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Access to Affordable Care in Rural America: 

Current Trends and Key Challenges 

Medicaid and the Marketplace are important sources of affordable, comprehensive 
healthcare coverage for millions of Americans living in rural areas, and the American 
Rescue Plan bolsters rural coverage options.   But challenges in accessing care remain 
in many rural areas, including provider shortages, infrastructure limitations, and long 

distances to care. 
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KEY POINTS 

• Many rural communities face challenges that contribute to persistent health disparities compared 
to urban areas. 

• Uninsured rates among non-elderly adults in rural areas have fallen substantially since the 
passage of the Affordable Care Act (ACA), from 23.7 percent in 2010 to 16.0 percent in 2019. 
Despite this progress, uninsured rates in rural areas have been and continue to be about 2-3 
percentage points higher than in urban areasover the 2010-2019 period.   

 

• Medicaid expansion played a key role in expanding health insurance coverage; Medicaid coverage 
rates increased from 12.2 percent of the rural population in 2010 to 17.1 percent in 2019. 

• Uninsured rates among rural residents are disproportionally higher in states that have not yet 
expanded Medicaid. The rural uninsured rate was nearly twice as high in non-expansion states as 
expansion states (21.5 vs. 11.8 percent) in 2019.   More than 440,000 uninsured non-elderly adults 
in the 13 non-expansion stateswould gain eligibility for Medicaid if those statesexpanded. 

 

• Approximately 15 percent of Marketplace enrollees in HealthCare.gov states live in rural areas.
Under the American Rescue Plan (ARP), 65 percent (1.3 million) of the 1.9 million rural uninsured 
individuals of HealthCare.gov states may be able to find a zero-premium plan on the platform. 

* 

• Although uninsured rateshave fallen in rural areas,other barriers to care such as geographic 
distances, infrastructure limitations,and provider shortagescontribute to rural health disparities. 

 

• Programs and services such as telehealth, healthcare workforce programs, Community Health 
Centers,and Rural Health Clinics all help improve access to care in rural communities. 

_______________________ 

* In this case, HealthCare.gov states examined include both federally-facilitated marketplaces and state-basedmarketplaces that use the 
HealthCare.govplatform, including: Alabama, Alaska, Arizona, Arkansas, Delaware, Florida, Georgia, Hawaii (added in 2016), I llinois, Indiana, 
Iowa, Kansas, Kentucky(added in2017), Louisiana, Maine, Michigan, Mississippi, Missouri, Montana, Nebraska, Nevada (removed in2020), 
New Hampshire, New Jersey (removed in 2021), New Mexico, North Carolina, NorthDakota, Ohio, Oklahoma, Oregon, P ennsylvania (removed 
in 2021), South Carolina, South Dakota, Tennessee, Texas, Utah, Virginia, West Virginia, Wisconsin, and Wyoming.   
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BACKGROUND 

Approximately 61 million Americans live in rural areas, accounting for approximately 19 percent of the overall 
US population as of 2016. ,† Rural areas and communities are diverse across many dimensions, such as 
racial/ethnic composition, geography, socioeconomics, availability of healthcare providers, and broadband 
availability among other characteristics; however, there are some common characteristics and challenges 
present in many of these areas that may contribute to difficulties accessing health care and to persistent 
health disparities.   For instance, in certain parts of the United States, rural areas are very large and sparsely 
populated – for example, remote American Indian/Alaska Native tribal areas. 

1

Figure 1 shows population density by county across the United States. While population density is an 
imperfect proxy for urban vs. rural status, the map shows that large portions of the Great Plains, Southwest, 
Alaska, and upper New England have very low population densities relative to other regions of the US.   

Figure 1: Population Density by County 

Source: American Community Survey data from the U.S. Census Bureau from 2014-2018. 

Other demographic factors also influence urban-rural disparities in health care. On average, residents of rural 
communities have lower median incomes and are less likely to be insured. Rural populations tend to be 
older; rural populations have proportionately more adults age 65 and older and their share is growing. Older 
individuals on average are more likely to have chronic health conditions and may face additional challenges 
with mobility, access to transportation, and traveling long distances to access care.   One in five rural residents 
is Black, Hispanic, American Indian/Alaska Native, Asian American/Pacific Islander, or mixed race, and these 
racial/ethnic groups in rural areas often experience additional barriers to care and disparities in outcomes.5 

4 

3 2 

Selected characteristics of the non-elderly uninsured by rural status are shown in Table 1.   In terms of many 
demographic characteristics, the non-elderly uninsured are similar in rural and urban areas, although the 

_______________________ 

† This estimate is based on 2016 American Community Survey data (link to source here).   There are several definitions of rural areas 
used by different parts of the federal government.   The Census Bureau and the Office of Management and Budget create two of the 

primary definitions used, which are then modified in the version used by the Federal Office of Rural Health Policy (FORHP) at the U.S. 

Department of Health and Human Services (HHS).   Using geographic boundaries defined as of the 2010 Census, the Census Bureau 

definition included 59.5 million people as living in rural areas, compared to 46.2 million using the Office of Management and Budget’s 
definition, and 57 million using FORHP’s definition.   More information about the definitions used by FORHP and other federal agencies 

is available here: https://www.hrsa.gov/rural-health/about-us/definition/index.html 

https://www.census.gov/content/dam/Census/library/publications/2019/acs/ACS_rural_handbook_2019_ch01.pdf
https://www.hrsa.gov/rural-health/about-us/definition/index.html
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uninsured in rural areas are less likely to be Hispanic or Asian and more likely to be White non-Hispanic. 
Federal and state healthcare coverage programs like Medicaid, CHIP, Marketplace, and Medicare provide 
comprehensive health insurance coverage for millions of rural residents and there is an opportunity to cover 
many more, as described later in this brief. 

Table 1. Selected Characteristics ofUninsured Individuals Ages0-64 in Rural vs. Urban Areas, 2019 

Rural 

17.3% of uninsured adults <65 

Urban 

82.7% of uninsured adults <65 

Mean age 34.6 
(32.7, 36.6) 

34.9 
(34.1, 35.6) 

Male 52.3% 

(47.0%, 57.6%) 

54.2% 

(51.8%, 56.6%) 

Race/ethnicity 

Hispanic/Latino (all races) 25.8% 

(19.0%, 34.1%) 

41.1%*** 

(37.8%, 44.5%) 

White (non-Hispanic) 55.5% 

(47.7%, 63.0%) 

39.7%*** 

(36.7%, 42.8%) 

Black (non-Hispanic) 8.9% 

(5.8%, 13.3%) 

12.3% 

(10.5%, 14.4%) 

Asian (non-Hispanic) 1.0% 

(0.4%, 2.3%) 

3.4%*** 

(2.5%, 4.5%) 

American Indian/Alaska Native (non-

Hispanic, alone or with another race) 

6.7% 

(3.0%, 14.3%) 

2.0%* 

(1.3%, 2.9%) 

Other 2.1% 

(0.8%, 5.1%) 

1.5% 

(1.0%, 2.3%) 

Mean annual family income (top coded at 

$220,000) 

$45,277 

($39,745, $50,809) 

$51,023 

($47,847, $54,199) 

Delayed or did not receive care due to cost 

(last 12 months) 

30.2% 

(25.8%, 34.9%) 

30.0% 

(27.8%, 32.3%) 

Has usual source of care 71.0% 
(65.1%, 76.3%) 

62.9%* 
(60.3%, 65.5%) 

Education (18-64 only) 

Less than high school 30.9% 
(25.5%, 36.9%) 

25.4% 
(22.8%, 28.2%) 

High school/GED 37.7% 
(31.7%, 44.1%) 

35.3% 
(32.9%, 37.7%) 

Post-high school 31.4% 
(25.9%, 37.5%) 

39.4%* 
(36.9%, 41.9%) 

Source: National Health Interview Survey, 2019.   95% confidence intervals are shown; tests of statistical difference between columns are shown as 

follows: * for p-value<0.05, ** for p-value<0.01, *** for p-value<0.001.   Item non-response is not included in these numbers; the highest non-response 
was 1.3% for urban education, all other non-response was less than 1.0%. 

In this report, we describe patterns in insurance coverage and uninsured rates in rural and urban areas; review 
non-financial challenges in accessing care for rural residents and disparities in health outcomes between rural 
and urban areas; and conclude by discussing policies, programs, and resources designed to address barriers to 
care in rural America. 
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DATA AND METHODS 

Our analysis uses several data sources. The American Community Survey (ACS) 1-year files from 2010 to 2019 
were used to calculate uninsured and Medicaid coverage rates among non-elderly adults.  The ACS is 
conducted by the Census Bureau and is the largest national survey of households ; however, only geographic 
areas with at least 65,000 individuals are included in the ACS 1-year estimates. Because the ACS reports Public 
Use Microdata Areas (PUMA)-level data, we use crosswalks from PUMAs to core-based statistical area (CBSA) 
type (i.e., metropolitan, non-metropolitan), as defined by the Office of Management and Budget, to assign 
each PUMA to a single CBSA type, defining non-metropolitan areas as “rural.”  Health insurance data by 
county was obtained from the Small Area Health Insurance Estimates (SAHIE) from the Census Bureau. Data 
on demographics and access to care among the uninsured population were obtained from the 2019 National 
Health Interview Survey (NHIS), a nationally representative survey of the civilian, noninstitutionalized 
population that covers a wide range of health-related topics. Marketplace data were obtained from the CMS 
Center for Consumer Information and Insurance Oversight (CCIIO) plan selection and characteristic files for the 

7

6

open enrollment periods for 2015-2021 coverage in HealthCare.gov states.  Estimates of the number of 
uninsured adults newly eligible for Medicaid if remaining non-expansion states expanded are from ASPE’s
microsimulation model – the Transfer Income Model version 3 (TRIM3) – which are based on an analysis of the 
Census Bureau’s Current Population Survey for calendar year 2018, using each state’s rules for Medicaid 
eligibility as of 2021. 

 

Population density by county was calculated using ACS 5-year data (2014-2018). Data on health professional 
shortage areas (HPSAs) by county were obtained from the Health Resources and Services Administration 
(HRSA). 

HEALTH INSURANCE COVERAGE 

Uninsured Rates 

The ACA expanded access to health 
coverage for millions of Americans, 
including those living in rural areas. 
Figure 2 demonstrates the substantial 
decline in the uninsured rate among 
non-elderly rural residents after 
implementation of the ACA’s coverage 
expansions, from 23.7 percent in 2010 to
16.0 percent in 2019, which paralleled 
the decline in urban uninsured rates. 

‡

 

While overall uninsured rates have been declining in the United States since passage of the ACA, individuals 
living in rural areas still have higher overall uninsured rates than those in urban areas (16.0 vs. 12.9 percent in 
2019, respectively). Rural areas have a 2-3 percentage-point higher uninsured rate compared to urban areas 
over the 2010-2019 period. Moreover, earlier research indicates that uninsured rates increase with degree of 
rurality.  Between 2016 and 2019, the uninsured rate for both urban and rural populations increased slightly 
during a period of reduced funding for outreach, attempts to repeal the ACA, and other policies by the Trump 
administration that reduced enrollment (described at more length in a previous ASPE report). 11

10

9 

8 

_______________________ 

‡ Marketplace data for states that do not use the HealthCare.gov platform are not reported as timely or with the same level of detail as 

HealthCare.gov states and therefore these states are not included in Marketplace estimates in this report. 

1 in 5 Americans live in rural areas* 
1 in 6 rural adults under 65 is enrolled in Medicaid 
1 in 10 rural adults under 65 is enrolled in Marketplace 

1 in 3 rural adults is enrolled in Medicare 
1 in 6 rural adults ages 19-64 is uninsured 
* Sources: Census Bureau, 2016; analysis of American Community Survey (ACS), 1-year 

estimates, 2019. 

https://www.healthcare.gov/
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Figure 2: Uninsured Rates Among Non-elderly Adults by Rural (Non-Metropolitan) Status,2010-2019 

Source: American Community Survey (ACS), 1-year estimates, 2010-2019 
*Definition of rural and urban based on PUMA to CBSA (where CBSA metropolitan areas are defined as “urban” and non-metropolitan areas are defined 

as “rural”). 

Figure 3 shows counties by metropolitan/non-metropolitan status and by whether they have uninsured rates 
above or below the median of 11% (among the non-elderly, noninstitutionalized population) in 2019. The 
uninsured rate varies widely across the country.   Rural counties with uninsured rates above the median (shown 
in pink in Figure 3) tend to be clustered in the South, Southeast, and Midwest. For example, Oklahoma had a 
number of rural counties with relatively high uninsured rates in 2019.   However, the state implemented an 
expansion of its Medicaid program on July 1, 2021, which could extend coverage to nearly 200,000 individuals 
across the state (across both urban and rural areas).  Many urban counties with high uninsured rates (shown 
in red) are also concentrated in the South and Southeast. 
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Figure 3: High and Low Uninsured Rates among the Non-Elderly Population by County Metropolitan Status, 
2019 

Source: 2019 Small Area Health Insurance Estimates from the U.S. Census Bureau. 

* The median uninsured rate is defined as the median uninsured rate across rural and urban counties 

Medicaid and CHIP Coverage 

Medicaid and the Children’s Health Insurance Program (CHIP) provide an essential safety net for access to 
health care for millions of low-income adults, children, and families. Medicaid and CHIP are especially 
important sources of coverage for rural communities, with Medicaid the primary coverage for 1 in 6 individuals 
ages 19-64 in rural areas in 2019 (Figure 4). Additionally, 22 percent of individuals (including those 65 and 
older) in rural areas are dually enrolled in Medicaid and Medicare.  As mentioned above, rural populations 
are more likely to be low-income and more likely to be unemployed or work for employers that do not offer 
health insurance, both factors that lead to high Medicaid coverage rates. Medicaid coverage rates have 
increased substantially since the passage of the ACA, from 12.2 percent of the rural population in 2010 to 17.1 
percent in 2019 (Figure 4), with a peak in 2016 and 2017 of 17.7 percent. In multiple states including Arizona, 
Arkansas, California, Florida, and Hawaii, rural areas have Medicaid coverage rates that are a t least ten 
percentage points greater than those in urban areas of the state. 15 

14 

13

Below Median Uninsured Rate, Non-Metro * 

Below Median Uninsured Rate, Metro 

Above Median Uninsured Rate, Non-Metro 
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Figure 4: Medicaid Coverage Rates Among Non-elderly Adults by Rural (Non-Metropolitan) Status, 2010-
2019 

Source: American Community Survey (ACS), 1-year estimates, 2010-2019 
*Definition of rural and urban based on PUMA to CBSA (where CBSA metropolitan areas are defined as “urban” and non-metropolitan areas are defined 
as “rural”). 

Medicaid is also a particularly important source of coverage for rural pregnant individuals, covering 50 percent 
of rural births in 2018, compared to 41.9 percent of urban births.16 

States that have expanded Medicaid have lower rural uninsured rates. In states that have not expanded 
Medicaid, many individuals under 100 percent FPL may be ineligible for Medicaid and ineligible for 
Marketplace subsidies, leaving many with no option for affordable health insurance. This is known as the 
Medicaid coverage gap. In rural areas of the 13 states that have not expanded Medicaid, nearly 683,000 non-
elderly adults with incomes below 100 percent FPL are uninsured, and 65.2 percent of these individuals 
(approximately 445,000) would be newly eligible for Medicaid if all these states were to expand Medicaid.§ 

The rural uninsured rate in states that have not expanded their Medicaid programs is 21.5 percent compared 
to 11.8 percent in expansion states (Figure 5). Although Medicaid expansion status is not depicted in Figure 3, 
many of these states are reflected in the areas shown in Figure 3 that have uninsured rates above the median. 

_______________________ 

§ These estimates come from ASPE’s microsimulation model – the Transfer Income Model version 3 (TRIM3) – based on analysis of the 

Census Bureau’s Current Population Survey, Annual Social and Economic Supplement (CPS ASEC) 1 -year estimates for calendar year 

2018. People are counted as uninsured if they are not classified in the survey data as having any type of insurance coverage for any 

part of the year; also, Medicaid enrollment that was imputed by the Census Bureau is disregarded for individuals with income s too 
high to qualify based on their state and characteristics. The model assesses adult eligibility using the modified adjusted gross income 

(MAGI) FPL standards in place in 2021, along with other eligibility policies related to Supplemental Security Inco me and medically 

needy standards in place in 2018. Undocumented immigrants imputed to be unauthorized are still included in the total uninsure d 

estimates; however, they are not classified as Medicaid-eligible in the analysis. Non-metropolitan areas are defined as “rural”. States 
included are Alabama, Florida, Georgia, Kansas, Mississippi, Missouri, North Carolina, South Carolina, South Dakota, Tennesse e, Texas, 

Wisconsin, and Wyoming. 
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Figure 5: Uninsured Rate among the Non-Elderly Populationin Rural* (Non-Metropolitan) Areas, by State 
Medicaid Expansion Status, 2019 

Source: American Community Survey (ACS), 1-year estimates, 2019 with 95% confidence intervals 

*Definition of rural and urban based on PUMA to CBSA (where CBSA metropolitan areas are defined as “urban” and non-metropolitan areas are defined 
as “rural”). 

     

^Definition of non-expansion and expansion states based on status of Medicaid expansion implementation as of 01/01/2019, obtained from KFF. 17 

Studies indicate that Medicaid expansion has been associated with greater reductions in the uninsured rate in 
rural compared to urban areas.18,19 Medicaid expansion has also been found to be associated with increases in 
visits at Community Health Centers in rural areas for nearly 20 different services, including mammograms, 
mental health, and substance use disorders.20,21 In rural areas with high baseline uninsured rates, Medicaid 
expansion was also associated with improved hospital financial performance and lower likelihood of hospital 
closure.22 However, many states with large proportions of rural residents have not expanded Medicaid.23 

Marketplace Coverage 

The ACA Marketplace is another important source of health insurance coverage for lower- and middle-income 
individuals and families not eligible for Medicaid and without access to other affordable coverage, such as 
employer-sponsored insurance or Medicare. However, rural areas often have fewer insurers, including 
insurers participating in the federal Marketplace on the HealthCare.gov platform and State-Based 
Marketplaces (SBMs): on average, 2.5 insurers per county are participating in non-metro counties in 2021, 
compared to 3.1 insurers in metro counties, which is associated with reduced competition among insurers , 
higher premiums for unsubsidized individuals, and less choice for all consumers. 24 

Table 2 shows that among HealthCare.gov enrollees (excluding those enrolled through SBMs that use their 
own platform), individuals in rural areas comprised approximately 15 percent of plan selections in the most 
recent open enrollment period (OEP) for 2021 coverage, similar to most previous OEPs. In the 2021 OEP, 1.2 
million consumers living in rural counties signed up for or had their coverage automatically renewed through 
the HealthCare.gov platform. The share of rural versus urban plan selections remained similar in analyses 
conducted using 2021 plan selections as of March 1, 2021 (15% rural and 85% urban); however, it is notable 
that the same analysis found that rural residents make up a disproportionately larger share of the remaining 
uninsured non-elderly adults that may be eligible to enroll in Marketplace coverage on HealthCare.gov with 
financial assistance (Table 3). 
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Table 2. Marketplace Plan Selections in HealthCare.gov States by Rural/UrbanStatus, 2015-2021, by 
Population Count (in Millions) and Percent* 

2015 2016 2017 2018 2019 2020 2021 

# % # % # % # % # % # % # % 

Total Plan Selections in 

HealthCare.gov States 
8.8 100% 9.6 100% 9.2 100% 8.7 100% 8.4 100% 8.3 100% 8.3 100% 

   Rural^ 1.3 14.4% 1.4 14.7% 1.4 14.7% 1.3 14.9% 1.2 14.8% 1.2 14.8% 1.2 15.0% 

   Urban 7.6 85.6% 8.2 85.3% 7.8 85.3% 7.4 85.1% 7.2 85.2% 7.1 85.2% 7.0 85.0% 

Source: CCIIO MIDAS Open Enrollment Period Plan Selection and Characteristics Files, Coverage Year 2015-2021 Open Enrollment Periods 
*HealthCare.gov plan selection counts are all as of approximately the end of the Open Enrollment Period for the coverage year 
#HealthCare.gov plan selection counts are in millions 
^Definition of rural and urban is based on county-level FIPS crosswalk to CBSA (where CBSA type of metropolitan areas are defined as "urban") available 
here: https://www.census.gov/geographies/reference-files/time-series/demo/metro-micro/delineation-files.html; note: this is not the same sub-county 
(ZIP) definition of rural and urban used in other reporting such as reports based on the HRSA Federal Office of Rural Health Policy (FORHP): 
https://www.hrsa.gov/rural-health/about-us/definition/datafiles.html.   Hence, our rural estimates may differ somewhat from estimates produced 
elsewhere that use a different definition of rural. 

Many Marketplace consumers, including those in rural areas, can now find more affordable coverage under 
the American Rescue Plan (ARP) premium tax credit enhancements and extensions. As shown in Table 
3, under the ARP, zero- and low-premium health plans are now available to approximately 78.7 percent and 
88.4 percent of current HealthCare.gov enrollees in rural counties, respectively, which is similar to urban 
counties with 78.7 percent and 86.7 percent of enrollees qualifying for such coverage, respectively. 
Additionally, 65.1 percent and 76.8 percent of remaining uninsured non-elderly adults in rural counties may 
now be able to find a zero- or low-premium health plan on HealthCare.gov, respectively, which are somewhat 
higher percentages than in urban areas (60.9 percent and 72.5 percent, respectively). In absolute numbers, 
this reflects 1.3 million people living in rural areas with access to at least one zero-premium plan.   

25,26,27,28

Table 3. Zero- and Low-Premium Plan Availability for Current HealthCare.govEnrollees andUninsured Non-
elderly Adults by Rural/Urban Status, Pre- and Post-American Rescue Plan of2021 

Population 

# (%) 

$0 Available - Any Metal $50 or Less Per Month Available 

- Any Metal 

Pre-
ARP, % 

Post-
ARP, % 

% Point 
Diff 

Pre-ARP, 
% 

Post-
ARP, % 

% Point 
Diff 

Total Enrollees in HealthCare.gov 

States* 
7,968,000 (100%) 65.9% 78.7% +12.7% 78.1% 87.0% +8.9% 

   Rural^ 1,193,000 (15.0%) 65.2% 78.7% +13.5% 78.8% 88.4% +9.6% 

   Urban 6,774,000 (85.0%) 66.0% 78.7% +12.6% 78.0% 86.7% +8.7% 

Total Uninsured in HealthCare.gov 

States**** 
11,103,000 (100%) 42.5% 61.7% +19.2% 56.8% 73.3% +16.5% 

   Rural^ 1,921,000 (17.3%) 46.7% 65.1% +18.4% 60.6% 76.8% +16.2% 

   Urban 9,182,000 (82.7%) 41.6% 60.9% +19.4% 56.0% 72.5% +16.5% 
Source: HHS Office of the Assistant Secretary for Planning and Evaluation: Zero- and Low-Premium Brief Series, 2021 (available here) 
*HealthCare.gov plan selections as of 3/1/2021 
**Remaining uninsured as of 2019 from the American Community Survey. The uninsured examined in this analysis are non-elderly adults (ages 18-64) in

HealthCare.gov states who are likely eligible for Marketplace plans and APTCs based on their incomes being above 138 percent FPL in Medicaid 
expansion states, and above or equal to 100 percent FPL in non-expansion states. We do not examine those with incomes below 100 percent FPL in the 
uninsured part of the analysis, though some individuals in this income range may be QHP-eligible. 
^Definition of rural and urban is based on county-level FIPS crosswalk to CBSA (where CBSA type of metropolitan areas are defined as "urban") available 
here: https://www.census.gov/geographies/reference-files/time-series/demo/metro-micro/delineation-files.html; note: this is not the same sub-county 

(ZIP) definition of rural and urban used in other reporting such as reports based on the HRSA Federal Office of Rural Health Policy (FORHP): 
https://www.hrsa.gov/rural-health/about-us/definition/datafiles.html. Hence, our rural estimates may differ somewhat from estimates produced 
elsewhere that use a different definition of rural. 

2015 2016 2017 2018 2019 2020 2021

$0 Available - Any Metal $0 Available - Any Metal 

$50 or Less Per Month Available - Any Metal $50 or Less Per Month Available - Any Metal 

Population 

https://aspe.hhs.gov/pdf-report/count-estimates-of-zero-and-low-premium-plan
https://www.census.gov/geographies/reference-files/time-series/demo/metro-micro/delineation-files.html
https://www.hrsa.gov/rural-health/about-us/definition/datafiles.html
https://www.healthcare.gov/
https://www.healthcare.gov/
https://www.census.gov/geographies/reference-files/time-series/demo/metro-micro/delineation-files.html
https://www.hrsa.gov/rural-health/about-us/what-is-rural/data-files
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NON-FINANCIAL BARRIERS TO CARE 

Despite gains in insurance coverage that have occurred in rural areas, individuals living in rural areas often face 

other challenges in accessing care.   One of the most important barriers to accessing care in many rural 

communities is provider availability. Table 4 below shows the ratio of a selection of provider types per 10,000 

persons in metropolitan and non-metropolitan areas.   It illustrates the discrepancy in per capita providers, 

particularly for physicians. Many rural areas experience persistent provider shortages, particularly for certain 

types of specialists and for primary care providers. Certain rural areas have also been significantly impacted 

by the overdose crisis and, when combined with a shortage of behavioral health specialists in many rural 

areas,  residents in these areas may face significant barriers to receiving treatment for substance use 

disorder.  31

30

29 

Table 4: Providers per 10,000 Persons for Metropolitan and Non-Metropolitan Areas 

Non-Metropolitan Metropolitan 

Physicians 13 33 

Nurse Practitioners 7 9 

Dentists 3 5 

Source: HRSA Area Health Resources Files, 2018 and 2019 

To help address these problems of geographic maldistribution of providers, HHS identifies areas of the country 

that have shortages of critical health professionals and facilities for the purposes of directing program 

resources to address provider shortages.   One designation is a health professional shortage area (HPSA) for 

primary, dental, or mental health care providers, which is used, for instance, in directing resources for the 

National Health Service Corps and the Nurse Loan Repayment Program (described in greater detail below).   For 

all three of these types of providers, the vast majority of HPSAs are located in rural areas.  Figure 6 below 

shows the distribution of primary care HPSAs by county and by whether the county is partially or entirely a 

shortage area.   It demonstrates that these HPSAs are distributed across the country, with significant overlap 

with rural and southern counties (as in Figure 1). As discussed in greater detail below, Community Health 

Centers receiving federal grants must be located in medically-underserved areas or serve medically-

underserved population groups, which are separate designations used to identify areas where there are 

shortages of providers. 

32
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Figure 6: Primary care health professionalshortage area designations by county 

Source: HRSA data as of April 2021, accessed via ruralhealthinfo.org. 

A related issue is the decline in the number of rural hospitals and concerns about maintaining hospital services 

in rural areas.   Rural hospitals can face particular challenges to financial viability, such as small populations and 

low patient volumes and serving older and sicker patients as well as patients who are more likely to be low-

income, more likely to be covered by public insurance rather than private insurance, and more likely to be 

uninsured. Rural hospital closures are also more likely to occur in communities with larger Black and 

Hispanic populations and in areas with higher unemployment, which can further contribute to disparities in 

outcomes. Rural pregnant individuals face limited access to obstetric services, with nearly half of all rural 

counties lacking hospital obstetric services and 179 rural counties experiencing closures of hospital obstetric 

services between 2004 and 2014. Payment policies such as Critical Assess Hospital designation have helped 

retain some basic hospital services in many rural areas, but rural hospitals are less likely to provide all the 

services that urban hospitals provide, such as intensive care units,  psychiatric units, and obstetric care.  

There has also been a fairly steady rate of rural hospital closures since 2010. , In addition, individuals in rural 

areas can be geographically isolated and therefore often tend to live farther from care  and lack public 

reliable public transit, which can make care harder to access and contribute to worse health outcomes 

(particularly in emergencies). 
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33,34,35,36 

The COVID-19 pandemic put additional stress on health care systems and particularly on some hospitals during 

earlier phases of the public health emergency when overall utilization rates declined.   The COVID-19 Provider 

Relief Fund allocated $11.09 billion to rural areas in particular, which went to 8,858 facilities (including rural 

acute general hospitals, Critical Access Hospitals, Rural Health Clinics, and Community Health Centers located 

in rural areas). To help support rural providers during the pandemic, HRSA also has provided $100 million to 

encourage vaccine confidence and outreach in rural communities, as well as funding the Small Hospital 

Improvement Program (SHIP) to support COVID-19 activities, including a planned additional $398 million to 

SHIP grantees to work with 1,730 small rural hospitals for COVID-19 testing and mitigation.   Nonetheless, there 

were 19 rural hospital closures in 2020.  44,45

_______________________ 

** In this context, hospital closure means cessation of short-term acute inpatient care. The closure can be a complete closure, in which 
no health care services are available at the former hospital site; but other closures are converted closures, meaning that a facility 

continues to provide services other than inpatient care (e.g., outpatient, emergency, urgent care, SNF, rehab, etc.). 

https://www.ruralhealthinfo.org/data-explorer?id=210
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INTERVENTIONS THAT ADDRESS ACCESS TO CARE FOR RURAL POPULATIONS 

Telehealth 

Given the distances to care and shortages of provider availability that exist in many rural communities, 

telehealth has presented a potential opportunity to improve access to care.   Before the COVID-19 pandemic, 

payment policies for telehealth for Medicare fee-for-service (FFS) was limited, even in the context of care 

provided to rural patients, while more of the expansion in coverage of telehealth had taken place in the 

commercial insurance marketplace.   Overall, telehealth utilization was low as a percent of all health care 

utilization. For instance, fewer than 1% of Medicare FFS primary care visits were provided via telehealth in 

February 2020, before the public health emergency began. However, in response to the COVID-19 public 

health emergency, during which in-person visits fell precipitously in the early months of the pandemic, 

significant waivers to Medicare (FFS) reimbursement policies and many states’ Medicaid reimbursement 
policies were issued.   For instance, the Centers for Medicare & Medicaid Services (CMS) expanded the 

Medicare FFS services that were eligible for telehealth, allowed audio-only visits (as opposed to requiring 

video), expanded the type of practitioners eligible to provide telehealth, removed geographic restrictions 

(previously, with a few exceptions, only rural patients were eligible to receive telehealth services ), and 

loosened site of service requirements to allow patients to receive telehealth wherever they’re located 
(including their home).  Many states also broadened the use of telehealth to deliver services in Medicaid 

during the pandemic. 

48

46,47 

Overall utilization of telehealth increased dramatically during the pandemic, particularly during early months.   

For example, compared to the same time period during 2019, in April 2020 there was a 350-fold increase in 

primary care telehealth visits among Medicare FSS beneficiaries. An analysis of data from four large 

telehealth providers showed a 154 percent increase in telehealth visits during the last week of March 2020, 

compared to the same period of 2019. Most of the changes to payment policy that led to these increases in 

telehealth utilization are set to expire at the end of the public health emergency, unless steps are taken to 

make them permanent.   

50 

49 

One constraining factor to utilization of telehealth services – particularly telehealth with video – in rural areas 

is availability and affordability of broadband internet access.   An analysis by of data from the U.S. Census 

Bureau’s 2019 American Community Survey estimated that 60.9 percent of persons in non-metropolitan areas 

reported having access to broadband internet service while 13.4 percent had no internet access at all, 

compared to 76.7 percent and 7.4 percent, respectively of persons in metropolitan areas. In areas where 

broadband is available, available service options might still not be considered affordable.   Broadband internet 

access is generally required to utilize video telehealth services.   

51 

Workforce Programs 

HHS and the federal government more broadly support several programs designed to bolster the healthcare 

workforce, particularly for underserved populations and communities, of which many have a focus on rural 

areas.   These programs aim to help alleviate the issues of provider shortages and to improve quality of care in 

these communities.   One such program is the National Health Service Corps (NHSC), which offers scholarships 

and loan repayment for students who commit to serve in a Health Professional Shortage Area (which are, as 

mentioned above, often located in rural areas).   As a result, approximately 1 in 3 providers participating in the 

NHSC works in a rural area.  Another similar example is the Nurse Corps Loan Repayment Program, which 

provides loan repayment to registered nurses in exchange for a commitment to either work at facilities w ith a 

shortage of nurses or to serve as a nurse faculty in an eligible facility.   Some examples of eligible facilities 

52
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include Federally Qualified Health Centers, Community Mental Health Centers, American Indian Health 

Facilities, Small Rural Hospitals, and Rural Health Clinics, among others.53 Currently, there are approximately 

1,700 Nurse Corps clinicians and 135 Nurse Corps faculty participating in the program, and since 2020, 411 of 

them have served at rural sites and schools. 

HRSA funds the Area Health Education Center grant program, which provides funding to grantees who provide 
community-based training and develop strategic partnerships in their communities.   The goal of the program is 

to expand the distribution of the health care workforce and increase quality of care, particularly in rural and 

underserved communities. Between 2014 and 2019, 42 percent of the individuals who had completed one of 

these training programs were from rural backgrounds and 40 percent or more of the experiential training sites 

were in rural areas.54 

Another example is HRSA’s Behavioral Health Workforce Education and Training (BHWET) Program, which 
funds a variety of initiatives with the goal of enhancing the quality of education and clinical training of the 

behavioral health workforce.   An additional goal is to increase the number of individuals working as behavioral 

health providers and paraprofessionals.   The program has a particular focus on providing training for serving in 

underserved and rural communities. Of the graduates who responded to a follow-up survey after the 

program, 46 percent reported working in either medically underserved or rural communities. 55 

HRSA’s Rural Residency Planning Grant program and the Teaching Health Center program can also play a role 

in expanding the pipeline of rural physicians through their emphasis on community-based training.   Many rural 

areas also rely on the State Conrad 30 J-1 Visa waiver program that allows states to place foreign-trained 

physicians in underserved areas.56,57,58 

Health Care Clinics and Centers 

In addition to the Department’s workforce programs, HHS provides funding through grants to help support 
certain types of primary care facilities, which may be located in rural areas.   For instance, HRSA provides 

funding for Community Health Centers, which provide community-based, culturally competent primary and 

specialty care.   These facilities serve vulnerable populations (and provide services regardless of a patient’s 
ability to pay and on a sliding fee scale) and are located in areas that are underserved and where there may be

barriers to access to care.   

 

Community Health Center services always include primary medical care and often include pharmacy, mental 

health, substance abuse, and oral health services coupled with enabling services, such as case ma nagement, 

outreach and enrollment support, transportation, interpretation and health education, to help ensure that 

clients are able to access the health care they need. Approximately one in five rural residents, one in three 

individuals living in poverty, and one in four uninsured individuals get care from a HRSA-funded Community 

Health Center each year.59 In 2019, more than 40 percent of HRSA-funded Community Health Center 

organizations were located in rural areas.60 

Another example is the Rural Health Clinic Program, in which healthcare facilities that meet certain 

requirements are reimbursed at enhanced rates by Medicare and Medicaid.   They must be located in rural 

underserved areas and meet certain other requirements such as using a team approach to delivering care with 

physicians working with non-physician providers such as nurse practitioners and physician assistants.   They are 

also required to provide outpatient primary care and basic laboratory services, but unlike Community Health 

Centers, they are not required to provide care regardless of insurance status or ability to pay of patients.

There are currently nearly 4,500 Rural Health Clinics distributed across 47 states and serving over 7 million 

individuals.62 

61 
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DISPARITIES IN HEALTH OUTCOMES 

Despite the ACA and ARP’s major expansion of coverage in rural areas and HHS’s programs to enhance access 
to care, disparities in health outcomes and mortality between rural and urban areas have persisted for many 
years on a wide range of measures.   For instance, rural populations have higher mortality rates overall, 
higher rates of premature death (defined as years lost before age 75),  and a higher percent of potentially 
excess deaths from the five leading causes (heart disease, cancer, unintentional injury, chronic lower 
respiratory disease, and stroke). On average, rural areas also have higher rates of maternal and infant 
mortality as well as maternal morbidity.  Rural communities have worse rates on several measures 
relating to mental and behavioral health, such as higher rates of suicide, higher rates of age-adjusted 
overdose deaths,  as well as higher rates of any diagnosed mental illness and serious mental illness.  Those 
living in rural areas also tend to have higher rates of many chronic conditions such as hypertension and 
obesity, which may reflect, in part, the relatively older age distribution of residents in many rural 
communities. In addition, rural residents also have higher rates of cigarette smoking, lower levels of physical 
activity, and lower rates of seatbelt use.75,76,77 

74 

7372

70,71 

66,67,68,69

65 

64

63 

People of color living in rural areas frequently have worse health outcomes and higher mortality compared to 
rural non-Hispanic White residents as well as to urban residents of the same race.   They are also more likely to 
live in economically depressed rural areas compared to their White counterparts. Research has shown the 
important contribution of socioeconomic factors and other social determinants of health to health 
outcomes.80,81,82,83,84 

78,79 

In the context of the COVID-19 pandemic, urban areas were impacted most during the early months of the 
pandemic, which began to spread to many rural areas during the summer of 2020.  Cumulative per capita 
case rates were higher in metropolitan areas until the end of October 2020, when case rates in non-
metropolitan areas surpassed those in metropolitan areas.   This trend continued until April 2021, when the 
rates were approximately the same. Many of the demographic, socioeconomic, and health factors that 
disadvantage rural populations would have also contributed to rural residents being more vulnerable to 
COVID-19 infection.   HRSA has been providing support to rural areas in multiple ways during the pandemic, 
through programs such as Telehealth Resource Centers, Community Health Centers, and rural Tribal 
communities. HRSA is also providing a direct allocation of COVID-19 vaccines to Rural Health Clinics, 
independent of any state/jurisdiction allocation, ensuring that individuals who have not been reached by other 
means are able to get vaccinated from local, trusted providers. HHS provided additional support through larger 
programs such as the Provider Relief Fund, the Paycheck Protection Program, and increased funding to the 
Teaching Health Center Graduate Medical Education (THCGME) Program.  While this report focuses on 
healthcare access and coverage for rural residents in particular, the above findings taken together also speak 
to the importance of addressing other factors that can affect health outcomes in rural areas such as social 
determinants of health and availability of healthcare providers. 

87
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CONCLUSION 

Disparities in health outcomes and mortality between rural and urban communities have persisted for many 
years, and these disparities are worse for more vulnerable populations such as Black, American Indian/Alaska 
Native, and people of color, as well as people with low incomes.   Although rural areas are diverse and vary 
widely across the country across multiple dimensions such as population size, racial/ethnic composition, and 
socioeconomic status, many rural communities share geographic and demographic challenges such as distance 
to care, infrastructure limitations, provider shortages, lack of broadband access, and aging populations that 
contribute to persistent health disparities.   
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Expanding coverage is one way to increase access to care, and uninsured rates in rural areas have fallen 
substantially since the passage of the ACA, although overall uninsured rates in rural areas continue to be 
higher than in urban areas.   Medicaid is an important source of coverage in rural areas, and the percent of 
individuals living in rural areas who are covered by Medicaid is higher than in urban areas and has increased 
substantially since implementation of the ACA.   States that have not expanded their Medicaid programs have 
significantly higher uninsured rates in rural areas than states that have expanded Medicaid. More than a 
million Marketplace enrollees are in rural areas, and more than 3 of 4 individuals who remain uninsured in 
rural areas of states that use the HealthCare.gov platform may be able to find zero- or low-premium plans 
(after premium tax credits) under the ARP.   

There are a number of other services and programs financed or supported by HHS, including telehealth, health 
workforce programs, and Rural Health Clinics and Community Health Centers, that make important 
contributions to reducing barriers to access to care in rural communities. These polices and ongoing coverage 
expansion are key tools in HHS’s effort to improve outcomes and health equity in rural America where nearly 1 
in 5 Americans reside. 



July 2021 RESEARCH REPORT 16 

REFERENCES 

1 U.S. Census Bureau. Understanding and Using American Community Survey Data: What Users of Data for 
Rural Areas Need to Know. U.S. Government Printing Office, Washington, DC, June 2019. Accessed at: 
https://www.census.gov/content/dam/Census/library/publications/2019/acs/ACS_rural_handbook_2019_ch0 
1.pdf.
2 Rural Health Research Gateway. Rural Communities: Age, Income, and Health Status. November 2018.
Accessed at: https://www.ruralhealthresearch.org/assets/2200-8536/rural-communities-age-income-health-
status-recap.pdf
3 Day, JC. Rates of Uninsured Fall in Rural Counties, Remain Higher Than Urban Counties. U.S. Census Bureau,
April 9, 2019. Accessed at: https://www.census.gov/library/stories/2019/04/health-insurance-rural-
america.html.
4 Smith, AS. and Trevelyan, E. The Older Population in Rural America: 2012-2016. U.S. Census Bureau,
September 2019. Accessed at:
https://www.census.gov/content/dam/Census/library/publications/2019/acs/acs-41.pdf
5 Ostmo, P.   Rural Ethnic/Racial Disparities: Social and Systemic Inequities. Rural Health Research Gateway,
November 2020. Accessed at: https://www.ruralhealthresearch.org/assets/3974-16603/rural-ethnic-racial-
disparities-inequities-recap.pdf.
6 American Community Survey (ACS). U.S. Census Bureau. Accessed at: https://www.census.gov/programs-
surveys/acs.
7 Geocorr 2018: Geographic Correspondence Engine. Missouri Census Data Center, December 4, 2018.
Accessed at: https://mcdc.missouri.edu/applications/geocorr2018.html.
8 Finegold K, Conmy A, Chu RC, Bosworth A, and Sommers, BD. Trends in the U.S. Uninsured Population, 2010-
2020. (Issue Brief No. HP-2021-02). Washington, DC: Office of the Assistant Secretary for Planning and
Evaluation, U.S. Department of Health and Human Services. February 11, 2021. Accessed at
https://aspe.hhs.gov/system/files/pdf/265041/trends-in-the-us-uninsured.pdf.
9 Foutz, J, Artiga, S, and Garfield, R. The Role of Medicaid in Rural America. Kaiser Family Foundation, April 25,
2017. Accessed at: https://www.kff.org/medicaid/issue-brief/the-role-of-medicaid-in-rural-america/.
10 Day, JC. Rates of Uninsured Fall in Rural Counties, Remain Higher Than Urban Counties. U.S. Census Bureau,
April 9, 2019. Accessed at: https://www.census.gov/library/stories/2019/04/health-insurance-rural-
america.html.
11 Finegold K, Conmy A, Chu RC, Bosworth A, and Sommers, BD. Trends in the U.S. Uninsured Population, 2010-
2020. (Issue Brief No. HP-2021-02). Washington, DC: Office of the Assistant Secretary for Planning and
Evaluation, U.S. Department of Health and Human Services. February 11, 2021. Accessed at:
https://aspe.hhs.gov/system/files/pdf/265041/trends-in-the-us-uninsured.pdf.
12 Centers for Medicare & Medicaid Services. Oklahoma’s Medicaid Expansion will Provide Access to Coverage
for 190,000 Oklahomans. July 1, 2021. Accessed at: https://www.cms.gov/newsroom/press-
releases/oklahomas-medicaid-expansion-will-provide-access-coverage-190000-oklahomans.
13 Medicare Payment Advisory Commission (MedPAC). Section 4: Dual-eligible beneficiaries. In A Data Book:
Health care spending and the Medicare program. July 2020. Washington, DC: MedPAC. Accessed at:
http://www.medpac.gov/docs/default-source/data-book/july2020_databook_sec4_sec.pdf?sfvrsn=0
14 Foutz, J, Artiga, S, and Garfield, R. The Role of Medicaid in Rural America. Kaiser Family Foundation, April 25,
2017. Accessed at: https://www.kff.org/medicaid/issue-brief/the-role-of-medicaid-in-rural-america/.
15 Foutz, J, Artiga, S, and Garfield, R. The Role of Medicaid in Rural America. Kaiser Family Foundation, April 25,
2017. Accessed at: https://www.kff.org/medicaid/issue-brief/the-role-of-medicaid-in-rural-america/.

https://www.census.gov/content/dam/Census/library/publications/2019/acs/ACS_rural_handbook_2019_ch01.pdf
https://www.ruralhealthresearch.org/assets/2200-8536/rural-communities-age-income-health-status-recap.pdf
https://www.census.gov/content/dam/Census/library/publications/2019/acs/acs-41.pdf
https://www.census.gov/programs-surveys/acs
https://mcdc.missouri.edu/applications/geocorr2018.html
https://www.kff.org/medicaid/issue-brief/the-role-of-medicaid-in-rural-america/
https://www.census.gov/library/stories/2019/04/health-insurance-rural-america.html
https://aspe.hhs.gov/system/files/pdf/265041/trends-in-the-us-uninsured.pdf
https://www.cms.gov/newsroom/press-releases/oklahomas-medicaid-expansion-will-provide-access-coverage-190000-oklahomans
https://www.cms.gov/newsroom/press-releases/oklahomas-medicaid-expansion-will-provide-access-coverage-190000-oklahomans
http://www.medpac.gov/docs/default-source/data-book/july2020_databook_sec4_sec.pdf?sfvrsn=0
https://www.kff.org/medicaid/issue-brief/the-role-of-medicaid-in-rural-america/
https://www.kff.org/medicaid/issue-brief/the-role-of-medicaid-in-rural-america/
https://aspe.hhs.gov/system/files/pdf/265041/trends-in-the-us-uninsured.pdf
https://www.ruralhealthresearch.org/assets/3974-16603/rural-ethnic-racial
https://www.census.gov/library/stories/2019/04/health-insurance-rural


July 2021 RESEARCH REPORT 17 

16 MACPAC. Medicaid’s Role in Financing Maternity Care. January 2020. Accessed at: 
https://www.macpac.gov/wp-content/uploads/2020/01/Medicaid%E2%80%99s-Role-in-Financing-Maternity-
Care.pdf. 
17 Kaiser Family Foundation (KFF). Status of State Action on the Medicaid Expansion Decision. June 29, 2021. 
Accessed at: https://www.kff.org/health-reform/state-indicator/state-activity-around-expanding-medicaid-
under-the-affordable-care-act/. 
18 Soni A, Hendryx M, Simon K. Medicaid Expansion Under the Affordable Care Act and Insurance Coverage in 
Rural and Urban Areas. The Journal of Rural Health 2017;33(2):217–26. PMID: 28114726. DOI: 
10.1111/jrh.12234. 
19 Li, L, Najarian, M, Barker, AR, McBride, TD, and Mueller, KJ. Sources of Insurance Coverage in 
Nonmetropolitan Areas: The Role of Public and Private Insurance Since 2009. RUPRI Center for Rural Health 
Policy Analysis, March 2021. Accessed at: https://rupri.public-
health.uiowa.edu/publications/policybriefs/2021/Sources%20of%20Insurance%20Coverage.pdf 
20 Cole MB, Wright B, Wilson IB, Galárraga O, Trivedi AN. Medicaid Expansion And Community Health Centers: 
Care Quality And Service Use Increased For Rural Patients. Health Affairs 2018;37(6):900–7. PMID: 29863920. 
DOI: 10.1377/hlthaff.2017.1542. 
21 Han X, Ku L. Enhancing Staffing In Rural Community Health Centers Can Help Improve Behavioral Health 
Care. Health Affairs 2019;38(12):2061–8. PMID: 31794314. DOI: 10.1377/hlthaff.2019.00823. 
22 Lindrooth RC, Perraillon MC, Hardy RY, Tung GJ. Understanding The Relationship Between Medicaid 
Expansions And Hospital Closures. Health Affairs 2018;37(1):111–20. PMID: 29309219. DOI: 
10.1377/hlthaff.2017.0976. 
23 Kaiser Family Foundation (KFF). Status of State Action on the Medicaid Expansion Decision. June 29, 2021. 
Accessed at: https://www.kff.org/health-reform/state-indicator/state-activity-around-expanding-medicaid-
under-the-affordable-care-act/. 
24 McDermott, D, and Cox, C. Insurer Participation on the ACA Marketplaces, 2014-2021. KFF, November 23, 
2020. Accessed at: https://www.kff.org/private-insurance/issue-brief/insurer-participation-on-the-aca-
marketplaces-2014-2021/. 
25 Centers for Medicare & Medicaid Services. American Rescue Plan and the Marketplace. March 12, 2021. 
Accessed at: https://www.cms.gov/newsroom/fact-sheets/american-rescue-plan-and-marketplace. 
26 Branham DK, Conmy AB, DeLeire T, Musen J, Xiao X, Chu RC, Peters C, and Sommers BD. Access to 
Marketplace Plans with Low Premiums on the Federal Platform, Part I: Availability Among Uninsured Non-
Elderly Adults and HealthCare.gov Enrollees Prior to the American Rescue Plan (Issue Brief No. HP-2021-07). 
Washington, DC: Office of the Assistant Secretary for Planning and Evaluation, U.S. Department of Health and 
Human Services. March 29, 2021. Accessed at: https://aspe.hhs.gov/system/files/pdf/265291/low-premium-
plans-issue-brief.pdf. 
27 Branham DK, Conmy AB, DeLeire T, Musen J, Xiao X, Chu RC, Peters C, and Sommers BD. Access to 
Marketplace Plans with Low Premiums on the Federal Platform, Part II: Availability Among Uninsured Non-
Elderly Adults Under the American Rescue Plan (Issue Brief No. HP-2021-08). Washington, DC: Office of the 
Assistant Secretary for Planning and Evaluation, U.S. Department of Health and Human Services. April 1, 2021. 
Accessed at: 
https://aspe.hhs.gov/system/files/pdf/265321/ASPE%20ACA%20Low%20Premium%20Plans%20Issue%20Brief 
%20II.pdf. 
28 Branham DK, Conmy AB, DeLeire T, Musen J, Xiao X, Chu RC, Peters C, and Sommers BD. Access to 
Marketplace Plans with Low Premiums on the Federal Platform, Part III: Availability Among Current 
HealthCare.gov Enrollees Under the American Rescue Plan (Issue Brief No. HP-2021-09). Washington, DC: 

https://www.macpac.gov/wp-content/uploads/2020/01/Medicaid%E2%80%99s-Role-in-Financing-Maternity-Care.pdf
https://www.kff.org/health-reform/state-indicator/state-activity-around-expanding-medicaid-under-the-affordable-care-act/
https://rupri.public-health.uiowa.edu/publications/policybriefs/2021/Sources%20of%20Insurance%20Coverage.pdf
https://rupri.public-health.uiowa.edu/publications/policybriefs/2021/Sources%20of%20Insurance%20Coverage.pdf
https://www.kff.org/health-reform/state-indicator/state-activity-around-expanding-medicaid-under-the-affordable-care-act/
https://www.kff.org/private-insurance/issue-brief/insurer-participation-on-the-aca-marketplaces-2014-2021/
https://www.cms.gov/newsroom/fact-sheets/american-rescue-plan-and-marketplace
https://aspe.hhs.gov/system/files/pdf/265321/ASPE%20ACA%20Low%20Premium%20Plans%20Issue%20Brief%20II.pdf
https://www.healthcare.gov/
https://www.healthcare.gov/
https://aspe.hhs.gov/system/files/pdf/265291/low-premium-plans-issue-brief.pdf


July 2021 RESEARCH REPORT 18 

Office of the Assistant Secretary for Planning and Evaluation, U.S. Department of Health and Human Services. 
April 13, 2021. Accessed at: https://aspe.hhs.gov/system/files/pdf/265361/low-premium-plans-ib-part-iii.pdf. 
29 Agency for Healthcare Research and Quality.   National Healthcare Quality and Disparities Report chartbook 
on rural health care.   Rockville, MD.   October 2017.   AHRQ Pub. No. 17(18)-0001-2-EF.   
30 Rural Health Research Gateway. Rural Behavioral Health. November 2017. Accessed at: 
https://www.ruralhealthresearch.org/assets/658-1990/rural-behavioral-health-recap.pdf. 
31 Rural Health Research Gateway. Opioid Use and Treatment Availability. January 2018. Accessed at: 
https://www.ruralhealthresearch.org/assets/925-3046/opioid-use-and-treatment-availability-recap.pdf. 
32 Designated Health Professional Shortage Area Statistics: Second Quarter of Fiscal Year 2021 Designated 
HPSA Quarterly Summary.   June 24, 2021.   Bureau of Health Workforce, Health Resources and Services 
Administration, U.S. Department of Health and Human Services. Accessed at: 
https://www.ruralhealthinfo.org/topics/healthcare-access. 
33 Richman, EL and Pink, GH. Characteristics of Communities Served by Hospitals at High Risk of Financial 
Distress. NC Rural Health Research Program, December 2017. Accessed at: 
https://www.shepscenter.unc.edu/wp-content/uploads/dlm_uploads/2017/11/Characteristics-of-
Communities-Served-by-Hospitals-at-High-Risk-of-Financial-Distress-1.pdf. 
34 Hall MJ, Owings M. Rural and urban hospitals’ role in providing inpatient care, 2010. NCHS data brief, no
147. Hyattsville, MD: National Center for Health Statistics. 2014. Accessed at:

                 

https://www.cdc.gov/nchs/products/databriefs/db147.htm#:~:text=Data%20from%20the%20National%20Hos
pital,in%20urban%20hospitals%20(37%25).
35 American Hospital Association (AHA). Rural Report: Challenges Facing Rural Communities and the Roadmap
to Ensure Local Access to High-quality, Affordable Care. 2019. Accessed at:
https://www.aha.org/system/files/2019-02/rural-report-2019.pdf.
36 Hung, P, Eberth JM, Crouch E, and Probst JC. Payer Mix of Inpatient Days at Rural and Urban Hospitals.  
Policy Brief Working Paper. Rural and Minority Health Research Center, University of South Carolina, April 10,
2020.
37 Richman EL and Pink GH. Characteristics of Communities Served by Hospitals at High Risk of Financial
Distress. NC Rural Health Research Program, December 2017. Accessed at:
https://www.shepscenter.unc.edu/wp-content/uploads/dlm_uploads/2017/11/Characteristics-of-
Communities-Served-by-Hospitals-at-High-Risk-of-Financial-Distress-1.pdf.
38 Hung P, Henning-Smith CE, Casey MM, Kozhimannil KB. Access to Obstetric Services In Rural Counties Still
Declining, With 9 Percent Losing Services, 2004–14. Health Affairs 2017;36(9):1663–71. PMID: 28874496. DOI:
10.1377/hlthaff.2017.0338.
39 Kaiser Family Foundation (KFF). Interactive Maps Highlight Urban-Rural Differences in Hospital Bed Capacity.
April 23, 2020. Accessed at: https://www.kff.org/health-costs/press-release/interactive-maps-highlight-urban-
rural-differences-in-hospital-bed-capacity/.
40 Freeman, VA, Thompson, K, Howard, HA, Randolph, R, and Holmes, GM. The 21st Century Rural Hospital: A
Chart Book. NC Rural Health Research Program, March 2015. Accessed at:
https://www.shepscenter.unc.edu/wp-content/uploads/2015/02/21stCenturyRuralHospitalsChartBook.pdf.
41 Hung P, Henning-Smith CE, Casey MM, Kozhimannil KB. Access to Obstetric Services In Rural Counties Still

Declining, With 9 Percent Losing Services, 2004–14. Health Affairs 2017;36(9):1663–71. PMID: 28874496. DOI:

10.1377/hlthaff.2017.0338.
42 NC Rural Health Research Program. Rural Hospital Closures. 2014. Accessed at:
https://www.shepscenter.unc.edu/programs-projects/rural-health/rural-hospital-closures/.

https://aspe.hhs.gov/system/files/pdf/265361/low-premium-plans-ib-part-iii.pdf
https://www.ruralhealthresearch.org/assets/658-1990/rural-behavioral-health-recap.pdf
https://www.ruralhealthresearch.org/assets/925-3046/opioid-use-and-treatment-availability-recap.pdf
https://www.ruralhealthinfo.org/topics/healthcare-access
https://www.shepscenter.unc.edu/wp-content/uploads/dlm_uploads/2017/11/Characteristics-of-Communities-Served-by-Hospitals-at-High-Risk-of-Financial-Distress-1.pdf
https://www.cdc.gov/nchs/products/databriefs/db147.htm#:~:text=Data%20from%20the%20National%20Hospital,in%20urban%20hospitals%20(37%25)
https://www.aha.org/system/files/2019-02/rural-report-2019.pdf
https://www.shepscenter.unc.edu/wp-content/uploads/dlm_uploads/2017/11/Characteristics-of-Communities-Served-by-Hospitals-at-High-Risk-of-Financial-Distress-1.pdf
https://www.kff.org/health-costs/press-release/interactive-maps-highlight-urban-rural-differences-in-hospital-bed-capacity/
https://www.shepscenter.unc.edu/wp-content/uploads/2015/02/21stCenturyRuralHospitalsChartBook.pdf
https://www.shepscenter.unc.edu/programs-projects/rural-health/rural-hospital-closures/


July 2021 RESEARCH REPORT 19 

  

43 Meit, M, Knudson, A, Gilbert, T, Yu AT, Tanenbaum E, Ormson E, et al.   The 2014 Update of the Rural-Urban 
Chartbook. Rural Health Reform Policy Research Center, October 2014. Accessed at: 
https://www.norc.org/PDFs/Walsh%20Center/Rural%20Health%20US%20Report_Oct2014_dtp.pdf. 
44 U.S. Department of Health & Human Services. CARES Act Provider Relief Fund: General Information. July 1, 
2021. Accessed at: https://www.hhs.gov/coronavirus/cares-act-provider-relief-fund/general-
information/index.html. 
45 NC Rural Health Research Program. Rural Hospital Closures. 2014. Accessed at: 
https://www.shepscenter.unc.edu/programs-projects/rural-health/rural-hospital-closures/. 
46 Koonin LM, Hoots B, Tsang CA, et al. Trends in the Use of Telehealth During the Emergence of the COVID-19 
Pandemic — United States, January–March 2020. MMWR Morb Mortal Wkly Rep 2020;69:1595–1599. 
Accessed at: http://dx.doi.org/10.15585/mmwr.mm6943a3. 
47 Bosworth A, Ruhter J, Samson LW, Sheingold S, Taplin C, Tarazi W, and Zuckerman R, Medicare Beneficiary 
Use of Telehealth Visits: Early Data from the Start of COVID-19 Pandemic. Washington, DC: Office of the 
Assistant Secretary for Planning and Evaluation, U.S. Department of Health and Human Services. July 28, 2020. 
Accessed at: https://aspe.hhs.gov/system/files/pdf/263866/hp-issue-brief-medicare-telehealth.pdf. 
48 Center for Connected Health Policy. COVID-19 Telehealth Coverage Policies. March 2021. Accessed at: 
https://www.cchpca.org/resources/covid-19-telehealth-coverage-policies/. 
49 Bosworth A, Ruhter J, Samson LW, Sheingold S, Taplin C, Tarazi W, and Zuckerman R, Medicare Beneficiary 
Use of Telehealth Visits: Early Data from the Start of COVID-19 Pandemic. Washington, DC: Office of the 
Assistant Secretary for Planning and Evaluation, U.S. Department of Health and Human Services. July 28, 2020. 
Accessed at: https://aspe.hhs.gov/system/files/pdf/263866/hp-issue-brief-medicare-telehealth.pdf. 
50 Koonin LM, Hoots B, Tsang CA, et al. Trends in the Use of Telehealth During the Emergence of the COVID -19 
Pandemic — United States, January–March 2020. MMWR Morb Mortal Wkly Rep 2020;69:1595–1599. DOI: 
http://dx.doi.org/10.15585/mmwr.mm6943a3. 
51 Assistant Secretary for Planning and Evaluation (ASPE). Persons in Low-Income Households Have Less Access 
to Internet Services. March 23, 2021. Accessed at: https://aspe.hhs.gov/pdf-report/low-income-internet-
access. 
52 Bureau of Health Workforce. Report to Congress: National Health Service Corps for the Year 2019. U.S. 
Department of Health & Human Services Health Resources and Services Administration, December 2020. 
Accessed at: https://bhw.hrsa.gov/sites/default/files/bureau-health-workforce/about-us/reports-to-
congress/nhsc-report-congress-2019.pdf. 
53 Bureau of Health Workforce. Nurse Corps Loan Repayment Program Fiscal Year 2021 Application and
Program Guidance. U.S. Department of Health & Human Services Health Resources and Services 
Administration, January 2021. Accessed at: https://bhw.hrsa.gov/sites/default/files/bureau-health-

 

workforce/funding/nursecorps-lrp-guidance.pdf. 
54 National Center for Health Workforce Analysis. Area Health Education Centers (AHEC) Program Academic 
Years 2014-2019. U.S. Department of Health & Human Services Health Resources and Services Administration. 
Accessed at: https://bhw.hrsa.gov/sites/default/files/bureau-health-workforce/funding/ahec-outcomes-
report-2014-2019.pdf. 
55 National Center for Health Workforce Analysis. Behavioral Health Workforce Education and Training 
Program Academic Years 2014-2020. U.S. Department of Health & Human Services Health Resources and 
Services Administration. Accessed at: https://bhw.hrsa.gov/sites/default/files/bureau-health-workforce/data-
research/bhwet-outcomes-2014-2020.pdf. 
56 https://www.hrsa.gov/grants/find-funding/hrsa-20-107 
57 https://bhw.hrsa.gov/funding/apply-grant/teaching-health-center-graduate-medical-education 

https://www.norc.org/PDFs/Walsh%20Center/Rural%20Health%20US%20Report_Oct2014_dtp.pdf
https://www.hhs.gov/coronavirus/cares-act-provider-relief-fund/general-information/index.html
https://www.shepscenter.unc.edu/programs-projects/rural-health/rural-hospital-closures/
http://dx.doi.org/10.15585/mmwr.mm6943a3
https://www.cchpca.org/resources/covid-19-telehealth-coverage-policies/
https://aspe.hhs.gov/system/files/pdf/263866/hp-issue-brief-medicare-telehealth.pdf
http://dx.doi.org/10.15585/mmwr.mm6943a3
https://aspe.hhs.gov/pdf-report/low-income-internet-access
https://bhw.hrsa.gov/sites/default/files/bureau-health-workforce/about-us/reports-to-congress/nhsc-report-congress-2019.pdf
https://bhw.hrsa.gov/sites/default/files/bureau-health-workforce/funding/nursecorps-lrp-guidance.pdf
https://bhw.hrsa.gov/sites/default/files/bureau-health-workforce/funding/ahec-outcomes-report-2014-2019.pdf
https://bhw.hrsa.gov/sites/default/files/bureau-health-workforce/data-research/bhwet-outcomes-2014-2020.pdf
https://aspe.hhs.gov/sites/default/files/private/pdf/263866/hp-issue-brief-medicare-telehealth.pdf
https://www.hrsa.gov/grants/find-funding/hrsa-20-107
https://bhw.hrsa.gov/funding/apply-grant/teaching-health-center-graduate-medical-education


July 2021 RESEARCH REPORT 20 

  

    

  

58 https://www.uscis.gov/working-in-the-united-states/students-and-exchange-visitors/conrad-30-waiver-
program 
59 https://bphc.hrsa.gov/about/healthcenterprogram/index.html - Bureau pf Primary Health Care analysis of 
2018 UDS data 
60 Health Center Program 2019 UDS Data. U.S. Department of Health & Human Services Health Resources and 
Services Administration. Accessed at: https://www.hrsa.gov/foia/electronic-reading.html. 
61 Medicare Learning Network. Rural Health Clinic. Centers for Medicare and Medicaid Services, May 2019.
Accessed at: https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-
MLN/MLNProducts/Downloads/RuralHlthClinfctsht.pdf. 

 

62 National Association of Rural Health Clinics. About Us. 2021. Accessed at: 
https://www.narhc.org/narhc/ESX_About_Us_2.asp. 
63 Hoffman, A, and Holmes, M. Regional Differences in Rural and Urban Mortality Trends. NC Rural Health 
Research Program, August 2017. Accessed at: https://www.shepscenter.unc.edu/wp-
content/uploads/dlm_uploads/2017/08/Regional-Differences-in-Urban-and-Rural-Mortality-Trends.pdf. 
64 Henning-Smith, C, Hernandez, AM, Ramirez M, Hardeman R, and Kozhimannil K. Dying Too Soon: County-
level Disparities in Premature Death by Rurality, Race, and Ethnicity. University of Minnesota Rural Health 
Research Center, March 2019. Accessed at: https://3pea7g1qp8f3t9ooe3z3npx1-wpengine.netdna-
ssl.com/wp-content/uploads/2019/03/1552267547UMNpolicybriefPrematureDeath.pdf. 
65 Moy E, Garcia MC, Bastian B, et al. Leading causes of death in nonmetropolitan and metropolitan areas – 
United States, 1999-2014.   MMWR Surveill Summ 2017;66(No.SS-1):1-8. DOI: 
http://dx.doi.org/10.15585/mmwr.ss6601a1. 
66 National Advisory Committee on Rural Health and Human Services. Maternal and Obstetric Care Challenges 
in Rural America: Policy Brief and Recommendations to the Secretary. May 2020. Accessed at: 
https://www.hrsa.gov/sites/default/files/hrsa/advisory-committees/rural/publications/2020-maternal-
obstetric-care-challenges.pdf. 
67 Womack LS, Rossen LM, and Hirai AH. Urban–Rural Infant Mortality Disparities by Race and Ethnicity and 
Cause of Death. Am J Prev Med 2020;58(2):254–60. PMID: 31735480. DOI: 10.1016/j.amepre.2019.09.010. 
68 Kozhimannil KB, Interrante JD, Henning-Smith C, and Admon LK. Rural-Urban Differences In Severe Maternal 
Morbidity And Mortality In The US, 2007–15. Health Affairs 2019;38(12):2077–85. PMID: 31794322. DOI: 
10.1377/hlthaff.2019.00805. 
69 Merkt PT, Kramer MR, Goodman DA, et al. Urban-rural differences in pregnancy-related deaths, United 
States, 2011-2016. Am J Obstet Gynecol 2021;S0002-9378(21)00144-7. PMID:   33640361. DOI:   

10.1016/j.ajog.2021.02.028. 
70 Kegler SR, Stone DM, Holland KM. Trends in suicide by level of urbanization – United States, 1999-2015. 
MMWR Morb Mortal Wkly Rep 2017;66:270-273. DOI: http://dx.doi.org/10.15585/mmwr.mm6610a2. 
71 Stone DM, Jones CM, Mack KA. Changes in Suicide Rates — United States, 2018–2019. MMWR Morb Mortal
Wkly Rep 2021;70:261–268. DOI: http://dx.doi.org/10.15585/mmwr.mm7008a1. 

 

72 Hedegaard H, Miniño AM, Warner M. Urban-rural differences in drug overdose death rates, by sex, age, and 
type of drugs involved, 2017. NCHS Data Brief No. 345.   Hyattsville, MD: National Center for Health Statistics. 
2019. 
73 Rural Health Research Gateway. Rural Behavioral Health. November 2017. Accessed at: 
https://www.ruralhealthresearch.org/assets/658-1990/rural-behavioral-health-recap.pdf. 
74 Agency for Healthcare Research and Quality. National Healthcare Quality and Disparities Report chartbook 
on rural health care.   Rockville, MD.   October 2017.   AHRQ Pub. No. 17(18)-0001-2-EF.   

https://bphc.hrsa.gov/about/healthcenterprogram/index.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/RuralHlthClinfctsht.pdf
https://www.narhc.org/narhc/ESX_About_Us_2.asp
https://www.shepscenter.unc.edu/wp-content/uploads/dlm_uploads/2017/08/Regional-Differences-in-Urban-and-Rural-Mortality-Trends.pdf
https://www.shepscenter.unc.edu/wp-content/uploads/dlm_uploads/2017/08/Regional-Differences-in-Urban-and-Rural-Mortality-Trends.pdf
https://3pea7g1qp8f3t9ooe3z3npx1-wpengine.netdna-ssl.com/wp-content/uploads/2019/03/1552267547UMNpolicybriefPrematureDeath.pdf
http://dx.doi.org/10.15585/mmwr.ss6601a1
https://www.hrsa.gov/sites/default/files/hrsa/advisory-committees/rural/publications/2020-maternal-obstetric-care-challenges.pdf
http://dx.doi.org/10.15585/mmwr.mm6610a2
https://www.ruralhealthresearch.org/assets/658-1990/rural-behavioral-health-recap.pdf
https://www.cdc.gov/mmwr/volumes/70/wr/mm7008a1.htm?s_cid=mm7008a1
https://www.uscis.gov/working-in-the-united-states/students-and-exchange-visitors/conrad-30-waiver-program
https://www.hrsa.gov/foia/electronic-reading


July 2021 RESEARCH REPORT 21 

75 Agency for Healthcare Research and Quality.   National Healthcare Quality and Disparities Report chartbook 
on rural health care.   Rockville, MD.   October 2017.   AHRQ Pub. No. 17(18)-0001-2-EF.   
76 Beck LF, Downs J, Stevens MR, Sauber-Schatz EK.   Rural and urban differences in passenger-vehicle-occupied 

deaths and seat belt use among adults – United States, 2014.   MMWR Surveill Summ 2017;66(No. SS-17):1-13. 
77 Matthews KA, Croft JB, Liu Y et al.   Health-related behaviors by urban-rural county classification – United 

States, 2013.   MMWR Surveill Summ 2017;66(No.SS-5):1-8. 
78 Rural Health Research Gateway. Rural/Ethnic Racial Disparities: Social and Systemic Inequities . November 
2020. Accessed at: https://www.ruralhealthresearch.org/assets/3974-16603/rural-ethnic-racial-disparities-
inequities-recap.pdf. 
79 Merkt PT, Kramer MR, Goodman DA, et al. Urban-rural differences in pregnancy-related deaths, United 
States, 2011-2016. Am J Obstet Gynecol 2021;S0002-9378(21)00144-7. PMID:   33640361. DOI:   
10.1016/j.ajog.2021.02.028. 
80 Pascoe EA, Smart RL. Perceived discrimination and health: a meta-analytic review. Psychol Bull. 
2009;135(4):531–54. PMID: 19586161. DOI: 10.1037/a0016059. 
81 World Health Organization (WHO). Deaths Attributable to the Environment: Data by Country. March 9, 2016. 
Accessed at: http://apps.who.int/gho/data/node.main.162. 
82 Kushel MB, Gupta R, Gee L, Haas JS. Housing instability and food insecurity as barriers to health care among 
low-income Americans. J Gen Intern Med. 2006;21(1):71-7. PMID: 16423128. DOI: 10.1111/j.1525-
1497.2005.00278.x. 
83 Mode NA, Evans MK, Zonderman AB. Race, neighborhood economic status, income inequality and mortality. 
PLoS ONE. 2016;12;11(5):1-14. PMID: 27171406. DOI:10.1371/journal.pone.0154535. 
84 Office of Disease Prevention and Health Promotion, Office of the Assistant Secretary for Health. Social 
Determinants of Health Literature Summaries. U.S. Department of Health & Human Services. Accessed at: 
https://health.gov/healthypeople/objectives-and-data/social-determinants-health/literature-summaries. 
85 Cromartie, J, Dobis, EA, Krumel, T, McGranahan, D, and Pender J. Rural America At a Glance: 2020 Edition. 

U.S. Department of Agriculture: Economic Research Service, December 2020. Accessed at: 

https://www.ers.usda.gov/publications/pub-details/?pubid=100088. 
86 The COVID-19 Pandemic and Rural America. U.S. Department of Agriculture: Economic Research Service, 
May 13, 2021. Accessed at: https://www.ers.usda.gov/covid-19/rural-america/. 
87 Coronavirus Disease (COVID-19) Information - Federal Office of Rural Health Policy. U.S. Department of 
Health & Human Services, Health Resources and Services Administration, June 2021. Accessed at: 
https://www.hrsa.gov/rural-health/coronavirus. 

https://www.ruralhealthresearch.org/assets/3974-16603/rural-ethnic-racial-disparities-inequities-recap.pdf
http://apps.who.int/gho/data/node.main.162
https://health.gov/healthypeople/objectives-and-data/social-determinants-health/literature-summaries
https://www.ers.usda.gov/publications/pub-details/?pubid=100088
https://www.ers.usda.gov/covid-19/rural-america/
https://www.hrsa.gov/rural-health/coronavirus


July 2021 RESEARCH REPORT 22 

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES 

Office of the Assistant Secretaryfor Planning and Evaluation 

200 Independence Avenue SW, Mailstop 447D 
Washington, D.C. 20201 

For more ASPE briefs and other publications, visit: 
aspe.hhs.gov/reports 

ABOUT THE AUTHORS 
Gina Turrini is a Social Science Analyst in the Office of Health 
Policy in the Office of the Assistant Secretary for Planning and 
Evaluation. 
D. Keith Branham is a Senior Research Analyst for the Office of 
Health Policy in in the Office of the Assistant Secretary for 
Planning and Evaluation. 
Lucy Chen is an intern in the Office of Health Policy in in the 
Office of the Assistant Secretary for Planning and Evaluation. 
Ann B. Conmy is a Social Science Analyst in the Office of 
Health Policy in the Office of the Assistant Secretary for 
Planning and Evaluation. 
Andre R. Chappel is the Director of the Division of Public 
Health Services in the Office of Health Policy in in the Office of 
the Assistant Secretary for Planning and Evaluation. 
Nancy De Lew is the Associate Deputy Assistant Secretary for 
Health Policy in the Office of the Assistant Secretary for 
Planning and Evaluation. 
Benjamin D. Sommers is the Deputy Assistant Secretary for
the Office of Health Policy in the Office of the Assistant 
Secretary for Planning and Evaluation. 

 

SUGGESTED CITATION 
Turrini G, Branham DK, Chen L, Conmy AB, Chappel AR, and De 
Lew N. Access to Affordable Care in Rural America: Current 
Trends and Key Challenges(ResearchReport No. HP-2021-16).   
Office of the Assistant Secretary for Planning and Evaluation, U.S. 
Department of Health and HumanServices.   July 2021. 

COPYRIGHT INFORMATION 
All material appearing in this report is in the public domainand 
may be reproducedor copiedwithout permission; citationas to 
source, however, is appreciated. 

HP-2021-16 



July 2021 RESEARCH REPORT 23 

DISCLOSURE 
This communication was printed, published, or producedand 
disseminated at U.S. taxpayer expense. 
___________________________________ 

Subscribe to ASPE mailing list to receive 
email updates on new publications: 
https://list.nih.gov/cgi-bin/wa.exe?SUBED1=ASPE-HEALTH-POLICY&A=1 

For general questions or general 
information about ASPE: 
aspe.hhs.gov/about 

https://aspe.hhs.gov/about
https://list.nih.gov/cgi-bin/wa.exe?SUBED1=ASPE-HEALTH-POLICY&A=1

	Structure Bookmarks
	Table 1. Selected Characteristics ofUninsured Individuals Ages0-64 in Rural vs. Urban Areas, 2019 


