obese 
(18). Modeling of these survey data found in addition 
to rural living, male gender, increasing age and having 
a household income between $35,000-50,000, were 
also risk factors independently associated with being 
overweight or obese, whereas having attended col-
lege was associated with a lower probability of being 
overweight/obese.

health status. Those who were self-employed, had 
at least a college degree, had never smoked or were 
ex-smokers, and had household incomes of more than 
$75,000 were associated with higher rates of excel-
lent or very good general health. Both rural and urban 
employed respondents reported much lower rates of 
fair/poor general health status compared to the 2009 
Iowa BRFSS survey (11.4 percent) (14). This reflects 
the healthy worker effect typically seen in employed 
populations (19).

Table 6. Would you say that, in general,  
your health is . . .

	 Excellent	 Very	 Good	 Fair	 Poor  
		  good

Rural	 20.2%	 45.3%	 28.1%	 5.8%	 0.6%

Urban	 23.2%	 45.0%	 25.8%	 5.0%	 1.0%

Overall	 21.9%	 45.1%	 26.8%	 5.4%	 0.8%

Urban vs Rural: p<0.0001

Table 7. How many days during the past 30 days was 
your mental health not good?

	 None	 1 to 5	 6 to 10	 11 or more  
		  days 	 days	 days	

Rural	 66.9%	 21.3%	 4.5%	 7.3%

Urban	 61.9%	 27.1%	 4.0%	 7.0%

Overall	 63.9%	 24.7%	 4.2%	 7.1%

Urban vs Rural: p<0.0001

While self-assessed excellent general health status 
among rural living respondents was lower than that 
of urban dwelling respondents, rural living per se 
was not a significant risk factor. Rather, as previously 
summarized, male gender, aging, being overweight 
or obese, and those with household incomes of less 
than $35,000 were associated with lower general 

Nearly two-thirds of those living in rural counties 
reported no days in the last month in which their men-
tal health was not good, indicating better overall men-
tal health among rural dwellers. Multivariate modeling 
confirmed that rural living, male gender, and having an 
income of greater than $75,000 were all factors associ-
ated with better mental health status; while having at 
least a college degree, being a current smoker, having 
a household income of less than $35,000 and having 
a higher BMI, were all factors associated with poorer 
self-assessed mental health status. 

Table 4. Percent Self-Employed by organization size

	 1 to 19	 20 to 49	 50 to 249	 250 plus

Rural	 96.6%	 1.0%	 2.4%	 0.0%

Urban	 90.9%	 4.6%	 0.0%	 4.6%

Overall	 93.8%	 2.8%	 1.2%	 2.2%

Urban vs Rural: p<0.0001

	 None	 1 to 5	 6 to 10	 11 or more  
		  days 	 days	 days	

Rural	 85.1%	 10.1%	 2.1%	 2.7%

Urban	 79.9%	 14.4%	 2.3%	 3.3%

Overall	 82.1%	 12.6%	 2.2%	 3.1%

Urban vs Rural: p<0.0001

Table 8. During the past 30 days, for about how many 
days did poor physical or mental health keep you from 
doing your usual activities, such as self-care, work, or 
recreation?

More than 85 percent of those living in rural counties 
reported no health-related limitation in their usual 
activities, significantly more than those living in urban 
counties. Modeling again confirmed that rural living 
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Figure 1. Smoking History

Rural TotalUrbanUrban vs Rural: p <0.0001

Current	
Smoker

Ex-Smoker

Never	
Smoked

Table 5. Employment Status

	 Self-	 Employed by 	 Unemployed	 Homemaker	 Retired	 Student	 Disabled	 Other 
	 employed	 someone else

Rural	 15.4%	 57.9%	 4.4%	 6.8%	 10.7%	 0.8%	 3.8%	 0.1%

Urban	 11.3%	 63.7%	 6.5%	 5.0%	 6.3%	 3.5%	 3.5%	 0.2%

Overall	 13.0%	 61.2%	 5.6%	 5.8%	 8.2%	 2.4%	 3.6%	 0.2%

Urban vs Rural: p<0.0001
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Similar percentages of rural and urban participants 
reported not feeling worried, tense or anxious in the 
last 30 days. Modeling found male gender and having 
an income of greater than $75,000 were protective of 
feeling worried, tense or anxious.

Table 10. During the past 30 days, for about how many 
days have you felt worried, tense, or anxious?

	 None	 1 to 5	 6 to 10	 11 or more  
		  days 	 days	 days 

Rural	 40.3%	 38.2%	 8.4%	 13.0%

Urban	 40.5%	 38.5%	 9.8%	 11.4%

Overall	 40.4%	 38.4%	 9.2%	 12.0%

Urban vs Rural: p<0.0001

Table 11. During the past 30 days, for about how 
many days have you felt you did not get enough  
rest or sleep?

	 None	 1 to 5	 6 to 10	 11 or more  
		  days 	 days	 days 

Rural	 22.1%	 37.1%	 14.5%	 26.3%

Urban	 16.0%	 37.1%	 18.1%	 28.8%

Overall	 18.6%	 37.1%	 16.6%	 27.8%

Urban vs Rural: p<0.0001

was a protective factor, as were male gender, never 
smoking and having a household income of more 
than $75,000. BMI was the only negatively associated 
physical or mental health-related risk factor.

75 80 85 90

Figure 3. Percentage of Respondents who have a  
primary care doctor

Rural TotalUrbanUrban vs Rural: p <0.0001

No sleep loss days was more often found among those 
living in rural counties, but modeling did not find 
rural living per se to be a significant factor in getting 
enough sleep. Rather, BMI and currently smoking 
were found to be risk factors, while increasing age was 
negatively associated (protective) with no sleep loss 
days. As reported previously in Iowans Speak Out on 
Their Health, 37.8 percent of all respondents reported 
getting less than 7 hours of sleep in a typical workday 
night, a slightly higher figure than the 35.3 percent of 
adult respondents (all ages) to a 12 state survey asking 
about average sleep duration in 24 hour period (20). 
The National Sleep Foundation suggests that healthy 
adults need 7-9 hours of sleep per day (21).

male gender, being self-employed, being a current 
smoker and having a household income of less than 
$35,000 were associated with not having a primary 
care doctor, while increasing age and working in an 
organization of less than 20 employees was associ-
ated with more often seeing a primary care doctor for 
medical help. 

Nearly equal proportions of employed respondents 
reported that their financial situation was getting 
worse and getting better, with no clear differences 
between rural and urban living status. Modeling of 
this item found increasing age and current smoking 
were positively associated (risk factors) with this item, 
while household incomes of $50,000-$75,000 and 
$75,000 and above were independently and negatively 
associated (protective).

Figure 4. Visited your primary care doctor in the past 
12 months

75 78 81 84 87

Rural TotalUrbanUrban vs Rural: p <0.0001

There was little difference between urban and rural 
living respondents in regard to the proportions who 
reported seeing their primary care doctor in the last 12 
months. Modeling found that male gender was associ-
ated with seeing their doctor less often, while increas-
ing age and being employed by an organization of at 
least 250 employees were factors associated with more 
often visiting their doctor.

Figure 5. Compared to last year, would you say your 
personal financial situation is . . .

0 10 20 30 40 50 60

Getting 
Worse

Staying 	
the Same

Improving

Rural TotalUrbanUrban vs Rural: p <0.0001

Rural TotalUrbanUrban vs Rural: p <0.0001

Figure 6. Currently have health insurance coverage
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Rural employed Iowans were found to have a some-
what lower rate of health insurance coverage (92.1 
percent) than urban employed Iowans (93 percent). 
However, living in a rural county was not a significant 
factor in multivariate modeling of this question. Items 
significantly associated with not having health insur-
ance coverage were: having a household income of less 
than $35,000, having an income between $35,000-
$75,000, working for an organization of less than 20 
employees, working for an organization employing 
between 20-49 employees and currently smoking. 

Respondents were more likely to have health insurance 
as age increased. This sample of employed Iowans 
was somewhat better insured (92.6 percent) than a 
statewide sample of all adult Iowans in 2009 (90.1 
percent). (14)

	 None	 1 to 5	 6 to 10	 11 or more  
		  days 	 days	 days 
Rural	 66.5%	 25.0%	 2.9%	 5.6%

Urban	 63.8%	 25.8%	 6.0%	 4.4%

Overall	 64.9%	 25.5%	 4.7%	 4.9%

Urban vs Rural: p<0.0001

Table 9. During the past 30 days, for about how many 
days have you felt sad, blue, or depressed?

Two-thirds of those living in rural counties reported 
no days in the last month in which they felt sad, 
blue, or depressed, but responses to this item var-
ied between rural and urban for other responses. 
Multivariate modeling found that rural living status 
per se was not associated with this quality of life indi-
cator–rather BMI was a risk factor for being sad, blue 
or depressed, while having an income of $50,000-
$75,000, and greater than $75,000 (independently) 
were protective of feeling sad, blue or depressed.

Significantly more rural employees (89 percent) 
reported having a primary care doctor than urban 
employees (85 percent), both exceeding the most 
recent statewide estimate of 79.9 percent for adults 
having a primary source of primary care (14). 
However, modeling did not confirm rural living  
per se to be a factor explaining this difference. Rather, 
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Rural employees reported significantly greater 
increased rates paid for health insurance, nearly 
10 percent greater among rural respondents for 
premiums ‘increasing dramatically”. Multivariate 
modeling for this response confirmed that living in 
a rural county was a significant factor for increasing 
premiums, as was current smoking, having an income 
between $35,000-$50,000, working for an organiza-
tion employing less than 20, or for an organization 
employing 20-49 workers (both contribute to the 
model). Being self-employed was associated (protec-
tive) with premiums decreasing or staying the same.

	 Increasing	 Increasing	 Decreasing	 Decreasing	 Staying the 	
		  dramatically 		  dramatically 	 same?

Rural	 49.9%	 23.2%	 1.2%	 0.4%	 25.4%

Urban	 55.3%	 13.9%	 2.6%	 0.8%	 27.4%

Overall	 53.0%	 17.8%	 2.0%	 0.6%	 26.6%

Urban vs Rural: p<0.0001

Table 12. Is the cost you or your spouse pay personally for your health insurance premium…

Table 14 presents a clear pattern of increased accom-
modations rural employed Iowans were making to 
deal with rising health care expenses. All but one 
question in Table 14 were found to be significantly 
greater among the rural employed than among the 
urban employed, the exception being “not scheduled 
tests your doctor has suggested in order to save on 
cost”. All four items dealing with modification of 
health insurance plans found that rural employees 
significantly more often made changes to cut back on 
health care expenses. Multivariate modeling revealed 
varying factors associated with household changes to 
cope with rising health care expenses.  In addition to 
rural living being associated with “decided not to go 
to the doctor”, “switched health insurance to a plan 
with higher deductibles/copayments” and “plans with 
fewer participating doctors/hospitals”, current smok-
ing and increased BMI were factors identified for those 
who “stopped taking medication to avoid the cost”, 
“cut back the dose of prescription drugs” (BMI), and 
“decided not to fill prescriptions” (current smoking).  
These accommodations suggest these two important 
behavioral risk factors were leading to other unhealthy 
choices. Other risk factors included age and household 
income less than $35,000 (“not scheduled tests doctor 
suggested”), and working for organizations employ-
ing less than 20 (“switched insurance plan with higher 
deductibles/copayments”). These survey findings are 
consistent with those of Selzer and colleagues from 
their 2005 survey of Iowa consumers for the Iowa 
Department of Public Health (7). See Appendix A  
for full models for items summarized in Table 14 
(www.hwce.org). 

Different households vary in regard to behaviors 
they adopt to keep down the cost they would pay 
for health insurance (See Table 15). Differences are 
observed between rural employed Iowans and urban 
employed Iowans, but not consistently. Rural-urban 
living status was not significantly associated with any 
of the responses to these items. Fewer rural employees 
would be willing to “choose a policy with a higher 
deductible” which, in multivariate modeling, was only 
positively associated with being self-employed. Rural 
employees were more often willing to pay “higher 
co-pays for doctor visits and prescription drugs”, but 
modeling found only being self-employed was posi-
tively associated, while having a household income of 
less than $35,000 was negatively associated with this 
item. Significantly more rural employees were willing 
to “reduce the number of visits to the doctor”, which 
was positively associated with employment in an orga-
nization of 50-249 in size, and negatively associated 
with being a male and having an income of more than 
$75,000. Urban employed Iowans were significantly 
more often willing to “make use of clinics staffed by 
nurses and physician assistants”, which may reflect 
availability of these midlevel health care providers in 
urban counties, but was only found to be positively 
associated with increasing BMI and negatively associ-
ated with working for an organization employing  

	 Making	 Making	 Not really 		
	 major 	 minor 	 sacrificing		
	 sacrifices	 sacrifices

Rural	 10.2% 	 42.9%	 46.8%

Urban	 10.3%	 36.4%	 53.3%

Overall	 10.3%	 39.2%	 50.5%

Urban vs Rural: p<0.0001

Table 13. How much effect does this increasing cost 
have on your household budget? As a result of having 
to pay more for health insurance, are you…

Similarly, rural employees reported making sig-
nificantly greater sacrifices because of having to pay 
more for health insurance (53 percent) compared to 
urban employees (47 percent). Modeling of this item 
for making sacrifices vs not really sacrificing did not 
find that rural living per se was associated with these 
differences. Rather, income less than $35,000 and 
income between $35,000-50,000 (independently) were 
associated with making sacrifices, while working for 
an organization of 250 or more employees or having 
never smoked were negatively (protective) of making 
any sacrifices.

	 Rural	 Urban	 Overall

Decided not to go to the 	 45.4%	 35.1%	 39.9% 
doctor when you felt you  
needed to because of cost*	

Stopped taking medication 	 22.9%	 16.3%	 19.3% 
to avoid the cost of  
prescription drugs*	

Cut back the dose of 	 20.8%	 16.3%	 18.4% 
prescription drugs to help  
make the drugs last longer*	

Decided not to fill prescrip-	 23.4%	 18.5%	 20.7% 
tions given to you by your  
doctor because of cost*

Not scheduled tests 	 27.8%	 28.7%	 28.3% 
your doctor has suggested  
in order to save on cost	

Waited longer to see a 	 70.5%	 66.3%	 68.3% 
doctor when you are sick  
with hopes you will get  
better on your own*	

Switched doctors or hospitals	 8.3%	 6.4%	 7.2% 
in order to save money*	

Minimized how often you	 37.7%	 29.8%	 33.4% 
use your health insurance  
in order to keep the overall  
cost of premiums for every- 
one in your group from rising*	

Switched health insurance	 44.4%	 31.8%	 37.5% 
to a plan with higher  
deductibles and copayments  
in order to save money*	

Switched health insurance	 13.2%	 3.7%	 8.1% 
to a plan with fewer  
participating doctors and  
hospitals to save money*	

Switched health insurance 	 24.9%	 18.5%	 21.5% 
to a plan with fewer benefits  
to save money*	

* Urban vs Rural: p<0.0001

Table 14. Different people do different things to cut 
back on health care expenses. Please tell me if you have 
done any of the following: (among those making any 
sacrifices, n=348-389)

Table 15. Which of the following would you be will-
ing to do to help keep down the cost that you or your 
spouse would pay for health insurance? Would you...
(among those making any sacrifices, n=396-417)

	 Rural	 Urban	 Overall

Choose a policy with a	 66.8%	 69.6%	 68.3% 
higher deductible

Choose a policy with 	 64.6%	 62.5%	 63.5% 
higher co-pays for doctor  
visits and prescription drugs	

Reduce the number of 	 49.9%	 41.8%	 45.6% 
doctor’s visits made by  
members of your household	

Make more use of clinics 	 71.1%	 78.2%	 75.0% 
staffed by nurses and  
physician’s assistants  
rather than doctors	

Choose a policy with 	 34.3%	 42.9%	 38.8% 
fewer participating  
doctors and hospitals

Each item, Urban vs Rural: p<0.0001



14 15

Figure 8. Do you always wear seatbelts when you ride 
in a car?

Rural employed Iowans more often abstain from 
drinking alcohol, and if they drank, consumed fewer 
drinks per month. However, modeling found that rural 
living per se was not a factor associated with alcohol 
consumption, whereas having an income of $75,000 
or more and male gender were associated with greater 
alcohol consumption. Having an income of less than 
$35,000, never smoking, increasing age and BMI were 
all associated with less alcohol consumption.

Rural TotalUrbanUrban vs Rural: p <0.0001

Rural TotalUrbanUrban vs Rural: p <0.0001

Table 18.  Number of Participating Organizations

Study Year	 ParticipatingOrganizations

2004	 619

2005*	 744

2006	 945

2007	 822

2008	 973

2009**	 891

2010 	 985

*	 Beginning in 2005 the study was expanded to include 
	 employers with 10 or more employees.
** Beginning in 2009 the study was expanded to include 
	 employers with 2 or more employees. 

An unexpected finding was that rural employed 
Iowans more often received a flu vaccine in the last 
12 months than did urban employed Iowans, who 
more often work for larger organizations which more 
often have company wellness programs (Iowans Speak 
Out on Their Health, 2010 Iowa Employer Benefits 
Study©). This is consistent with rural Iowa employee 
respondents reporting having greater access and utili-
zation of primary care providers, but also suggests  
that rural primary care providers are actively incorpo-
rating prevention into their primary care. Modeling 
found that increasing age and BMI were both associ-
ated with higher flu vaccine rates, while male gender, 
being self-employed, working for an employer with 
fewer than 20 employees and having an income of  
less than $35,000, were all factors associated with 
lower vaccination rates.
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Figure 7. In the past 12 months, have you had either 
the flu shot injection or the nasal mist?

250 or more. Urban employees were much more likely 
to “choose a policy with fewer participating doctors 
and hospitals”, which again may reflect more options 
available to urban Iowa employees, but none of the 
several factors considered in our modeling were  
associated with this item. 
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It is well recognized from epidemiological studies of 
farmers, and others living in more remote rural areas, 
that rural seat belt use is less common than seat belt 
use in urban communities (22). Figure 8 shows this  
is also the case among rural employed Iowans par-
ticipating in this survey. This finding is confirmed by 
modeling, which found that for those living in rural 
counties, being self-employed, male gender, never 
smoking, and BMI were also factors associated with 
lower seat belt use.

Table 16. During the past 30 days, how many days did 
you have at least one drink of any alcoholic beverage?

The Iowa Employer Benefits Studies©

Survey Methods

Since 1999, David P. Lind and Associates, L.L.C. and 
Data Point Research, Inc. have conducted the annual 
Iowa Employer Benefits Study©. The results of these 
studies are derived from statistically valid yearly 
samples of Iowa employers with 2 or more employees 
from all major industries. The results are stratified to 
allow comparisons between different sizes of organiza-
tions, as well as between urban and rural employers.

The results presented in this report include an investi-
gation of trend data collected by the Iowa Employer 
Benefits Study© since 2004. Table 18 shows the 
number of Iowa organizations who took part in each 
annual study since 2004. Note: Dollar figures shown 
in this report are not adjusted for inflation, they are 
the dollars reported for each year of the study. All 
differences shown between rural and urban employees 
are valid for the year collected.

Iowa has a large number of small- and medium-sized 
employers and relatively few large employers. If the 
results in this study were simply reported by averaging 
across all organizations, the responses from the larger 
employers would count much less than the responses 
of the smaller employers. Thus, the actual number 
of employees for each employer is used to weight the 
results for that employer. This means that one larger 
organization with 500 employees influences the results 
of the study the same amount as five smaller organi-
zations with 100 employees. Therefore, the averages 
can be interpreted as reflecting the true results for all 
employees of Iowa regardless of the size of the organi-
zation for which they are employed.

Table 17. In a typical week, how often do you exercise 
continuously for at least 20 minutes at a level where 
your heart rate and breathing rate noticeably increases?  

Would you say…

	 Less than 	 1-2 days	 3-4 days	 5 or more 
	 once a week	 a week	 a week	 days a 	
				    week

Rural	 23.7%	 25.8%	 28.5%	 22.0%

Urban	 17.9%	 29.0%	 24.1%	 29.0%

Overall	 20.4%	 27.6%	 26.0%	 26.1%

Urban vs Rural: p<0.0001

Continuous exercise for at least 20 minutes at least 3 
days a week varies between rural and urban employed 
Iowans, but was somewhat higher than that of the 
2009 BRFSS statewide estimates (49.7 percent) (14). 
Rural-urban living status was not a significant factor 
associated with exercise behavior, whereas having at 
least a college degree was positively associated with 
greater exercise. BMI was the only factor significantly 
associated with less weekly exercise. 

	 None	 1 to 9	 10 to	 21 or  
			   20	 more

Rural	 32.6%	 52.4%	 10.4%	 4.6%

Urban	 27.5%	 51.3%	 15.4%	 5.7%

Overall	 29.6%	 51.8%	 13.3%	 5.3%

Urban vs Rural: p<0.0001



16 17

In addition to the employee-size adjustment, the final 
sampling weights used in calculating the tables and 
figures in these studies also take into account the 
varying sampling rate and non-response level for each 
size category. This stratified weighting approach is the 
accepted method for statistically analyzing this type  
of survey data.

The results reported in these surveys provide estimates 
of all Iowa employers. The confidence level varies  
with the number of organizations which take part.  
For 2010, the employee-size weighted percentages are 
all accurate to within plus or minus 3.1 percent, at  
the 95 percent confidence level. That is, the reader  
can be 95 percent certain that the 2010 percentages 
presented are equal to those of all Iowa employers  
plus or minus 3.1 percent.

Iowa Employers Offering Health Insurance

For the past seven years the percentage of employ-
ers offering health insurance has remained relatively 
stable among Iowa’s larger employers. However, more 
smaller organizations (those with less than 20 employ-
ees) are now offering health insurance to their employ-
ees (Table 19). Note that the drop seen in the overall 
percentage for the last two years is due to the inclusion 
of smaller organizations, which are less likely to offer 
health insurance benefits. 

In 2010, on average, 83 percent of Iowa organiza-
tions offered health insurance. However, every larger 
employer surveyed in 2010 offered insurance, whereas 
only 59 percent of employers with fewer than 10 
employees did so. This differential has a greatly 

With respect to part-time employees, Figure 10 shows 
a significantly smaller percentage of rural employers 
provide this benefit than do urban employers. In 2010, 
more than 25 percent of urban employers offered 
health insurance for part-time employees, whereas 
fewer than 15 percent of rural employers did so.

Health Insurance Rate Increases

As seen nationally, health insurance rates have typi-
cally increased over time, and these increases differ 
depending on organization size (Table 20). For exam-
ple, organizations with fewer than 250 employees had, 
on average, a 15 percent increase in rates in 2010, 
with larger organizations only having an increase of 
about half that amount. These data show that smaller 
organizations have now been taking the brunt of 
health insurance increases for many years.

amplified effect in Iowa given the very large 
number of small organizations in the state (see  
section on Methods).

Figure 9 below shows the percent of Iowa employ-
ers who offer health insurance split between rural 
and urban-based organizations. Notice that urban 
employers historically are more likely to offer health 
insurance. The difference between urban and rural 
employers was small until 2009, when it more than 
doubled to 7.6 percent, and then nearly doubled again 
in 2010 to a 13 percent difference in employers offer-
ing insurance. 

Looking specifically at 2010, almost nine in ten  
urban organizations offer health insurance compared 
to three-quarters of rural employers.
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Figure 9. Percentage of Iowa Employers Offering 
Health Insurance, Urban versus Rural

Source: Iowa Employer Benefits Study© David P. Lind & Associates
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Figure 10. Percentage of Iowa Employers Offering 
Health Insurance for Part-Time Employees, Urban 
versus Rural

Source: Iowa Employer Benefits Study© David P. Lind & Associates
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Table 20. Health Insurance Rate Increases (Percentage Increase)

Insurance rate increases have also fluctuated consid-
erably over time (Figure 11). Although percentage 
increases fell from 2004 through 2007, they have since 
increased nearly two-fold. Interestingly, rural and 
urban employers have had nearly identical increases 
in rates. However, one indication of a potential shift 
in this pattern is present in the results from 2010, as 
this was the first time rate increases for rural employ-
ers surpassed those for urban employers in the last five 
years. In 2010 the average health insurance increase 
for rural organizations was 14 percent compared to  
12 percent for urban employers.

Figure 11. Health Insurance Rate Increases (Percentage 
Increase), Urban versus Rural

Source: Iowa Employer Benefits Study© David P. Lind & Associates
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Table 19. Percentage of Iowa Employers Offering Health Insurance	

Number of	 2004	 2005	 2006	 2007	 2008	 2009	 2010 
Employees

2 to 9	 N/A%	 N/A%	 N/A%	 N/A%	 N/A%	 54%	 59%

10 to 19	 N/A	 67	 77	 74	 72	 82	 85

20 to 49	 91	 84	 90	 87	 84	 90	 95

50 to 249	 95	 95	 96	 95	 95	 98	 98

250 to 999	 95	 97	 96	 96	 97	 99	 100

1,000+	 100	 100	 100	 100	 96	 100	 100

Overall	 94%	 91%	 94%	 92%	 91%	 84%	 83%

Source: Iowa Employer Benefits Study© David P. Lind & Associates. Organizations with 10 to 19 employees were added to the study in 
2004. Those with 2 to 9 employees were added in 2009.

Number of Employees	 2004	 2005	 2006	 2007	 2008	 2009	 2010

2 to 9	 N/A%	 N/A%	 N/A%	 N/A%	 N/A%	 13%	 14%

10 to 19	 N/A	 15	 15	 12	 13	 16	 17

20 to 49	 18	 14	 12	 10	 11	 14	 17

50 to 249	 13	 12	 11	 6	 8	 10	 13

250 to 999	 13	 11	 8	 9	 7	 8	 9

1,000+	 13	 12	 11	 10	 8	 8	 8

Overall	 14%	 12%	 11%	 8%	 9%	 11%	 13%

Source: Iowa Employer Benefits Study© David P. Lind & Associates
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Health Insurance Rates

Tables 21 and 22 show the overall health insurance 
premiums for single and family health insurance cover-
age. The tables also show that health insurance rates 
have increased by approximately 30 percent over the 
last six years.

In 2010 Iowa’s largest organizations paid about 10 
percent more for both single and family coverage pre-
miums compared to smaller organizations. Comparing 
these data with those from Table 20 above, smaller 
employers with lower overall insurance premiums are 
showing faster increases in insurance rates compared 
to larger organizations with higher premiums. This 
pattern suggests that smaller employers may be trying 
to save costs by purchasing lower cost health insur-
ance products, only to then be forced to accept steep 
premium increases once enrolled.

Figure 13 shows a distinct shift from rural employers 
paying higher rates for family coverage in the early 
2000s to their urban counterparts paying more for 
family coverage as we approach 2010. In 2010 urban-
based employers and their employees paid an average 
of $36 more each month for family coverage.

Table 21. Health Insurance Rates – Single Coverage	

Number of Employees	 2004	 2005	 2006	 2007	 2008	 2009	 2010

2 to 9	 N/A	 N/A	 N/A	 N/A	 N/A	 $1,024	 $1,062

10 to 19	 N/A	 $645	 $735	 $753	 $793	 $884	 $990

20 to 49	 $836	 $763	 $802	 $871	 $890	 $900	 $968

50 to 249	 $775	 $819	 $849	 $876	 $925	 $923	 $1,055

250 to 999	 $825	 $861	 $932	 $986	 $1,030	 $1,015	 $1,116

1,000+	 $750	 $863	 $936	 $950	 $1,082	 $1,059	 $1,188

Overall	 $799	 $814	 $870	 $907	 $960	 $963	 $1,064

Table 22. Health Insurance Rates – Family Coverage

Figure 12. Health Insurance Rates – Single Coverage, 
Urban versus Rural
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Figure 12 illustrates the costs of single coverage to 
rural and urban organizations since 2004. A clear 
increase in rates for both rural and urban employees is 
seen. However, the larger differences paid by rural and 
urban organizations in 2004 are now muted. In 2010 
rural employers and employees with single coverage 
paid only $10 more per month.

Figure 13. Health Insurance Rates – Family Coverage, 
Urban versus Rural
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Employee Contributions to Health Insurance

Because the financial burden of health insurance 
is shared by the employer and the employee, it is 
important to consider the actual cost of insurance to 
the employee separately. Tables 23 and 24 show the 
average cost to Iowa employees for both single cover-
age and family coverage across organizational size. 
In 2010, the average Iowan paid $68 per month for 
single coverage and $347 per month for family. 

These tables also show how employee contributions 
to health insurance have increased over the last seven 
years. In the past decade employees of the largest and 
smallest organizations have contributed the least to 
their insurance, while employees of medium-sized 
organizations with 20 to 49 employees paid nearly 
30 percent more towards their coverage. These same 
medium-sized organizations have some of the lowest 
insurance rates overall, but also some of the fastest 
increases in rates over time. This pattern suggests that 
medium-sized employers in Iowa may be struggling 
to find the right balance between affordable products, 
cost to employees, and increasing rates.

Table 23. Employee Contribution – Single Coverage

Number of Employees	 2004	 2005	 2006	 2007	 2008	 2009	 2010

2 to 9	 N/A	 N/A	 N/A	 N/A	 N/A	 $54	 $62

10 to 19	 N/A	 $58	 $65	 $47	 $51	 $59	 $69

20 to 49	 $52	 $65	 $69	 $66	 $59	 $71	 $81

50 to 249	 $51	 $59	 $72	 $58	 $65	 $66	 $74

250 to 999	 $52	 $57	 $47	 $47	 $59	 $70	 $61

1,000+	 $48	 $52	 $45	 $50	 $69	 $59	 $57

Overall	 $51	 $59	 $60	 $54	 $62	 $65	 $68

							     
Number of Employees	 2004	 2005	 2006	 2007	 2008	 2009	 2010

2 to 9	 N/A	 N/A	 N/A	 N/A	 N/A	 $271	 $298

10 to 19	 N/A	 $317	 $284	 $306	 $301	 $346	 $364

20 to 49	 $299	 $299	 $305	 $300	 $311	 $414	 $433

50 to 249	 $281	 $307	 $311	 $350	 $333	 $302	 $375

250 to 999	 $247	 $253	 $283	 $232	 $283	 $343	 $326

1,000+	 $191	 $192	 $166	 $224	 $274	 $229	 $215

Overall	 $267	 $281	 $277	 $289	 $306	 $319	 $347

Table 24. Employee Contribution – Family Coverage

Source: Iowa Employer Benefits Study© David P. Lind & Associates

Source: Iowa Employer Benefits Study© David P. Lind & Associates

Number of Employees	 2004	 2005	 2006	 2007	 2008	 2009	 2010

2 to 9	 N/A	 N/A	 N/A	 N/A	 N/A	 $413	 $401

10 to 19	 N/A	 $255	 $287	 $289	 $299	 $363	 $392

20 to 49	 $353	 $274	 $302	 $320	 $324	 $334	 $348

50 to 249	 $298	 $318	 $334	 $352	 $345	 $353	 $395

250 to 999	 $327	 $339	 $352	 $387	 $396	 $386	 $420

1,000+	 $266	 $313	 $343	 $368	 $390	 $383	 $449

Overall	 $314	 $309	 $331	 $353	 $356	 $370	 $399

Source: Iowa Employer Benefits Study© David P. Lind & Associates
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Number of Employees	 2004	 2005	 2006	 2007	 2008	 2009	 2010

2 to 9	 N/A	 N/A	 N/A	 N/A	 N/A	 $1,233	 $1,634

10 to 19	 N/A	 $1,270	 $1,291	 $1,315	 $1,289	 $1,315	 $1,499

20 to 49	 $734	 $1,069	 $1,140	 $1,194	 $1,171	 $1,604	 $1,679

50 to 249	 $549	 $733	 $801	 $910	 $1,076	 $1,029	 $1,236

250 to 999	 $515	 $547	 $592	 $678	 $713	 $911	 $867

1,000+	 $442	 $435	 $390	 $499	 $584	 $529	 $531

Overall	 $656	 $750	 $776	 $862	 $946	 $1,061	 $1,247

Table 25. Employee Deductible – Single Coverage	Figure 14 illustrates the differences in employee 
contributions for health insurance. Historically there 
has been little difference in the employee contributions 
between rural and urban employers for single cover-
age. In 2010, urban-based employees paid an average 
of $7 more per month for single coverage

Figure 16 examines employee contributions to single 
coverage health insurance by employer size and metro 
status. This graphic shows that rural employees 
consistently contribute slightly less than their urban 
counterparts when working for organizations of any 
size, except those working for the largest employers. 

Employee Deductible

As employers try to reduce health insurance costs, 
deductibles for both single and family coverage have 
steadily risen over the past six years, doubling since 
2004 (Tables 25 & 26). When comparing different 
sizes of organizations in 2010, deductibles for the 
smallest employers are found to be three times as high 
as for the largest employers. Small and medium-sized 
employers offer the lowest premiums, but then include 
higher deductibles, likely to offset costs. Consumer-
Driven Health Plans (CDHP) permit employers to 
allocate a sum of money annually to offset employees’ 
portions of a high-deductible plan. According to the 
Iowa Employer Benefits Study©, in 2005 one in twenty 
Iowa employers offered a CDHP. In 2010, one in four 
Iowa employers offer a CDHP (4).

Figure 14. Employee Contribution – Single Coverage, 
Urban versus Rural
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Figure 15. Employee Contribution – Family Coverage, 
Urban versus Rural
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Figure 17 is similar to Figure 16 above, but this 
graphic focuses on employee contributions to family 
coverage. This figure shows an interesting interaction. 
The overall bar indicates that rural employees con-
tributed, on average, $24 more per month for family 
coverage compared to their urban peers, yet this entire 
difference is made up by those working in organiza-
tions with more than 20 employees. In those organi-
zations with less than 20 employees, urban workers 
contributed far more for their family coverage than 
their rural counterparts. 

Figure 17. Employee Contribution 2010 – Family Coverage

$0

$100

$200

$300

$400

$500

Em
pl

oy
ee

 C
on

tr
ib

u
ti

on

Source: Iowa Employer Benefits Study© David P. Lind & Associates

2 to 9 10 to 19 20 to 49 50 to 249 250 to 999 1,000 + Overall

$434

$223

$404

$300

$430 $436

$346

$418

$319
$342

$253

$338

$207

$362

Number of Employees

Figure 16. Employee Contribution 2010 – Single 
Coverage
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Figure 18 illustrates the climb in employee deductibles 
for single coverage for those working for rural versus 
urban-based employers. Clearly, employees working  
in rural areas have consistently paid higher deductibles 
for their single coverage for the past seven years. This 
gap is not closing. On the contrary, it has continued  
to increase over the past few years to a point where in 
2010 rural-based employees were paying over $350 
more per year in single coverage deductibles.

Figure 18. Employee Deductible – Single Coverage, 
Urban versus Rural
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Figure 15 shows the same as Figure 14, but for family 
coverage. Here it can be seen that employees working 
in rural-based organizations have consistently paid 
more for their family coverage. The gap, which closed 
in 2009 has re-opened to a difference of $26 per 
month in 2010.
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Figure 19, like Figure 18, shows that the increases in 
the employee deductible over the last six years has 
impacted rural employees more than urban employees, 
especially in deductibles for family coverage. In fact, 
employees of rural organizations have a family deduct-
ible more than $1,000 higher than their urban coun-
terparts in 2010. Once again, the divide between rural 
and urban organizations has increased over the last 
three years, likely in response to the recent economic 
conditions.

Employee Out-of-Pocket Maximum

Another important aspect of the cost of health insur-
ance is the maximum that an employee would pay 
for their health care over the course of a year, called 
the out-of-pocket maximum. Not surprisingly, the 
average out-of-pocket maximum has increased for 
both single and family coverage every year since 2004 
(Tables 27 & 28). In fact, out-of-pocket maximums 
have increased nearly $900 for single coverage, and 
nearly $2,000 for family coverage. Note that employee 
contributions to insurance premiums are not applied 
to the out-of-pocket maximum.

When looking specifically at 2010, the data show that 
the largest organizations have the lowest out-of-pocket 
maximums, while the smallest employers have maxi-
mums more than twice as high for both single and 
family coverage. Again, the lower premiums for the 
products paid by small and medium-sized organiza-
tions are made possible by shifting cost to employees 
through higher out-of-pocket maximum and higher 
deductibles.

							     

Number of Employees	 2004	 2005	 2006	 2007	 2008	 2009	 2010

2 to 9	 N/A	 N/A	 N/A	 N/A	 N/A	 $2,622	 $3,486

10 to 19	 N/A	 $2,614	 $2,710	 $2,661	 $2,741	 $2,689	 $3,097

20 to 49	 $1,544	 $2,193	 $2,431	 $2,541	 $2,468	 $3,496	 $3,794

50 to 249	 $1,138	 $1,520	 $1,690	 $1,892	 $2,252	 $2,159	 $2,627

250 to 999	 $1,071	 $1,125	 $1,228	 $1,326	 $1,466	 $1,924	 $1,792

1,000+	 $1,017	 $913	 $812	 $1,065	 $1,183	 $1,113	 $1,135

Overall	 $1,185	 $1,547	 $1,629	 $1,773	 $1,963	 $2,230	 $2,644

Table 26. Employee Deductible – Family Coverage

Source: Iowa Employer Benefits Study© David P. Lind & Associates

Figure 19. Employee Deductible – Family Coverage, 
Urban versus Rural
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Figure 20 illustrates the deductibles employees paid  
in 2010 for single health insurance coverage sorted  
by organization size. This graphic clearly shows  
that across the board, rural employees have higher 
deductibles than their urban colleagues, regardless  
of organization size. 
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Figure 20. Employee Deductible 2010 – Single Coverage

Figure 21. Employee Deductible 2010 – 
Family Coverage

Figure 21 collaborates with 20 above. Regardless of 
organizational size, rural workers are paying higher 
deductibles for their family health care coverage when 
compared to their urban counterparts.

							     

Number of Employees	 2004	 2005	 2006	 2007	 2008	 2009	 2010

2 to 9	 N/A	 N/A	 N/A	 N/A	 N/A	 $4,939	 $7,260

10 to 19	 N/A	 $5,749	 $5,590	 $5,040	 $5,299	 $5,503	 $5,929

20 to 49	 $4,303	 $4,780	 $5,191	 $5,349	 $5,589	 $6,229	 $6,953

50 to 249	 $3,078	 $3,608	 $3,800	 $3,831	 $4,371	 $4,320	 $5,015

250 to 999	 $2,914	 $3,126	 $3,129	 $3,235	 $3,474	 $3,991	 $4,025

1,000+	 $3,401	 $2,912	 $2,803	 $3,321	 $2,895	 $3,575	 $3,021

Overall	 $3,280	 $3,734	 $3,795	 $3,885	 $4,194	 $4,544	 $5,274

Table 28. Employee Out-of-Pocket Maximum – Family Coverage

Source: Iowa Employer Benefits Study© David P. Lind & Associates

Table 27. Employee Out-of-Pocket Maximum – Single Coverage	

Number of Employees	 2004	 2005	 2006	 2007	 2008	 2009	 2010

2 to 9	 N/A	 N/A	 N/A	 N/A	 N/A	 $2,404	 $3,213

10 to 19	 N/A	 $2,897	 $2,787	 $2,494	 $2,587	 $2,560	 $2,798

20 to 49	 $2,167	 $2,452	 $2,697	 $2,554	 $2,501	 $1,933	 $3,132

50 to 249	 $1,578	 $1,765	 $1,841	 $1,949	 $2,134	 $2,104	 $2,427

250 to 999	 $1,420	 $1,542	 $1,537	 $1,629	 $1,720	 $1,962	 $2,027

1,000+	 $1,499	 $1,386	 $1,411	 $1,739	 $1,464	 $1,805	 $1,498

Overall	 $1,633	 $1,850	 $1,890	 $1,954	 $2,032	 $2,210	 $2,524

Source: Iowa Employer Benefits Study© David P. Lind & Associates
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Figure 22. Employee Out-of-Pocket Maximum– Single 
Coverage, Urban versus Rural
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Figure 23. Employee Out-of-Pocket Maximum – Family 
Coverage, Urban versus Rural

Figure 22 shows the extent to which rural employees 
have been paying significantly higher out-of-pocket 
costs for their single coverage. This difference has been 
consistent over the past seven years. In 2010 the out-
of-pocket maximums for rural employees were almost 
$300 higher than their urban colleagues.

In data that parallels Figure 22 above, Figure 23 again 
shows the difference for family coverage out-of-pocket 
maximums is substantial. A rural employee with 
family coverage in 2010 can expect to have an out-of-
pocket maximum that is $1,100 more than their urban 
counterpart. 

Doctor Office Copayments

Employees also have to make copayments for office 
visits to their provider. These copays have risen 
steadily with the average employee paying almost  
$21 for each visit in 2010, compared to $15.50 per 
visit in 2004 (Table 29). 
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Figure 24 more closely examines these data by dis-
tributing the 2010 out-of-pocket maximums across 
organizational size. This histogram shows that while 
rural employees tend to pay higher out-of-pocket 
maximums, there is variability by organization size. 
For example, those rural Iowans working for small 
organizations pay about $90 less per year in  
out-of-pocket fees. However, rural Iowans working  
for the state’s largest employers pay almost $600  
more per year in single coverage out-of-pocket costs.
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Figure 24. Employee Out-of-Pocket Maximum 2010– 
Single Coverage

When it comes to paying out-of-pocket maximums 
for family coverage, Iowans working for rural-based 
organizations pay significantly more. Figure 25 illus-
trates that virtually across the board, rural Iowans pay 
higher out-of-pocket costs regardless of employer size. 
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Figure 25. Employee Out-of-Pocket Maximum 2010 – 
Family Coverage

Office copays for both rural and urban employees 
have seen similar, steady increases, but rural employees 
continue to pay more for each office visit than employ-
ees at urban organizations (Figure 26). For example, in 
2010 rural employees paid $1.63 more than employees 
of urban organizations per office visit. These differ-
ences add up to a substantial amount over many office 
visits across several years, especially when added to 
higher deductibles and out-of-pocket maximums.

$20

Table 29. Office Copays	

Source: Iowa Employer Benefits Study© David P. Lind & Associates

Number of	 2004	 2005	 2006	 2007	 2008	 2009	 2010 
Employees

2 to 9	 N/A	 N/A	 N/A	 N/A	 N/A	 $21.88	 $22.75

10 to 19	 N/A	 $17.85	 $20.19	 $18.08	 $20.71	 $20.07	 $23.27

20 to 49	 $15.79	 $19.87	 $18.81	 $18.65	 $19.85	 $21.68	 $22.16

50 to 249	 $14.70	 $15.20	 $16.94	 $18.26	 $19.04	 $19.17	 $20.20

250 to 999	 $16.22	 $15.76	 $16.56	 $16.92	 $18.32	 $20.16	 $19.49

1,000+	 $16.21	 $14.92	 $14.89	 $17.37	 $19.90	 $18.61	 $16.50

Overall	 $15.46	 $16.29	 $17.09	 $17.84	 $19.29	 $20.08	 $20.83

Figure 26. Office Visit Copays for 2010
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Prescription Drug Copayments

Prescription drug copayments have dipped slightly 
for generic medications, but have increased for name-
brand medications over the last seven years. Iowa 
employees actually paid $0.49 less in 2010 compared 
to 2004 in copays for generic drugs, but they paid 
$6.69 more for preferred name brands and $9.89 
more for non-preferred medications. Interestingly, pre-
scription drug copays did not vary widely by organiza-
tion size, nor did they differ between urban or rural 
organization. Table 30 shows the overall prescription 
drug copays since 2004.

Table 30. Prescription Drug Copays

Tier	 2004	 2005	 2006	 2007	 2008	 2009	 2010

Generic Drug 	 $10.22	 $10.53	 $10.89	 $10.47	 $10.03	 $10.24	 $9.73

Preferred Name Brand 	 22.61	 23.44	 24.94	 25.45	 26.97	 28.46	 29.30

Non-Preferred Name Brand 	 36.36	 38.47	 40.03	 40.42	 43.09	 43.73	 46.25

Source: Iowa Employer Benefits Study© David P. Lind & Associates

Figure 27 shows that in 2010, the average annual 
employee contribution for family health insurance  
for a rural employee is 10 percent of their income 
– slightly higher than for the urban employee  
(8 percent). Assuming an annual growth rate of  
2 percent for household income for the next 10 years 
and continuing 10.4 percent for annual average 
premium increase, the projected employee contribu-
tion to income ratio would more than double to  
17 percent for the urban employee and 22 percent  
for the rural employee.

Figure 28 shows a similar trend over the next decade 
for the increase of the employer contribution for 
family health insurance plans. In 2010 employers 

Figure 27.

contributed $8,200 (18 percent of the average rural 
household income) to rural employees’ family health 
insurance plans, compared to $8,900 (17 percent 
of the average urban household income) to urban 
employees’ family health insurance plans. Assuming an 
annual growth rate of 2 percent for household income 
for the next 10 years and continuing 10.4 percent 
for annual average premium increase, the projected 
employer contribution to income ratio would more 
than double to 38 percent for the urban employee  
and 40 percent for the rural employee. Together, 
projected increases in employee and employer health 
insurance premiums would exceed half of household 
income by 2020.

Looking Ahead: Projected Contributions  
to Health Insurance Premiums and  
Household Income

Since 2006, health insurance premiums in Iowa  
have increased an average of 10.4 percent annually.  
If this trend continues, the projected health insurance 
premium for Iowans with family coverage will become 
untenable. Figure 27 illustrates the projected employee 
contribution for years 2011 to 2020. Several key 
factors are: projected median income for rural  
and urban Iowans, the projected employee contri-
bution of rural and urban Iowans for family coverage, 
and the percentage of household income that the 
contributions represent.

Figure 28.
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Looking Ahead:  Projected Health Insurance  
Deductibles and Household Income

Health insurance deductibles in Iowa have increased 
dramatically from 2004 to 2010, rising by an annual 
average of 17 percent per year. As health insurance 
premiums increase, employers have continued to offset 
such increases by raising the deductibles paid by the 
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Appendices
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employee and their dependents. Figure 29 projects 
Iowa deductibles and household income from 2011 
to 2020. Projecting these trends forward, the annual 
deductible for rural-based employees will quadruple 
to an astounding 29 percent of household income in 
2020. By comparison, deductibles for urban employees 
rise to 14 percent of income by 2020.  

Figure 29.
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