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Rural health and health care has been a concern to health care providers and policymakers for decades. 
Rural areas have physician shortages, hospital closures, limited access to care, fewer economic 
opportunities, and individuals experiencing higher levels of illness compared with urban areas. However, 
despite what some may believe, analysis of the existing data demonstrates that health care utilization 
among Medicare beneficiaries in rural areas is similar to that of Medicare beneficiaries in urban areas, 
particularly for primary care and emergency care services, even though there are fewer doctors in rural 
areas. And while utilization remains similar, health outcomes remain worse in rural America. For decades, 
priority has been placed primarily on efforts to attract physicians and other health professionals to train 
and practice in rural areas, but said efforts have been only partially successful and will not alone resolve 
every problem with the delivery of health care in rural America. Long-term improvement to rural residents’ 
health and health care will likely require enacting policies tailored to specific problems and populations.  

While many rural communities face barriers to access, a careful review of policies reveals that the 
problems and solutions for each area and community may differ. Just as New York City is not the same 
as Dallas, Texas, we cannot assume Tyler, Minnesota, faces the same challenges as Coalville, Utah.  

This brief defines the problems faced in rural health care, identifies the challenges for improving the 
health of rural communities, reviews policy efforts to mitigate the problems, and highlights opportunities 
for policy changes to improve health care in rural America. 

Throughout this brief, the language describing these geographic areas will vary between rural/urban and 
nonmetro/metro due to differences in sources and data. While they are not synonymous, we will use them 
interchangeably throughout the brief to best describe the data.  

The Health of Rural America  
Populations in rural areas across the United States tend to experience greater levels of poverty and 
disease than those in urban areas. According to our analyses, a fifth of the U.S. population (66 million 
people) lives in rural areas.1 In comparison to urban dwellers, individuals in rural areas are more likely to 
be age 65 and older, to have an income below 100% of the federal poverty level ($13,788 for an 
individual2 in 2021), and to have less than a high school degree.1 While a large share of the rural 
population identifies as non-Hispanic White people, rural areas are increasingly becoming more racially 
and ethnically diverse — nearly a quarter of rural residents were people of color in 2020.3 Working-age 
people (ages 19 to 64) in rural areas are also less likely to be employed than those in urban areas. In 
addition to these disparities, people in rural areas are more likely to rely on food stamps, less likely to 
have internet access, and more likely to have a disability than those in urban areas.  

Higher Mortality Rates and Lower Life Expectancy 
Overall, mortality rates have remained higher in nonmetro areas compared with metro areas across the 
years. Deaths due to heart disease, cancer, respiratory disease, diabetes, and suicide remain higher in 
nonmetro areas than metro areas.4 And the rates for all 10 leading causes of death were higher in rural 
areas than urban areas.5 As one might expect, life expectancy in rural areas remains below life 
expectancy in urban areas; and the divide between rural and urban life expectancy continues to grow.6 

Worse COVID-19 Outcomes 
COVID-19 mortality rates in rural areas were nearly twice that of urban areas.7 Most monthly mortality 
rates by geographic location from April 2020 to March 2023 remained higher in nonmetro areas than in 
metro areas.8  
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Poorer Mental Health and Greater Opioid Use 
People in rural areas are much more likely to face mental health disorders and are at increased risk of 
suicide.9,10,11 In 2021, 5% of adults (ages 18 and older) living in nonmetro areas reported experiencing 
serious psychological distress (SPD) in the past 30 days, compared with 3% of adults in metro areas. And 
the difference grew among adults living below 100% of the federal poverty level, among whom the 
proportion of adults with SPD was significantly higher in nonmetro areas (12%) than in metro areas 
(8%).12  
 
People in rural America are more likely to have substance use disorders (SUD), particularly opioid use 
disorder (OUD); OUD mortality rates were significantly higher in nonmetro areas than in metro areas in 
2021 (2.6% vs. 1.8%, respectively).13 SUD remains a significant public health concern in rural areas with 
an age-adjusted rate of 26.2 drug overdose fatalities per 100,000 population in 2020; in smaller 
communities, these individuals often experience greater stigma toward addiction and are less likely to 
seek or receive specialized treatment.14,15,16 

How Did We Get Here? 
In addition to their poorer socioeconomic status, rural communities face a number of additional barriers 
that contribute to their poorer health status. Overall physician shortages, lack of proximity to medical care, 
and hospital closures have all significantly affected access to health care across rural America.  

The 2021 uninsured rate among nonelderly people (ages 0-64) in rural areas was 12.1%, which was 
higher than the 10.4% rate in urban areas. Studies have found that those without health insurance are 
less likely to receive preventive care or get necessary screenings.17 In addition, people in rural areas 
were more likely to have Medicaid than those in urban areas (25.6% vs. 23.3%, respectively). 

Utilization: Similar but Insufficient? 
Contrary to common perceptions, in 2021, adults in nonmetro areas were more likely than their 
counterparts in metro areas both to have a regular health care provider and to have seen their 
provider in the last year.18 Although those in nonmetro areas were more likely to have and see a 
provider, they were also more likely to have delayed medical care (including needed care) in the past 
year due to cost than those in metro areas. Adults in nonmetro areas were also more likely than those in 
metro areas to report having problems paying medical bills in the last year. Despite similar utilization of 
services, rural residents may actually need more care than their urban counterparts given their social 
circumstances (including poverty and lower education levels19) and poorer health.  

An analysis of 2021 Medicare claims showed that beneficiaries in rural areas received less specialty care 
than those in urban areas (Figure 1). Beneficiaries in rural areas were less likely to see a specialist than 
those in urban areas, with an average 8.7 claims for a specialist per rural beneficiary compared with 10.2 
claims for a specialist per urban beneficiary. However, the average number of claims per beneficiary for 
primary care physicians (including general and family practice, internal medicine, pediatric medicine, 
geriatric medicine, and preventive medicine) in both rural and urban areas were similar (3.1 claims per 
rural beneficiary compared to 3.7 claims per urban beneficiary). There were also more claims per 
beneficiary in rural areas than in urban areas for all nonphysicians, including both nurse 
practitioners (NPs) and physician associates (PAs). While our analyses of Medicare beneficiaries 
represent only a portion of the rural population, similar patterns were found among Medicaid, privately 
insured, and uninsured populations, with individuals with no insurance facing the greatest barriers to 
obtaining care.20 
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Figure 1. Average number of claims per fee-for-service Medicare beneficiary by provider type and 
rurality, 2021. 
Note: Primary Care Provider includes the following specialties: general practice, family practice, internal medicine, 
pediatric medicine, geriatric medicine, and preventive medicine. Values may not sum to total due to rounding.  
Source: 5% Medicare Claims Carrier line and claims files. 

Fewer Physicians per Capita 
The health care workforce in rural America is (and has been) smaller than in urban areas, particularly in 
nonprimary care specialties.21 In the United States in 2022, there were nearly 3 times as many active 
physicians per 100,000 population in urban areas than in rural areas (286 vs. 98 per 100,000 population, 
respectively). However, the number of physicians varies by location as not all rural areas are identical. 
While there were 263 active physicians per 100,000 population across all ZIP codes in the country in 
2022, a similar number of ZIP codes in rural and urban areas had no active physicians (6,982 and 6,045, 
respectively).22 The median number of doctors in ZIP codes with at least one active physician were 76 per 
rural ZIP code compared with 96 per urban ZIP code.  

The differences in the number of active physicians in rural and urban areas are even greater for 
specialists. For instance, there were nearly 7 times as many active cardiologists and anesthesiologists 
and more than 8 times as many dermatologists and gastroenterologists in urban areas than in rural areas 
in 2022. And while there were more family medicine physicians per 100,000 population in rural areas than 
urban areas, the number of physicians in rural areas remained lower than in urban areas, even among 
the primary-care-adjacent specialties like internal medicine, pediatrics, and obstetrics and gynecology 
(Figure 2). The specialties with the most active physicians per 100,000 population in rural areas were 
family medicine, internal medicine, emergency medicine, general surgery, and pediatric medicine; in 
urban areas, they were internal medicine, family medicine, pediatrics, and emergency medicine. In 
addition, even though there are more than double the number of emergency medicine physicians 
in urban areas than in rural areas, per capita utilization rates were similar in 2021.  
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Figure 2: Number of physicians per 100,000 population by specialty, 2022. 
Source: AMA Physician Professional Data (PPD), AMA Year 2022. 

In 2023, more than 60% of Health Professional Shortage Areas (HPSAs) for primary medical, dental, and 
mental health care were in rural areas (HPSAs are not defined for specialty care, making it more difficult 
to quantify the current shortage of specialists and subspecialists).23 In addition to the current shortages, 
the average age of active physicians in 2021 in rural areas was 56 years, compared with 52 years in 
urban areas; as many physicians near retirement age, rural areas may face greater shortages in the 
coming decades.22 Additionally, the Health Resources and Services Administration has projected national 
shortages across many specialties, such as neurology, and several surgical subspecialties.24 

Few students, even those who grew up in rural areas, choose to attend medical school or practice in rural 
areas.25 Practice positions remain unfilled given the difficulties in recruiting individuals to live, train, and 
work in rural areas. A recent study found that rural family medicine residency program fill rates were 
improving relative to urban areas; however small, rural areas still had lower match rates than urban 
areas.26 The share of the population that has less than a high school degree is larger in rural areas than 
in urban areas,19 meaning a smaller share of individuals have completed the prerequisites to pursue 
higher education in rural areas. In addition, the decreasing number of rural students planning to attend 
college may further exacerbate recruitment challenges.27  

The challenge of recruiting providers to practice in rural areas will never be met through the physician 
workforce alone – nor will it be easy to place an advanced practice provider of any type in every rural 
community. The research firm Mercer predicts that by 2025, the United States will likely face a shortage 
of nearly a half million home health aides, 95,000 nursing assistants, 98,700 medical and lab 
technologists and technicians, and 29,400 NPs. These shortages are concerning at a national level, and 
we can only assume there will be more severe negative repercussions for rural America.28 

Hospital Closures 
From 2010 to 2021, 136 rural hospitals closed.29 According to the Government Accountability Office, after 
rural hospital closures, the median distance rural residents needed to travel for care grew from 3.4 miles 
to 23.9 miles for general inpatient care, and the distance was even further for specialized care (e.g., from 
5.5 miles to 44.6 miles for alcohol/drug care), in 2018.30 One study that examined the distance that 
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women diagnosed with breast cancer traveled for radiation therapy found that women in rural areas 
traveled nearly 3 times as far as women in urban areas (40.8 miles vs. 15.4 miles, respectively). The 
same study found that radiation facilities were four times farther away for women in rural areas than in 
urban areas (21.9 miles vs. 4.8 miles, respectively).31 And while we expect the distances traveled to be 
farther in rural areas than in urban areas, the travel times also remain higher in rural areas. A 2018 study 
by the Pew Research Center found that people living in rural areas travel 17 minutes by car to get to the 
nearest hospital compared to 10.4 minutes in urban areas.32 These travel times can make a significant 
difference in life-or-death situations.  

In addition to having fewer specialists and longer travel times to receive care, hospitals in rural areas are 
often smaller and provide fewer services than urban hospitals. Nearly half of the hospitals in these areas 
have 25 or fewer beds33 and have the most limited number of health care services available.34 The 
breadth of services available is narrower in rural America than in many urban areas.34 Without adequate 
facilities and resources, physicians are limited in their ability to provide necessary patient care. The 
growing number of hospital closures across rural America creates further barriers.29 Furthermore, larger 
hospitals that employ needed specialists are not always directly within reach or accepting new patients. 

Transportation Issues 
Transportation directly affects the ability of individuals to access health care services. Lacking 
dependable transportation further impedes patients’ access to effective and necessary care. 

Distance Traveled 
People living in rural areas lack public transportation and spend more time traveling by car to the nearest 
hospital than those in urban areas.35 Disparities in travel time to medical/dental care were even more 
significant for Black and Hispanic people; Hispanic people in rural areas traveled an additional 17 minutes 
(and on average three times the distance) for care than Hispanic people in urban areas.36 A Health 
Impact Assessment focusing on the impacts of expanding public transportation services to rural, low-
income communities in Doña Ana County, New Mexico, found that if a bus service was available, 
accessing health care was a key reason to use it, including for medical appointments, getting 
medications, and receiving medical treatment.37 In addition, an analysis of the average miles traveled for 
specialist inpatient care in Minnesota found that rural patients travel 3 to 4 times farther than urban 
patients to receive care, particularly for neurology and cardiology.38  

Limited Emergency Medical Services 
The strains on emergency medical services (EMS) remain high in rural areas. EMS are treated as an 
extension of basic health care services in rural areas compared with urban areas.39 Tax revenue has 
traditionally covered the majority of costs for EMS; however, as populations age and fewer people move 
to rural areas, tax revenue is insufficient to cover these costs. Funding for these services is supported by 
fee-for-service insurance payments using the Ambulance Fee Schedule, but services are not covered if 
they do not result in transportation to a hospital. The complexities and rules about payment for EMS, 
including when services are paid and who pays for the services, limit what services are offered, and how 
far ambulances can travel in rural America.40 Only 11 states and the District of Columbia consider EMS 
an essential service (like firefighters and police) and the number of areas with no ambulances within 25 
minutes of travel is increasing.41  

What’s Been Tried?  
The access barriers faced, differences in socioeconomic factors, and poorer health outcomes in rural 
communities have prompted policy efforts at federal and state levels. Most of these efforts have focused 
on successfully bringing more primary care physicians to rural areas and creating opportunities for 
telehealth; however, problems persist.  

Policies to Address Physician Distribution 
To recruit more physicians to rural areas, medical schools, state governments, and federal agencies have 
adopted policies to incentivize workforce development in rural areas. The policies include recruiting 
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students from rural areas, developing programs focused on rural health, increasing opportunities for 
postgraduate training, residency, and professional development in rural areas, and loan repayment 
programs. However, most rural areas do not have the necessary patient volumes or physician expertise 
to establish accredited training programs for trainees.42 

The National Health Service Corps (NHSC) program was established in the 1970s to address the 
maldistribution of physicians in the United States.43 NHSC recruits health care providers to underserved 
areas and in turn offers providers a loan repayment or scholarship program of their choosing.44 Funding 
for the NHSC at the federal level is limited despite high demand for more rural health providers.42 In 
addition to NHSC, some states offer debt forgiveness or loan repayment for providers in rural 
areas.45,46,47,48,49 Another example is the Indian Health Service Loan Repayment Program, which offers 
repayment of student loans in exchange for a service obligation.50 However, recruiting medical students 
and residents to rural areas is complicated by an overall shortage of medical providers. The Rural 
Residency Planning and Development Program funds up to $750,000 for new rural residency programs. 
As of July 2023, 38 new residency programs and nearly 500 new residency positions were created in 
rural areas.51 Overall, increasing the number of providers is necessary – but not sufficient – to 
improving health and health care challenges in all areas. It is unlikely that further training and 
recruitment will result in a primary care physician within a mile – or even 100 miles – of every 
resident in the coming decades.  

The Conrad 30 Waiver Program allows each state’s Department of Health to sponsor up to 30 
international medical graduates (IMGs) to practice medicine for at least two years in a HPSA or medically 
underserved area or with a medically underserved population. This program allows IMGs to forego visa 
requirements and remain in the United States practicing medicine while bringing physicians to rural areas. 
The bipartisan policy behind Conrad 30 has garnered great attention; 63 national organizations have 
urged policymakers to extend the program’s timing and increase the number of physicians allowed per 
state.52 Currently, some states impose limitations on the numbers of specialists allowed in the program; 
for instance, in Alabama in 2019, the policy allowed up to 20 subspecialists if the slots were not needed 
for primary care physicians or psychiatrists.53 And while the Conrad 30 program is extremely helpful in 
bringing doctors to rural areas, it does not solve the problem of high turnover rates after physicians meet 
the program requirements.  

Doctors are also being recruited to rural areas with promises of higher salaries than in urban 
areas; rural doctors are generally paid about 5% to 10% more than doctors in urban areas.54 
Additionally, seven states provide tax incentives (up to $10,000 a year) for physicians to oversee medical 
training. Many of the participating physicians in the first state to implement the incentive, Georgia, were 
from rural or low-income communities, allowing students and trainees greater exposure to practice 
opportunities in different clinical settings.55 

Bridging the Distance Divide 
Providers of Care 
Health centers play a key role in providing primary and preventive care to people in designated HPSAs. In 
2019, Federal Qualified Health Centers (FQHCs) provided care to about a fifth of rural residents (9.1 
million people).56 In addition, one study found that after a rural hospital closes, there is an increased 
probability of having a FQHC within 10 miles compared to hospitals that never closed, which highlights 
the significant role FQHCs play in providing care to those in rural areas.57  

Critical access hospitals (CAHs) are another avenue to providing care to rural residents. CAHs are rural 
hospitals that have 25 or fewer inpatient beds, are at least 35 miles from any other hospital, and are 
designed to reduce financial risk.58  

When hospitals close, community health centers often become the main hubs for primary care. Rural 
residents in the south Atlantic and Midwest regions were most likely to live in a county without a FQHC, 
rural health center (RHC), or acute care hospital.59 The people who live in these areas must currently 
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travel further distances to access primary care – which tends to disproportionately affect populations 
experiencing more disadvantages.  

The Consolidated Appropriations Act of 2021 also established the Rural Emergency Hospital (REH) 
designation, starting Jan. 1, 2023, to respond to hospital closures in rural areas. REHs are unique in that 
they provide only emergency department services, observational care, and additional outpatient care, but 
the annual average length of stay per patient cannot exceed 24 hours.60 Both CAHs and small rural 
hospitals with fewer than 50 beds can convert to REHs. The policy is intended to help limit the number of 
full hospital closures across the country.61 To date, only a small share of states have enacted laws for 
REH licensure.60  

Physicians, particularly specialists, from urban areas who travel and provide care to people in rural areas 
help offset the need for physicians in shortage areas. Following the onset of the coronavirus pandemic, 
utilization of telehealth services increased, but doctors (and nurses) continue to travel to rural hospitals to 
provide care to the individuals experiencing poverty and more illnesses who live there.62 Since 2020, 
Congress has passed legislation aimed at increasing access to telehealth and has also made funding 
available to meet COVID-19 needs in rural areas and help keep rural hospitals open; help providers cover 
the costs of caring for patients with COVID-19; expand access to testing, vaccines, and supplies; and 
train new providers, including community health workers.63 

Additionally, each year, policies to expand the scope of practice for advanced practice nonphysicians are 
introduced in state legislatures because states determine the limitations of what nonphysicians can do 
without physician supervision. The growing number of NPs and PAs in rural areas helps decrease patient 
volume per provider and alleviate issues related to physician shortages.64,65 However, scope-of-practice 
laws still impose limits on nonphysician providers in many states. In 2021, eight proposed scope of 
practice expansions for NPs were defeated, but expansions were passed in Delaware and Utah.64 As of 
March 2023, 27 states and the District of Columbia were full-practice authority states for NPs, where 
physician oversight is not required, but 23 states still had reduced or restricted policies in place.66 The 
states with the largest shares of rural populations tend to be full-practice authority states for NPs, which 
suggests scope-of-practice laws are responding to local needs. PAs often have greater restrictions than 
NPs that require the oversight of a physician across states.67 While the majority of states are categorized 
as having moderate or advanced practice laws for PAs, some states with more rural populations, like 
Colorado, Kansas, Missouri, Montana, Nevada, and Pennsylvania, have more restrictive scope-of-
practice laws for PAs.68  

Mobile health clinics (MHCs) are another method used to increase accessibility and affordability of care in 
rural areas. While the pandemic affected the utilization of MHCs, and the way in which they are used, 
they can provide a wide variety of services for individuals in rural areas.69 Mobile Health Map, a program 
that monitors the number of MHCs and demographic characteristics of those they serve, estimated there 
were 360 mobile clinics in rural areas across the country in August 2023. Mobile Health Map further 
estimated that nearly half (45.9%) of those served by MHCs were uninsured people living in rural areas.70 
MHCs break the barrier to care by bringing health care directly to communities. In 2021, Mayo Clinic 
launched an MHC to reach rural communities in southern Minnesota.71 A pilot study of the Mayo Clinic 
MHC found that it provided nearly 1,500 patient appointments for a wide variety of services, saved hours 
of drive time for patients, and utilized telehealth services to connect patients with primary and specialty 
care providers.72 

Telehealth 
Prior to the pandemic, telehealth did not have the popularity, or accessibility, it has today. COVID-19, and 
the resulting increase in telehealth utilization, has sparked initiatives to further expand and maintain 
accessibility to telehealth services. The COVID-19 public health emergency (PHE) insurance coverage of 
telehealth services would have expired following the end of the PHE if policymakers had not extended 
both payment parity and coverage of services.73 Through the Consolidated Appropriations Act, both 
FQHCs and RHCs can now permanently provide mental and behavioral telehealth services, and 
Medicare will permanently cover telehealth services associated with mental and behavioral health and will 
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not require beneficiaries to have an in-person mental and behavioral visit.74 In addition, Medicare 
beneficiaries can also receive telehealth services for nonmental or behavioral health care until December 
2024.  

One challenge with telehealth is interstate licensure. The number of patients who sought care from out-of-
state physicians increased exponentially75 following the PHE, during which all states and the District of 
Columbia passed licensing waivers that allowed providers to see patients outside their state. However, at 
the end of the PHE, some states discontinued their licensing waivers.76 While telehealth interstate 
licensure is often debated, the increased usage of telehealth and ease in accessing care for those who 
live on or near state lines may help lessen the burden for providers in rural areas.77 

An additional challenge to telehealth is connectivity. According to the Federal Communications 
Commission (FCC), nearly a quarter of people – or about 24 million households – in rural areas lack 
access to broadband service.78,79 The limited availability of broadband coverage and reliable internet 
access in rural areas, known as the “digital divide,” limits the utilization of telehealth services across the 
country.80 While many people increased or began their use of telehealth services during the pandemic, 
the problems associated with broadband coverage in rural communities lessen patients’ likelihood of 
receiving care via telehealth.81 In 2021, only 29% of people in nonmetro areas had an appointment with a 
doctor, nurse, or other health professional by video or phone in the last 12 months, compared with 40% of 
people in metro areas.12 And among people who had a telehealth visit in the last year, the majority had 
the appointments due to reasons related to the pandemic. The lower rates of telehealth usage in rural 
areas may also be associated with a lack of access to the equipment needed to receive care via 
telemedicine (e.g., computer/smart phone/tablet, internet access). Additionally, beyond physical access to 
technology, digital literacy remains a major barrier for underserved populations, including elderly people, 
people with low incomes, rural households with lower education levels, and people with limited English 
proficiency.82 

Other Models of Care 
Large, integrated health systems that include highly specialized physicians at higher-volume hospitals are 
increasingly partnering with rural providers to find nontraditional ways to expand access to care.83 
Teaching hospitals are often a critical component of such arrangements, serving as regional health 
hubs.84 These teaching hospitals and other major medical centers create strategic partnerships (or 
networks) with rural providers and hospitals, allowing for greater resources and opportunities in rural 
areas.85,86 For example, Dartmouth Health has a network of critical access hospitals throughout Vermont, 
Maine, and New Hampshire that serve people locally – and the main teaching hospital campus serves as 
the primary trauma center, or location for high-acuity needs.87 Through this strategy, Dartmouth Health 
has been able to increase staffing at local, smaller hospitals in rural areas, increase specialty care 
access, and expand its reach through its network of hospitals and clinics. Routing patients and providers 
appropriately and efficiently remains a challenge,88 though connected care has been used as an adjunct 
approach.  

Value-based care (VBC) models, in which the goal is to link health care payments to the quality of care 
patients receive, are also becoming increasingly common in rural areas.89 Given the limited population 
and services in rural areas, alternative payment models have been effective in prioritizing the value of 
care instead of the volume of care. The Pennsylvania Rural Health Model was designed to provide 
financial stability to hospitals in rural areas in Pennsylvania by transitioning to a VBC model through 
global payments. The model pays participating hospitals a fixed amount for care rather than payment per 
service, allowing for more customized patient care than in the more widely used fee-for-service models.90 
As of today, this model has affected approximately 10% of the state’s population and outcomes have 
surpassed national rural benchmarks – including improved avoidable utilizations, improved health scores, 
and maintained readmission rates.91 

The Veterans Health Administration (VHA) also provides a significant share of health services in rural 
America. According to the VHA Office of Rural Health, about a quarter of veterans (4.4 million people) 
reside in rural areas and a much larger share of veterans in rural areas are enrolled in the VA health care 

https://www.aamc.org/advocacy-policy/aamc-research-and-action-institute/whats-value-value-based-care
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system than those in urban areas.92 However, much like the general population in rural areas, accessing 
health care, particularly mental health care, remains difficult.93 In addition, rural veterans, like the general 
population, travel farther for care. Rural veterans travel nearly twice as far as urban veterans to receive 
specialty care.94  

The Indian Health Service (IHS) is another key provider of health services in rural areas for more than 2.5 
million American Indians and Alaska Natives (AI/AN).95 A large share of the AI/AN population is 
significantly more likely than White populations to experience multiple comorbidities and worse health 
outcomes.96,97,98 The IHS provides a wide range of health care services, including primary, preventive, 
and ambulatory care, to members of Native American tribes across the country.99 However, 
overcrowding, aging health care facilities, and extremely limited funding pose great barriers to accessing 
and receiving health care through IHS. In addition, IHS clinics have high vacancy rates for health 
professionals (25%), which further limits the availability of providers and services.100  

Where Are the Opportunities? 
Despite utilizing similar levels of primary care, rural residents remain in poorer health and have 
worse health outcomes than their urban counterparts. Improving health status and health outcomes 
for this population may require different or additional policy interventions. 

Bills under consideration in Congress focus on the availability and recruitment of physicians to rural 
areas, but rural health needs go beyond physician counts, particularly since employing a 
physician in every community is just not feasible. 

Improving health care for those in rural areas will require multiple policy interventions that account for 
differing needs across locations. In the short term, policies that expand the Conrad 30 program, 
increase support for more rural fellowship and graduate training opportunities for all medical 
professionals, expand broadband coverage, increase telehealth access, and expand scope-of-
practice laws for nonphysician clinicians may result in beneficial changes across rural health 
care.  

In addition, Congress should appropriate funding to gather information to better assess rural health needs 
across the country, counties, and towns. We need more data to define and address rural health 
problems, and funding for the development, collection, and analysis of data is a first step to 
defining the problem in rural health. Not all rural (or urban) areas are identical, yet current data has 
failed to illustrate how more customized care models could better accommodate differing population 
needs.  

Improving the underlying health status of rural populations will require policy interventions to 
increase geographic access to care and to reduce barriers to care. We also won’t be able to 
significantly improve the health status of rural communities without addressing social conditions, 
such as poverty and educational opportunities, and environmental factors.101 Because the rural 
population’s utilization of primary care services, in particular, is similar to that of urban populations, we 
need to further study the adequacy of specialty care delivered to rural populations and the quality 
of both primary and specialty care in rural areas.  

Most importantly, policies should identify specific strategies and adopt interventions that take 
local needs into consideration. This may mean increasing access to specialty care and mental 
health services that do not depend on the physical presence of physicians in every community.  

Methodology 
Rural and Urban Definitions 
Definitions of rural and urban areas vary across sources. The U.S. Census Bureau defines rural as “any 
population, housing, or territory NOT in an urban area,” where urban areas, consisting of urbanized areas 
and urban clusters, have populations of 2,500 or more.102 Using this definition, the Census Bureau said at 
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the time of the 2010 census, about 60 million people (19% of the U.S. population) lived in rural areas. The 
Economic Research Service of the U.S. Department of Agriculture defines and analyzes rurality based on 
nonmetropolitan areas, which are based on counties, and consist of populations of less than 2,500 or 
urban areas with populations ranging from 2,500 to 49,999 that are not part of metropolitan areas.103 
Their estimation of the total U.S. population living in rural areas was 46.1 million (14%) in July 2021.104 
We expect the Census Bureau to soon release new findings on the rural population based on the 2020 
Census; however, that data is not yet available.  

National Surveys 
We also used the 2021 American Community Survey (ACS), National Health Interview Survey (NHIS), 
and the Behavioral Risk Factor Surveillance System (BRFSS).  

ACS does not have an indicator that provides levels of rurality, so to create one, we used similar 
methodologies to KFF’s The Role of Medicaid in Rural America (April 2017).105 We merged the 2010 
Index of Relative Rurality (IRR),106 a continuous measure of rurality, to the ACS data by state and county 
FIPS codes to create weighted quintiles to determine the level of rurality for each respondent. The top 
quintiles (highest IRR values) were categorized as rural, while the bottom quintiles were categorized as 
urban. We used the merged ACS and IRR file to determine the number of individuals living in rural areas 
in the United States. 

Using both NHIS and BRFSS, we focused on the metro and nonmetro populations. Both NHIS and 
BRFSS use the 2013 National Center for Health Statistics (NCHS) Urban-Rural Classification Scheme for 
Counties.107 NHIS defines metro as large central metro and large fringe metro and defines nonmetro as 
micropolitan and noncore.108 BRFSS109 uses six values to determine metro and nonmetro, where metro 
was defined as large central metro, large fringe metro, medium metro, and small metro, while rural was 
defined as micropolitan and noncore.110  

Medicare Claims 
The data for this analysis was obtained from the 5% Medicare Claims Carrier Data from the year 2021. 
The dataset consisted of Medicare claims submitted by nonfacility health care providers across the United 
States, including all 50 states and the District of Columbia. To ensure consistency and comparability, 
claims data from the territories were excluded from the analysis. 

To link the claims data with geographic information and population data, a crosswalk was created using 
valid Social Security Administration (SSA) county codes. The crosswalk contained county-level 
information such as county codes, population totals, and the names and codes for Census core-based 
statistical areas (CBSAs). The CBSAs were used as an indicator for urban/rural, where all CBSAs were 
classified as urban, and all areas missing CBSAs were classified as rural using the CMS FY 2021 CBSA 
deliminations.111  

The physician specialties were defined based on the 5% Medicare Claims Carrier Data. All specialty 
groups that we deemed as programs or services were excluded from the analyses. The remaining 
specialty groups were categorized as primary care, nonphysicians, and specialists. 

Primary care specialties were defined as follows: General Practice, Family Practice, Internal Medicine, 
Pediatric Medicine, Geriatric Medicine, and Preventive Medicine. 

Nonphysician specialties were defined as follows: Speech/Language Pathology, Oral Surgery (Dentists 
only), Anesthesiologist Assistants, Chiropractic, Optometrist, Certified Nurse Midwife, Certified Registered 
Nurse Anesthetist, Podiatry, Nurse Practitioner, Individual Certified Orthotist, Individual Certified 
Prosthetist, Individual Certified Prosthetist-orthotist, Psychologist, Audiologist, Physical Therapist, 
Occupational Therapist, Clinical Psychologist, Registered Dietician/Nutrition Professional, Licensed 
Clinical Social Worker, Certified Clinical Nurse Specialist, Optician, Physician Assistant (Associate), 
Ocularist, and Dentist. 
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All other specialty groups not falling into the primary care or nonphysician categories were defined as 
specialists in the analyses. 

After merging the claims data with the crosswalk and defining physician specialties, the dataset was 
analyzed to measure utilization by specialty across rural and urban areas. The analysis included the 
calculation of utilization rates per specialty group, considering the total number of claims within each 
specialty. 

Overall, more than 37 million Medicare claims from 2021 were used in the analysis. It is important to 
acknowledge limitations of this analysis. First, the analysis was based on Medicare claims data, which 
may not fully represent the entire population's health care utilization, as it primarily covers individuals 
aged 65 and older. However, being that rural populations tend to be older than urban populations, we felt 
this was the best source to measure utilization given data limitations. Additionally, the accuracy of the 
specialty classification relies on the coding and documentation provided in the claims data. Lastly, all 
values using this data are based on the total number of claims per 100,000 beneficiaries by specialty and 
rural/urban classification; this method assumes equal utilization of care across beneficiaries.  

American Medical Association Physician Professional Data 
To calculate the number of physicians per 100,000 population, we used the American Medical 
Association (AMA) Physician Professional Data (PPD) for year 2022 (as of Dec. 31, 2021) to investigate 
the number of doctors in the 50 states and the District of Columbia (excluding territories).  

To establish the analysis population, several criteria were applied. Doctors who were presumed dead 
were excluded from the analysis. Furthermore, individuals engaged in specific major professional 
activities, including administration, hospital-based fellows, last-year residents, inactive doctors, medical 
teaching staff, individuals classified as "other," research physicians, and semiretired physicians, were also 
excluded from the analysis. Doctors in direct patient care and unspecified type of practice were included 
in the analyses.  

To contextualize the analysis findings and examine the rural-urban distribution, the merged data file was 
linked with the decennial 2020 census population estimates by ZIP code. Each ZIP code was assigned a 
ruca2010112 indicator, which categorizes areas as either rural or urban. Rural areas were identified based 
on ruca2010 codes 7 through 10, while urban areas were identified using codes 1 through 3.  
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