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1

Introduction

To explore issues related to population health in rural America, the 
public virtual workshop Population Health in Rural America in 2020 was 
convened on June 24–25, 2020, by the Roundtable on Population Health 
Improvement of the Board on Population Health and Public Health Prac-
tice of the National Academies of Sciences, Engineering, and Medicine. 
The workshop was planned by a workshop planning committee composed 
of rural health experts representing public health, health care, and tribal 
health.1 Rural America is economically, socially, culturally, geographically, 
and demographically diverse. This multidimensional diversity presents 
complex challenges and unique opportunities related to delivering health 
care and improving health outcomes in rural communities. 

In her welcoming remarks, Sanne Magnan, Roundtable on Population 
Health Improvement co-chair and senior fellow from the HealthPartners 
Institute, explained that since 2013 the Roundtable on Population Health 
Improvement has provided a trusted venue for leaders from the public 
and private sectors to meet and discuss the leverage points and oppor-
tunities for achieving better population health. The roundtable’s vision 
is to help create a strong, healthy, and productive society that cultivates 

1 The planning committee’s role was limited to planning the workshop, and the Proceed-
ings of a Workshop was prepared by the workshop rapporteur as a factual summary of 
what occurred at the workshop. Statements, recommendations, and opinions expressed are 
those of individual presenters and participants, and are not necessarily endorsed or verified 
by the National Academies of Sciences, Engineering, and Medicine, and they should not be 
construed as reflecting any group consensus.

1
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2 POPULATION HEALTH IN RURAL AMERICA IN 2020

human capital and equal opportunity. This vision rests on the recogni-
tion that improved health outcomes are shaped by interdependent social, 
economic, environmental, genetic, behavioral, and health care factors and 
will require robust national and community-based policies and depend-
able resources to achieve that vision. The roundtable recognizes that rural 
health is part of the population health narrative and aims to explore and 
better understand rural health issues.

WORKSHOP OBJECTIVES

The workshop was structured to follow the institutionally approved 
Statement of Task (see Box 1-1). Divided into five sessions held over 2 
days, the workshop featured invited presentations and discussion that 
focused on:

•	 rural America in context,
•	 rural health vital signs,
•	 rural health care in action,
•	 assessment and implementation strategies for improving the health 

of rural populations, and
•	 rural health policy.

The workshop began with setting the context and assessing current 
measures of rural health, and then the scope was expanded to discuss 
rural health care assessment, strategy, and implementation along with 
rural health policy. In accordance with the policies of the National Acad-
emies, the workshop did not attempt to establish any conclusions or 
develop recommendations about needs and future directions, focusing 
instead on issues identified by the speakers and workshop participants. 

BOX 1-1 
Statement of Task 

A planning committee of the National Academies of Sciences, Engineering, and 
Medicine will organize and convene a public workshop to explore population health 
in rural America. The workshop will host speakers from sectors that contribute to 
population health in rural communities, such as health care, public health, and 
community-based organizations. Presentations will highlight promising activities 
attributable to each sector that contribute to improving population health. A pro-
ceedings of the presentations and discussion at the workshop will be prepared by 
a designated rapporteur in accordance with institutional guidelines.

http://www.nap.edu/25989


Population Health in Rural America in 2020: Proceedings of a Workshop

Copyright National Academy of Sciences. All rights reserved.

INTRODUCTION 3

The proceedings of the presentations and discussions held at the work-
shop was prepared by a designated rapporteur in accordance with insti-
tutional guidelines.

ORGANIZATION OF THE PROCEEDINGS

The proceedings of this workshop is organized into six chapters. 
Chapter 2, Rural America in Context, provides an overview of rural 
demographics and a framework for discussing the infrastructure chal-
lenges in rural areas. Chapter 3, Rural Health Vital Signs, offers insights 
into public health in rural settings, including key measures of mortality 
and morbidity in rural areas, tribal public health activities, and rural 
health indicators. Chapter 4, Rural Health Care in Action, explores the 
landscape of rural health, the state of tribal health care in rural settings, 
the implications of wraparound services for rural America, and the role 
of community health workers in rural health. Chapter 5, Assessment and 
Implementation Strategies for Improving the Health of Rural Populations, 
examines assessment and implementation strategies for rural popula-
tion health. Chapter 6, Rural Health Policy, presents the current state of 
rural health policy and explores the opportunities for improving rural 
health through policy. The speaker and planning committee members 
biosketches are in Appendix A, the workshop agenda is in Appendix B, 
and the references are in Appendix C.
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2

Rural America in Context

The first session of the workshop focused on providing context, 
including the demographics and social determinants of health (SDOH) 
in rural America, as well as the effect of structural urbanism on health 
care access and delivery and other challenges related to the health care 
infrastructure in rural areas. The session was moderated by Lars Peterson 
from the Rural & Underserved Health Research Center at the University 
of Kentucky.

RURAL DEMOGRAPHICS AND SOCIAL 
DETERMINANTS OF HEALTH

Alana Knudson from the Walsh Center for Rural Health Analysis at 
NORC at the University of Chicago highlighted relevant demographic 
features of rural communities in the United States. SDOH—including 
poverty, unemployment, lack of affordable housing, and food insecu-
rity—are challenges facing rural America. She noted that SDOH intersect 
with race and age, putting some rural subgroups at greater risk for unmet 
needs, including children, African Americans, and Native Americans.

Demographics of Rural America

Knudson provided an overview of the demographics of rural America, 
which differ substantially from urban America in terms of age distribution, 

5
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6 POPULATION HEALTH IN RURAL AMERICA IN 2020

race, ethnicity, and the effects of migration. Approximately 60 million 
people in the United States—representing about one-fifth of the national 
population—live in rural areas.1

Older Adults in Rural and Nonrural Areas

A striking difference between rural and urban populations is reflected 
in their age distributions, said Knudson. Forty years ago, the percentage 
of Americans aged 65 years and older was smaller in rural areas than 
in urban settings. However, the past four decades have seen a dramatic 
shift in those proportions, with older adults now representing approxi-
mately 18 percent of the rural population and 14 percent of the urban 
population.2 As of 2016, almost one out of every five rural residents was 
aged 65 years or older. This demographic shift toward older populations 
creates both opportunities and challenges for rural communities. In this 
respect, it is relevant to consider the areas where older adults in rural 
areas tend to reside in the United States. Knudson added that in 2017, 
most rural counties in which more than 20 percent of the population 
was aged 65 years or older were located in scenic areas or areas with 
chronic population loss (see Figure 2-1).3 Many older Americans retire 
in rural areas that are recreation or retirement destinations. Additionally, 
many rural counties have had persistent population loss over the past 40 
years attributable to younger people migrating from rural communities 
to urban areas in search of jobs. In geographical terms, the distribution 
of rural elderly populations is somewhat different than in metropolitan 
(metro)4 communities. This is evident in the concentration of counties 
with a high proportion of older residents in the central Great Plains and 
in the West, she added.

1 More information about rural America is available at https://gis-portal.data.census.gov/
arcgis/apps/MapSeries/index.html?appid=7a41374f6b03456e9d138cb014711e01 (accessed 
August 6, 2020).

2 Rural population data from U.S. Census. More information about U.S. Census data is 
available at https://data.census.gov/cedsci (accessed July 17, 2020).

3 Rural county data from the Economic Research Service at the U.S. Department of Ag-
riculture. For more information about rural county data, see https://www.ers.usda.gov 
(accessed July 17, 2020).

4 Knudson noted that a challenge in rural health research is that rural is often referred to 
as nonmetro, as is the case with the data from the U.S. Department of Agriculture. She added 
that some rural health researchers would like to shift that terminology by comparing rural 
and nonrural areas.
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Race and Ethnicity in Rural and Nonrural Areas

Stark differences between rural and nonrural populations also emerge 
when looking at race and ethnicity, said Knudson. For instance, metro 
areas tend to have higher concentrations of racial and ethnic minorities. 
According to 2017 data, nonwhite residents made up about 42 percent 
of the metro population compared to 22 percent of the rural population 
(Cromartie, 2018). Racial and ethnic differences in rural populations also 
emerge when analyzed by age distribution, she added.

Knudson described sociodemographic information from 2012 to 2015 
on the sociodemographic characteristics of adults aged 18 years or more 
in rural areas in the United States by race and ethnicity. She explained that 
more non-Hispanic whites (25.7 percent) aged 65 and older were living 
in rural areas than other racial and ethnic groups (non-Hispanic Blacks: 
17.4 percent; American Indians and Alaska Natives: 13.7 percent; Hispan-
ics: 8.6 percent; Asians and Native Hawaiians or other Pacific Islanders: 
7.5 percent) (James et al., 2017). In contrast, more Hispanic adults (66.0 
percent) aged 18–44 were living in rural areas than other racial and eth-
nic groups (Asians and Native Hawaiians or other Pacific Islanders: 60.5 
percent; Native Americans/Alaska Natives: 49.3 percent; non-Hispanic 
Blacks: 43.7 percent; non-Hispanic whites: 36.9 percent) (see Figure 2-2). 
Knudson noted that over the past 20 years, the greatest growth in racial 
and ethnic representation in rural communities has occurred among the 
Hispanic, American Indian, and Alaska Native populations.

Effect of Migration

Knudson explained that changes in migration patterns have also 
occurred across the country in the past decade.5 Many of the rural areas 
that have seen an increase in net migration rates are destination areas with 
recreational opportunities, particularly in the West, which are areas that 
also tend to draw people moving or relocating for retirement. Changes in 
employment opportunities have also led to migration shifts. For example, 
population changes from 2012 to 2013 and from 2016 to 2017 correspond 
to shifts in energy extraction in areas such as the northern part of North 
Dakota and the eastern Montana border, where a change in oil prices led 
to the evaporation of jobs and subsequently to a large loss of population. 
Knudson noted that another shift is ongoing in response to the corona-
virus disease 2019 (COVID-19) pandemic, with some urban residents 
leaving for second homes located in rural areas. She noted that as people 

5 Rural net migration patterns from the Economic Research Service at the U.S. Department 
of Agriculture using data from the U.S. Census Bureau Population Estimates program. More 
information is available at https://www.ers.usda.gov (accessed July 17, 2020).
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demonstrate that it is possible to successfully work remotely, many may 
decide to reside primarily outside of the larger urban areas. Knudson 
suggested that in 4 years, the migration map may look different because 
of COVID-19.

Social Determinants of Health

Knudson explained that in the domain of public health, the SDOH are 
often conceptualized in terms of where people live, learn, work, play, and 
pray and how those factors contribute to people’s health and well-being. 
Specifically, the SDOH are the neighborhood and built environment, 
health and health care, the social and community context, education, 
and economic stability.6 To explore the effect of economic stability on the 
health and well-being of people in rural areas, she noted that “wealth 
equals health.” Earning a livable wage with compensation that enables 
access to affordable health care and health insurance is a foundational 
component of good health and well-being.

6 Categories of SDOH as defined by the Office of Disease Prevention and Health Promo-
tion are available at https://www.healthypeople.gov/2020/topics-objectives/topic/social-
determinants-of-health (accessed July 21, 2020).

FIGURE 2-2 Race and ethnicity in rural areas.
NOTE: AI/AN = American Indian/Alaska Native; NHOPI = Native Hawaiian or 
other Pacific Islander. 
SOURCE: Knudson Presentation, June 23, 2020.
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Trends in employment rates from 2007 to 2019 differ in rural and 
urban areas, said Knudson.7 During the economic recession from late 
2007 to mid-2009, rural and urban employment rates were comparable. 
By 2014, urban employment rates had rebounded to prerecession levels. 
However, growth in rural employment rates has been slower to rebound; 
by 2019, the rates had not yet reached the 2007 levels. The COVID-19 
pandemic is continuing to harm small businesses, which will likely pose 
additional challenges to achieving prerecession employment levels in 
rural areas. Similarly, rural areas have struggled to achieve reductions in 
poverty rates that have been attained in metro areas, said Knudson. The 
mid-20th century saw a sizeable decrease in the nonmetro poverty rate, 
which dropped from 33.2 percent to 17.9 percent between 1959 and 1969.8 
However, rural communities have never attained the same level of afflu-
ence as urban communities. 

In 2018, the poverty rate for nonmetro residents was 16.1 percent com-
pared to 12.6 percent for metro residents. Poverty rates vary in different 
rural areas across the country, with greater percentages of rural communi-
ties living in poverty concentrated in Appalachia, along the Mississippi 
Delta, in some areas of border states, in areas in the West predominantly 
populated by American Indian tribal communities, and in Alaska Native 
communities.9 Rural communities are also disproportionately affected 
by persistent poverty, which has long-lasting implications for health and 
well-being, she added. Counties with persistent poverty are those in 
which at least 20 percent of county residents have been poor for the 
previous four decades.10 Concentrations of rural counties experiencing 
persistent poverty are found in Appalachia, in the South, along the Mis-
sissippi Delta, along the U.S.–Mexico border, and tribal lands inhabited 
by American Indians and Alaska Natives.

Knudson described how racial and ethnic disparities intersect with 
geographic disparities in wealth. In 2018, rural residents who were Afri-
can American, American Indian, or Alaska Native experienced the highest 

7 Rural and urban employment data from the Economic Research Service at the U.S. 
Department of Agriculture using data from the Local Area Unemployment Statistics at the 
U.S. Bureau of Labor Statistics. More information is available at https://www.ers.usda.gov 
(accessed July 17, 2020). 

8 More information on poverty and well-being is available at https://www.ers.usda.
gov/topics/rural-economy-population/rural-poverty-well-being/#historic (accessed July 
17, 2020).

9 See https://www.census.gov/data-tools/demo/saipe/#/?map_geoSelector=aa_c (accessed 
November 28, 2020). 

10 More information on populations in poverty by county is available at https://www.
census.gov/data-tools/demo/saipe/#/?map_geoSelector=aa_c (accessed July 17, 2020).
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rates of poverty among people in the United States.11 Across all racial and 
ethnic populations, a greater percentage of rural residents live in poverty 
compared to their urban counterparts. This trend also presents in poverty 
rates among children under the age of 5 years, with 25 percent of those 
children living in poverty in rural areas compared to 18.6 percent in urban 
areas.12 Across the entire continuum of age distributions, greater percent-
ages of rural residents live in poverty than urban residents. Residents of 
rural communities also tend to face challenges with respect to food secu-
rity and housing affordability, she noted. People living more than 30 miles 
from a grocery store are considered to have low access to grocery stores.13 
The highest percentages of people with low grocery store access are con-
centrated in central and western parts of the country, which are areas that 
tend to be more sparsely populated. Similarly, central and western rural 
regions feature some of the least affordable housing options based on the 
ratio of housing prices to income.14 The Walsh Center for Rural Health 
Analysis at NORC at the University of Chicago looked at the ability of 
Missouri residents to maintain housing and found that although housing 
prices were affordable, the cost of electricity was not. This is one example 
of the multiple factors that determine whether rural residents are able to 
maintain safe and affordable housing.

Knudson remarked that many challenges faced by rural America 
can be addressed through innovative local solutions that leverage the 
strong resilience of many rural communities. Among ongoing efforts is 
the Rural Health Information Hub, which provides comprehensive tool 
kits to address the SDOH in rural communities.15

11 Poverty rates by metro and nonmetro residence from the Economic Research Service 
at the U.S. Department of Agriculture. More information on poverty and well-being is 
available at https://www.ers.usda.gov/topics/rural-economy-population/rural-poverty-
well-being/#historic (accessed July 17, 2020).

12 Poverty rates by age and metro and nonmetro residence from the Economic Research 
Service at the U.S. Department of Agriculture. More information on poverty and well-being 
is available at https://www.ers.usda.gov/topics/rural-economy-population/rural-poverty-
well-being/#historic (accessed July 17, 2020).

13 Data on grocery store access from the Economic Research Service at the U.S. Department 
of Agriculture. More information is available at https://www.ers.usda.gov/data-products/
food-environment-atlas/go-to-the-atlas (accessed July 17, 2020).

14 More information on rural housing affordability is available at https://oregon 
economicanalysis.com/2017/02/09/rural-housing-affordability (accessed July 17, 2020).

15 Additional information from the Rural Health Information Hub and the Social 
Determinants of Health in Rural Communities Toolkit can be found at https://www.
ruralhealthinfo.org/toolkits/sdoh (accessed November 28, 2020).
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STRUCTURAL URBANISM IN RURAL AMERICA

Janice Probst from the Rural & Minority Health Research Center at the 
Arnold School of Public Health at the University of South Carolina dis-
cussed mortality rates and race-based health disparities in rural America. 
She stated that data on rural communities should be examined with an 
awareness of “structural urbanism,” a framework for addressing health 
issues that unintentionally and systematically discriminates against rural 
populations. Probst explained how structural urbanism and current fund-
ing mechanisms systematically disadvantage rural populations and nega-
tively affect their health outcomes. 

Effect of Structural Urbanism on Direct Health Care Services

Probst said that structural urbanism underlies the health issues facing 
rural areas. She defined this concept as “a bias toward large population 
centers that emerges from a focus on individuals rather than infrastruc-
ture when designing health care and public health interventions.” For 
example, proposals for programs currently receiving public attention, 
such as Medicaid expansion and Medicare for All, tend to focus on indi-
vidual needs rather than on infrastructure and population-level needs. 
One of the last major investments in health services infrastructure was the 
Hill-Burton program, which was in effect from 1946 to 1997 and funded 
the construction of hospitals and other health care facilities based on 
community need. The focus since then has almost exclusively centered on 
extending the ability of individuals to pay for care, she noted. The Medi-
care and Medicaid programs of 1965, the Patient Protection and Afford-
able Care Act of 2010, and the 2014 Medicaid expansion were all designed 
to provide individuals with the ability to acquire health care. Whether 
the programs were aimed at covering fee-for-service or capitation, each 
focused on providing the ability to acquire health care one individual at 
a time, rather than building health care infrastructure.

Probst asserted that funding mechanisms reimbursing direct health 
care services provided to individuals will never serve small populations 
fairly—this includes funding mechanisms relating to Medicare for All, 
capitation, value-based care, and other health system “tweaks” that may 
be proposed to address rural health. For instance, the Medicare Payment 
Advisory Commission has deemed home health care providers to be an 
inefficient service delivery model due to the long drive times between 
patients (MedPAC, 2017). The characteristics of rural populations make 
adequate service delivery within the current system’s structure unattain-
able, Probst added.
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The focus on providing health care to individuals fails because of 
problems of scale and undermines the provision of health care and pub-
lic health services in rural settings, said Probst. Most health care models, 
including fee-for-service and capitation models, require a minimum num-
ber of funded participants to be viable under current financing mecha-
nisms. Sparsely populated rural areas are at a disadvantage in systems 
that operate on scale. Similarly, public health’s focus on national goals 
obscures local problems and small populations. Because of the require-
ments for a minimum number of funded participants and the focus on 
attaining national goals, rural communities are often excluded from pub-
lic health programs, she explained.

Probst noted that some resources contend that a physician’s office in a 
private-pay health care system requires an estimated 1,900–2,500 patients 
to operate successfully.16 Small populations generally cannot provide 
this number of patients to a single office, which discourages practitioners 
from opening offices in rural areas. Metropolitan counties in the United 
States have an average of 53 primary care physicians per 100,000 people, 
but rural counties average just 39 physicians per 100,000 people.17 Probst 
suggested that this type of à la carte system through which individuals 
purchase health care one service at a time results in a lack of care for 
people who need it in some geographic areas. An example of this health 
care shortage in rural areas is the limited availability of intensive care 
units (ICUs) in many areas. In response to rising concerns about the lack 
of ICU beds amid the COVID-19 pandemic, the Kaiser Family Founda-
tion (KFF) and Kaiser Health news mapped the availability of ICU beds 
by county across the rural regions of America. The geographic analysis 
revealed that numerous counties either have only hospitals without ICU 
beds or no hospitals at all.18 It has been argued that small counties may 
not require their own hospitals or hospitals with ICU beds, she noted. 
However, the effect of structural urbanism also extends to smaller, billable 
services such as education activities for patients with chronic conditions.

16 The presenter provided the following resource as a reference: https://www.medical 
economics.com/view/6-keys-profitability (accessed October 28, 2020).

17 More information about rural health care workforce shortages, socioeconomic factors, 
and health inequity is available at https://www.ruralhealthweb.org/about-nrha/about-
rural-health-care (accessed July 31, 2020).

18 More information is available at https://khn.org/news/as-coronavirus-spreads-widely-
millions-of-older-americans-live-in-counties-with-no-icu-beds (accessed July 17, 2020).
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Effect of Structural Urbanism on Diabetes Management—an Example

The effect of lack of access to hospital care extends to the manage-
ment of chronic conditions, explained Probst. Diabetes is an example of a 
disease that is primarily managed by patients, but treatment for diabetes 
is not intuitive or as simple as taking a pill—it requires the monitoring 
of glucose and insulin levels. Patients require education to effectively 
manage this disease, which is a billable service under Medicare and 
Medicaid, but there is a shortage of patient education programs in rural 
areas because the health system is funded via individualized payments. 
Diabetes is highly prevalent among adults in the United States, affecting 
approximately 9 percent of urban and 9.9 percent of rural adults. Multiple 
compositional factors influence health outcomes for the rural population; 
this results in a higher risk of death for people with diabetes who live in 
rural areas. These causative factors include lower levels of education and 
lower health insurance rates in rural America. Contextual factors emerge 
because the infrastructure for patient education must be built “one paying 
person at a time,” she added. For instance, 62 percent of rural counties do 
not have a single diabetes management education program, even though 
certifying diabetes educators is fairly simple, and physicians could also 
be trained to provide these services (Rutledge et al., 2017). 

This shortage persists despite the large burden of diabetes in many 
regions across the United States, with death rates higher for rural resi-
dents with diabetes across racial and ethnic groups. According to 2017–
2018 data, for example, adults with diabetes living in rural areas had an 
age-adjusted death rate per 100,000 population that was 46 percent higher 
than their urban counterparts for people aged 25–64 years and about 24 
percent higher for adults aged 65 years or older, according to Probst’s 
analysis of Centers for Disease Control and Prevention (CDC) data.19 
These disparities in death rates for people in urban versus rural areas also 
extend to racial and ethnic minorities. Probst contended that although the 
lack of diabetes education programs is not the sole cause for this increased 
risk of mortality, greater local availability of certified diabetes educators—
which could be achieved by simply training existing physicians—could 
help address this issue.

19 Author’s analysis of data from CDC Wide-ranging Online Data for Epidemiologic 
Research (WONDER): Centers for Disease Control and Prevention, National Center for 
Health Statistics. Underlying Cause of Death 2017–2018 on CDC WONDER Online Data-
base, released in 2020. Data are from the Multiple Cause of Death Files, as compiled from 
data provided by the 57 vital statistics jurisdictions through the Vital Statistics Cooperative 
Program. See http://wonder.cdc.gov/ucd-icd10.html (accessed June 9, 2020).
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Effect of Structural Urbanism on Public Health

Rural Visibility in National Data

The shortcomings of approaches that focus on individuals apply to 
public health as well, said Probst. Health outcomes in rural areas often 
have poor visibility in national-level data. For instance, national goals set 
by large agencies, such as the Healthy People 2020 agenda, often feature 
national averages without the analysis of subgroup data that is needed 
to accurately assess the success of public health initiatives. To illustrate, 
Probst noted that the Healthy People 2020 national targets for child mor-
tality had been met for four out of five age groups by 2017 (Khan et al., 
2018). Without examining subgroup data, it appears that efforts to reduce 
child mortality rates have been successful. However, analysis of mortality 
rates for rural youth—which are higher than national averages—reveals 
that the Healthy People 2020 targets had not been achieved for youth in 
any of the five age brackets (Probst et al., 2019).

Plans for national success based on aggregate individual-level data 
neglect rural surveillance, said Probst. For example, CDC’s Health, United 
States, 2017 report contains 144 tables, but only 19 percent presented 
outcomes for rural populations (NCHS, 2018). In addition to the lack of 
rural surveillance, a focus on numbers instead of severity restricts rural 
opportunities for improvement. For instance, during the 2015 HIV out-
break in Scott County, Indiana, 150 people contracted HIV/AIDS. This 
translates to a population-based statistic of 630 per 100,000 people, which 
was well above the national average of 421 per 100,000 in 2016 (Gonsalves 
and Crawford, 2018). Looking only at case numbers masks the high rate 
of infection in such a small county. Funding restrictions further limit 
opportunities to improve rural health, said Probst. South Carolina faced 
challenges in competing for the 2011–2014 CDC community transforma-
tion grants because eligibility required a minimum population of 500,000. 
This grant structure excluded rural areas and required the development of 
a program proposal to serve the entire state in order to be eligible to bid.

Effect of COVID-19 on Structural Challenges in Rural Care

The COVID-19 pandemic has intensified these structural problems, 
said Probst. Small health care facilities in rural areas are facing substantial 
economic hardships because of declining person-based payments. Com-
munity health centers have reported declines of income of 70–80 percent 
(Wright et al., 2021). Stay-at-home orders associated with the COVID-19 
pandemic have resulted in a nationwide decline in physician office visits 
(Rubin, 2020), and some rural hospitals have needed to furlough staff 
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because of the decline in elective procedures.20 She noted that smaller 
facilities have been disproportionately affected by declining person-based 
payments and declining physician office visits, and the person-based pay-
ment system in the United States provides no clear path to recovery for 
rural health facilities. When rural hospitals and physician offices close, 
there are no mechanisms to bring these jobs and services back to the 
communities they serve after the pandemic. Probst warned that with-
out substantial changes to the ways that rural health care is delivered 
and funded, the COVID-19 pandemic could potentially decimate rural 
America’s entire health infrastructure.

Health Care as Infrastructure: Framework for Change

As a framework for change to address the barriers posed by structural 
urbanism, Probst suggested framing health care as essential infrastruc-
ture within a community. To illustrate, she contrasted the support pro-
vided to small, underresourced communities to develop transportation 
and power infrastructures with the lack of support those communities 
receive to develop health infrastructure. Loving County, Texas, has 169 
residents and could not afford to pave its own roads or build electrical 
infrastructure without state and national funding support, which is pro-
vided because state and local governments recognize that these services 
are essential for all communities regardless of whether counties can afford 
them independently. Probst maintained that health care should be simi-
larly framed as essential community infrastructure required for residents’ 
health and well-being, rather than as a discretionary purchase made by 
an individual. This paradigm shift would construe health care as (1) a 
characteristic of a community rather than a service accessed by an indi-
vidual, (2) responsive to community needs, and (3) funded as a utility via 
taxation and/or regulated fees that maintain services for all populations 
in need. Changing the funding mechanisms would shift determinations 
about service provision. Under a framework where health was funded 
as a utility, a hospital that would previously have been considered “not 
viable under current, centrally determined rates” would not be closed. 
Instead, reimbursement rates would be sufficient to maintain the institu-
tion’s viability, and communities would continue to have access to the 
health care services it provides. This new framework would also help to 
protect industry in smaller communities, added Probst. Many companies 
are reluctant to operate in areas without hospitals because the lack of 

20 More information about rural hospital staff furlough is available at https://www.
beckershospitalreview.com/finance/10-hospitals-furloughing-staff-in-response-to-covid-19.
html (accessed July 17, 2020).
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hospital access complicates emergency care access and thus may affect 
worker’s compensation requirements.

Probst acknowledged the difficulties involved in such a fundamental 
shift in the framework for health care delivery and funding. For instance, 
determining how to allocate funding and determine the levels of need 
can be challenging and contentious, even in countries with central health 
services, such as Great Britain. Additionally, defining the geographic 
coverage areas for supporting health care is complex—it can be done 
by state, region, or a combination. For instance, the Tennessee Valley 
Authority covers parts of seven states, while the Delta Valley Authority 
includes eight states within the Mississippi Delta.21 Despite the challenges 
involved in driving change, “the consequences of failure to strengthen 
the faltering rural health care infrastructure would be much worse,” said 
Probst. She then added that the United States will not be internationally 
competitive without a strong rural base for extractive and small manufac-
turing industries. Rural health care is in decline, and the communities that 
lose their health infrastructure are often the communities that are most 
in need. A focus on communities and building their health infrastructure 
offers one path forward, she said.

DISCUSSION

Funding Health Care as a Utility

The discussion section of the session was moderated by Lars Peterson, 
who shared impressions and posed questions from the public. Peter-
son remarked that one of the issues facing rural hospitals is a higher 
fixed cost for low patient volumes, which can lead to hospital closures. 
He asked Probst if the model she outlined would provide subsidies or 
enhanced payments to low-volume hospitals. While other mechanisms 
may be feasible, Probst said that the mechanism she envisions is that of 
enhanced payments, but these payments must be thought of in a new 
manner. She drew a comparison between health care and public educa-
tion. Every state constitution requires education to be provided to all 
children, with a mixture of local and state funds allocated to schools. 
Without this mixed-funding stream, rural schools would not be viable. 
Rural hospitals encounter higher fixed costs because of the need for hos-
pitals to be a certain size and the relatively smaller patient populations 
in rural areas. In education, similar challenges have been addressed by 

21 See Tennessee Valley Authority, About TVA, available at https://www.tva.com/about-
tva (accessed October 28, 2020), and Delta Regional Authority, DRA States, available at 
https://dra.gov/about-dra/dra-states (accessed October 28, 2020).
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treating education as a utility. Probst emphasized that building electrical 
infrastructure in small counties is not cost-effective, but the need for such 
infrastructure is broadly accepted. Thus, she advocates for a new funding 
mechanism that would treat health care as a public utility. 

She said that the current health infrastructure model provides no 
control over hospital location; hospitals are free to close or relocate at 
will. In contrast, electric companies are regulated utilities that cannot opt 
to cease serving rural areas. Peterson brought up the issue of state fund-
ing of roads, with states sometimes allocating funds to larger population 
centers instead of rural areas. He asked whether restructuring health care 
as infrastructure might lead to urban areas receiving better maintained 
facilities than rural areas. Probst acknowledged that to be a risk but noted 
that at least there is a political process for such issues to be addressed, 
unlike a system managed by private equity companies in which citizens 
have no voice.

Challenges and Opportunities of Age-Based Migration

Citing Knudson’s demographic data regarding the higher concentra-
tion of older adults in rural areas resulting from youth migration, Peter-
son asked her to expound on the associated opportunities and challenges. 
Knudson replied that the lack of an adequate health care workforce to 
support the population’s needs is a challenge faced by communities with 
a higher proportion of older adults. To illustrate, she described a rural 
hospital in North Dakota that closed its nursing home wing, in spite of 
having a waiting list of potential residents, because of a workforce short-
age of certified nursing assistants and licensed practical nurses. However, 
she pointed out that communities with larger proportions of older adults 
also present valuable opportunities. The types of intergenerational set-
tings emerging in some retirement destinations have communities in 
which people are integrated across the age spectrum. For example, some 
health care training programs are collocated with residential facilities for 
older adults, which provides opportunities for multigenerational learn-
ing and exchange. Knudson suggested shifting from a deficit-focused 
view of older Americans to an asset-focused view that acknowledges the 
contributions older populations make to the fabric of their communities.

Telehealth Services

Peterson asked about the potential interplay between the lack of dia-
betes patient education programs described by Probst and the increase in 
telecommuting work that Knudson mentioned. He queried whether the 
lack of broadband availability in rural areas could limit the implementation 
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of telehealth in those areas and perhaps feed into structural urbanism and 
worsen disparities. Probst replied that telehealth could be helpful for 
medical services that do not require a physical exam, such as follow-up 
appointments and psychiatric consultations, but she acknowledged that 
sufficient broadband capacity is still not in place. Knudson suggested that 
one way to categorize rural communities is by the availability of broad-
band services. She expects broadband to play a greater role in health care 
moving forward, so the assessment of broadband access could help define 
who has access to health care and who does not.

Rural Terminology and County Size

A virtual participant asked for clarification of the terms metro, non-
metro, rural, and urban and noted that data are often presented at the 
county level, but county size varies hugely across the nation. Knudson 
explained that there are many definitions of the term rural, with some 
currently used definitions going back to the 1800s when the landscape 
of infrastructure was very different (Mueller et al., 2020). She also noted 
that the broad variation in county sizes across the country—some coun-
ties in the western United States are as large as the states of Connecticut, 
Massachusetts, and Rhode Island combined—can limit apt comparisons 
of county-level data and assessment of infrastructure needs. Generally, 
counties with less than 50,000 people are categorized as rural, and coun-
ties with more than 50,000 people are categorized as urban, although 
some policy makers have pushed to raise the threshold for the urban 
designation to 500,000. Knudson suggested that population per square 
mile would be a better metric for assessing access to health care. Probst 
expressed similar concern about defining counties with less than 500,000 
people as rural, because solving the problems of structural urbanism will 
require assessing the needs of rural communities with finer granularity. 
She noted that mechanisms such as the Health Professional Shortage 
Areas do consider multiple factors such as population, population health, 
and the availability of health providers,22 but even those definitions can 
be contentious.

Factors Affecting Access to Rural Health Care

Peterson asked whether there is a cultural or behavioral element to 
health care access in rural areas, noting the perception (accurate or not) 
that rural populations are more self-reliant and prefer to address health 

22 For more information, see https://bhw.hrsa.gov/shortage-designation/hpsas (accessed 
August 13, 2020).
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concerns on their own when possible. He asked whether such a culture 
might explain delayed care that leads to the development of more severe 
conditions. Peterson asked whether a relationship between a culture of 
self-reliance and a delay in accessing care has been observed anecdotally 
or in research, as well as whether rural culture may contribute to health 
disparities.

Probst explained that there is not a singular rural culture—there are 
multiple rural cultures across the country. Tangible factors such as “travel 
impedance” play a role in how promptly people can access care. Citing 
her own experiences growing up in a rural area, Probst drew a compari-
son to shopping. Her family did not go to the store frequently because 
of travel impedance, waiting until there was a real need for items rather 
than a mere desire. Similarly, as a health condition becomes more severe, 
the need to seek care tends to outweigh the burden of travel impedance. 
Cost of care is also a factor, said Probst. She contended that what some 
people may view as cultural individualism may actually be a response 
to the high cost of health care for individuals who have high deductible 
health insurance policies or no insurance at all. Knudson added that rural 
residents have historically had lower rates of health insurance coverage. 
She surmised that perhaps because of how closely knit some communities 
are, people may prefer not to owe money to anyone in their community, 
so the decision to forgo health care may be as much a financial preference 
as it is a cultural preference.
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Rural Health Vital Signs

The second session of the workshop featured presentations on the 
drivers of the rural–urban gap in mortality rates, the health effects related 
to the extent of racial and ethnic disparities within rural communities, 
and public health challenges faced by Alaska Native tribal communities. 
Presenters also provided an overview of the Department of Health and 
Human Services’ (HHS’s) ongoing Healthy People and Rural Healthy 
People initiatives. The session was moderated by Alana Knudson from 
the Walsh Center for Rural Health Analysis at NORC at the University 
of Chicago.

WHY IS MORTALITY HIGHER IN RURAL AMERICA?

Mark Holmes from the North Carolina Rural Health Research and 
Policy Analysis Center at the University of North Carolina at Chapel Hill 
discussed the rural–urban gap in mortality rates and explored the drivers 
of these geographic disparities. He also discussed the policy implications 
of these drivers and the initial trends of the coronavirus disease 2019 
(COVID-19) pandemic in terms of rurality, morbidity, and mortality.

Rural–Urban Mortality Gap

Holmes described the rural–urban mortality gap, which is characterized 
by higher mortality rates in rural (nonmetro) areas than in urban (metro) 
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areas.1 Although this rural–urban mortality gap varies across regions, 
it has been increasing overall and is attributable to drivers that include 
access to health services, population behaviors, and the social deter-
minants of health (SDOH). The gap in age-adjusted mortality between 
metro and nonmetro areas in the United States has widened over the 
past decade, even as overall mortality has been decreasing (see Figure 
3-1). Between 1999 and 2008, the gap held steady at about 7 percent, with 
mortality in both metro and nonmetro populations decreasing at roughly 
the same rate. However, these two trends began to diverge in 2009, when 
mortality rates continued to decline steadily in metro areas but the rates 
began to increase in nonmetro areas. By 2016, the gap between metro and 
nonmetro areas had almost tripled to 19 percent. 

Drivers of Higher Mortality in Nonmetro Areas

Holmes described how specific drivers of higher mortality may 
account for divergent mortality trends in metro versus nonmetro areas. 
An analysis of the trends in metro and nonmetro mortality data from 
1980 to 2010 found that county demographics, economics, and geographic 
distribution in each decade explained the growing rural–urban health 
gap (Spencer et al., 2018). In 1980, mortality rates in metro and nonmetro 
areas were approximately the same. The rural–urban mortality gap began 
to emerge between 1980 and 1990, and the gap continued to expand 
between 2000 and 2010. By hypothetically adjusting rural counties to 
have the same population demographics as urban counties—but retaining 
much of the existing rural infrastructure—the researchers found that the 
age-adjusted mortality rate in the rural counties with urban demograph-
ics dropped to the same rate as urban counties. This demonstrates that 
demographics and economics are increasing predictors of the rural–urban 
mortality gap, he said (Spencer et al., 2018).

Behavior is another driver of the rural–urban mortality gap, said 
Holmes. Modifiable risk factors such as smoking, obesity, and exces-
sive alcohol use lead to higher rates of death attributable to certain 
potentially preventable conditions (e.g., acute myocardial infarction, 
lung cancer, diabetes, stroke, chronic obstructive pulmonary disease 
[COPD]). Holmes noted that both smoking and obesity rates tend to be 
higher in rural areas (19.1 and 31.5 percent, respectively) than in urban 
areas (15.8  and 26.7 percent, respectively), while rates of excessive alco-
hol use are higher in urban areas (Holmes and Thompson, 2019). This 

1 Holmes explained that the designations of metro areas as urban and of nonmetro areas as 
rural is based on county population thresholds. Counties that are close to the upper bound 
of the population threshold are generally considered to be metro areas.
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disparity in modifiable risk factor rates suggests that rural areas have 
a greater percentage of potentially preventable deaths attributable to 
specific conditions than urban areas. Addressing those modifiable risk 
factors could potentially prevent more of those types of deaths in rural 
areas than in urban areas.

The lack of health care providers is another driver of higher mortality 
in rural areas, added Holmes. Rural areas tend to have fewer health care 
professionals per capita than urban areas. Specifically, a substantial dis-
parity in the numbers of mental health care professionals exists between 
rural and urban areas (Larson et al., 2019; NCHWA, 2010; van Dis, 2002). 
Rural hospital closures are another contributing factor. Between 2010 and 
2014, 171 rural hospitals closed in the United States; these closures were 
concentrated in the American South, a region widely affected by rural 
health issues.2

Variation in Causes of Death

Holmes explained that the increasing rural–urban mortality gap is 
being driven by certain conditions, including heart disease, unintentional 
injury, suicide, cirrhosis, COPD, lung cancer, and stroke (Singh and Siah-
push, 2014). In his research, Holmes used U.S. Census regions and divi-
sions to explore which causes of death are relatively more common in 
rural areas within each geographic region.3 For instance, comparing the 
mortality from diabetes in rural New England to that of urban New 
England can reveal the geographically standardized rural–urban mortal-
ity gap. This type of analysis demonstrates that certain causes of death 
are consistently overrepresented in rural areas across the United States, 
including motor vehicle accidents, suicide by gun (which is relatively 
more common in the Northeast region), other nontransport accidents 
(e.g., asphyxiation), and acute myocardial infarction. Holmes explained 
that these trends are related to factors such as the effect of mental health 
on suicide by firearm and the effect of lack of timely access to trauma care 
on accidents and acute myocardial infarction. Thus, the overrepresenta-
tion of these causes of death in rural areas can be linked to structural driv-
ers of mortality, such as gaps in the supply of mental health professionals 
and increasing closures of rural hospitals. 

2 More information about these rural hospital closures is available at https://www.
shepscenter.unc.edu/programs-projects/rural-health/rural-hospital-closures (accessed July 
6, 2020).

3 The U.S. Census designates four geographic regions (West, Midwest, Northeast, and 
South) and nine regional divisions (Pacific, Mountain, West North Central, West South 
Central, East North Central, East South Central, New England, Middle Atlantic, and South 
Atlantic).
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Regional variations in rural health suggest that a nationwide one-size-
fits-all approach may not be the best approach to rural health policy, said 
Holmes. He recommended that policy makers consider which policies 
may improve rural health in regions with higher disparities. Additionally, 
policies should be shaped by an understanding of the underlying causes 
of variations, such as the quality of trauma health systems or the safety 
of highways. For instance, the Department of Transportation may be 
best suited to take action to address regional disparities in motor vehicle 
accidents.

COVID-19 Mortality in Rural Areas

Holmes noted that as of June 2020, COVID-19 mortality was lower 
in rural areas, with the exception of the American South. He presented 
data from The New York Times Github that compared COVID-19 cases 
per 100,000 across the U.S. North, Midwest, South, and West and in 
areas designated as metropolitan (i.e., population greater than 49,000), 
micropolitan (i.e., population between 10,000 and 49,000), or neither.4 
Both data sets reveal similar COVID-19 trends. Metropolitan areas in 
the North had the highest number of cases and deaths among all areas 
and regions. In the West and Midwest regions, there was a gradient from 
highest to lowest case and death rates in areas designated as metropolitan, 
micropolitan, and neither, respectively. In these regions, more urbanized 
areas experienced higher COVID-19 rates than less urbanized areas. Par-
ticularly sharp gradients were observed in the Midwest region among 
metropolitan, micropolitan, and neither areas in terms of rates of both 
COVID-19 cases and deaths. The South is an exception to this trend, as the 
amount of urbanization in areas in the South was not strongly linked to 
rates of COVID-19 cases or deaths. Holmes added that COVID-19 trends 
in the South have been consistent with the expectation that cases and 
deaths would rise first in more urbanized areas and then spread across 
less urbanized and rural areas.

TRIBAL HEALTH PERSPECTIVE

Valerie Nurr’araaluk Davidson, president of Alaska Pacific University, 
offered a tribal health perspective framed with the tenet “nothing about 
us without us.” She described the Alaska Tribal Health System (ATHS) 
and the unique public health concerns faced by rural communities in 

4 Data collected on June 22, 2020. More information about The New York Times Github is 
available at https://github.com/nytimes/covid-19-data (accessed July 7, 2020).

http://www.nap.edu/25989


Population Health in Rural America in 2020: Proceedings of a Workshop

Copyright National Academy of Sciences. All rights reserved.

26 POPULATION HEALTH IN RURAL AMERICA IN 2020

Alaska. She also discussed how the COVID-19 pandemic has affected 
rural communities in Alaska.

To provide context, Nurr’araaluk Davidson described the remote 
conditions in which many Indigenous people in Alaska live. The average 
village size in Alaska is between 300 and 350 people. Her mother’s fam-
ily, for example, is from an Alaskan village called Kwigillingok, which 
is located within a region that is geographically similar in size to the 
state of Oregon and is home to 58 federally recognized tribes. All travel 
in this region occurs via river or airplane, as there are no roads connect-
ing communities. In the summer, residents travel the river by boat and 
in the winter, they travel by driving on the frozen river. Nurr’araaluk 
Davidson remarked that although conversations about Alaska Natives 
and American Indian people sometimes focus on differences rather than 
commonalities, these groups share the same desires as all Americans: they 
wish for their children to be happy, healthy, and well educated and for 
their communities to be safe. However, because of the conditions in rural 
Alaska, Alaska Native people may need different approaches to realize 
those desires than people living in less remote conditions, such as leverag-
ing the strong partnerships that have been developed by Alaska Pacific 
University (see Box 3-1).

BOX 3-1 
Alaska Pacific University

Alaska Pacific University was established in 1959 by Peter Gordon Gould with 
a vision to honor Alaska’s Indigenous heritage, exemplify excellence, and prepare 
paths. Alaska Pacific University is a member of the University of the Arctic and has 
a strategic affiliation with the Alaska Native Tribal Health Consortium, a statewide 
tribal health organization providing services to all 229 federally recognized tribes 
in Alaska and services formerly provided by the federal government through the 
Indian Health Service. This strategic affiliation allows Alaska Pacific University to 
focus on tribally driven and culturally responsive research, to support Indigenous 
researchers and scholars, and to focus on rural workforce issues. Alaska Pacific 
University is engaged in various supporting partnerships. It is partnered not only 
with 229 federally recognized tribes in Alaska, but also with more than 300 other 
tribes located throughout the United States. The university has strong support-
ing relationships with state and federal partners. State-level partners include the 
Alaska Department of Health & Social Services and the Department of Environ-
mental Conservation. Its federal partners include the Indian Health Service, the 
Centers for Medicare & Medicaid Services, the Centers for Disease Control and 
Prevention (particularly the Arctic Investigations Unit), the Health Resources and 
Services Administration, the U.S. Department of Agriculture, and the Environmen-
tal Protection Agency.

SOURCES: Nurr’araaluk Davidson presentation, June 24, 2020; www.alaskapacific.edu (ac-
cessed April 9, 2021).
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Alaska Tribal Health System

Most health care in Alaska is provided through the authorization 
of the Indian Health Service (IHS), which serves 2.6 million American 
Indian and Alaska Native people across the United States through IHS 
direct service, urban Indian health clinics, and tribally compacted ser-
vices. Nurr’araaluk Davidson provided an overview of ATHS, which is 
a voluntary affiliation of tribes and tribal organizers providing health 
services to Alaska Native and American Indian people. The ATHS is gov-
erned by the Alaska Tribal Health Compact, which is negotiated annually 
with the Secretary of HHS. With approximately 12,000 employees, ATHS 
has a presence in every Alaskan community and essentially serves as the 
public health system of Alaska. Each of those tribal health organizations 
is autonomous and serves a specific geographic area. Together, the ATHS 
affiliation serves a vast geographic area that extends across the state of 
Alaska and is comparable in size to the entire Midwest region of the 
continental United States. The ATHS referral system provides a four-tier 
health care delivery system that includes approximately 200 rural health 
clinics, multiple regional hospitals, and tertiary care at the two level II 
trauma centers in the state of Alaska, which are located in Anchorage and 
Providence. She added that many tribes in Alaska and across the country 
are moving toward tribal self-governance—rather than governance at the 
state or national level—in order to address the emerging needs of com-
munities and make agile decisions to address those needs.

Tribal Public Health Challenges

Nurr’araaluk Davidson explained that the overall health status of 
American Indian and Alaska Native people is far worse than that of 
the overall U.S. population. At the national level, the life expectancy for 
Alaska Native and American Indian people is 5.5 years lower than that 
of the general population, at 73.0 years versus 78.5 years. The leading 
causes of death among American Indian and Alaska Native people in the 
United States are heart disease, malignant neoplasm, unintentional injury, 
and diabetes. In Alaska, the life expectancy is even lower for American 
Indian and Alaska Native people, at 70.7 years, and the leading causes of 
death for American Indian and Alaska Native people in the state are can-
cer, heart disease, and unintentional injury. One area of particular public 
health concern in Alaska is the lack of adequate sanitation facilities, she 
noted. Around one-quarter of rural homes in Alaska lack running water, 
and honey buckets are commonly used in lieu of toilets.5 

5 Nurr’araaluk Davidson described the common use of honey buckets: “[A honey bucket] 
has nothing to do with honey. It is basically a toilet seat on top of a five-gallon bucket. That 
is how we use the restroom.”
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A study by the Alaska Native Tribal Health Consortium and the 
Centers for Disease Control and Prevention (CDC) looked at infants in 
Alaskan communities without access to adequate sanitation facilities 
(Hennessy et al., 2008). Infants in Alaskan communities without adequate 
sanitation facilities in the Bethel area, for example, were found to be 11 
times more likely to be hospitalized for respiratory infections and 5 times 
more likely to be hospitalized for skin infections,6 which typically requires 
them to be transported by medical evacuation (medevac) transportation 
to the nearest hospital facility. Nurr’araaluk Davidson emphasized that 
hospitalization in rural Alaska is quite different from the typical process 
of hospitalization throughout much of the United States. Ambulances and 
911 services are unavailable in rural communities, so families must call 
a health clinic to initiate the hospitalization process and wait for a plane 
to arrive. In rural Alaska, medevac and hospitalization services may cost 
between $50,000 and $250,000 depending on the services that are needed. 
She added that each year, one-third of the infants in a rural Alaskan 
community will require such medevac and hospitalization services—a 
number she deemed unacceptable.

Nurr’araaluk Davidson remarked that the public health challenges 
in rural Alaska have been best addressed when care has been provided 
close to individuals’ homes, in a culturally appropriate manner, and in 
languages that the rural communities understand. This has been achieved 
through a variety of community-based services. For instance, the Com-
munity Health Aide Program is an Alaska-specific provider type that is 
federally certified by IHS. Professionals in this program receive up to 2 
years of training to provide a variety of services, including immuniza-
tions and prenatal exams. Without the Community Health Aide Program, 
Alaska would not be able to deliver timely immunizations for young 
children, Nurr’araaluk Davidson noted. The Community Health Aide 
Program was expanded into the Behavioral Health Aide Program, which 
focuses on mental health and substance abuse disorder treatment. The 
Dental Health Aide Therapist program is a mid-level dental program 
that provides dental services that were previously not offered and has 
helped children in Alaskan communities to become cavity free for the 
first time since contact. The federal Special Diabetes Program for Indians 
is also under way. Finally, she noted that improving the economic status 
of a community can be one of the most effective methods to improve the 
health of a community.

Alaska’s tribal communities have been disproportionately affected 
by COVID-19, said Nurr’araaluk Davidson. These disparities can be 

6 Committee on Appropriations, House of Representatives, U.S. Congress. 2015. Testimony 
of the Alaska Native Tribal Health Consortium. 114th Cong., 1st Sess. March 25. 
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attributed to the effects of systemic and institutional racism on health 
status, health services funding, and access to care. COVID-19 in Alaska 
has largely been addressed through the Alaska Native Tribal Health Con-
sortium, which has deployed rapid testing throughout Alaska, and by 
regional tribal health organizations that have taken the lead in Alaska’s 
COVID-19 response.

RURAL DATA CHALLENGES IN THE 
HEALTHY PEOPLE 2020 INITIATIVE

Sirin Yaemsiri from the U.S. Government Accountability Office pro-
vided an overview of the Healthy People 2020 initiative with a focus on 
objectives that track data on rurality, and described some of the challenges 
encountered in tracking health data in rural areas.

Overview of the Healthy People Initiative

Yaemsiri explained that the Healthy People 2020 initiative is a national 
agenda that communicates a vision for improving health and achieving 
health equity,7 as well as providing a framework for tracking the public 
health priorities of HHS.8 The Healthy People 2020 initiative includes 
1,150 specific, measurable objectives across 42 distinct topic areas with 
targets to be achieved over the 2010–2020 10-year period. She noted that 
a data tool has been developed to accompany this initiative.9 The Healthy 
People 2030 initiative was released on August 18, 2020. An overarching 
goal of Healthy People 2020 has been to achieve health equity and elimi-
nate disparities, including rural health disparities. For instance, one of the 
initiative’s objectives is to increase the proportion of persons with medical 
insurance. Like all of the initiative’s objectives, it has a defined baseline 
(i.e., 83.2 percent of persons had medical insurance in 2008), target propor-
tion (100 percent), target-setting method (total coverage), and data sources 
used to track progress (the National Health Interview Survey, CDC, and 
the National Center for Health Statistics). The data tool provides access to 
tracking data for this objective. For instance, the data for health insurance 
coverage can be arranged nationally or by metro versus nonmetro areas 

7 Healthy People provides science-based national goals and objectives with 10-year targets 
designed to guide national health promotion and disease prevention efforts to improve the 
health of all people in the United States. More information about Healthy People is available 
at https://www.cdc.gov/nchs/healthy_people (accessed August 6, 2020).

8 More information about the Healthy People initiative is available at https://www.
healthypeople.gov (accessed July 7, 2020).

9 More information about the Healthy People 2020 data tool is available at https://www.
healthypeople.gov/2020/data-search (accessed August 3, 2020).
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as defined by the Office of Management and Budget (OMB). She added 
that the initiative’s various objectives are supported by more than 200 
individual data systems, although not all of them are able to provide this 
level of granularity of data specific to rural areas. Of the more than 1,100 
objectives in the Healthy People 2020 initiative, about one-third have rural 
data at the national level, but far fewer of the objectives have data from 
rural areas by state. Data systems that have state-level rural data include 
the National Vital Statistics System, the Behavioral Risk Factor Surveil-
lance System, and the National Survey on Drug Use and Health.

Tracking Mortality in Urban and Rural Areas

Yaemsiri described how the National Vital Statistics System is used 
to track mortality in urban and rural areas related to cancer, COPD, 
coronary heart disease, diabetes, unintentional injury, stroke, and suicide 
(Talih and Huang, 2016; Yaemsiri et al., 2019). Age-adjusted rates for these 
seven causes of death are tracked by Healthy People 2020 objectives; rural 
and urban data for these objectives were disaggregated using OMB’s 
2013 county-based classification scheme. The age-adjusted death rates 
per 100,000 population in the United States between 2007 and 2017 were 
higher in rural areas than in urban areas for each of those seven causes 
of death (Yaemsiri et al., 2019). Additionally, none of the national targets 
for these seven causes of death had been achieved in rural populations by 
2017. Among the seven mortality targets, four are getting worse in rural 
areas—mortality related to diabetes, COPD (45 years and older), uninten-
tional injury, and suicide—while mortality attributable to coronary heart 
disease, cancer, and stroke are improving in rural areas (Yaemsiri et al., 
2019). She noted that rural death rates are typically further from reaching 
national targets from the outset because objective targets are set based on 
national death rates, so rural areas have to make more progress to reach 
the targets. Yaemsiri suggested that these trends and the disparities in 
progress toward Healthy People 2020 targets between rural and urban 
areas is related to the notion of structural urbanism discussed by Janice 
Probst.

Challenges and Opportunities in Tracking Rural Health Data

Yaemsiri outlined some of the challenges encountered in efforts by 
the Heathy People 2020 initiative to track mortality in rural areas. Not 
all Healthy People data systems support estimates for rural areas at the 
national level, and far fewer support estimates for rural areas at the 
state level. Rural measures need to have at least two reliable and compa-
rable estimates in order to measure progress toward national targets. As 
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previously mentioned, targets are set based on national rates, often requir-
ing rural areas to make greater progress than urban areas in order to meet 
those targets. The Healthy People data tool currently does not support 
estimates for rural areas by region, nor does it currently support aggrega-
tion of data years to improve the reliability of data in rural areas. Finally, 
the data tool lacks a feature that would allow researchers to easily filter 
and find objectives that have rural estimates at the national or state level.

She noted that an Agency for Healthcare Research and Quality 
(AHRQ) chart book on rural disparities has been released (AHRQ, 2017), 
along with a mid-course review of the Healthy People 2020 initiative 
(NCHS, 2016). For the Healthy People initiative to meet its overarching 
goal of reducing health disparities in rural areas, it will be necessary to 
track and measure progress for all rural areas, Yaemsiri said. Such track-
ing and measurement would allow for data users to flexibly aggregate 
data to produce reliable estimates for rural areas and for the creation of 
regional estimates for rural residents where it is not possible to make state 
estimates or to aggregate data years. Additionally, she suggested that data 
systems could do the following: 

•	 Expand sample sizes to allow state estimates of Healthy People 
measures for rural residents.

•	 Oversample rural residents to allow for the creation of state esti-
mates of Healthy People measures for rural residents. 

•	 Allow implementers using custom data analyses to use Healthy 
People as a framework and benchmark for their data analyses.

RURAL HEALTHY PEOPLE INITIATIVE: PROCESSES 
AND RURAL HEALTH INDICATORS

Alva Ferdinand from the Southwest Rural Health Research Center at 
Texas A&M University discussed the development of the Rural Healthy 
People initiative, presented findings from Rural Healthy People sur-
veys and publications, and described current and future plans to further 
advance the initiative’s aims. Ferdinand explained that the Rural Healthy 
People initiative was commissioned by the Federal Office of Rural Health 
Policy in 2002 to complement HHS’s Healthy People 2010 initiative. The 
aims of the Rural Healthy People initiative are to identify rural health 
priorities from the perspectives of various stakeholders and to consolidate 
those priorities with current research, practices, and models for address-
ing rural health priorities. She described efforts made by the initiative to 
date as well as plans for the future.
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Rural Health Priorities Identified by the Rural 
Healthy People Initiative (2010 and 2020)

A major initial output of the Rural Healthy People initiative was 
the publication of Rural Healthy People 2010, a three-volume companion 
document to Healthy People 2010 (Gamm et al., 2010) that identified and 
ranked the top 15 rural health priorities (see Table 3-1). After the success-
ful dissemination of Rural Healthy People 2010, a Rural Healthy People 
2020 advisory board was assembled in advance of Healthy People 2020, 
said Ferdinand. The advisory board included representatives from fund-
ing partners, rural health care providers, state rural health agencies, and 
national rural health agencies. The aims were to prioritize the objectives 
of the Healthy People initiative in terms of the needs of rural America 
and to engage with those working in the field to identify models and pro-
grams that were showing promise in rural settings. The advisory board 
developed a national survey to achieve these aims, with the findings from 
this survey to be disseminated to local, state, and federal policy makers. 
The board works with local, state, and federal agencies and other rural 
stakeholders to continue developing strategies for measurement and rural 
population health improvement. 

The survey was first fielded in December 2010 with 755 respondents 
and again in Spring 2012 for a total of 1,214 respondents. Most states had 
10 or more respondents, while 21 states had less than 10 respondents. 
Many of the survey respondents were health care administrators (31.7 
percent), health care providers (26.8 percent), and health care educators 
(14.1 percent). The Rural Healthy People 2020 survey was used to identify 
the top 20 rural health priorities (see Figure 3-2). Ferdinand pointed out 
certain changes in rural health priorities between Rural Healthy People 
2010 and Rural Healthy People 2020. Access to quality health care, diabe-
tes, and mental health and mental disorders remained among the top five 
priorities. From 2010 to 2020, however, substance abuse and nutrition and 
weight status moved up in priority ranking among the top five priorities. 
Ferdinand noted that Rural Healthy People 2020 was published in two vol-
umes in 2015 (Bolin et al., 2015). The volumes were intended to address 
each of the rural health priorities and to identify innovative approaches 
that rural communities are using to meet Healthy People targets. Texas 
A&M University disseminated the Rural Healthy People 2020 document 
from its website,10 and the volumes have since been downloaded for 
many different purposes by a wide range of entities, including univer-
sities and colleges, hospitals, nonprofits, other health care clinics and 

10 The volumes are available at https://srhrc.tamhsc.edu/rhp2020/rhp2020-v1-download.
html (accessed July 9, 2020) and https://srhrc.tamhsc.edu/rhp2020/rhp2020-v2-download.
html (accessed July 9, 2020).
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providers, state and municipal agencies, public health offices, and federal 
agencies, as well as volunteer and indigent clinics.

Rural Healthy People: Past, Present, and Future

Ferdinand highlighted some of the key features of the Rural Healthy 
People initiative thus far and described efforts under way for Rural 
Healthy People 2030. Rural Healthy People 2010 and Rural Healthy Peo-
ple 2020 shared certain key features. Both initiatives prioritized access to 

TABLE 3-1 Top Rural Health Priorities Identified by Rural Healthy 
People 2010 and Rural Healthy People 2020

Rural Health Priority Objective

Rank Rural Healthy People 2010 Rural Healthy People 2020

1 Access to quality health care Access to quality health care

2 Heart disease and stroke Nutrition and weight status

3 Diabetes Diabetes

4 Mental health and mental disorders Mental health and mental disorders

5 Oral health Substance abuse

6 Tobacco use Heart disease and stroke

7 Substance abuse Physical activity and health

8 Education and community-based 
programs 

Older adults

9 Maternal, infant, and child health Tobacco use

10 Nutrition and overweight status Cancer

11 Public health infrastructure Education and community-based 
programs

12 Immunization Oral health

13 Injury and violence prevention Quality of life and well-being

14 Family planning Immunizations and infectious disease

15 Environmental health Public health infrastructure

16 N/A Family planning and sexual health

17 N/A Injury and violence prevention

18 N/A Social determinants of health

19 N/A Health communication and health IT

20 N/A Environmental health

NOTE: IT = information technology.
SOURCES: Adapted from Ferdinand presentation, June 24, 2020; Bolin et al., 2015; Gamm 
et al., 2010.
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care as the highest-ranking rural health priority. She surmised that this is 
likely to remain the highest rural health priority going forward, especially 
as the COVID-19 pandemic unfolds and continues to impact rural com-
munities. Both iterations of Rural Healthy People reflected a great need 
for additional model programs and practices that have been shown to be 
effective in rural settings, along with the need for new targeted prevention 
and care models for rural areas. 

Rural Healthy People 2030 will continue to seek the input and involve-
ment of rural stakeholders, with the following aims:

•	 identifying objectives within priority areas for targeted attention 
between 2020 and 2030,

•	 identifying successful or promising programs developed in rural 
America that will help achieve those objectives, 

•	 identifying and advocating for data sources that will help track the 
progress of rural America toward Healthy People targets, and 

•	 keeping rural health disparities at the forefront of policy makers’ 
and advocates’ minds. 

She added that the Rural Healthy People 2030 initiative has experienced 
delays because the Healthy People 2030 release was hindered by the 
COVID-19 pandemic. Nevertheless, the Rural Healthy People 2030 project 
is expected to once again help bring together researchers and practitioners 
to identify the rural health issues that demand the greatest attention in 
the coming years.

THE EFFECT OF RACIAL DISPARITIES IN RURAL AREAS

Jan Eberth from the Rural and Minority Health Research Center at the 
University of South Carolina considered how racial and ethnic dispari-
ties may be lost in the broader discussion of rural–urban disparities. She 
contextualized health equity in rural settings; discussed the intersection of 
race, ethnicity, and mortality in the COVID-19 pandemic; and concluded 
by considering the implications of racial and ethnic disparities in the rural 
context.

Health Inequity in the Rural Context

Noting that rural America is economically, socially, and demographi-
cally diverse, Eberth examined how the discrete differences in health 
across the rural–urban spectrum can mask substantial differences across 
racial and ethnic lines. She defined race as a socially defined classifi-
cation that exposes some individuals to interpersonal and structural 
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disadvantages. In rural America, one in five persons is a person of color 
or an Indigenous person. Metro populations are more diverse, with about 
42 percent racial or ethnic minorities, and most of the growth in nonmetro 
areas in the past two decades can be attributed to nonwhite persons. In 
particular, the Hispanic population is growing in rural areas by approxi-
mately 2 percent per year on average (Cromartie, 2018).

Mortality is one of the most basic measures of population health, but 
Eberth noted that mortality data aggregated across rural areas can mask 
key differences in the experiences of people living within those rural 
communities. Between 1999 and 2017, age-adjusted all-cause mortality 
rates per 100,000 remained relatively steady for nonmetro non-Hispanic 
white populations, declining at a rate of 0.34 percent per year on average 
(Probst et al., 2020).11 During the same period, American Indian, Alaska 
Native, and Black populations living in nonmetro areas had reductions in 
all-cause mortality averaging 0.52 percent per year for American Indian 
and Alaska Native populations, and 1.04 percent per year for nonmetro 
African American populations. However, although the all-cause mortality 
rates decreased, the absolute mortality rate remained higher than that of 
non-Hispanic white populations. The most prominent reductions in all-
cause mortality during the period were observed among nonmetro Asian 
and Pacific Islander populations (2.46 percent average reduction per year) 
and among nonmetro Hispanic populations (1.85 percent average reduc-
tion per year). Eberth added that both groups have consistently main-
tained lower absolute all-cause mortality rates than their nonmetro white 
peers. She pointed out that since 2009, nonmetro mortality rates across all 
races and ethnicities have nearly leveled off and increased slightly among 
some groups, but most of the declines were observed in the early 2000s.

The leading causes of death in the United States are cancer, cardio-
vascular disease, and unintentional injury. According to CDC data, from 
2013 to 2017, nonmetro residents experienced higher age-adjusted death 
rates than their urban peers for all three causes of death, with disparities 
of 13 percent in cancer mortality, 20 percent in cardiovascular disease 
mortality, and 37 percent in mortality caused by unintentional injury 
(Probst et al., 2020). Regardless of metro/nonmetro designation, Asian 
and Pacific Islander populations have the lowest mortality rates for all 
three of these causes of death, Black populations have the highest rates 
of mortality caused by cancer and cardiovascular disease, and American 
Indian and Alaska Native populations have the highest rates of mortal-
ity caused by unintentional injuries. Notably, the largest gap between 

11 More information about CDC’s Wide-ranging Online Data for Epidemiologic 
Research (WONDER) online databases is available at https://wonder.cdc.gov/controller/
datarequest/D76 (accessed August 6, 2020).
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metro and nonmetro populations within a single racial or ethnic group 
is found in American Indian and Alaska Native populations. Among this 
group, nonmetro residents had a rate of mortality attributable to cancer 
and cardiovascular disease that was 33 percent higher than that for urban 
residents and a rate of death attributable to unintentional injury that was 
60 percent higher than that for urban residents. 

Eberth presented data on infant mortality rates between 2015 and 
2017 for metro and nonmetro populations stratified by race and ethnic-
ity to demonstrate the high rates of infant mortality among both metro 
and nonmetro Black populations—about 11 per 1,000 persons in both 
metro and nonmetro populations—and to highlight the 82 percent dis-
parity between metro and nonmetro American Indian and Alaska Native 
populations (5.5 and 10 per 1,000 in metro versus nonmetro populations, 
respectively) (Probst et al., 2019). She added that similar data showing 
racial and ethnic differences and childhood mortality can be found in the 
Health Affairs 2019 special issue on rural health.12

Eberth noted that in addition to mortality, morbidity is also a key 
indicator of population health that often differs by race and ethnicity in 
metro versus nonmetro populations. For instance, according to 2018 data 
on the proportions of metro and nonmetro populations who report hav-
ing been diagnosed with diabetes, nonmetro populations had a greater 
diabetes burden than metro populations within each racial and ethnic 
designation.13 Stratifying these data by race shows that the metro versus 
nonmetro gap in diabetes diagnosis is greatest among non-Hispanic Black 
populations. Overall, nonmetro non-Hispanic Black populations have the 
highest rate of diabetes in the United States, followed by nonmetro Ameri-
can Indian and Alaska Native populations (see Figure 3-2).

Nonmetro populations were also more likely than metro populations 
to have ever been diagnosed with COPD or cancer.14 With the exception 
of nonmetro American Indian and Alaska Native populations, all other 
nonmetro racial and ethnic groups were more likely than their metro 
peers to have been diagnosed with COPD or cancer, she added.

12 More information about the Health Affairs 2019 special issue on rural health is available 
at https://www.healthaffairs.org/toc/hlthaff/38/12 (accessed July 10, 2020).

13 These data were collected from the CDC Behavioral Risk Factor Surveillance System 
Survey and analyzed by the Rural and Minority Health Research Center at the University 
of South Carolina. More information about the CDC Behavioral Risk Factor Surveillance 
System Survey is available at https://www.cdc.gov/brfss/annual_data/annual_2018.html 
(accessed July 10, 2020).

14 More information is available at https://www.cdc.gov/copd/features/copd-urban-
rural-differences.html (accessed August 6, 2020).
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COVID-19, Race, and Ethnicity

Eberth discussed the intersection of mortality, race, and ethnicity 
in the COVID-19 pandemic. One study based on data from early 2020 
through mid-April 2020 found that 52 percent of COVID-19 cases and 
nearly 60 percent of COVID-19 deaths occurred in counties with a dispro-
portionately high proportion of Black residents (Millett et al., 2020). The 
researchers stratified COVID-19 rates by urbanicity and found that the 
relationship between COVID-19 diagnoses and having a high proportion 
of Black residents was similar across all levels of urbanicity. However, the 
risk of COVID-19 death that was associated with a higher proportion of 
Black residents was only significant in small metropolitan and noncore 
areas. She added that 91 percent of these disproportionately Black coun-
ties are located in the American South, which is the region where the 
majority of Black Americans live. The study also found that a COVID-19 
diagnosis was independently associated with the percentage of uninsured 
residents. She noted that it will be necessary to follow up on these find-
ings to determine whether these trends persist, worsen, or improve as 
the pandemic continues, particularly as the number of COVID-19 cases 
continues to rise throughout the American South.

Root Causes of Health Inequity in Rural Areas

Eberth explained that for traditionally underserved populations, liv-
ing in a rural area can “heighten exposure to unequal social conditions 
that perpetuate disparities” (Caldwell et al., 2016). The root causes of 
health inequity in rural areas include higher rates of poverty, lower edu-
cational attainment, lower access to health care services, failing infrastruc-
ture and lower per capita investment, lack of public transportation, and 
segregation and racism. She noted that both compositional and contextual 
factors related to SDOH15 may also mediate or modify observed racial 
or ethnic differences in health outcomes (Lorch and Enlow, 2016). Com-
positional factors, such as median income in an area, reflect underlying 
characteristics of the people who live in those areas. Contextual factors 
represent area-level properties that are often modifiable and not directly 
linked to the characteristics of the people who live in an area. Common 
examples of contextual factors include zoning laws for affordable housing 
and state-level policies that dictate Medicaid qualification criteria. 

The prevalence of certain SDOH varies by race and ethnicity among 
rural residents, she added (Probst et al., 2019). Rural residents who are 
Black, Hispanic, and American Indian or Alaska Native are more likely 

15 The SDOH include neighborhoods and the built environment, health and health care, 
social and community context, education, and economic stability. 

http://www.nap.edu/25989


Population Health in Rural America in 2020: Proceedings of a Workshop

Copyright National Academy of Sciences. All rights reserved.

RURAL HEALTH VITAL SIGNS 39

to be living in poverty, have attained less than a high school education, 
and are more likely to be without broadband than rural residents who 
are white or Asian. Rural Black and American Indian and Alaska Native 
populations have the greatest rates of poverty and the least access to 
broadband. Eberth noted that this is a critical concern in light of the 
response to the COVID-19 pandemic, which has relied heavily on the 
implementation of online schooling and telehealth. A large proportion of 
rural Hispanic residents have less than a high school education. Hispanic 
populations were also least likely to report having any health care cover-
age in the 2008 CDC Behavioral Risk Factor Surveillance System Survey.16

Addressing the Compounding Effects of Rurality 
and Racial and Ethnic Minority Status

Eberth emphasized the compounding effects of rurality and racial 
and ethnic minority status on health. In rural areas, racial and ethnic 
minorities experience higher rates of mortality across the life span, have 
higher rates of chronic disease in adulthood, and are more likely to experi-
ence adverse social and economic conditions. Together, these factors can 
contribute to, create, and exacerbate health inequalities. Given the effects 
of rurality on ethnic and minority groups, Eberth asserted that interven-
tions aimed at addressing inequality must be designed with a focus on 
rural populations. Most existing interventions that target inequity rely 
on mechanisms of behavior change and require buy-in at the individual 
level. However, population-level interventions that do not require high 
levels of individual agency—though less common than individual-level 
interventions—have been shown to be more effective (Frieden, 2010). 
She maintained that policies should be developed and enforced to ensure 
equitable education, housing, health care, transportation, and criminal 
justice that are “right sized” for rural settings. To successfully effect real 
improvement in rural health, she added, policies should focus on SDOH 
and macro-level factors across multiple sectors beyond an exclusive focus 
on the health care system.

DISCUSSION

Disseminating Rural Health Data to Rural Communities

Knudson started the discussion and asked how to best distribute data 
to rural communities so they can address their own local issues. Holmes 

16 More information about the CDC Behavioral Risk Factor Surveillance System Survey 
is available at https://www.cdc.gov/brfss/annual_data/annual_2008.htm (accessed July 
10, 2020).
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acknowledged CDC’s progress in making its data rural friendly, espe-
cially through the development of the CDC Wide-ranging Online Data 
for Epidemiologic Research online databases and its implementation of 
a metro/nonmetro indicator.17 Other entities have also made efforts to 
disseminate and aid in the dissemination of rural health data, he added, 
so new approaches for increasing publications and building awareness of 
such efforts would be beneficial.

Nurr’araaluk Davidson commented on the need for buy-in from 
communities where data are being collected. She noted that in Alaska, 
researchers are struggling with a historical legacy of misappropriation 
of data collected from tribal communities. For instance, she mentioned 
that states or other implementers often use data from tribal communities, 
which frequently reveal poor health outcomes, to apply for grants that 
are not used to serve those communities. Good stewardship and a spirit 
of partnership are critical for using community data appropriately, she 
said. Alaska benefits from Alaskan Epicenter, a tribally operated epide-
miology center at the Alaska Native Tribal Health Consortium that is 1 
of 12 national epicenters that are either operated by tribes themselves or 
by IHS. She emphasized that in keeping with the adage “nothing about 
us without us,” tribal communities should be the primary beneficiaries of 
data collected from them. 

Ferdinand added that researchers who collect data often make pater-
nalistic assumptions about the people whose data they collect without 
engaging with them to find out how they would like their data to be 
used. For instance, people with chronic diseases might be more willing 
to allow their data to be used if the data can contribute to improvements 
in population health. Rather than starting with whatever data are already 
available, she suggested that researchers should ask populations for input 
about what types of data to collect and how they would be comfortable 
with those data being used (e.g., linking data across hospitals or other 
data enterprises).

Yaemsiri suggested that data systems should oversample from rural 
areas in order to provide better estimates of rural health. Existing data 
resources should also be used in more flexible ways in order to present 
rural health estimates at the regional level or aggregate data by year, 
which can be used to evaluate progress in rural areas over time. She 
noted that in addition to rural populations, these strategies can benefit 
small population groups—such as the Native Hawaiian and other Pacific 
Islander, American Indian, and Alaska Native populations—for which 
obtaining reliable data may require aggregating over geographic areas or 

17 More information about CDC WONDER online databases is available at https://
wonder.cdc.gov (accessed July 9, 2020).
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data years. She added that the forthcoming Healthy People 2030 initiative 
will include far fewer objectives than Healthy People 2020, allowing for 
a greater focus on smaller subpopulations within each objective. Eberth 
added that much of the data on SDOH come from the U.S. Census. Pro-
posed changes for the U.S. Census include additional privacy rules and 
the introduction of “noise” in Census data for small areas, which could 
have the unintended consequence of inhibiting the quality of data col-
lected from small populations.

The Effect of Barriers to Accessing Care in Rural Communities

A participant asked whether there are significantly higher death 
rates for diabetes and cancer in rural areas due to higher prevalence 
and complications caused by systemic lack of access to care, treatment, 
or follow-up. Eberth replied that people with cancer in rural areas face 
greater barriers to accessing specialists, like oncologists, gastroenterolo-
gists, and cancer surgeons, which may require traveling long distances 
from their homes. Holmes noted that along the care trajectory, small gaps 
of just 5 percent can have cumulative and compounding effects in terms 
of delays in timely diagnoses, follow-up, and treatment. Nurr’araaluk 
Davidson added that in tribal communities throughout the country, the 
shift away from their traditional diets has contributed greatly to popu-
lation health challenges. They have also observed correlations between 
adverse childhood experiences and health status in tribal communities. 
She noted that the Special Diabetes Program for Indians has brought 
about substantial improvements because the program offers latitude 
for tribes and tribal health organizations to tailor diabetes programs to 
the needs of local populations with services such as nutrition classes, 
ensuring that fresh vegetables are available, and encouraging residents 
to harvest natural foods.

Social Determinants of Health  
Within the Healthy People Initiative

Given that the SDOH account for at least 40 percent of health out-
comes, a participant asked why the SDOH are not a top priority within the 
Healthy People initiative. Yaemsiri explained that measures of the SDOH 
are accounted for in each objective in the Healthy People 2020 initiative 
in that under the national tracking data, the initiative also tracks data by 
race and ethnicity, education, income, geographic location by state, and 
other factors that help measure the SDOH. Additionally, the initiative 
includes an SDOH topic area with cross-cutting objectives. She suggested 
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that addressing the SODH more effectively will require a national shift in 
focus away from national rates and toward the underlying social determi-
nants. Ferdinand commented that the Rural Healthy People initiative may 
have missed an opportunity to highlight the SDOH more prominently, but 
the effects of those determinants on health outcomes are being increas-
ingly articulated and considered in rural health contexts. Subsequent 
iterations of Rural Healthy People will have the opportunity to unpack 
the SDOH and engage with stakeholders to determine where they fall in 
priority among rural health priorities, she added.

Acceleration of Telehealth in Response to 
COVID-19: Implications for Rural Health

Probst asked whether the transition to telehealth accelerated by the 
COVID-19 pandemic has served as an effective mechanism for improving 
infrastructure for rural areas. Holmes commented that the promise of tele-
health is still undermined by the lack of Internet bandwidth and broad-
band capacity. However, the pandemic circumstances have demonstrated 
that an aggressive and accelerated transition toward expanded telehealth 
services can be executed with relative success in terms of convenience 
and quality, depending on the service being delivered. Holmes suggested 
that in addition to expediting the process of embracing telehealth more 
broadly, this aggressive shift may also help to equalize the rural–urban 
gap in health care access, but this only applies to rural residents with 
high-speed Internet connectivity in the privacy of their own homes, which 
many do not have. In that respect, much work remains to be done to 
improve telehealth from both equity and operational standpoints, he 
added.

Nurr’araaluk Davidson remarked that the expansion of patient-cen-
tered telehealth opportunities in response to the COVID-19 pandemic was 
long overdue, and it has been helpful in refuting the conventional wisdom 
that telehealth is inefficient, ineffective, and precluded by bandwidth 
limitations. Telehealth through the Alaska Federal Health Care Access 
Network has been in use for years and has been transformative in offer-
ing rural residents access to higher-quality health care services as well as 
substantial savings in the high costs of travel to access health care ser-
vices of any kind from many rural communities.18 To address bandwidth 

18 Rural residents often must pay $1,000 to fly to the nearest health care provider, which 
is unsustainable for many families, given that the typical annual family income for a rural 
family may be as low as $20,000. 
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issues in rural Alaska, people can now visit many village health clinics to 
access telehealth services from providers that would otherwise be inacces-
sible. Eberth added that the COVID-19 pandemic has also brought about 
positive regulatory changes, with certain long-standing rules loosened 
to facilitate the rapid acceleration of telehealth. For instance, telephone 
visits, which have traditionally been disallowed, are being used to cir-
cumvent broadband issues in some communities that have better access 
to telephone services than Internet services. She suggested that it could 
be beneficial to make some of these regulatory changes more permanent 
going forward.
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Rural Health Care in Action

The third session of the workshop focused on the national landscape 
of rural health care services, the role of tribal health care entities across 
rural America, the function of wraparound services in rural communi-
ties, and the contribution of community health workers (CHWs) to rural 
health care. The session was moderated by Tom Morris from the Federal 
Office of Rural Health Policy at the Health Resources and Services Admin-
istration (HRSA).

RURAL HEALTH CARE LANDSCAPE

Paul Moore from the Federal Office of Rural Health Policy at HRSA 
presented data on rural health provider infrastructure, explored chal-
lenges and disparities in rural health care, and discussed the impact of 
the coronavirus disease 2019 (COVID-19) on health care access in rural 
communities. He remarked that although fewer doctors in rural areas are 
making house calls and delivering babies in local emergency departments 
(EDs) than in the past, independent physicians in rural towns continue 
to feature prominently in the rural health care landscape (e.g., by staffing 
EDs as needed and making hospital rounds on their patients before they 
begin their in-office practice each day).

45
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The Rural Health Care Safety Net

Moore explained that rural health care infrastructure largely com-
prises small hospitals and clinics that have special reimbursement terms 
from the key public payers—Medicare and Medicaid. These public pro-
grams designate three types of providers in rural areas: critical access 
hospitals (CAHs), rural health clinics, and federally qualified health cen-
ters (FQHCs). Together, these types of care providers compose “the rural 
health safety net.”

Moore provided more detail on these three types of provider desig-
nations. CAHs were created as a special designation under Medicare by 
the Balanced Budget Act of 1997. These facilities have a limit of 25 beds 
or less and a limitation on length of stay, which currently averages 96 
hours.1 Of the approximately 2,000 rural hospitals nationwide, more than 
1,450 are CAHs. He added that in most rural communities, small rural 
hospitals and CAHs often serve as the linchpin of the health care system. 
Although a substantial number of local, county, or city-owned and man-
aged hospitals are still in operation, system consolidation is on the rise. 
This is leading to a mix of systems in some settings, such as urban health 
systems that include some rural providers, mixed rural and urban sys-
tems, and private management affiliations and groups of hospitals. The 
designation “rural health clinic” was created in 1977 as part of the Rural 
Health Clinic Services Act.2 Rural health clinics receive certification from 
the Centers for Medicare & Medicaid Services (CMS) based in part on 
their location. These clinics, which receive special all-inclusive rate pay-
ments, can be either independent or provider based and must be staffed 
by both physicians and either nurse practitioners or physician assistants. 

FQHCs are administered by HRSA’s Bureau of Primary Health-
care after being established in the 1960s as part of the war on poverty.3 
Designed as a demonstration program to provide access to health and 
social services to medically underserved and disenfranchised popula-
tions, FQHCs are located in both urban and rural areas. Currently, about 
40 percent of the 14,000 FQHC sites are in rural communities. FQHCs 
provide a menu of services and are required to see all patients regardless 
of ability to pay, he noted.

1 More information about the critical access hospital designation is available at 
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/
MLNProducts/Downloads/CritAccessHospfctsht.pdf (accessed July 30, 2020).

2 More information about the rural health clinic designation is available at https://www.
cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/
Downloads/RuralHlthClinfctsht.pdf (accessed July 30, 2020).

3 More information about the FQHC designation is available at https://www.cms.gov/
Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/
fqhcfactsheet.pdf (accessed July 30, 2020).
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These three types of designated providers are examples of how vari-
ous federal policy levers, such as reimbursement, are used to support 
rural hospitals, clinics, and providers, said Moore. However, many other 
types of providers play important roles in the rural health care landscape. 
These include long-term care facilities that serve Medicare and dual-eligi-
ble Medicaid patient populations, nursing homes, assisted living facilities, 
and residential services for people with disabilities.4 Other types of rural 
service providers include tribal clinics and hospitals, Veterans Affairs clin-
ics and hospitals, home health care, hospice, occupational therapy, speech 
therapy, physical therapy, pharmacies, dentists, mental and behavioral 
health providers, and community health aides.

Disparities in the Rural Health Care Landscape

Moore outlined various disparities in the rural health care landscape. 
He remarked that despite the broad range of health care facilities and 
providers who serve rural areas, maldistribution within the health care 
workforce infrastructure is a major issue. While approximately 18 percent 
of the nation’s population is rural, only 10 percent of primary care prac-
titioners and less than 7 percent of specialty care practitioners reside in 
rural areas. Furthermore, approximately 5 percent of rural counties do not 
have any family physicians.

The negative effects on rural health care are evident across what 
Moore describes as the “five Ds”: death rates, disparities, distance, dol-
lars, and departures. Death rates show that the life expectancy in rural 
areas is 3 years shorter than for people in urban areas. Furthermore, rural 
communities have higher death rates for heart disease and stroke. Rural 
women face higher maternal mortality rates than their urban counter-
parts. Disparities are present in a number of health factors, in part because 
rural residents face higher rates of tobacco use, physical inactivity, obe-
sity, diabetes, and high blood pressure. The disparity in the distribution 
of and access to health care providers extends beyond physical health 
care, he added. Rural populations face greater challenges with mental 
and behavioral health than people living in urban areas, yet they gener-
ally have limited access to mental health care. Distance is also a factor, 
given that rural areas have limited or nonexistent public transportation 
infrastructure. Rural residents often face long distances between their 
homes and health care providers and do not always have access to a 
vehicle, making it difficult to access emergency care, specialty care, and 
preventive care. 

4 More information about long-term care facilities is available at https://www.rural 
healthinfo.org/topics/long-term-care (accessed July 30, 2020).
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He explained that dollars pertains to the economics of rural areas, as 
rural populations are more likely to be uninsured or underinsured and 
typically have fewer affordable health insurance options than their urban 
counterparts. Departure refers to the closure of rural health care facilities: 
since January 2010, 130 rural hospitals have closed (Thomas et al., 2019). 
Of these, 43 were CAHs receiving cost-based Medicare reimbursement, 
which indicates that these CAHs were so financially vulnerable that this 
reimbursement was not sufficient to keep them open. The remaining 87 
hospitals were noncritical access or prospective payment system hospitals 
with other Medicare designations. He added that many more rural hospi-
tals are continuing to operate with a high degree of financial vulnerability.

Innovations in the Rural Health Care Landscape

Moore also described some of the innovations that are taking place 
in the rural health landscape to counteract some of the negative trends. 
Successful examples that can provide helpful insights include the Frontier 
Extended Stay Clinic, the recently closed Frontier Community Health 
Integration project, the Rural Community Hospital Demonstration pro-
gram, and rural state innovation models.5 CMS has ongoing rural value-
based initiatives such as accountable care organizations (ACOs), which 
are making good inroads in rural areas. The next generation of the ACO 
model includes state-located models, such as Vermont’s all-payer ACO 
system as well as the Pennsylvania rural health model.6 He noted that 
the latter model uses global budgeting, and thus far, hospitals with global 
budgets appear more resistant to pandemic-induced fluctuations caused 
by the cancellation of elective surgeries and outpatient appointments.

Impact of COVID-19 in Rural Areas

The COVID-19 pandemic has created new challenges and opportuni-
ties in rural areas, said Moore. The increasing COVID-19 case numbers in 
rural states appear to dispel the idea that rural communities with more 
space might fare better than urban areas. He noted that rural regions 
such as western Kansas and Oklahoma did not initially see the COVID-
19 transmission rates that urban centers such as New York City and 
Chicago experienced, but those rural areas were experiencing a dramatic 

5 More information about rural health models and innovations is available at https://
www.ruralhealthinfo.org/project-examples (accessed July 30, 2020).

6 More information about the Pennsylvania Rural Health Model is available at https://
innovation.cms.gov/innovation-models/pa-rural-health-model (accessed July 30, 2020).
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increase in cases as of late June 2020.7 He remarked that the pandemic 
has shone a glaring light on enduring and far-reaching issues, including 
the racial, ethnic, and economic health disparities in rural areas, and it has 
underscored the need to improve access and surge capacity in rural areas. 
He suggested that there are opportunities associated with COVID-19 as 
well, given that “a few months of pandemic accomplished in telehealth 
what years of advocacy could not.” Moore also proposed that alternative 
payment models and system designs may better align with the need to 
maintain access to quality health care services in the rural health care 
landscape than the current structures.

TRIBAL HEALTH AND HEALTH CARE IN RURAL SETTINGS

Daniel Calac from the Indian Health Council discussed the diversity 
among American Indian populations, the magnitude of American Indian/
Alaska Native health disparities, the factors affecting the quality of life, 
and the severity of the biomedical workforce shortage affecting this sector 
of the U.S. population. The American Indian presence in the United States 
is highly diverse. Nearly 600 tribes currently live across the country, with 
more than 570 of these officially recognized by the U.S. federal govern-
ment.8 Language varies between tribes, as indicated by the existence of 
more than 350 distinct dialects. Furthermore, native individuals may have 
distinct customs and diverse cultural norms that contribute to the level 
of care they deem appropriate. Substantial variety may exist even among 
nearby tribes, he added. For example, Calac’s organization near San Diego 
County serves nine individual reservations and tribes that are located 
within a 5-mile radius, all of which have their own unique customs.

Historical Context for the Provision of 
Health Care to American Indians

Calac provided some historical perspective about the lingering impact 
of colonialism and past treaties with the U.S. government on the way 
many tribal entities perceive health care. As part of negotiations between 
American Indian nations and the U.S. government, a prepaid health care 
plan was pledged for native people. However, a common sentiment is 
that this health plan was prepaid by the cession of the entirety of the 

7 More information about rural and urban COVID-19 hotspots is available at https://
www.shepscenter.unc.edu/programs-projects/rural-health/rural-covid-research-and-
figures/rural-and-urban-covid-19-hot-spots (accessed July 30, 2020).

8 See https://www.ncsl.org/research/state-tribal-institute/list-of-federal-and-state-
recognized-tribes.aspx (accessed October 28, 2020).
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American Indian peoples’ lands (Rhoades and Derre Smith, 1996). This 
perception is compounded by a rural health care system that is struggling 
to maintain an adequate level of increasingly complex care for American 
Indian populations.

When American Indians traded land with fertile soil or river access to 
the United States, the treaty obligations and the needs of this population 
did not evaporate with their relocation, said Calac. The U.S. government 
has shifted responsibility for meeting these obligations to various agen-
cies over time. Initially, a division within the Department of War oversaw 
health services for American Indians. In 1849, this responsibility was 
transferred to the Bureau of Indian Affairs. Congress ratified appropria-
tions with the 1921 Snyder Act, landmark legislation that defined the gov-
ernmental responsibility for American Indian health care. Service delivery 
for American Indians was transferred to the Public Health Service in 1954 
before shifting again to the newly formed Indian Health Service (IHS) 
the following year (Warne and Frizzell, 2014). The Indian Health Care 
Improvement Act of 1976 was another landmark piece of legislation, 
which offered assurances for the delivery of high-quality health care for 
the underserved Indigenous population.

Indian Health Service in the 21st Century

Calac explained that IHS currently has 12 service areas across the 
United States. Regardless of geography or the specific tribal entities, the 
burden of disease and health care disparities are common throughout 
these service areas.9 IHS operates 31 hospitals and 50 health centers, some 
of which are FQHCs. Two school-based IHS health centers enable service 
delivery to at-risk children, including the preventive health care needed 
at younger ages. IHS also oversees 31 health stations that were developed 
collaboratively by individual tribes and the IHS over the past 50 to 60 
years. Calac said these stations offer more appropriate care than settings 
serving larger populations, because they provide an individualized level 
of care tailored to the communities they serve. Given the differences 
among the 570 distinct tribes, this type of community-specific approach 
is critical for meeting the specific needs of tribal entities.

Many Indian health care clinics rely on grant funding to provide 
basic health care to tribal communities. Calac’s organization, the Indian 
Health Council, uses a facility model that has been replicated throughout 
California, a state that is home to 42 Indian health care clinics and 7 urban 
Indian health clinics. This type of facility offers a multidisciplinary range 

9 More information about IHS areas and locations is available at https://www.ihs.gov/
locations (accessed July 30, 2020).
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of services, such as medical, dental, and medical subspecialties, includ-
ing optometry, acupuncture, and behavioral health; these facilities also 
address public health issues affecting tribal entities. He added that this 
approach to a clinic as a “health village” rather than a “health facility” 
helps to engage people and imbue them with a sense of ownership of the 
clinics, thus encouraging people to access services.

Health Disparities for American Indians and Alaska Natives

American Indians and Alaska Natives experience many health dis-
parities, said Calac. Determinants of health equity include 

•	 limitations in communication capacity and resources, 
•	 variability in health literacy, 
•	 lack of community engagement and awareness, 
•	 limited financial resources, 
•	 transportation challenges, 
•	 displacement effects, 
•	 variability in implementation, 
•	 crime and safety influences (real and perceived), and 
•	 lack of awareness of diverse norms and customs.10 

He noted that health literacy is a fundamental component of health 
equity that is particularly relevant in the context of the COVID-19 pan-
demic, such as understanding the difference between an antibody test and 
a polymerase chain reaction test, knowing what RNA means in terms of 
viral particles, and knowing the appropriate doses of over-the-counter 
medications, such as acetaminophen. Transportation is an aspect of health 
equity that is particularly relevant for rural communities, he noted. Mul-
tiple challenges come into play when people in rural areas have long 
distances between their homes and health care, such as adequate infra-
structure in terms of roads and access to vehicles. Finally, crime and safety 
influences on health equity can be seen in the opioid epidemic, which 
is heavily affecting rural areas. Calac added that challenges related to 
Mexican cartels trafficking heroin through rural areas, as well as human 
trafficking in these regions, are also continuing problems. These types 
of disparities in health equity result in disparities in measures such as 
life expectancy, he emphasized. The life span of American Indians, at a 

10 More information about the Centers for Disease Control and Prevention guidelines for 
advancing health equity and preventing chronic disease is available at https://www.cdc.
gov/nccdphp/dnpao/state-local-programs/health-equity-guide/index.htm (accessed July 
30, 2020).
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median 76 years, is 5 years shorter than the median 81 years of the general 
population. Calac stated that in more impoverished areas, such as in the 
Dakotas, and in areas distant from hospitals and major clinics, the average 
life span can be as much as 20 years shorter for some native populations.

Factors Affecting the Quality of Life of Tribal Communities

Calac highlighted some of the many factors that affect the quality of 
life of American Indians and Alaska Natives, including barriers to access-
ing health care that are geographic, educational, institutional, social, or 
financial. Distance to health care providers can be a geographic barrier 
to care, as can mountainous regions that are difficult and even danger-
ous to traverse. Educational barriers are evidenced by lower graduation 
rates. In 2014–2015, the American Indian population had a high school 
graduation rate of 71.6 percent, compared to 83.2 percent for the general 
population. This disparity is even greater at the postsecondary level, 
with 19.8 percent of American Indians receiving a bachelor’s degree 
versus 32.5 percent of all adults in the United States.11 Institutional chal-
lenges include the funding cycle for IHS, which is year to year instead 
of the protracted 5-year or 10-year budget cycle that corporations and 
many communities can rely on for funding individual programs. Fur-
thermore, IHS programs are consistently underfunded by as much as 40 
percent, with prominent shortages in funding for mental health. Calac 
said a social barrier is the ongoing and persistent trend of low use of 
preventive health care due to the perception of health care as the use 
of urgent or emergency care. Lastly, the financial barriers faced by the 
American Indian population are substantial. In 2014, approximately 28 
percent of the Indigenous population was living in poverty compared 
with 15.5 percent for all Americans.12 Per capita health care spending on 
American Indians is also lower than for other populations. In 2005, IHS 
spent an average of $3,099 per recipient, less than half of the $8,097 per 
capita rate for Medicaid recipients.13 Calac added that this disparity has 
not changed much since 2005, with IHS receiving lower per capita medi-
cal expense rates than even the Federal Bureau of Prisons.

11 More information about rates of high school completion and bachelor’s degree attain-
ment among persons age 25 and over by race/ethnicity and sex is available at https://nces.
ed.gov/programs/digest/d15/tables/dt15_104.10.asp?current=yes (accessed July 30, 2020).

12 More information about poverty rates among American Indian and Native American 
populations is available at https://www.census.gov/newsroom/facts-for-features/2015/
cb15-ff22.html (accessed July 30, 2020).

13 More information is available at https://www.aamc.org/news-insights/more-native-
american-doctors-needed-reduce-health-disparities-their-communities (accessed July 30, 
2020).
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Calac noted the IHS health care workforce shortage across all types 
of health care providers. In 2015, IHS had vacancy rates of 16 percent 
for pharmacists, 24 percent for nurses, 26 percent for dentists, 32 percent 
for physician assistants, 34 percent for physicians, and 35 percent for 
advanced practice registered nurses. Furthermore, the matriculation rates 
of American Indian medical students are low. According to the Associa-
tion of American Medical Colleges’ 2017 data for medical school gradu-
ates, of the 93,000 individuals who graduated between 2012 and 2017, 
only 131 identified as American Indian or Alaska Native—a number of 
graduates that is insufficient to meet the needs of 570 different tribal enti-
ties. Calac emphasized that this and the underfunding of IHS pose major 
problems for the delivery of health care and the improvement of health 
care in these populations.

WRAPAROUND SERVICES: IMPLICATIONS 
FOR RURAL AMERICA

Nir Menachemi from Indiana University provided an overview of 
wraparound services, wraparound program outcomes, challenges to the 
adoption of this service delivery model, and implications for rural health. 
He noted that although the majority of studies he presented were con-
ducted in urban areas—mostly in FQHCs in inner-city urban areas—these 
types of wraparound services would also benefit rural areas.

Overview of Wraparound Services

Menachemi explained that the term wraparound applies to nonmedical 
services provided in conjunction with primary care. Traditional wrap-
around services include social work, behavioral health, nutrition and diet, 
pharmacy assistance, and patient navigation. More recently, wraparound 
services have included financial counseling, which assists individuals 
in managing nonmedical aspects of their lives to enable them to bet-
ter manage medical issues. Similarly, medical–legal partnerships have 
formed because legal services addressing challenges in people’s lives may 
increase their ability to focus on and maintain health. Traditionally, access 
to these types of services has been via referrals to outside agencies. How-
ever, some FQHCs are now collocating these services with primary care 
and scheduling wraparound service providers to meet with patients at 
their primary care appointments, thereby increasing use of these services.

Most wraparound services are designed to address one or more of the 
social determinants of health (SDOH), said Menachemi. Figure 4-1 depicts 
wraparound services related to each SDOH and the health outcomes 
associated with those SDOH. For example, social workers can assist with 
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vocational training or housing issues, and dieticians focus on matters 
related to food and nutrition. Mental health counselors can help people 
provide information to manage stress and, to some degree, cope with 
discrimination, address social integration, and support systems. Wrap-
around services can include anything that enhances an individual’s ability 
to maintain health or cope with disease, he added, because wraparound 
service providers are essentially working to mitigate the potentially nega-
tive effects of certain SDOH. 

Wraparound Program Outcomes

A number of studies have measured the effect of wraparound services 
on patient outcomes, said Menachemi. In one study, referrals by health 
care professionals to social service providers led to a decrease in patient-
reported needs, indicating that social services were able to address and 
eliminate some patient needs (Gottlieb et al., 2016). Wraparound services 
also increased parent and caregiver perception that their children’s health 
needs were being met. Another study examined medical–legal wrap-
around partnerships in which attorneys provide pro bono consultative 
services to people in health care settings; it found these partnerships 
address legal issues that exacerbate poor health (Sandel et al., 2010). An 

FIGURE 4-1 Wraparound services to address social determinants of health. 
SOURCES: Menachemi presentation, June 24, 2020; https://www.kff.org/ 
disparities-policy/issue-brief/beyond-health-care-the-role-of-social-determinants- 
in-promoting-health-and-health-equity (accessed August 5, 2020).
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example of how medical–legal partnerships can address such issues is the 
addition of legal forms to electronic health records, which can aid in pro-
cesses such as rectifying substandard housing conditions for low-income 
patients. Other cases might involve a parent who is unable to afford a 
child’s medications because of failure of the other parent to make child 
support payments. Medical–legal partnerships address these types of 
situations in working toward the ultimate goal of increasing a patient’s 
ability to manage disease, he explained.

Another example of wraparound services is the inclusion of mental 
health, child care, family services, and vocational training in substance 
use disorder treatment clinics. Menachemi and colleagues published a 
study of FQHCs in inner-city Indianapolis, Indiana, where wraparound 
services included social work, dietician assistance, and patient navigation 
(Vest et al., 2018). These wraparound services reduced hospitalizations 
and emergency department visits in the years following the rollout of 
these services. Another study that focused on nutritionists found that 
seeing a dietician can improve a patient’s diet quality, diabetes outcomes, 
and weight loss (Mitchell et al., 2017). The co-location of behavioral health 
wraparound services in primary care settings was the focus of another 
study, which found that this co-location can reduce wait times for treat-
ments and increase both patient engagement in care and patient use of 
needed services (Possemato et al., 2018).

Challenges to Adoption of Wraparound Services

Both rural and urban areas are seeing a low uptake of wraparound 
services, noted Menachemi. He attributed this to the historic fee-for-
service incentive structure—a somewhat perverse incentive structure that 
was implemented because most providers and facilities are set up to 
address acute issues rather than the chronic conditions that are largely 
driven by the SDOH. This effectively disincentivized wraparound ser-
vices, despite the fact that wraparound services can reduce the need for 
future services that are costlier. The study conducted by Menachemi and 
colleagues on wraparound services in an Indianapolis FQHC indicated 
an average annual cost savings of approximately $2 million (Vest et al., 
2018). He noted that under a fee-for-service structure, cost savings are 
actually a reduction in revenue, whereas under full capitation,14 they 
represent true savings for the provider. Therefore, the financial incentives 

14 Under capitation, “providers receive a fixed per person (or ‘capitated’) payment that 
covers all health care services over a defined time period, adjusted for each patient’s ex-
pected needs, and are also held accountable for high-quality outcomes.” See James and 
Poulsen (2016).
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and reimbursement model used will affect whether or not the use of 
wraparound services is incentivized. He said that wraparound services 
are most frequently geared toward vulnerable groups, as this model is 
more readily adopted by FQHCs and clinics that disproportionately cater 
to vulnerable individuals. The focus of these settings, reflected in their 
goals and mission, is usually on ameliorating challenges and not neces-
sarily on generating revenue.

Implications of Wraparound Services for Rural Health

Menachemi suggested that in many ways, rural settings may be 
ideal for wraparound services because rural populations tend to have 
many needs stemming from unfavorable social determinants. Therefore, 
he suggested exploring ways to integrate the expertise of various pro-
viders working to mitigate the unfavorable ramifications of SDOH. He 
described several studies that illustrate the potential benefit of imple-
menting wraparound services in rural areas. One study looked at a dental 
clinic that used the wraparound service of transportation assistance, find-
ing that dental treatment completion rates increased with transportation 
assistance in place (Larson et al., 2019). The study also found that most 
wraparound services are supported via grants or philanthropy, making 
them vulnerable to funding disruptions. Menachemi said that this type 
of vulnerability is more likely when the financial model of delivering 
care is not aligned with the engagement of wraparound services. Another 
study looked at substance use disorder treatment centers in both rural and 
urban areas (Bond Edmond et al., 2015). Centers in rural locations were 
far less likely to offer wraparound services than their urban counterparts 
because of challenges in rural areas, including the stigma on behavioral 
health care issues (Pullmann et al., 2010). He said that many of the barriers 
to wraparound services in rural areas are the same barriers seen in access-
ing medical and primary care: transportation issues, limited funding, 
service availability, a shortage of wraparound service providers, and long 
distances between facilities all pose challenges to accessing wraparound 
services in rural locations.

Menachemi remarked that the issues that have historically impeded 
access to primary care and dental services are being overcome, which 
may provide an opportunity for wraparound services to play a role in 
enhancing care in rural areas. He added that telehealth—which is rapidly 
expanding due to the COVID-19 pandemic—could potentially be used as 
a platform for delivering wraparound services. The use of wraparound 
services via telemedicine has not yet been studied, but he suggested 
that it could be useful if geographic access is a limiting factor. However, 
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telehealth may not be as helpful in relieving the financial barriers to 
service provision in many rural communities, so the proliferation of tele-
health could widen disparities in rural areas if financial and other barriers 
prevent access (June-Ho Kim and Cole, 2020).

THE ROLE OF COMMUNITY HEALTH WORKERS IN 
ADDRESSING THE NEEDS OF RURAL AMERICANS

Timothy Callaghan from the Southwest Rural Health Research Cen-
ter at Texas A&M University focused his presentation on the role of the 
CHW in addressing the needs of rural Americans and the unique barriers 
they face in accessing health services. He presented data to define CHW 
roles, explored differences between CHWs in urban and rural environ-
ments, highlighted challenges in the growing CHW field, and described 
CHW efforts to combat the COVID-19 pandemic.

Overview of Community Health Workers

CHWs are individuals who help bridge the gap between the pub-
lic—including the most vulnerable members of the community—and the 
health and social services that are available, Callaghan explained. CHWs 
are distinct from many other health care providers in that CHWs often 
come from the communities in which they serve. Being a community 
member enables CHWs to promote trust within the community and con-
nect vulnerable individuals to the services they need. He noted that the 
literature on CHWs as well as anecdotal personal experiences demonstrate 
that CHWs often possess unique cultural competence and a personal 
understanding of their communities and their patients, which equips 
CHWs to help those patients overcome barriers to accessing health care 
services. The CHW workforce is growing rapidly, he added. The Bureau 
of Labor Statistics projected that the CHW workforce would increase by 
up to 13 percent between 2018 and 2028.15 In Texas, the number of CHWs 
in the field has increased by more than 500 percent in just the past few 
years (Callaghan et al., 2019).

Community Health Worker Roles

To describe the roles of CHWs in rural and urban settings in the 
United States, Callaghan used two sources of original data from research 

15 More information about the CHW job outlook is available at https://www.bls.gov/
OOH/community-and-social-service/health-educators.htm#tab-6 (accessed July 31, 2020).
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conducted with support from the Federal Office of Rural Health Policy.16 
The first source is a series of focus groups held with CHWs in rural and 
urban parts of California, Florida, Massachusetts, and Minnesota in 2018 
and 2019. The second came from a large 2019 survey of more than 1,400 
CHW participants from 45 states, Puerto Rico, and the District of Colum-
bia. Callaghan explained that when CHWs were asked to describe their 
own roles during the focus groups and surveys, three themes emerged: 
(1) linking clients to resources, (2) focusing on SDOH, and (3) providing 
insights to other health care providers about clients that might otherwise 
be missed (see Box 4-1). CHWs in both urban and rural areas highlighted 
their roles in linking clients to resources, suggesting that in being a part 
of the communities they serve, CHWs are enabled to better understand 
the needs of clients because they may have experienced these needs 
themselves. The CHW role of serving as a bridge to agencies and services 
is similar in both rural and urban areas. He added that the resources 
that CHWs help their clients link up with often extend beyond health 
care resources. This is evident in another role that survey respondents 
and focus group participants described: addressing SDOH. Rather than 
focusing on one single area, CHWs fill in a variety of gaps, from address-
ing SDOH to navigating aspects of the health care system to providing 
links to wraparound services. The third role that emerged from the focus 
groups is that CHWs can provide insights about patients that might be 
missed by other health care providers. Not only do CHWs understand 
the communities they serve, they also enter the homes of patients, which 
provides the opportunity to glean critical holistic information about their 
patients’ lives that may be affecting their health.

Community Health Workers in Rural Versus Urban Settings

The increasing numbers of CHWs are filling a vital role in the health 
care system, said Callaghan. The value of CHWs extends to rural areas, 
where they can help patients address the considerable barriers rural 
Americans face in accessing health care services. These barriers include 
transportation issues, limited numbers of providers, barriers to hospital 
access, and limited social programs. Callaghan suggested that if CHWs 
are uniquely positioned to help link clients to resources, they might be 
even more important in rural areas where those resources are scarce. The 

16 These were original data sets collected for a Federal Office of Rural Health Policy–
funded project. The project description can be found at https://www.ruralhealthresearch.
org/projects/100002452 (accessed April 9, 2021), and the first policy brief about this can 
be found at https://srhrc.tamhsc.edu/docs/chw-policy-brief.pdf (accessed April 9, 2021).
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BOX 4-1 
Community Health Workers’ Reflections on Their Roles

On linking clients with resources:

“We are this bridge between the agencies, their resources, and the community. 
Promotores [CHWs] are very successful … because we have this connection with 
people, we go to their level, we understand people because we belong to the 
community, we know their needs, a lot of times we experience them.” (Community 
health worker in rural California)

“I would say … linking clients to resources. That would be to providers whether it’s 
medical, dental, where you can get vision, where you can get a hearing screen-
ing, diapers, whatever the resources that the clients need. Linking them to those 
resources.” (Community health worker in Los Angeles, California)

On addressing social determinants of health:

“We help with insurance, and then we help with homelessness, and then we help 
with food, and then we help with moving, and then we help with dental access, 
and behavioral health access. And that’s all before noon.” (Community health 
worker in Minnesota)

“If you’re worried about homelessness, if you’re worried about where your next 
meal’s coming from, or child care, or all these things that are directly related to 
your family, you’re not focusing on your health. You’re focusing on these things. So, 
that’s where we come into play…. Nine times out of ten, they don’t even identify 
anything health related. It’s mostly social.” (Community health worker in Boston, 
Massachusetts)

On providing insight about clients that might otherwise be missed:

“Especially if you go into the home, you had the opportunity to see the whole client, 
not just the COPD [chronic obstructive pulmonary disease], not just the diabetes, 
not just the person who is vulnerable…. You had the opportunity to see the per-
son as they live. And that’s something that your doctor doesn’t get to see or your 
nurse in the hospital doesn’t get to see. You just have a better understanding of 
where they are.” (Community health worker in rural Florida)

“Then we can go back and relay to the doctor and the nurses what kind of prob-
lems [patients have]…. They [medical providers] actually get an insight on who 
their patients are and get to know them a little bit better because of us.” (Com-
munity health worker in Massachusetts)

SOURCE: Callaghan presentation, June 24, 2020.
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CHW survey data indicate that 28.9 percent of CHWs primarily serve 
rural clients, while 43.4 percent primarily work with urban clients. 

Callaghan reported that in both rural and urban areas, CHWs are 
employed in a variety of settings: hospitals, doctors’ offices, clinics, non-
profits, academic institutions, and community outreach organizations. 
However, certain trends emerge when looking at the percentages of urban 
and rural CHWs working in each of these settings. For example, urban 
CHWs are more likely to work in hospitals and in community outreach 
settings than their rural counterparts. He attributed this to a lack of hos-
pitals in rural areas and the long distances rural CHWs would have to 
travel to go door to door for community outreach. Instead, rural CHWs 
are more likely to be working in doctors’ offices and clinics. Additionally, 
they are more likely than urban CHWs to work in roles that are harder 
to define or categorized as “other” because their work does not fit neatly 
into the specified category descriptions.

The demographic characteristics of rural and urban CHWs also dif-
fer, said Callaghan. The average age of rural CHWs is about 3 years older 
than their urban counterparts, which is consistent with the demographics 
of the general population living in rural areas. Rural CHWs also tend to 
have lower levels of education, with 42.3 percent holding a bachelor’s 
degree compared to 52.3 percent of urban CHWs. An overwhelming 
majority (90 percent) of CHWs in the survey data were female. This trend 
is even more pronounced in rural areas, where only 6.2 percent of CHWs 
are male, than in urban areas, where 12.5 percent are male.

Beyond demographics, the work performed by CHWs looks different 
in urban versus rural areas. Callaghan highlighted two key differences 
that were evident in the focus groups. The first is that urban CHWs tend 
to be specialists that are highly focused on a specific task (e.g., enrolling 
individuals in a program), a certain subpopulation, or a specific disease 
like diabetes. In contrast, rural CHWs tend to be generalists. They are 
more likely to address all of the needs of the individuals because there 
may be no equivalent health care workers in the area to address patients’ 
various needs. As a CHW in rural Minnesota remarked:

In an urban setting often they’re adding a CHW specialized in diabetes, 
specialized in prenatal care, specialized in something that they can really 
train that individual, and they have a large enough population that they 
can serve just that population, and that it really makes that difference in 
those urban areas. And I think the big thing I’ve seen different for us in 
a rural area is we have to be very generalist.

Callaghan noted that in addition to the reduced number of programs 
in rural areas, CHWs in these regions also have fewer resources available 
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to which their clients can be linked. Even where there are programs avail-
able in rural areas, they tend to be more limited than in cities. In contrast, 
patients in some urban areas can be overwhelmed with the number of 
resources that are potentially available to them, as was articulated by an 
urban CHW: 

Everybody in Boston that has something going on has been offered some 
kind of program. Really, they’re so overwhelmed by, “Oh, we have five 
different programs, I don’t want another program.” 

In the same state of Massachusetts, a rural CHW responded:

In rural areas here, there’s less transportation, there’s less resources, 
there’s less funding. Sometimes it can be trying. We have a program right 
now that CHWs work with: if you’re struggling with food, we can give 
you a gift card for a certain amount, each person in the house, but that’s 
limited. We can’t give it to everybody, and everybody at some point has 
problems with food insecurities.

Challenges in Building the Workforce  
of Community Health Workers

Callaghan explained that beyond the lack of resources available for 
rural clients, there are challenges within the way CHW jobs are struc-
tured. Even as this field grows, CHW study participants repeatedly noted 
key barriers to expanding the workforce in ways that would particularly 
benefit rural America. Two of the barriers emerged as most prominent in 
the study. The first issue is the variety of terminology used to describe 
CHW positions. Callaghan and his team identified dozens of terms for 
CHWs such as promotor(a), health educator, and health navigator. The 
absence of a widely accepted nomenclature poses challenges to the profes-
sionalization of this field, as terminology is important in the creation of 
regulations and consistent standards. Without an agreed-upon term for 
CHWs, confusion might arise as to whether state and federal laws and 
regulations are applicable. For example, if a law is passed in Texas focused 
on CHWs, people working under the title of promotor(a) or health educa-
tor may be unclear as to whether the law applies to them.

The second major challenge repeatedly cited by CHWs was payment, 
with respect to both sources of funding and practices for billing. Many 
CHWs reported working in grant-funded positions that do not provide 
them with long-term security, because their jobs may disappear with the 
end of the grant cycle. Challenges in billing practices relate to the lack 
of billing codes for services to address SDOH and other social factors 
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of health outcomes, said Callaghan. The challenges involved in funding 
CHW positions can discourage health care providers from hiring CHWs 
despite the improvements they can have on patient outcomes.

Community Health Worker Efforts to Combat COVID-19

Callaghan noted that extensive efforts to train CHWs across the coun-
try to address the global pandemic began almost as soon as COVID-19 
started spreading across the United States. In Texas, for example, the first 
training sessions were held in early March, including a session in South 
Texas for promotores along the Texas–Mexico border. The National Associa-
tion of Community Health Workers,17 the American Public Health Asso-
ciation’s CHW Section,18 and various training centers across the country 
have been promoting CHW workshops to help them fight the coronavirus 
pandemic and to ensure that CHWs are staying safe.

Callaghan stated that research by his team suggests that CHWs are 
taking on new roles in response to the pandemic. A prominent role is 
contract tracing, which is vital to understanding the spread of the dis-
ease. Callaghan said that CHWs are well qualified for this role because 
they come from the communities they serve, enabling them to provide 
culturally appropriate support and establish trust with patients in a way 
that might be more difficult for contract tracers from outside the commu-
nity. CHWs’ pandemic-expanded roles also include tasks such as making 
masks for vulnerable individuals and picking up groceries for individu-
als who might be too vulnerable to go into stores themselves. As CHWs 
continue to perform their previous roles, they have had to adapt their 
work in order to practice social distancing—including increased use of 
teleconferencing technologies to safely connect to clients.

Certain challenges that have emerged during the pandemic particu-
larly affect rural CHWs, said Callaghan. Because of a lack of Internet 
access in many rural areas, some rural CHWs cannot use teleconferencing 
with their clients, making it more difficult to provide socially distanced 
services. In addition, many CHWs have been laid off because of the 
reduced funding many organizations have experienced during the pan-
demic. Additionally, billing for in-person services addressing SDOH is 
even more difficult when these services are provided online.

17 More information about the National Association of Community Health Workers is 
available at https://nachw.org (accessed August 6, 2020).

18 More information about the American Public Health Association’s CHW Section is avail-
able at https://www.apha.org/apha-communities/member-sections/community-health-
workers (accessed August 6, 2020).
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DISCUSSION

Telehealth Mental Health Services During the Pandemic

Morris asked about the role of telehealth services in response to the 
COVID-19 pandemic—particularly the delivery of mental health services 
for youth and older adults. Calac replied that at the Indian Health Council 
facility where he works, the behavioral health wing continues to serve 
clients at nearly the same capacity (roughly 90 percent) of pre-pandemic 
levels through the use of telehealth services for both adult and pediatric 
client populations. He noted that a disadvantage of delivering mental 
health services through telehealth, especially for pediatric patients, is 
that it limits the amount of observation data that a clinician can collect. 
However, telehealth sessions have the benefit of allowing the clinician to 
observe pediatric clients in their home environments, which is helpful 
for behavioral health services. The patient response to the shift to tele-
health has been varied, added Calac. Some individuals are frustrated by 
the platforms and by the limited capacity in some areas. Creative efforts 
have been made to address these issues by using nonsecure platforms that 
patients may be more familiar with (e.g., FaceTime, Zoom) in between 
scheduled sessions. Other clients enjoy being in their home environment 
for telehealth appointments because the setting feels less formal, he noted.

Rural Health Care Financing Challenges

Morris asked about the types of research that may be needed to deter-
mine which hospitals are at the highest risk of closure, about the role of 
the COVID-19 pandemic in determining that risk, and about long-term 
improvements that are needed beyond basic reimbursement changes and 
pilot programs. Moore responded that financially fragile systems are 
vulnerable because they lack reserves, so any disruption can heavily 
impact vulnerable entities. The stressors that came with the pandemic, 
like canceled outpatient procedures, had an immediate negative effect on 
the finances of rural facilities. He explained that these types of facilities 
generally are not structured to provide a high volume of inpatient ser-
vices, so their budgets are often based on outpatient procedures that may 
constitute 60 to 80 percent of their total business.

At the same time that rural facilities were seeing a decline in patients, 
urban areas were working to handle surges in patients with COVID-19, 
noted Moore. Consequently, underutilized rural hospitals were identified 
in some discussions as a potential resource to meet the increased need 
for medical care. Although these rural hospitals may be underutilized 
for elective and preplanned procedures, the surge capacity in rural hos-
pitals might quickly disappear as individuals requiring hospital care for 
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COVID-19 in rural areas would still require the nearest ER. Moore was 
also concerned about the possible underreporting of COVID-19 cases 
in rural areas and the potential for rural health systems to exceed their 
capacity if rural regions experience the type of escalations in case numbers 
that were initially seen in urban centers. Moore added that long-standing 
disparities have become more prominent as the COVID-19 pandemic has 
begun to put additional stress on systems. Rural facilities already tend to 
have limited resources, and because smaller health facilities are often at 
the tail end of the supply chain, it is unclear whether health facilities will 
have the capacity to respond to a surge of COVID-19 cases in rural areas.

Calac remarked that the COVID-19 outbreak in the Navajo Nation 
in Arizona highlights the need for better processes around emergency 
preparedness in the future. He added that the pandemic affects different 
tribes in different ways, so improved processes and preparedness will 
need to be tailored to their specific settings. For instance, California has 
a general population of 33 million people and is home to more than 60 
tribal entities, so an effective outbreak response in that state will look 
different than the response in Arizona. Regions in close proximity to the 
U.S.–Mexico border also face setting-specific challenges related to the 
COVID-19 pandemic. For instance, it has been difficult to translate and 
implement social distancing policies in border towns in Texas, where 
hospitals have seen an influx of patients from across the U.S.–Mexico bor-
der. Similarly, southern San Diego County has a much higher COVID-19 
infection rate than northern San Diego County, suggesting that proximity 
to the border may exacerbate certain challenges faced by communities 
affected by COVID-19.

Menachemi contended that 70–80 percent of all of the challenges in 
the U.S. health care system stem from chronic underfunding and chronic 
underappreciation for public health, which put a strain on vulnerable 
facilities. He suggested that the COVID-19 pandemic may present a criti-
cal opportunity to rethink decades-old challenges in public health—even 
if it means political fallout for some leaders—and to implement holistic 
changes to the health care system at large.

Morris remarked that issues of structural urbanism, rural hospitals, 
hospital closures, and pick-your-provider services all relate to the cen-
tral issue of health financing. Small tweaks in financing or health sys-
tems, such as increasing reimbursement by a small percentage, will not 
adequately address the situation. Menachemi agreed and responded that 
tweaking reimbursement within current structures would not be suf-
ficient, as “reimbursement” implies medical care reimbursement rather 
than health care reimbursement. He added that the United States does 
a much better job at providing medical services than keeping people 
healthy or preventing diagnosed diseases from becoming more severe. 
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He suggested that the concept of health should be infused into the way 
society perceives health care, because many people think of health care 
merely as better medical care, but an insurance card does not solve life 
problems that are exacerbating one’s health issues; it only helps patients 
cope better with the health issues they have, and it is not the most cost-
effective method of promoting health, he added. 

Callaghan said the current paradigm of the health care system is 
focused on profit maximization, which will continue to lead to more 
problems in rural areas. When profit maximization is the goal, rural areas 
are at a disadvantage because health care work in rural areas is typically 
less profitable than operating large urban hospitals. Callaghan suggested 
incentive structures need to be changed so that both health needs and the 
SDOH are addressed. He predicted that given current conditions and the 
trends of hospital closures, the health of rural communities will likely 
worsen owing to factors such as the need to travel longer distances for 
care.

Coordinating Care in Rural Areas

Morris questioned whether better use of wraparound services and 
CHWs could help ensure that care is coordinated, especially after people 
traveling long distances for specialty care return to their rural communi-
ties. Although his presentation focused on licensed or credentialed indi-
viduals, Menachemi clarified that CHWs certainly fit the definition of 
wraparound service providers. With the shortage of traditional wrap-
around service providers in rural areas, CHWs who are already work-
ing as generalists could feasibly be quickly trained to do the jobs that a 
half dozen professionals would perform in settings with more resources. 
However, he cautioned that this is a “path of least resistance” in that 
rather than building a health care workforce of highly trained individuals 
in rural areas, CHWs with less training become even more overburdened. 
This could perpetuate the problems of structural urbanism, he added.

Callaghan noted a debate in the CHW community over training and 
education. Many CHWs say they do not want additional training and 
education, because they value being a part of the community and feel that 
training would shift them from being a community member to being an 
“other.” This gives rise to the question of whether additional training and 
education would affect the way patients relate to CHWs. He added that 
the effective provision of wraparound services in rural communities—for 
rural patients who have transferred home from large urban hospitals, for 
example—requires the type of robust coordination of care and communi-
cation between urban and rural health providers that is not commonplace.
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Leveraging the Strengths of Rural Areas and Tribal Nations

Morris asked about the strengths of tribal nations and rural areas that 
policy makers should better understand. Moore responded that “rural 
areas are resource restricted, but they’re relationship rich.” He suggested 
that a strong sense of community and responsibility are rural strengths 
that would contribute to the delivery of effective care if needed changes 
could be made to the health care system. He used the analogy of electrical 
infrastructure to point out that governments take responsibility for run-
ning electrical lines in rural areas, but property owners are often respon-
sible for the last quarter mile connecting their properties to the public 
infrastructure. Similarly, social services are needed in rural communities 
to manage health before expensive medical issues arise. Rural communi-
ties can rise to meet this challenge if there is proper health infrastructure 
in place, he suggested. A market where efficiency is driven by volume 
will not work in rural areas, Moore said. Rural communities do not have 
more volume to contribute to the system, so efficiency has to be driven 
by decreasing use of services in situations where it can be avoided. He 
suggested that CHWs and social services can contribute in this regard by 
addressing issues early on and preventing them from developing into 
expensive medical issues. Moore said the relationship-rich culture of rural 
communities is well equipped to carry out this type of early intervention.

Calac agreed that strong social structures, as well as the component of 
resiliency, have persisted in rural communities. This has allowed people 
to rely on one another for support in facing challenges related to access-
ing health care, he said. Unfortunately, this strength has proven to be an 
Achilles heel in the face of the pandemic, as individuals accustomed to 
relying on one another are being asked to stay at home and risk com-
pounding their geographic isolation with social isolation. However, he 
suggested that the ability to tap into their resiliency will allow rural peo-
ple to persevere. CHWs and wraparound services are another strength, 
he added. Physicians may only be able to see an individual for 15 minutes 
at a time, but sending a public health worker, a public health nurse, or a 
dietician to work with a client in person or via telehealth allows for the 
provision of a higher level of care to the community.

Morris asked why so little research has been conducted on the ben-
efits to rural population health of coordinated care that includes wrap-
around services and CHWs. Menachemi responded that in most other 
developed nations, social workers do not deal with health care issues, but 
in the United States, social workers are patching up gaps in the health care 
system. He suggested that this is one of the many problems caused by the 
chronic underappreciation and underfunding of public health. In contrast 
to countries with well-organized and well-functioning health care systems 
that treat medicine and public health as two sides of the same coin, in 
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the United States they are treated as different structures that require dif-
ferent training. Most people in the medical care delivery system do not 
interact with their local public health agency and have little interaction 
with their state agency, with the exception of data reporting required by 
law. Menachemi suggested that there is much room for partnerships and 
innovation in rural areas. By leveraging the strengths of relationships and 
trust in rural communities, innovations could be developed in rural areas 
and then scaled up to urban settings, he added.

Morris asked about data sources to better understand and scale up 
social services support structures. Menachemi suggested that the fields 
of implementation science and health services research could contribute, 
but the “elephant in the room” is that social services are being funded 
unsustainably through charity, philanthropy, and grants instead of being 
built into the bedrock of the health care systems in rural communities.
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Assessment and Implementation 
Strategies for Improving the 
Health of Rural Populations

The fourth session of the workshop focused on the assessment and 
implementation of strategies for improving the health of rural popula-
tions, including the community health needs assessment (CHNA) tool, 
the Minnesota Integrating Behavioral Health project, rural development 
hubs, and strategies to catalyze innovation in sustainability and financing 
of rural population health. The session was moderated by Allen Smart 
from PhilanthropywoRx.

COMMUNITY HEALTH NEEDS ASSESSMENT

Darrold Bertsch from Sakakawea Medical Center (SMC) and Coal 
Country Community Health Center (CCCHC) discussed how the CHNA 
tool can be used to support population health efforts. He described the 
CHNA process and how it has been applied to inform organizational 
planning and collaborative assessment activities. CHNA is a tool that 
health care entities use to define their service area, identify the specific 
needs in that area, and facilitate planning to meet the health care needs 
within that area. Through a systematic process that draws on community 
input and support, the CHNA tool can identify health needs and health 
systems issues through data and information gathering and analysis. 
Bertsch added that CHNAs are conducted to identify and prioritize health 
needs within a community, which can provide justification for the alloca-
tion of resources based on the needs that are identified during the assess-
ment process.

69

http://www.nap.edu/25989


Population Health in Rural America in 2020: Proceedings of a Workshop

Copyright National Academy of Sciences. All rights reserved.

70 POPULATION HEALTH IN RURAL AMERICA IN 2020

CHNAs are routinely conducted by a variety of entities and organi-
zations, said Bertsch. For example, critical access hospitals (CAHs) must 
conduct CHNAs every 3 years, as mandated by the Patient Protection 
and Affordable Care Act, in order to identify community needs and move 
toward addressing them. Public health entities are required to conduct 
CHNAs for accreditation purposes and, more importantly, to inform the 
development of community health improvement plans that enable public 
health units to address community-specific needs. The Health Resources 
and Services Administration (HRSA) requires community health centers 
to use CHNAs—both for grant applications and for subsequent reporting 
from grant applications—to identify community needs and how those 
needs are being met in the scope of services provided by that health center. 
Bertsch noted that CHNAs are sometimes conducted independently with-
out necessarily linking together to identify needs and work collaboratively 
to address them. However, the communities and organizations that tend to 
be most successful in using CHNAs are those where the needs assessments 
are conducted collaboratively and followed by collaborative planning.

Community Health Needs Assessment Process

Bertsch provided an overview of the CHNA process (see Box 5-1).1 
The process begins with reflecting and strategizing about the overarch-
ing goals to be accomplished through the needs assessment. The next 
step is to identify and engage with a variety of stakeholders who will be 
providing input and participating in the CHNA process (e.g., health care 
providers, local clergy, government agencies). Then, the community is 
defined based on the service area of the organization or multiple organiza-
tions participating in the assessment. Next, data are collected to identify 
needs using various types of strategies, including individual surveys, 
individual interviews, focus groups, or information available online, such 
as county health rankings. The data are then analyzed to prioritize com-
munity health issues through a series of meetings with smaller groups, 
followed by larger group meetings. The results of the entire scope of the 
assessment are then documented and communicated to stakeholders. 
This process yields a package of documents that serves as the guide for 
the remainder of the CHNA cycle; the success of the CHNA process is 
dependent on stakeholders making use of these documents. Next, the 
implementation phase begins. Using the results from the CHNA, stake-
holders develop and begin to execute implementation strategies. The final 

1 More information about the community health needs assessment process is available 
at https://www.healthycommunities.org/resources/community-health-assessment-toolkit 
(accessed September 8, 2020).
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phase is ongoing monitoring and evaluating of progress toward the goals 
that have been identified through the CHNA process. Bertsch added that 
if health priorities change as strategies are being implemented, implemen-
tation strategies need to be adjusted accordingly to meet the community’s 
current health care needs.

Use of Community Health Needs Assessment 
Findings for Strategic Planning

Bertsch described how CHNA findings can be used for strategic plan-
ning and implementation. CHNA findings are used for strategic plan-
ning both for individual organizations and for collective planning within 
service areas. It tends to be more effective when health care entities in a 
community work collectively to develop strategic plans and then hold 
each other accountable to facilitate, implement, and monitor the initia-
tives developed during the strategic planning process. CHNA findings 
can also be used to collaborate with local public health units to develop 
and implement community health improvement plans. Through subse-
quent monitoring and regular meetings to review progress, local popu-
lation health committees can use the CHNA findings to adjust strategic 
plans as needed. Bertsch emphasized that coordinated and collaborative 
assessment and planning are critical for ensuring that the CHNA pro-
cess produces the greatest possible community benefit. He added that in 
some states, CHNA results are aggregated for use in statewide planning 
efforts. For instance, the Center for Rural Health in North Dakota aggre-
gates CHNA data from individual providers to provide statewide data 

BOX 5-1 
Community Health Needs Assessment Process

Step 1: Reflect and strategize.
Step 2: Identify and engage stakeholders.
Step 3: Define the community.
Step 4: Collect and analyze data.
Step 5: Prioritize community health issues.
Step 6: Document and communicate results.
Step 7: Plan implementation strategies.
Step 8: Implement strategies.
Step 9: Evaluate progress.

SOURCES: Bertsch presentation, June 25, 2020; https://www.healthycommunities.org/resources/ 
community-health-assessment-toolkit (accessed September 8, 2020).
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on health needs. This allows stakeholders to compare their communities’ 
health needs and priorities with state averages and with the needs and 
priorities of other communities.

Application of Community Health Needs 
Assessment in North Dakota

Bertsch described the practical application of a collaborative CHNA 
and planning process that was conducted in North Dakota, and he 
explained how that process benefited SMC in Hazen, North Dakota, and 
CCCHC in Beulah, North Dakota. SMC and CCCHC are both 501(c)(3) 
not-for-profit corporations that serve a 4,000-square-mile rural service 
area in West Central North Dakota with a population of 15,000. Energy is 
the major industry in this service area. CCCHC was designated as a feder-
ally qualified health center in 2003; it comprises four service delivery sites 
and offers medical, behavioral health, and visiting nurse services. SMC 
is a 13-bed critical access hospital that offers hospital, hospice, palliative 
care, and basic care services.

The SMC and CCCHC collaborative CHNA and planning process 
began in 2011, said Bertsch. The process benefited from integrated leader-
ship and governance for the two facilities, which ensured that both the 
health center and the hospital remain aligned in terms of vision and stra-
tegic initiatives. Multiple community partners were involved in the initial 
needs assessment. In addition to core partners including SMC, CCCHC, 
the public health unit, a skilled nursing facility, and emergency medical 
services providers, additional participants included state and local gov-
ernments, businesses and industry representatives, school administra-
tions, and other community representatives.

Bertsch outlined several benefits of the collaborative CHNA and plan-
ning process in North Dakota. The process benefited from both individual 
and collective efforts to identify community needs and move forward with 
developing and implementing the strategic planning process through a 
collaborative and coordinated community health improvement plan. The 
population health committee plays a valuable role in monitoring progress 
and adjusting the implementation plan based on changes in the service 
area’s health needs, which benefits from a collaborative process that aligns 
efforts across partner entities. Bertsch remarked that the CHNA process 
was instrumental in creating a “patient-centered medical neighborhood 
of care” among organizations involved in the process. This has improved 
financial performance, clinical outcomes, and quality metrics, and it has 
enhanced collaborative care, care coordination, and transitions of care. 
Care coordinators at each organization are able to work together across 
initiatives because the organizations are collectively involved in the needs 
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identification and planning processes. This collaborative process has also 
established a foundation for additional initiatives, Bertsch noted. For 
instance, SMC and CCCHC have jointly implemented a new electronic 
medical record system. 

Partner organizations in the service area are also participating in 
value-based care for Medicare and commercial models. This has provided 
a framework for a patient–family advisory council that includes represen-
tatives from each entity in the service area, as well as a group of patients 
who have used hospital, clinic, long-term care, and emergency medical 
services. Such initiatives would not have been possible without the col-
laborative approach to the CHNA process from the outset, he noted, and 
such an approach will likely serve the community well in addressing 
future needs. Bertsch added that the framework for collaborative plan-
ning and collaboration established by the CHNA process has been help-
ful in addressing local needs and facilitating responsiveness during the 
coronavirus disease 2019 (COVID-19) pandemic.

MINNESOTA INTEGRATED BEHAVIORAL HEALTH 
PROGRAM TO SUPPORT POPULATION HEALTH

Rhonda Barcus from the National Rural Health Resource Center2 dis-
cussed the development of the Minnesota Integrated Behavioral Health 
(IBH) program to support population health. The Minnesota IBH program 
was funded by the Minnesota Department of Health’s Office of Rural 
Health and Primary Care as part of a Minnesota Flex Program grant 
focused on population health. The Department of Health analyzed 59 
CHNA findings from Minnesota communities and found that one of the 
most frequently cited needs was for behavioral health. Specifically, these 
CHNAs demonstrated a statewide need to build community partner-
ships and integrate behavioral health and outreach. This was consistent 
with aggregated local public health department findings, which identified 
access to behavioral health services as the greatest need statewide. Thus, 
the Department of Health decided to systematically coordinate behavioral 
health with general care, said Barcus, because integrating mental health, 
substance abuse, and primary care services produces the best outcomes 
and has been shown to be the most effective approach to caring for people 
with multiple health care needs. 

2 The National Rural Health Resource Center is a nonprofit organization dedicated to 
sustaining and improving health care in rural communities. As the nation’s leading techni-
cal assistance and knowledge center in rural health, the center focuses on five core areas: 
transition to value and population health, collaboration and partnership, performance im-
provement, health information technology, and workforce.

http://www.nap.edu/25989


Population Health in Rural America in 2020: Proceedings of a Workshop

Copyright National Academy of Sciences. All rights reserved.

74 POPULATION HEALTH IN RURAL AMERICA IN 2020

The program was developed in collaboration with the hospitals that 
would be participating in the program, which were focused on tightening 
and improving care coordination practices for people in the community 
with behavioral health issues. From the hospital’s perspective, the inten-
tion was to provide sufficiently high-quality supportive care to individu-
als with behavioral health issues that they are less likely to experience 
a crisis requiring them to seek care in a hospital’s emergency depart-
ment (ED). Although many communities were already offering a range of 
behavioral health services, those services were often siloed with minimal 
collaboration among providers. Barcus added that the development of 
the IBH brought together a range of different organizations focused on 
behavioral health and mitigating the potentially negative effects of social 
determinants of health (SDOH)—including competing organizations, in 
some cases—to determine how to best serve the people in the community.

Minnesota Integrated Behavioral Health Program Tool Kit

One of the results of the collaborative IBH project was the develop-
ment of the IBH tool kit.3 Barcus explained that the tool kit was designed 
both to provide detailed information for entities seeking to address behav-
ioral health in their communities and to serve as a generic process for 
addressing other population health issues, such as diabetes or heart dis-
ease. The tool kit provides details about the IBH project process, including 
information about the readiness assessment, selection process, technical 
assistance, evaluation of project outcomes, and lessons learned. The IBH 
project worked with three cohorts of hospitals across the state—rolling 
out one cohort each year.

Technical Assistance to Hospital Cohorts

Barcus described the technical assistance provided to participating 
hospitals throughout the IBH process, which is detailed in the tool kit. 
For each cohort, a kickoff workshop brought together representatives 
of the participating hospitals. Next, each hospital in the cohort received 
an onsite visit to conduct community strategic planning. Quarterly peer 
calls allowed all of the hospitals in the cohort to share accomplishments, 
identify barriers and challenges, and brainstorm collaboratively about 
ways to address those issues. Hospitals also benefited from the provision 

3 The IBH project ran from 2015 to 2019, with cohort 1 in 2015, cohort 2 in 2016, cohort 3 
in 2017, and a stigma project in 2018. More information about the IBH tool kit is available at 
https://www.ruralcenter.org/rhi/mn-ibh (accessed July 21, 2020).
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of technical assistance as needed, as well as from educational webinars 
and workshops focused on sustainability and support for data collection.

Evaluation of Project Outcomes

Barcus described how the IBH project evaluated outcomes. The 
project used an outcome evaluation process developed by the National 
Rural Health Resource Center called recommendation adoption progress 
(RAP) reports. This process seeks to “tell the whole story” by including 
measurable outcomes as well as other concerns. As part of this process, 
the hospitals conduct regular interviews with project leaders throughout 
implementation and demonstrate ways in which the project has become 
embedded in their hospital culture. The IBH project teams conducted 
interviews with hospital teams to gain a holistic picture of how projects 
were being implemented and embedded in the hospital’s culture. To help 
keep teams focused and motivated, RAP interviews are held quarterly. 
This holistic picture can be used to inform future projects in other hos-
pitals, noted Barcus. Additionally, this evaluation process can be used 
to help maintain hospitals’ momentum and promote accountability in 
realizing progress. For instance, if a hospital has not made the planned 
progress between quarterly evaluation calls, then the call can be used to 
help the hospital establish steps to achieve their goals.

Barcus explained that hospitals participating in the IBH project were 
also asked to develop their own measures—based on the specific popu-
lations that each hospital serves—in four general categories: (1) hospi-
tal-specific use of services measure, (2) hospital-specific cost-of-services 
measure, (3) hospital-specific health outcomes measure, and (4) hospi-
tal-specific individual measure. For example, a hospital-specific use of 
services measure might be specified as a measure of how many people 
with a certain type of behavioral health diagnosis are reporting to the 
hospital’s ED each quarter. That hospital might then choose a cost-of-
services measure that tracks the cost of services for each individual with 
that diagnosis who reported to the ED that quarter. These hospital-specific 
measures are discussed during quarterly evaluation calls. Barcus pre-
sented a practical example from one of the participating hospitals, which 
created a roving therapist position after finding that inmates in the local 
jail with depression and anxiety were presenting at the ED for treat-
ment during crisis. The roving therapist began visiting the jail to counsel 
inmates with depression and anxiety to help prevent them from reaching 
a crisis point by providing them with longer-term supportive care. Over 
the subsequent year, the number of patients brought to the ED from the 
jail decreased and there were no inpatient psychiatric transfers among 
inmates in the jail who were seen by the roving therapist.

http://www.nap.edu/25989


Population Health in Rural America in 2020: Proceedings of a Workshop

Copyright National Academy of Sciences. All rights reserved.

76 POPULATION HEALTH IN RURAL AMERICA IN 2020

Integrating Behavioral Health: Measurable 
Outcomes and Promising Practices

Barcus outlined measurable outcomes used by hospitals that partici-
pated in the Minnesota IBH project to assess whether behavioral health 
was successfully integrated:4

•	 Increased access to behavioral health services,
•	 Increased discharge to home,5

•	 Decreased transfers to inpatient settings,
•	 Decreased cost of transferring ED patients as well as cost of ED 

visits,
•	 Decreased ED visits and admissions,
•	 Decreased mental health holds,
•	 Decreased Patient Health Questionnaire (PHQ-9) scores at 6-month 

follow-up, and
•	 Decreased jail psychiatric transfers.

Barcus also described examples of promising practices that participat-
ing hospitals identified as driving meaningful changes within hospitals. 
One of the most effective practices identified was stakeholder collabora-
tion, which is the practice of identifying and engaging with stakeholders 
in the planning of projects. Resource directories were effective in allowing 
providers and consumers to identify available opportunities to access 
services. She noted that hospitals often began the IBH process presuming 
that more behavioral health resources were needed. However, establish-
ing a resource directory can demonstrate that there are actually sufficient 
resources in place that consumers and providers are unaware of due to 
siloing and lack of collaboration. To help simplify the release process, 
some participating hospitals created a universal release of information 
that includes a list of potential agencies that will support a client’s care 
release.6 The use of community navigators can provide support and help 
ensure that clients are following their treatment plans and/or taking 
their medications. Another promising practice was the use of mobile 
crisis teams that report directly to clients’ homes to assess and deescalate 
situations. For hospitals that rely on the police to transport patients to an 

4 More information about the Minnesota IBH project is available at https://www.
ruralcenter.org/rhi/mn-ibh (accessed July 21, 2020).

5 This outcome measures how often patients can be sent home instead of being discharged. 
Hospitals consider it a success when patients can be sent home instead of being discharged 
to inpatient care; these cases are referred to as “discharge to home.”

6 A sample universal release of information form can be found at https://www.ruralcenter.
org/sites/default/files/Luverne%20Consent%20ROI.pdf (accessed July 21, 2020).
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inpatient medical facility—often at great cost to the community—decom-
missioned police vehicles that have been purchased or donated can be 
used in lieu of an ambulance.

Barcus noted that implementing the Make It OK campaign is a prom-
ising practice for fighting stigma.7 Across all three hospital cohorts in the 
IBH project, stigma around mental illness, behavioral health, and sub-
stance abuse was identified as one of the biggest barriers to good commu-
nity care coordination. The Make It OK campaign has been used within 
and beyond hospitals to promote awareness and destigmatize mental 
illness and substance abuse.8 In addition to using this campaign, other 
strategies for mitigating stigma include the formation of a committee of 
community partners to address stigma, engaging local institutions, and 
offering education and training on stigma reduction. Community collabo-
ration is a key aspect of successful approaches to stigma reduction used 
by participating hospitals, Barcus added. In addition to strategies such 
as partnering with schools, churches, and businesses, some hospitals col-
laborated with music, art, and theater communities to create productions 
that would bring people together to help address the stigma of mental 
illness and substance abuse.

ROLE OF RURAL DEVELOPMENT HUBS AND 
POLICY IN CONNECTING RURAL DEVELOPMENT, 

HEALTH, AND OPPORTUNITY

Katharine Ferguson from The Aspen Institute Community Strategies 
Group discussed the role of rural development hubs and rural policy 
in connecting development, health, and opportunity in rural communi-
ties. She also suggested strategies to modernize federal rural policy and 
develop a stronger rural development ecosystem.

Influence of Community and Economic 
Development Efforts on Health

Ferguson highlighted the need to consider factors beyond clinical set-
tings and health behaviors in advancing health, equity, and opportunity—
this, in essence, is the thesis of population health. She noted that the 
underlying framework on which county-level health rankings and road 

7 See https://www.youtube.com/watch?v=KCL5YgNJTdw&feature=youtu.be (accessed 
September 21, 2021) and https://www.youtube.com/watch?v=2EiIwksKqQo&feature= 
youtu.be (accessed April 9, 2021). 

8 More information about the Make It OK campaign is available at https://makeitok.org 
(accessed July 21, 2020).
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maps are based indicates that about 50 percent of health outcomes are 
related to social and economic factors (around 40 percent) and physi-
cal environment (about 10 percent),9 and she emphasized the need to 
consider what it takes to create a healthy place where people feel they 
belong and can thrive, in addition to the more common focus on healthy 
people and individual opportunity.10 Social and economic factors that span 
people and place include education, employment, income, family and 
social support, and community safety. Factors in the physical environ-
ment that are decidedly place focused include air and water quality as 
well as housing and transit. 

Ferguson said that the concept of SDOH has been crucial in creating 
a structure and vocabulary for thinking beyond health care to health, 
well-being, and opportunity, but that the social determinants framework 
must continue to evolve to better reflect the full range of actors who are 
essential to creating an equitable, healthy, thriving, and sustainable place. 
Taking a broader lens means that actors, factors, and activities essential 
to health include community and economic development professionals, 
civic participation, tax and fiscal policy, structural racism, community 
building, place making and community planning decisions and the built 
environment, employers and workforce, and entrepreneurship and small 
business development in addition to the more commonly known actors 
and factors such as community health workers, schools and educators, 
day care providers, social service providers, safety and security providers, 
food assistance providers, and housing accessibility and affordability. In 
short, when a place—rather than a people—lens is applied to health, a 
wide range of systemic and structural factors ranging from racial justice 
to community planning and tax policy become essential to health. 

Awareness is growing beyond public health and academic circles 
that place—where people live—is an important component of health and 
equity in the United States, with a critical intersection between race, class, 
and place. Some areas may have excellent schools, employers, transporta-
tion service, mental health services, and recreational opportunities, while 
others have subpar services or lack of services. Disparities have always 
existed, she noted, and the COVID-19 pandemic is making them more 
evident. The University of Michigan’s Poverty Solutions Lab has devel-
oped a Multidimensional Index of Deep Disadvantage that measures 

9 More information about the County Health Rankings and Road Maps model is available at 
https://www.countyhealthrankings.org/explore-health-rankings/measures-data-sources/ 
county-health-rankings-model?componentType=health-factor&componentId=25 (accessed 
July 22, 2020).

10 Within this framework, about 30 percent of health outcomes are related to health behav-
iors (e.g., tobacco use, diet and exercise, alcohol and drug use, sexual activity) and 20 percent 
are related to clinical care, including access to care and quality of care.
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five health status factors to assess what it is like to live in a particular 
place in the United States.11 This index demonstrates that place matters 
and that great disparities exist across the country. For example, poverty 
is endemic and opportunity is limited in the Black Belt, in Appalachia, 
and in the colonias on the southwest U.S. border,12 an area that is largely 
Indian country. Ferguson said that these areas should be evaluated with 
a broad lens in order to determine how structures and systems make it 
difficult to create healthy places and for individuals to realize opportuni-
ties in these regions:

The cultural, historical, economic, and geographic context of place is 
essential and often points to regions where overcoming barriers to op-
portunity requires taking a much broader lens and think through how 
[to] look at the structures and the systems that are making it hard to 
realize opportunity.

Ferguson highlighted a set of rural and regional intermediary organi-
zations that tend to be less visible as important developmental actors in 
communities and rural regions. These include community development 
financial institutions and credit unions created specifically to serve under-
served regions, as well as community foundations, community colleges, 
community action agencies, regionally focused nonprofit organizations, 
value-chain coordinators, statewide rural organizations, social enterprise 
collaboratives and cooperatives, and regional councils of governments, 
among others. Ferguson noted that these organizations may not have an 
obvious place in the SDOH framework, but they are critical partners for 
making progress in population health by addressing root causes and effect-
ing systemic change. A subset of those rural and regional intermediary 
organizations could be considered rural development hubs, she suggested.

Rural Development Hubs

Ferguson’s organization, The Aspen Institute Community Strategies 
Group, has defined a rural development hub as “a place-rooted orga-
nization working hand in glove with people and organizations within 

11 More information about communities of deep disadvantage is available at https://
poverty.umich.edu/projects/understanding-communities-of-deep-disadvantage (accessed 
July 22, 2020).

12 The Texas Office of the Secretary of State defined the colonias as residential areas along 
the Texas–Mexico border that may lack basic living necessities like potable water, septic 
or sewer systems, electricity, paved roads, or safe and sanitary housing. More information 
about the colonias is available at https://mhpsalud.org/inside-texas-border-communities-
colonias (accessed July 22, 2020).
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and across a region to build inclusive wealth, increase local capacity, and 
create opportunities for better livelihoods, health, and well-being” in the 
report Rural Development Hubs: Strengthening America’s Rural Innovation 
Infrastructure (The Aspen Institute Community Strategies Group, 2019). 
In developing the report, the group conducted interviews with leaders in 
43 rural development hubs across the country that were representative in 
terms of geography, types of organization, and populations. The leaders 
were asked how they thought about their work, what challenges they 
face, and what would help them improve their work. Ferguson noted that 
a wide range of organizations can be considered rural development hubs, 
as already outlined. Although their work is critical for rural development, 
these intermediary organizations are not always easy to identify as poten-
tial partners in the current models used by public health organizations 
because they often work behind the scenes as partners to direct-service 
organizations and local organizations that public health is more likely to 
recognize.13

Outcome-Oriented, Wealth-Building Framework for Development

Rural development hubs may be radically different in terms of func-
tion and location, Ferguson said. However, a commonality among these 
organizations is their commitment to an asset-based approach to com-
munity and economic development rather than an overreliance on older 
approaches to economic development that often emphasize business 
recruitment and resource extraction. Instead, many rural development 
hubs are aligned with a wealth-building framework for development 
that is oriented around three outcomes:14 (1) to grow multiple forms of 
capital, (2) to root ownership in the region, and (3) to improve livelihoods 
for those living on the margins. Specifically, these organizations tend to 
have a shared understanding of the need to recognize, invest in, and grow 
many kinds of capital—including individual, intellectual, social, natural, 
political, cultural, and financial capital—that are needed to create vibrant 
thriving communities and sustain economies. These organizations have 
a common interest in creating locally rooted wealth (not merely jobs), so 
that people in their regions will profit and experience better economic 
and health outcomes. Ferguson noted that locally rooted ownership cre-
ates more pathways for local-level ownership, control, and influence over 
economic drivers and for access to the wealth generated by those drivers. 
To improve the livelihoods of marginalized populations, these types of 

13 The Aspen Institute Community Strategies Group’s report on rural development hubs 
includes tools that can be used to identify rural development hubs.

14 For more information, see https://www.wealthworks.org (accessed October 28, 2020). 
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organizations aim to strengthen and improve livelihoods by providing 
high-quality, living-wage work and careers for all residents. They also 
focus on equity and inclusivity, aiming to improve the holistic livelihood 
of communities, added Ferguson.

Expanded Rural Hub Development Toolbox

Ferguson compared the toolbox for economic development, as tra-
ditionally construed, with the expanded toolbox that is common among 
rural development hubs. Traditional economic development tools include 
marketing a place or region, resource extraction (often timber, coal, or oil), 
and business recruitment through tax credits or investment-ready devel-
opment (e.g., industrial parks). All of these tools may be used by rural 
development hubs, but their expanded toolbox also includes additional 
tools. These include systems thinking using a regional lens, a broader 
understanding of capital, community engagement with a focus on equity, 
and an emphasis on local ownership. More broadly, the expanded toolbox 
conceptualizes success in a way that focuses on health, resilience, high-
quality jobs, and building and retaining local wealth.

Role of Rural Development Hubs in Addressing Social Determinants of Health

Ferguson emphasized that rural and regional intermediaries, such as 
rural development hubs, are essential partners in addressing structural 
barriers to progress and mitigating the negative consequences of SDOH 
in rural regions. They consider the whole system and engage a wide array 
of nontraditional partners among different sectors of the community to 
achieve positive outcomes in a way that is compatible with the population 
health. The unique lens and language of rural and regional intermediaries 
such as rural development hubs makes them an invaluable asset to those 
working on SDOH and population health. She quoted Patrick Woodie of 
the North Carolina Rural Center:

Our aim is to create a place at the table for all parts of the community, 
especially those parts that may look different or have not always been 
included in the conversation. Inclusion cannot happen on its own. It 
must be an intentional part of any economic or community development 
strategy.

Developing a Stronger Rural Development Ecosystem

Ferguson emphasized that strategies are needed to encourage the 
development of more and stronger rural development hubs and engage 
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them more broadly in development work. She described 10 routes to a 
stronger rural development ecosystem, which are organized into three 
forms of action: shifting mindsets, constructing or revising systems and 
policies, and building capacity (The Aspen Institute Community Strate-
gies Group, 2019). 

Shifting mindsets would benefit from (1) an understanding that 
addressing equity in the United States requires investments in rural 
America, (2) an increase in U.S. rural cultural competency, (3) trust in 
the know-how of rural development hubs, and (4) a reimagining of what 
impact means in rural contexts. 

To construct or revise systems and policies, it would be useful to 
(5) detect and eradicate government systems and structures that disad-
vantage rural America, and (6) design policies and programs with rural 
implementation in mind. 

To build capacity, it would be helpful to (7) support analysis and 
action at the regional level, (8) boost peer learning for hub staff and 
board leaders, (9) create pipelines and marketplaces that connect inves-
tors to America’s rural development, and (10) structure investments and 
initiatives to strengthen and sustain system-changing organizations. In 
addition to these 10 routes for building a stronger rural development 
ecosystem, Ferguson called for the creation of a consensus vision and 
framework for rural community and economic development.

Strategies to Modernize Federal Rural Policy 
and Connect Health with Development

Ferguson explained that rural economies were hit hardest by the 2008 
recession and have been the slowest to recover. In 2017, average rural 
employment was still 2 percent lower than it was in 2007.15 Businesses 
were hit especially hard by the recession; in the first 4 years of recovery, 
counties with populations under 100,000 lost 17,500 businesses, while 
economies in counties with populations of 1 million or more gained 
99,000 jobs (Ferguson et al., 2020). Existing racial, health, and economic 
disparities are being exacerbated by the COVID-19 pandemic, and it is 
critical that these health and economic issues be addressed concurrently. 
She suggested that events surrounding the COVID-19 pandemic support 
the claim that health and economic outcomes are integral and need to be 
addressed simultaneously.

A major challenge in supporting the economic development of rural 

15 More information about rural employment is available at https://www.ers.usda.
gov/topics/rural-economy-population/employment-education/rural-employment-and-
unemployment (accessed July 22, 2020).
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communities is that federal rural policy is largely outdated, said Fergu-
son. While the pressures and opportunities faced by rural economies 
have radically changed, the existing federal architecture for rural policy 
is old—largely dating to the 1860s, 1930s, and 1960s—and designed for a 
different time (Ferguson et al., 2020). She suggested that population health 
advocates and other health advocates should join in advocating for the 
modernization of federal rural policy toward a rural policy framework 
that helps to achieve both economic and health goals. Ferguson presented 
five principles for reimagining federal policy in the COVID-19 era: 

1. Support local ownership and strategies. 
2. Invest in people and institutions. 
3. Increase flexibility and align federal and state funds to meet local 

needs.
4. Measure and reward outcomes.
5. Embrace a regional mindset. (Ferguson et al., 2020) 

She suggested that efforts to modernize federal rural policy would 
benefit from bringing strategy and coherence, expanding financing for 
domestic development, and elevating the capacity for building and 
evaluation.

Ferguson concluded by outlining several strategies for connecting 
health and development. The first was to adopt asset-based and wealth-
building approaches, rather than focusing on deficits. The second was to 
align health and development strategies, including the required compre-
hensive economic development strategies and CHNAs. The third was 
to build partnerships and shared frameworks and vocabulary among 
rural development hub leaders and population health leaders. The fourth 
was to build momentum for investing in local people, civic institutions, 
capacity building, and evaluation. Finally, she suggested joining forces 
to rewrite the rural narratives to reflect the full diversity and potential of 
rural people and places.

INNOVATIONS IN SUSTAINING  
RURAL POPULATION HEALTH

Karen Minyard from the Georgia Health Policy Center discussed 
insights from the COVID-19 pandemic and explored how to promote 
financial innovations for sustaining population health. She described a 
sustainability framework developed by the Georgia Health Policy Center 
and discussed the mindset required to see the flow of funds in a system 
and develop financial innovations. Minyard remarked that rural com-
munities are neither monolithic nor completely distinct from one another. 
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Many subgroups of rural areas share historical, cultural, economic, and 
geographical commonalities, but they still differ in various ways along the 
key domains of health care systems, population, environment, infrastruc-
ture, and community health status. Infrastructure includes the economy, 
Internet access, and policy. The health care system includes accessibility, 
insurance, and the health care workforce. The environment includes cli-
mate, housing, exposure, and safety. Population includes culture, demo-
graphics, history, and mindsets, she added.

Rural Health Concerns Related to the COVID-19 Pandemic

Minyard explained that at the beginning of the COVID-19 pandemic, 
the Georgia Health Policy Center asked 200 rural grantees to share con-
cerns regarding rural health. They raised the following key concerns: 

•	 The need for community health workers who could provide social 
support in the virtual world

•	 The question of how to deliver effective virtual trainings and con-
duct effective virtual meetings

•	 The question of how to handle peer-support services and 
recovery support related to the opioid epidemic in the pandemic 
environment

•	 The need to use telehealth in new ways to meet emerging needs
•	 The need to adjust approaches to data collection and evaluation 

during the pandemic
•	 The need to work with schools to develop strategies to support the 

community

Minyard described the COVID-19 pandemic as a technological trial 
by fire, particularly for rural areas. Major challenges that are endemic in 
rural areas include inconsistent Internet access, lack of cellular service, 
lack of technology for virtual visits, and discomfort using technology. 
However, innovation has already emerged from these challenges in rural 
areas. These include using new telehealth platforms that can function 
even on low bandwidth Internet connections, the potential integration 
of COVID-19 measures into electronic health record systems, new strate-
gies to address the health needs in correctional facilities, and the use of 
school buses to deliver meals. Many of the grantees appreciated having 
flexibility regarding their HRSA responsibilities in their grants from the 
Federal Office of Rural Health Policy, because many providers’ states had 
begun to cut their funding. The grantees suggested that going forward, 
it will be important for them to remain up to date on changing policies, 
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information, and regulations as well as maintaining and expanding tele-
health capabilities and developing creative strategies for outreach and 
connections with clients that incorporate the new measures that were 
implemented during the pandemic.

Innovations in Sustainability and Financing

Minyard described the framework developed by the Georgia Health 
Policy Center, which emphasizes the importance of positioning for sus-
tainability. The framework holds that sustainability cannot be established 
in the short term, leading up to a grant application process. Rather, sus-
tainability is a complex process that must be maintained through strategic 
vision, collaboration, leadership, relevance and practicality, evaluation 
and return on investment, communication, efficiency and effectiveness, 
and capacity. She pointed out that the work described by Bertsch and 
Barcus included many of these components—including relevance, prac-
ticality, evaluation, collaboration, and strategic vision—which will likely 
contribute to the sustainability of their efforts.

Blueprint for Action to Improve Community Health Through  
Innovations in Financing

Financing is a critical consideration for sustaining rural popula-
tion health, said Minyard. Funding sources must be identified within 
health systems, and implementers must develop innovative strategies to 
achieve their aims using available funds. In this sense, she added, inno-
vation occurs when the flow of funds is influenced to drive improve-
ments in targeted communities. Such innovations typically involve the 
application, combination, and creation of financing tools and methods. 
The Georgia Health Policy Center developed a blueprint for action, 
which shows how to improve community health through innovative 
financing (see Figure 5-1).

The blueprint underlines the importance of stewardship and strategy 
as elements that inform the financing process and how they can be used 
to answer questions related to funding. Financial instruments can only 
be implemented after ascertaining how much money is needed initially 
and annually, the expected returns on investment, and how funds will 
be administered. She added that finding overlooked sources of funding, 
such as local governments or banks, requires a broad view of how money 
flows through public health systems. Focusing only on particular financial 
instruments is not a substitute for a broad understanding of a system’s 
finances, she noted. Instead, the funding process must be connected to 
the broader process of innovation. Community collaboratives require an 
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evolutionary, not revolutionary, approach to financing population health, 
she added.

Minyard described a cycle of innovation that supported the develop-
ment of the blueprint for action. The cycle begins with defining and agree-
ing on the terms and aims of a process, followed by a process of ideation 
and prototyping that can be used to develop innovations. These proto-
types must then be tested and implemented with empathy and an appro-
priate mindset. The next step is to define and agree on terms for further 
iterations of the cycle. She shared that seven community collaboratives 
used this approach to develop a model of local wellness funds, which are 
vehicles for consolidating all locally available money. For communities 
to make progress in developing such pooled community wellness funds, 
questions about sources, uses, and structure need to be answered: (1) 
Where does the money come from? (2) What will the funds be used for? 
and (3) How will the funds be managed, administered, and stewarded? 
She added that maintaining a focus on the financing innovation—not 
program implementation—is critical but often challenging.

Spurring Innovations in Financing

Minyard remarked that a broader understanding of how money flows 
through systems requires both an appropriate mindset and open-mind-
edness. She said these are necessary to see beyond the obvious systemic 
and financial factors to identify the entire flow of funds. However, all 
levels of funding are to be seen together to develop innovative financ-
ing. She described those with a skill for seeing the flow of funds across a 
system as “money whisperers,” and she asserted that anyone could learn 
this skill with practice. Money whisperers might see money at the macro 
(system) level or micro (program) level. She offered two examples of this 
kind of insight. In one case, a rural banker realized that they could use 
their bank’s money to establish a loan and grant system to accomplish 
the community’s population health goals. In another community, a source 
of funding was identified within the local government. It had been ear-
marked to return to the general fund, but because they identified it they 
were able to divert it to a specific population health project.

Minyard closed by describing several steps to help cultivate the 
right mindset for innovations in financing. When focusing on population 
health, thinking should move upstream to look for approaches with the 
greatest leverage to improve health and well-being. Steps should be taken 
that also examine the flow of funds, taking care to look in the unlikely 
places where funds may be flowing. She also suggested building a cul-
ture of stewardship and shared collaboration among diverse stakeholder 
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groups. To explore financing vehicles, it is helpful to bear in mind that 
innovations in funding may include a combination of multiple vehicles 
to meet the needs of the local context. She suggested looking for intersec-
tions of health, money, and partners and encouraging collective invest-
ments in health and well-being. These steps should be repeated cyclically 
to ensure that the innovation cycle continues, Minyard added.

DISCUSSION

Equity in Rural Health

Smart opened the discussion by noting that there are 13 million peo-
ple of color living in rural America, along with more than 2 million 
immigrants living in booming immigrant communities across the coun-
try. Many of those individuals are not well integrated into the traditional 
work of nonprofit organizations, institutions, and governments. He asked 
the panel how to ensure that all individuals in rural communities are 
incorporated in the works of rural health organizations.

Ferguson replied that a first step is to recognize and acknowledge the 
existence of racial inequities and other inequities of all kinds. Another 
step is to expand the understanding of leadership in the context of com-
munity-based strategies by bearing in mind that leaders come in all forms. 
For instance, a mother who is well connected to her community and 
knows more about the cultural needs and norms of her community might 
have better community leadership skills than a business executive or 
elected official. Ferguson added that various approaches can be used to 
engage the community, such as participatory democracy, to help ensure 
that decisions made duly reflect a community and its vision. For instance, 
organizers may choose to provide child care at meetings and choose not 
to hold meetings at times when only those paid to attend will be able to 
attend. Ferguson also noted the need to move away from expectations 
that people should fit within the dominant cultural context and to move 
toward more openness to different types of norms by adopting a more 
humble attitude, maintaining an open mind, and asking more questions 
to learn from the valuable experiences of others.

Barcus added that hospitals also need to maintain a community-
centered perspective by meeting people where they are and potentially 
receiving uncomfortable feedback. She shared an example from a hospital 
that was conducting a CHNA. The hospital was dedicated to addressing 
breast cancer in their community, yet data from the community revealed a 
great burden of prostate cancer among African American men. The hospi-
tal’s administrators consulted with a local pastor of an African American 
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church, who told them that they should come to the church to encourage 
men to take action on prostate health, rather than expect those men to 
attend a seminar on prostate health at the hospital. Minyard commented 
that not everyone within rural communities holds the same views regard-
ing race and racism, so it is important to be sensitive and responsive to 
differing viewpoints on complex situations.

Engaging Stakeholders, Changing the 
Narrative, and Securing Financing

Smart asked the panel to share more insights about garnering finan-
cial support for population health efforts, given that population health 
work is both expensive and lacking a standard funding mechanism. 
Bertsch suggested engaging with community-based extension offices, 
for example, and noted that some resources are more accessible through 
collaboration among providers to seek out different types of available 
funding. Collaboration can minimize individual responsibility among 
providers and reduce the financial resources that need to be expended. 
Ferguson pointed out that the costs of population health are not as expen-
sive as the costs of caring for people who are sick. She suggested shifting 
the narrative to change policy and make financing available for popula-
tion health, because most existing funding streams are designated for 
services rather than health care. Like other infrastructure improvements, 
financing should be channeled to the upfront costs of ensuring that the 
necessary population health coordination, strategies, and capacities are 
put in place to reduce costs in the long term. 

Ferguson maintained that federal policy should be aligned with the 
aims of population health and recognize that population health spending 
is a long-term investment. Currently, sufficient funding is not available 
to rural communities to enable them to carry out the needed long-term 
investments in population health. Piecemeal funding may be available 
to these communities through various streams, amounting to as much as 
approximately $100 million, but that does not compare to the approxi-
mately $23 to $28 billion spent each year on economic infrastructure 
investment. She suggested that there is such limited investment in popu-
lation health because of a misalignment of cultural values and the nature 
of budgetary systems. Sufficient emphasis has not been placed on the 
critical role of population health, and budgets are created with a short-
term perspective that gives short shrift to the value of long-term invest-
ments. Thus, it is necessary to take control of the narrative around health 
spending and to emphasize the value of prevention in order to bring 
about real policy changes. 
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Ferguson suggested leveraging any and all available strategic and 
funding opportunities in order to make progress toward those immedi-
ate aims. Bertsch pointed out the complexities related to the incentives 
created by value-based approaches to health care. A focus on prevention 
can disincentivize the provision of services, but, going forward, value can 
be realized by the wise use of existing resources. Additionally, insurance 
providers, Medicare, and Medicaid offer payment for the provision of 
preventive services, said Bertsch.

Making the Case for Philanthropic Spending 
in Rural Population Health

Smart asked why philanthropists ought to invest in rural population 
health. Ferguson replied that the current model of rural health care is not 
workable. Indicators of health status and health outcomes are worsen-
ing, and rural hospitals are closing, so rural health warrants a radical 
systemwide transformation. This need creates an opportunity for philan-
thropic organizations to be impactful; impact is often a key criterion for 
philanthropic organizations seeking opportunities to invest. The rural 
health space is open to creative, risk-taking, and innovative approaches 
to realizing transformations. Ferguson remarked that philanthropists can 
help “blaze a trail” toward new models of population health, which gov-
ernments and others may subsequently follow, because philanthropists 
are uniquely suited to take on the risk of investing in population health 
while also helping to drive change at the local level.

Panel Reflections

Smart invited the panel to give their final reflections on the session. 
Bertsch remarked on the importance of convening a diversity of expertise 
to address the challenges of population health. Diversity is a key aspect 
of community collaboration—including racial diversity and diversity in 
the provision of services—thus bringing more stakeholders to the table 
improves outcomes for all. Barcus emphasized the value of collaboration 
and engaging all stakeholders, such as art communities, theater and music 
communities, businesses, churches, and any other community groups that 
are concerned about health. Ferguson highlighted the need to bridge com-
munity economic development and health and the need to develop intel-
lectual frameworks and language that enable individuals working on the 
ground to recognize that they are partners and allies in this work. Those 
working in health care, water infrastructure, and business development 
are all working to create more and better opportunities for better health 
outcomes for rural communities. 
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Ferguson suggested that by collaborating across geographies and 
industries, stakeholders can articulate a vision for the future of rural 
communities. Minyard underscored the importance of seeing how money 
flows through systems, leveraging the skills of “money whisperers” to 
serve as leaders in their communities or regions, and organizing fund-
ing streams in a way that supports population health. In closing, Smart 
remarked that the best rural philanthropic work often incorporates ideas 
raised by the panelists, including multidisciplinary community partner-
ing. He suggested that rural settings should be considered as places first, 
rather than as the locus of a particular set of issues.
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Rural Health Policy

The workshop’s session on rural health policy introduced a variety 
of U.S. federal policies affecting rural health. It featured presentations on 
shifting rural health policy and practice toward value-based care, strate-
gies for engaging health care providers to confront the health care crisis 
in rural America, the structure and function of tribal rural health policy, 
and the implications for rural health of the congressional response to the 
coronavirus disease 2019 (COVID-19) pandemic. Karen Murphy, chief 
innovation officer at The Steele Institute for Health Innovation at Geis-
inger Health, moderated the session.

SHIFTING RURAL HEALTH POLICY AND 
PRACTICE TOWARD VALUE-BASED CARE

Tim Putnam, president and chief executive officer (CEO) of Margaret 
Mary Health in Indiana, discussed how rural health organizations focus 
on population health, form collaborative partnerships, and create policy 
and practices centered on prevention and primary care. He described how 
a rural hospital can shift from focusing on medical interventions to priori-
tizing prevention and population health using the example of Margaret 
Mary Health, a small community hospital in Batesville, Indiana (see Box 
6-1). He shared lessons his institution has learned in making this transi-
tion, as well as how the hospital has been affected by, and has responded 
to, the COVID-19 pandemic. He also highlighted the value of prevention 
efforts and the role of rural hospitals in this work.

93
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Rural health care has been and will continue to be the leader in popu-
lation health, Putnam said. By nature, rural physicians focus on primary 
care and prevention, which includes addressing social determinants of 
health (SDOH). He suggested that small rural communities are micro-
cosms of health care delivery and that rural models prioritizing preven-
tion and primary care can be highly effective. The mission of Margaret 
Mary Health—like many rural hospitals—is to focus on improving the 
health of community members, which is aligned with the aims of popula-
tion health to make populations healthier.

Transitioning to Population Health and Value-
Based Care in a Rural Hospital

Putnam explained that Margaret Mary Health began transitioning 
to a focus on population health approximately 7 years ago in order to 
better serve its community by keeping people healthier. This transition 
was catalyzed in part by the hospital board’s realization that the hospital 
was neither paid nor incentivized to focus on prevention and control 
of chronic conditions, such as diabetes. The board decided to make the 
changes necessary to transition to value-based care and focus on deliver-
ing population health services to their community, especially primary 
care. This transition required establishing multiple new partnerships and 
coordinating with other rural community health systems. Putnam said 

BOX 6-1 
Margaret Mary Health

Margaret Mary Health is a small community hospital in Batesville, Indiana, 
formed in 1932. Three years into the Great Depression, the community assessed 
how to help one another, especially those most in need, and they decided to cre-
ate a hospital. The hospital’s mission is “to be the best health care provider for 
our communities where people choose to come for services; where physicians 
choose to practice; and where team members choose to work.” The institution’s 
core values are innovation, collaboration, accountability, respect, and excellence. 
Margaret Mary Health is a critical access hospital, which is the designation used 
for rural facilities with 25 beds or less. Located about 1 hour from both Indianapo-
lis and Cincinnati, it is 1 of approximately 1,300 critical access hospitals in the 
country. Margaret Mary Health employs nearly 800 people; annually, it has about 
20,000 emergency room visits, 2,000 inpatient admissions, and approximately 
500 babies delivered.

SOURCE: Putnam presentation, June 25, 2020.
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the hospital initially considered becoming an accountable care organiza-
tion (ACO) as the most viable solution, but like most rural hospitals, it 
did not have the adequate population size to meet the 5,000 Medicare 
beneficiary minimum required to participate in an ACO. Instead, Marga-
ret Mary Health joined with nine other hospitals in California, Michigan, 
Oklahoma, and Texas to form the first national rural ACO. This union 
allowed the hospitals to reach the ACO minimum threshold of 5,000 
Medicare beneficiaries. This partnership has created a collaborative effect 
in improving health care, Putnam noted. When hospitals create partner-
ships like this, each hospital can share its successes and failures with the 
others. He added that unlike the competitive relationships between some 
urban hospitals, rural hospitals tend to be less competitive and more sup-
portive in wanting other rural hospitals to be effective and successful, and 
to have good outcomes.

Putnam described several lessons learned during Margaret Mary 
Health’s transition to a focus on population health. Initially, the institu-
tion adopted a “hospital perspective” in focusing 80–90 percent of its 
health care costs on 10–20 percent of its patients (e.g., people with severe 
chronic conditions). Hospital management soon realized the need to shift 
from a predominant focus on high-end patients to a greater focus on 
keeping people healthy. Margaret Mary Health engaged with primary 
care physicians to gain insights about how to focus on prevention, finding 
that they needed to get closer to patients and learn how their lifestyles 
and home life related to health. This can allow for strategies to address 
SDOH and encourage people to have annual wellness visits. Hospital 
management also learned that care coordinators can be instrumental in 
this effort, because physicians trust the care coordinators and convey that 
trust to patients. Putnam suggested that this type of shift from a “hospital 
focus” toward emphasizing primary and preventive care for communities 
enables rural health systems to lead the effort in population health.

Data are a core component of delivering population health services 
effectively, said Putnam. Being part of an ACO enables health systems 
to request Medicare claims information about patients, which provides 
a “treasure trove” of data that make it possible to build the knowledge 
base and avoid guesswork. To illustrate, he described a physician whose 
patients’ pharmaceutical costs were 20 percent higher than those of other 
physicians’ patients. She was perplexed because she was prescribing the 
same medications as her colleagues. In analyzing the data, they found that 
her patients’ emergency department (ED) costs were much lower, indicat-
ing that the decrease in ED visits and the higher prescription expenditures 
were the result of that physician’s efforts to motivate her patients to take 
their medications as prescribed without lapses between refills.
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Effect of COVID-19 in a Rural Hospital

Putnam used the experience of Margaret Mary Health to describe the 
effect of COVID-19 on rural hospitals early in the pandemic (Goodnough, 
2020). Margaret Mary Health treated its first patient with COVID-19 on 
March 13, 2020, and had to adapt quickly as the hospital exceeded regu-
lar capacity when the hospital’s service area was hit hard by the virus 
early on, causing a huge increase in patient load. Typically, the hospital’s 
inpatient services account for about 20 percent of care provision and out-
patient services account for 80 percent. As more patients with COVID-19 
crashed within hours of arrival at the hospital, this ratio shifted to 20 
percent outpatient services and 200 percent inpatient services. Putnam 
said the transition to value-based care was helpful during the COVID-19 
response as it allowed them to simultaneously meet the needs of patients 
with COVID-19 as well as the needs of their existing 2,000 ACO patients. 
With care coordinators in physician offices already in place, a structure 
existed for meeting the needs of regular patients through these trusted 
professionals. Many of the patients with COVID-19 were receiving pri-
mary care services from Margaret Mary Health, so the hospital had prior 
knowledge about their medical histories. Furthermore, Putnam said some 
of the patients most vulnerable to COVID-19—such as those with diabe-
tes, high blood pressure, chronic obstructive pulmonary disease, and con-
gestive heart failure—already had those chronic conditions under control 
prior to the pandemic. Putnam suggested that having a healthy popula-
tion—in this case, a result of the shift in focus to population health—was 
a major boon to the COVID-19 response at Margaret Mary Health.

Toward Value-Based Care

Putnam remarked on how rural health systems can lead the way in 
the shift to value-based care moving forward. Although “an ounce of 
prevention is worth a pound of cure,” the axiom of Benjamin Franklin, 
the current reimbursement models for health care are focused on paying 
for and incentivizing cures rather than prevention. He noted that rural 
health care providers are able to witness the positive effects of prevention 
because of their close relationships with patients in their small commu-
nities. Moving forward, Margaret Mary Health is emphasizing annual 
wellness visits so patients see their physicians before they are sick. This 
is a challenge, as many people do not see the value of wellness visits, 
but the care coordinators and nurses in the system are helping patients 
understand that wellness visits—which may include screenings, preven-
tion efforts, and immunizations—are a way of keeping people healthy.
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Putnam said the rural setting is a microcosm of the world and that it 
is well suited for prevention work. Rural health systems are small, and the 
chief of staff is typically a primary care physician rather than the cardio-
vascular surgeons or high-end researchers who typically hold those types 
of positions in urban hospitals. The hospital CEOs and other leaders in 
rural health systems meet on a regular basis to connect with one another. 
The shared mission is to keep their communities healthier, so prevention 
is a priority from the start. In an urban setting, hospital board meetings 
may address topics such as the latest cancer proton beam therapy or the 
transplant program. In contrast, rural boards of directors focus on how 
to offer basic services to keep patients healthy. Putnam emphasized that 
these features of rural health settings are at the core of successful popula-
tion health efforts. He noted that the same types of shifts in focus toward 
prevention and primary care efforts that were undertaken at Margaret 
Mary Health are also occurring in other small communities across the 
country, which will contribute to the success of broader population health 
efforts.

ENGAGING HEALTH CARE PROVIDERS TO CONFRONT 
RURAL AMERICA’S HEALTH CARE CRISIS

Keith Mueller is a Gerhard Hartman professor and head of the Depart-
ment of Health Management and Policy from The University of Iowa and 
director of the Rural Policy Research Institute Center for Rural Policy 
Analysis. He provided an overview of recommendations from a report 
prepared by the Rural Health Task Force of the Bipartisan Policy Center 
(BPC)—Confronting Rural America’s Healthcare Crisis.1 These recommenda-
tions address issues such as short-term financial stabilization, long-term 
financial sustainability, workforce shortages, infrastructure needs, and 
the development of new models of service financing and delivery. The 
recommendations include measures to (1) strengthen financial stability 
and sustainability; (2) increase flexibility in using resources, including the 
health care workforce; (3) create new models of financing and delivering 
services; and (4) improve health infrastructure. The task force included 
an array of rural health experts, such as rural health policy experts, health 
care systems leaders, and clinical practitioners. The report was developed 
via a series of roundtable discussions featuring stakeholder presentations, 
site visits, and work with congressional staff.

1 The report is available at https://bipartisanpolicy.org/report/confronting-rural-
americas-health-care-crisis (accessed September 9, 2020).
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Strategies to Engage Health Care Providers in Population Health

In his presentation, Mueller focused on the report’s recommendations 
that he described as essential to engaging health care providers in popula-
tion health, including short- and long-term financial stability, flexibility in 
resource use and incentives, and infrastructure support.

Short-Term Financial Stability

Stabilizing health care delivery in rural America is the first step in 
engaging providers in population health, said Mueller. Stabilization 
efforts involve addressing short-term circumstances for rural hospitals. 
One of the report’s recommendation to improve hospitals’ short-term 
financial stability is relief from Medicare sequestration payment reduc-
tions for rural hospitals. Sequestration relief was put in place for the 
duration of the COVID-19 pandemic,2 and the task force recommends that 
this be extended through the year 2023. In addition, the group advised 
increasing payments to critical access hospitals (CAHs) by 3 percent. 
Other recommendations pertain to the criteria for designating rural health 
care facilities: reestablish the “CAH necessary provider” designation,3 and 
make permanent both the Medicare-dependent hospital designation and 
the low-volume adjustment hospital designation, rather than being sub-
ject to periodic renewals. Beyond hospitals, the task force also made rec-
ommendations regarding other providers, added Mueller. These include 
(1) paying rural clinicians reporting data under the Quality Payment 
Program, (2) extending bonus payments for new advanced alternative 
model participants, and (3) leveraging patient engagement incentives to 
decrease rural bypass and incentivize local care utilization.

Long-Term Financial Sustainability

The BPC Rural Health Task Force made a separate set of recom-
mendations for improving long-term financial stability, said Mueller. 
For example, grants and loans for capital infrastructure could enable 
the maintenance of service lines and improve both structural safety and 

2 Sequestration is the automatic reduction (i.e., cancellation) of certain federal spending, 
generally by a uniform percentage. The sequester is a budget enforcement tool that was 
established by Congress in the Balanced Budget and Emergency Deficit Control Act of 1985 
(BBEDCA, also known as the Gramm-Rudman-Hollings Act; P.L. 99-177, as amended). See 
https://crsreports.congress.gov/product/pdf/R/R45106 (accessed October 20, 2020). 

3 Mueller noted that in the early years of the CAH program, states were able to designate 
facilities as CAH even if they did not meet federally designated CAH criteria, such as being 
at least 35 miles from another hospital.
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patient safety. Capital infrastructure could also include converting facili-
ties from the classic inpatient model into alternatives featuring increased 
outpatient services. Another recommendation was to enact payment 
reforms that would stabilize rural health clinics and expand access to 
advanced practice clinician services in these rural clinics. Mueller said 
he believed that certain existing Medicare-related regulations inhibit the 
success of rural health clinics and should be removed. 

The task force also recommended that the Medicare-capped reim-
bursement rate for physician-owned rural health clinics should be 
increased. Currently, the physician-owned clinic reimbursement rate 
is lower than that for hospital-owned rural health clinics. It was rec-
ommended that enrolled ACO beneficiaries should be excluded when 
determining regional benchmarks in rural areas. Many of the beneficia-
ries in rural areas are ACO-attributed lives, and the shared savings of 
ACOs drive down expenditures for these individuals. Therefore, Mueller 
suggested that these beneficiaries not be accounted for in benchmarks, 
because doing so would affect the ability to generate shared savings in 
subsequent years. The shared savings of ACOs can be assessed based on 
benchmarks derived from data on previous practices, he added.

Flexibility in Resource Use

Flexibility in resource use—including human resources—is central to 
engaging providers in population health, said Mueller. He highlighted 
several of the task force’s recommendations that allow for greater flex-
ibility in using resources. For example, it recommended that rules around 
colocation or shared space arrangements should be clarified to enable 
rural hospitals to partner more effectively with other health care organi-
zations. It also recommended that advanced practice clinicians should be 
allowed to work up to their state’s scope of practice in rural health clinics. 
Similarly, the task force recommended removing regulatory and legisla-
tive barriers that prevent nonphysician providers from practicing at the 
top of their license. Mueller noted that steps have been taken during the 
COVID-19 pandemic to remove these restrictions and suggested that this 
flexibility be extended beyond the pandemic. Billing regulations currently 
prohibit Medicare beneficiaries from receiving multiple same-day services 
within the same specialty, which limits a provider to payment for one 
service per day. Therefore, the task force recommended exempting rural 
Medicare beneficiaries from this prohibition to allow greater flexibility 
for rural providers.
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Incentives and Flexibility

Mueller noted that the task force emphasized the need for hospital 
transformation plans that allow facilities in rural areas to reflect the needs 
of their service areas more appropriately. Thus, it recommended putting in 
place incentives for rural facilities and communities that develop hospital 
transformation plans. The task force also suggested moving toward three 
alternative models of financing. The first is a new “rural and emergency 
outpatient hospital” designation that would include cost-based reim-
bursement. Moving away from inpatient-centered care, this designation 
would be an option for communities whose needs are largely emergency 
and outpatient care.4 The second model would establish an Extended 
Rural Services Program. To support communities where hospital-level 
services become unavailable because of hospital closures or reductions 
in capacity, this program would allow federally qualified health cen-
ters (FQHCs) and rural health clinics to offer hospital-level services that 
would otherwise be unavailable. The third is a multipayer global budget 
model that would shift the focus from hospital expenditures to total 
expenditures. Global budget models are currently being demonstrated in 
Pennsylvania, and one is operating in its second generation in Maryland. 
The task force also recommended decreasing participation thresholds for 
rural providers for all these alternative payment models, as well as rural 
health clinics and FQHCs, added Mueller. Program participation criteria 
are often biased toward larger populations, so alternative payment mod-
els for smaller population sizes are needed for rural areas.

Infrastructure Support

Mueller explained that the task force made an additional set of lon-
ger-term recommendations to address infrastructure support. The need 
for broadband services in rural areas has gained attention during the 
pandemic, leading to legislation being passed to extend and augment 
current provisions. The task force recommended prioritizing the con-
nection of rural areas with broadband through anchor institutions and 
direct-to-home services, as well as ensuring effective implementation 
of the Broadband Deployment Accuracy and Technological Availability 
Act.5 They recommended that telehealth service use could be supported 

4 Mueller noted that this model is included in legislation co-sponsored by Senator Chuck 
Grassley of Iowa, who served as a member of the Honorary Congressional Task Force on 
Rural Health that collaborated with the BPC Rural Health Task force.

5 More information about the Broadband Deployment Accuracy and Technological Avail-
ability Act is available at https://www.congress.gov/bill/116th-congress/house-bill/4229/
text (accessed September 9, 2020).
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by changes in payment policies, provider eligibility, location of sites of 
service, and eligible services. In response to COVID-19, all of these issues 
were included in legislation and regulatory changes. However, those pro-
visions are time limited and will expire with the public health emergency. 
Mueller suggested that the temporary changes that worked effectively 
should be extended beyond the pandemic.

Additional Recommendations Related to Population Health

Mueller outlined several other recommendations related to popula-
tion health made by the task force:

•	 Increase the number of rural-specific Center for Medicare & Med-
icaid Innovation demonstrations and expedite the expansion of 
promising models to the national level.

•	 Reduce the administrative burden on rural providers by using 
readily available claims data for quality performance.

•	 Improve access to quality maternal care in rural areas (four specific 
recommendations, including increasing the funding for maternal 
health training programs for primary care providers).

•	 Improve use of the currently available workforce (five specific 
recommendations, including expanding reimbursement to addi-
tional provider types and extending Medicare-covered status to 
additional mental health providers).

•	 Strengthen the Health Resources and Services Administration 
(HRSA) rural workforce programs (two specific recommendations).

•	 Expand federal rural workforce recruitment and retention initia-
tives (four specific recommendations).

•	 Authorize licensed clinicians to provide interstate services to Medi-
care beneficiaries.6

•	 Direct The Office of the National Coordinator for Health Informa-
tion Technology to prioritize rural-specific training curricula for the 
health information technology workforce.

Conditions for Addressing Population Health

Mueller concluded by listing a set of necessary conditions to address 
population health from his perspective. These conditions include a finan-
cially secure delivery system with predictable financial resources and pay-
ment systems that support engagement in community-driven population 

6 Mueller noted that this has been enacted temporarily in response to the COVID-19 
pandemic.
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health programming. He called for flexibility in how health systems are 
built and restructured through transformation plans. Flexibility is also 
needed in how professionals practice and how patients interact with 
a range of professionals. Finally, Mueller suggested that the BPC Task 
Force recommendations are building blocks for moving toward popula-
tion health.

TRIBAL RURAL HEALTH POLICY

Benjamin Smith, deputy director for intergovernmental affairs for 
the Indian Health Service (IHS), provided an overview of the origin of 
IHS and its role in health policy development for American Indians and 
Alaska Natives. He described the breadth of facilities within IHS and 
outlined some of the current health challenges faced by American Indians. 
He also discussed the effect of the Indian Health Care Improvement Act 
(IHCIA) on current and future policy decisions related to the health of 
American Indians and Alaska Natives.

Smith is a member of the Navajo Nation and grew up on the Navajo 
Reservation in a rural, remote area. He is a second-generation federal 
employee within IHS, as his father was an IHS physician. Therefore, he 
has the dual perspective of witnessing firsthand the provision of federal 
services to American Indians and understanding how policy decisions are 
made within the federal government. He explained that IHS is commit-
ted to providing quality health care consistent with statutory authorities 
and the government-to-government relationship of the United States with 
American Indians and Alaska Natives. Serving members of 574 federally 
recognized tribes, IHS is a comprehensive health service delivery system 
for approximately 2.6 million individuals. IHS has an annual budget 
appropriation of approximately $6 billion and employs more than 15,300 
people, including nurses, physicians, pharmacists, sanitarians,7 physician 
assistants, and dentists.

History of the Indian Health Service

To provide historical context, Smith traced the origins of what would 
later become IHS back to the 18th and 19th centuries. During that time, 
the U.S. government entered into treaties with American Indians and 

7 A sanitarian is an investigator of health and safety within an environment. This may be 
the workplace, food preparation facilities, industrial producers, or even the general environ-
ment. Sanitarians not only enforce health and safety regulation, but they also identify risk 
factors between people and in specific spaces. See https://www.careersinpublichealth.net/
careers/sanitarian (accessed October 20, 2020). 
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Alaska Natives. In trading land for education, health care, and other 
services, a relationship was formed between the U.S. government and 
American Indians and Alaska Natives that required a series of policies to 
manage this partnership. Beginning in the early 1800s, the Administra-
tion of Indian Affairs was located in the Department of War. He noted 
that this may seem an unusual location for an organization focused on 
government-to-government relationships. However, as the United States 
was expanding westward, many health care services were located in mili-
tary forts providing episodic care. The Department of War was therefore 
seen as the most effective department for housing the Administration of 
Indian Affairs and responding to the health care needs of American Indi-
ans and Alaska Natives. In 1849, oversight and administration of Indian 
health was transferred from the Department of War to the civilian Bureau 
of Indian Affairs located within the Department of the Interior. Congress 
first appropriated funding specifically for health services to Indians in 
1911 in the amount of $40,000, which would be approximately $1 million 
today. Milestone legislation came in 1921 with the Snyder Act, which 
defined the U.S. government’s responsibility for American Indian health 
care. IHS continues to work off the Snyder Act today, in addition to other 
subsequent milestones.

Smith explained that IHS was formally established by law through 
the Transfer Act of 1955, which transferred all health facilities operated 
by the Bureau of Indian Affairs—many of which were in schools or health 
centers attached to schools—to what is now called the Department of 
Health and Human Services (HHS). Around that time, the Committee on 
Appropriations of the House of Representatives directed the U.S. Public 
Health Service to conduct a comprehensive survey of the status of Indian 
health in general and report the results to Congress. Published in 1957, 
this report is commonly referred to as the Gold Book (owing to the color 
of its cover) and included several notable conclusions, said Smith. First, 
it found that a substantial federal Indian health program is required. 
Next, community resources should be developed in cooperation with 
the American Indian and Alaska Native communities on a reservation-
by-reservation basis. Third, federal Indian health programs should be 
planned in each community and services made available to Indians under 
state and local programs. Finally, efforts should be made to recognize the 
obligations and responsibilities to Indian residents on a nondiscrimina-
tory basis from the state and local communities.

Smith emphasized the ramifications of these findings. With 574 feder-
ally recognized tribes having government-to-government relationships, 
developing policy addressing all of these findings is no easy task. There-
fore, the Gold Book led to other key legislative efforts, such as the Indian 
Sanitation Facilities Act. Enacted by Congress in 1959, this legislation 
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expanded the Snyder Act and the Transfer Act to include sanitation facili-
ties and services as part of the health care services provided to American 
Indians. Sanitation construction projects, environmental health programs, 
and hospital and health clinic construction became public services offered 
by IHS. Smith noted that water access continues to be a challenge for 
many American Indian and Alaska Native communities.

Throughout much of the 20th century, federal tribal policy took a 
“termination” or “assimilation” approach in trying to bring rural com-
munities into urban health centers, Smith said. While each of the feder-
ally recognized American Indian and Alaska Native tribes was to have a 
government-to-government political relationship with the United States, 
prior federal policies of relocation and assimilation resulted in a large 
population of native peoples residing in urban centers. In the 1970s, a 
dramatic policy shift took place, moving from termination to self-deter-
mination. The Indian Self-Determination and Education Assistance Act of 
1975 authorized government agencies to make grants directly to federally 
recognized tribes, who then had authority over how they administered 
the funds. This renewed the government-to-government relationship 
the U.S. government has with each individual tribe. In 1976, the Indian 
Healthcare Improvement Act was first enacted, expanding the types of 
services IHS could provide.

The legislation of the 1970s brought about a new contracting mecha-
nism, noted Smith. Rather than being regulated by the Federal Acquisi-
tion Regulations or by the rules and regulations of grants or cooperative 
agreements, it is a unique contracting mechanism in which the federal 
government transfers program service functions and activities directly to 
American Indians and Alaska Natives. This contracting method contin-
ues to be reflected in today’s IHS through service delivery mechanisms 
described in the next section.

Indian Health Service Delivery Mechanisms

Smith described three types of service delivery mechanisms avail-
able for American Indians and Alaska Natives to choose from. The first 
is direct service provision from the federal government. The next option 
is for a tribe or tribal organization to exercise self-governance authority 
under the Indian Self-Determination and Education Assistance Act in con-
tracting health care programs from the government and operating them 
tribally at the local level. Norton Sound Health Corporation Hospital is 
one such facility, operated and managed in Alaska by the Alaska Natives. 
Some benefits of this option include added flexibility in redesigning pro-
grams and the ability to retarget funds to meet health care needs within 
that local community, he said. The third delivery mechanism is an option 
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for meeting the needs of the large population of American Indians and 
Alaska Natives residing in urban settings. This involves contracting with 
nonprofit organizations and nongovernmental, urban Indian organiza-
tions. The Indian Healthcare Improvement Act authorized IHS’s Urban 
Indian Health Program and funds 41 urban-centered, nonprofit organiza-
tions nationwide.8

 IHS has a diverse range of health care facilities across the United 
States that use these three delivery mechanisms, said Smith. These facili-
ties include those directly operated by IHS, tribal health programs, and 
the urban-centered organizations. With hospitals, health care centers, clin-
ics, health stations, school health centers, and youth regional treatment 
centers, great variety exists in IHS-affiliated facilities. The majority of 
facilities are tribal health programs, meaning a tribe or tribal organization 
operates the facility pursuant to the Indian Self-Determination and Educa-
tion Assistance Act. This is evident in the state of Alaska, which is home 
to more than 200 federally recognized Alaska Native villages. Alaska has 
58 tribal health centers, 160 tribal community health clinics, and 6 trib-
ally operated hospitals.9 Smith noted that since populations can be very 
small, village clinics are important. Furthermore, he pointed out that at 
these smaller facilities, health objectives at the local level are targeted in 
decision making and policy setting within a tribal government.

Community Health Representatives Program

Another long-standing aspect of rural health care provision to Ameri-
can Indians and Alaska Natives is community outreach, Smith said. In 
response to the needs expressed by tribal governments, organizations, 
and IHS, Congress established an outreach program in 1968. The Com-
munity Health Representatives (CHR) program was designed to bridge 
the gap between patients in the community and health care facilities 
providing care.10 Predating the Indian Self-Determination and Educa-
tion Assistance Act, the CHR program was the first formal assumption 
of an IHS-supported program by an Indian tribe. Smith suggested that 
rural health can be conceptualized as community members responding 

8 More information about the geographic location of these health facilities and the types 
of programs they offer is available at https://www.ihs.gov/locations (accessed September 
9, 2020).

9 More information about IHS in Alaska is available at https://www.ihs.gov/alaska (ac-
cessed September 9, 2020).

10 More information about the CHR program is available at https://www.ihs.gov/chr 
(accessed September 9, 2020) and https://www.ihs.gov/ihm/pc/part-3/p3c16/#3-16.3C 
(accessed September 9, 2020).
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to health care needs and using their own language to translate needs and 
services in a culturally appropriate and acceptable way.

Challenges Faced by the Indian Health Service

Smith remarked that tribal governments and IHS face great health 
challenges, like much of the rural United States. For example, life expec-
tancy is substantially shorter for American Indians and Alaska Natives (at 
4.4 years less) than the average for the entire U.S. population.11 Funding 
is a barrier, as reflected in data from the National Congress of American 
Indians and the National Indian Health Board indicating that per capita 
expenditures are lower for IHS than for other groups. IHS uses a pricing 
model called the Federal Disparity Index to compare IHS funding for 
medical services with that of the Federal Employees Health Plan.12 This 
index shows that current funding meets 48.6 percent of the need, Smith 
said, and Congress appropriates less than half of what IHS requires to 
carry out its statutory authorities each year. Remote locations and govern-
ment hiring freezes make workforce recruitment and retention difficult. 
Furthermore, Smith noted challenges related to government parity in sal-
ary and leave. Aging facilities and equipment are issues, with outdated 
main facilities held over from the transfer from the Department of the 
Interior and equipment shortages in hospitals, clinics, and service units. 
This also affects recruitment and retention, as candidates who have just 
completed years of training and education may not be familiar with the 
outdated equipment still used in some IHS facilities. Smith added that 
IHS is working toward electronic health record (EHR) modernization, but 
it continues to face health information technology challenges related to 
data security and lack of infrastructure in rural sites.

Policy Ramifications of the Indian Health Care Improvement Act

Smith said that the IHCIA,13 made permanent with the passage of 
the Patient Protection and Affordable Care Act of 2010, covers a num-
ber of topics and underscores federal policy related to Indian health. It 
sets the goal of ensuring the highest possible health status for Ameri-
can Indians and Alaska Natives, benchmarked with the objectives of the 

11 Life Expectancy American Indians and Alaska Natives Data Years 2007–2009. See 
https://www.ihs.gov/sites/dps/themes/responsive2017/display_objects/documents/
LifeExpectancy2007-09ReportMemo.pdf (accessed October 26, 2020).

12 More information about the Federal Disparity Index is available at https://www.ihs.
gov/fdi (accessed September 9, 2020).

13 More information about the IHCIA is available at https://www.ihs.gov/ihcia (accessed 
September 9, 2020).
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federal Healthy People initiative. He noted that IHS has been working to 
update those objectives to include the rural component, because tribes 
and tribal organizations fall into this category. He said that American 
Indian participation has been ensured and maximized by the IHCIA, 
which defined a new form of communication through tribal consultation 
and conferral with urban Indian organizations. When the federal govern-
ment sets policy, the process needs to include tribal and urban partners. 
Smith said that the IHCIA sets forth objectives for health professionals, 
uses a government-to-government relationship, and provides the fund-
ing necessary for facilities operated both by the Indian Health Service 
and by tribes. Smith emphasized that as tribes set policies in the future, it 
is important that the federal government underscore its commitment to 
providing access to health care to American Indians and Alaska Natives, 
as established by treaties and within the bounds and scopes of the laws 
that set forth their authorities.

CONGRESSIONAL RESPONSE TO 
COVID-19 FOR RURAL AMERICA

Kate Cassling, director of the BPC Action and Bipartisan Policy Cen-
ter, described the four COVID-19 pandemic response bills passed by Con-
gress between March 6 and April 26, 2020: the Coronavirus Preparedness 
and Response Supplemental Appropriations Act; the Family First Corona-
virus Response Act; the Coronavirus Aid, Relief, and Economic Security 
(CARES) Act; and the Paycheck Protection Program and Health Care 
Enhancement Act. She highlighted major components of the legislation, 
with an emphasis on provisions related to health care and ramifications 
for rural providers. A discussion of future pandemic legislation ended 
the presentation.

Coronavirus Preparedness and Response 
Supplemental Appropriations Act

Cassling explained that the Coronavirus Preparedness and Response 
Supplemental Appropriations Act (H.R. 6074)14 was the first bill passed in 
response to the COVID-19 pandemic. Enacted into law on March 6, 2020, 
it allocated $7.8 billion to a variety of agencies addressing pandemic-
related issues such as health problems and economic challenges. Funding 
included $2.2 billion to the Centers for Disease Control and Prevention 

14 More information about the Coronavirus Preparedness and Response Supplemental 
Appropriations Act is available at https://www.congress.gov/bill/116th-congress/house-
bill/6074 (accessed September 9, 2020).
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(CDC), $836 million for the National Institute of Allergy and Infectious 
Diseases, $61 million for the Food and Drug Administration, and $20 mil-
lion for disaster loans via the Small Business Administration (SBA). The 
Public Health and Social Services Emergency Fund received $3.1 billion 
with this measure, including $100 million for HRSA for grants under the 
Health Centers Program.

Families First Coronavirus Response Act

Given the rapid deterioration of the health situation and the problem-
atic nature of the economic situation in the early phases of the COVID-19 
pandemic, Congress quickly realized further support was needed, said 
Cassling. On March 18, 2020, the Families First Coronavirus Response Act 
(H.R. 6201)15 was signed into law, providing an additional $3.47 billion 
in funding. A large portion of this support was dedicated to maintain-
ing access to nutrition services that are critical for many people in both 
urban and rural environments, such as the Supplemental Nutrition Assis-
tance Program; the Special Supplemental Nutrition Program for Women, 
Infants, and Children; and the Emergency Food Assistance Program. It 
also allocated an additional $1 billion to the Public Health and Social 
Services Emergency Fund specifically to help health care providers cover 
the cost of COVID-19 testing for the uninsured. Furthermore, the bill pro-
vided a temporary increase in the federal match for Medicaid, expanded 
access to paid sick leave, and required that COVID-19 testing and related 
services be covered without cost-sharing across payers such as Medicare, 
Medicaid, and private insurance.

Coronavirus Aid, Relief, and Economic Security Act

Signed into law on March 27, 2020, as the largest stimulus bill in 
U.S. history, the CARES Act (S. 3548)16 allocated more than $2 trillion for 
economic relief in the wake of the pandemic. Cassling remarked that the 
speed with which this large spending bill passed with bipartisan support 
is rare, indicating the importance of the pandemic-related problems and 
profound concern on the part of members of Congress. She added that 
the bill touched every part of the economy and the health care indus-
try. The CARES Act included economic measures, such as expanding 

15 More information about the Families First Coronavirus Response Act is available at 
https://www.congress.gov/bill/116th-congress/house-bill/6201 (accessed September 9, 
2020).

16 More information about the CARES Act is available at https://www.congress.gov/
bill/116th-congress/senate-bill/3548 (accessed September 21, 2021) and https://home.
treasury.gov/policy-issues/cares (accessed September 9, 2020).
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unemployment insurance with a $600 per week benefit increase. Cassling 
noted the July 2020 expiration date for this benefit has become a focus of 
conversations around needed future steps should economic conditions 
not improve. Also included in the CARES Act were recovery rebates of 
$1,200 issued to many Americans below an income cap. State and local 
governments received $150 billion in funding, and $500 billion was allo-
cated to mid-sized and large businesses. Additionally, this legislation 
created the Paycheck Protection Program (PPP) through SBA, which pro-
vided loans to small businesses with fewer than 500 employees, including 
rural health providers. Although $350 billion was initially allocated to 
PPP, there were some early implementation difficulties. Cassling com-
mented that challenges will arise any time a bureaucracy is tasked with 
pushing out large amounts of money in a short amount of time, but, in 
this case, rural health providers, “mom and pop” business owners, and 
minority-owned businesses struggled to access the first round of PPP 
funding. Since then, the Department of the Treasury, SBA, and Congress 
have taken steps to address this issue, making it easier for rural providers 
and others to access PPP loans, added Cassling.

CARES Act Funding for Rural Providers

Cassling explained that many rural health care providers received 
some type of financial support via the CARES Act because it included 
numerous provisions related to health care. An allocation of $100 billion 
was designated for hospitals, physician practices, and other health care 
providers. This funding was two-fold: first, to compensate for revenue 
lost to canceled elective procedures, and second, to cover the increased 
costs of pandemic-related needs such as personal protective equipment 
(PPE), testing supplies, and emergency operations. Cassling said HHS 
was balancing between the need to transfer large amounts of money 
quickly on the one hand, and ensuring that funds are sent to appropriate 
recipients on the other. Initially, HHS used past Medicare payments to 
determine amounts sent to individual providers. This worked well for 
some providers, but the method was problematic for children’s hospitals 
and facilities that traditionally relied on Medicaid payments. Over time, 
HHS determined that funding set-asides were needed to ensure that par-
ticular populations were not overlooked. To that end, HHS set aside $10 
billion specifically for rural providers.

Additional measures for economic stability include the suspension 
of the 2 percent Medicare sequester until December 31, 2020, which was 
referenced early by Mueller. A 20 percent Medicare add-on payment was 
provided for treating COVID-19 patients. The CARES Act also expanded 
the Medicare Accelerated Payments Program, which provides upfront 
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loans for providers based on what future Medicare payments are expected 
to be. Cassling said this was rolled out fairly smoothly, yet it was sus-
pended by HHS because of its effect on the Medicare trust fund. She said 
that some rural providers report that they cannot necessarily repay these 
loans under current circumstances, however. This has led to bipartisan 
conversations at the federal level about how to adjust repayment for those 
loans, whether by lowering interest rates, changing the payment schedule, 
or forgiving the loans entirely. In spite of bipartisan support, Cassling 
stated that the major challenge to adjusting loan repayment is funding, 
given the state of the Medicare trust fund and issues with solvency. The 
CARES Act also provided grant funding, including $1.32 billion for com-
munity health centers and $180 million in HRSA grants designated spe-
cifically for strengthening telehealth and rural community health.

Additional CARES Health Provisions

Cassling noted that the CARES Act includes additional provisions 
regarding extending health care programs, the health care workforce, and 
telehealth access. “Health extenders” are a group of provisions extending 
funding for a collective of health care programs such as the Community 
Health Centers Fund, the National Health Service Corps, and the Teach-
ing Health Centers Graduate Medical Education program. Because of 
ongoing debate about how to fund health extenders, they were set to 
expire in May 2020. COVID-19 raised concerns about ending health pro-
grams during a pandemic, thus the CARES Act reauthorized the health 
extenders through November 30, 2020. The legislation also includes sev-
eral provisions to meet the increased demand for health care services, 
such as immunity from malpractice lawsuits to health care profession-
als who volunteer to provide medical care during the pandemic. It also 
authorized the reassignment of National Health Service Corps provid-
ers to respond to COVID-19 and established a Ready Reserve Corps of 
trained doctors and nurses to respond to this pandemic as well as future 
health emergencies.

Cassling stated that a series of governmental actions in response to 
COVID-19, such as appropriations bills and regulatory changes, have dra-
matically increased access to telehealth services. The CARES Act allowed 
FQHCs and rural health clinics to provide telehealth services to Medicare 
patients in their homes, which opened the door to phone-based services 
for patients who do not have high-speed Internet access. HRSA telehealth 
grant programs were expanded to specifically help providers set up this 
service and obtain the tools and technical assistance needed to use it. The 
CARES Act also included funding for broadband investment, providing 
$125 million to the Rural Utilities Service. Cassling contended that the 
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broadband investment gap is in the billions, rather than the millions, but 
he said this step recognized that providing telehealth in rural communi-
ties requires access to high-speed Internet. She continued that the U.S. 
administration has pushed for reimbursement parity and has increased 
the number of people eligible for various types of telehealth programs. 
Moving forward, she predicted a continued relaxing of telehealth regula-
tions that will be of particular benefit to rural health communities con-
tending with access issues.

Paycheck Protection Program and Health Care Enhancement Act

Cassling described the fourth bill in response to COVID-19—the PPP 
and Health Care Enhancement Act (H.R. 266). Passed on April 26, 2020, 
the legislation allocated $500 billion in additional funding and addressed 
some technical problems in the CARES Act. As it went into law only 1 
month after the $2 trillion CARES Act, the need for this bill reflects the 
high level of challenges brought on by the pandemic. The bulk of funding, 
$321 billion, was for the PPP, which extends to rural employers with fewer 
than 500 employees. An additional $75 billion was allocated to hospitals 
and other health care providers faced with COVID-19 revenue losses and 
cost challenges. The Disaster Loans Program received $50 billion, and $25 
billion was allocated for testing, including $825 million designated for 
community health centers and rural health clinics.

Prospect for Further COVID-19 Legislation

Cassling considered the prospect for further legislative response to 
COVID-19 (as of June 25, 2020). Conflicting priorities between Republi-
cans and Democrats make it difficult to predict what will happen next, 
she said. She also noted discussions of incentives to encourage a safe 
economic reopening versus a continued reliance on federal stimulus. 
Cassling said that support for rural hospitals comes up repeatedly in 
legislative discussions, reflecting substantial concern about the financial 
state of a number of hospitals, especially as COVID-19 cases rise in rural 
communities. In May 2020, Democrats passed a $3 trillion relief package 
through the House of Representatives that included every democratic 
priority related to the pandemic. However, the bill did not have enough 
support to pass through the Senate. She said that Democratic priorities 
for the next COVID-19 bill include funding for state and local govern-
ments, with an additional Federal Medical Assistance Percentages rate 
increase; further relief for health care providers, including rural hospitals; 
national plans for testing, contact tracing, and future vaccine distribution; 
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improving access to health insurance coverage;17 addressing racial and 
ethnic health disparities; and support for essential workers, including 
health care providers, with a provision for hazard pay. Cassling con-
cluded that in response to current unrest in the United States around 
issues of race, racial and ethnic health disparities have moved to the fore-
front of these priorities. Although bipartisan conversations are necessary 
for additional legislation to become law, this had yet to happen as of June 
2020, she added.

DISCUSSION

Addressing Social Determinants of Health in Rural Settings

Noting that urban hospitals have access to support from community 
agencies, Murphy asked Putnam how SDOH are to be addressed in rural 
areas that lack this type of support. Putnam agreed that lack of access to 
community agencies is a challenge for rural providers, so ingenuity is 
required to address SDOH. He gave an example focused on behavioral 
health, mental health, and addiction needs. While rural providers are 
able to perform surgeries and treat conditions such as pneumonia, they 
do not have access to the range of services found in urban areas. Rural 
providers found that some patients were unable to manage their chronic 
diseases properly because of mental health issues, so they had to create 
their own programs. Putnam gave the perspective that mental health ser-
vices are not “acute care,” which fueled initial reluctance to expand these 
services. However, he suggested that over time, there has been increasing 
acknowledgment that rural providers should build programs to provide 
mental health services.

Putnam also emphasized the need to take advantage of available 
resources. In rural communities, social services are often not provided 
through formal programs, but instead come from area churches and other 
civic organizations. In the absence of government solutions, tightknit 
communities work together to address issues related to transportation 
needs and other barriers. Putnam gave an example of the lack of PPE as 
the pandemic began, saying that health care team members were becom-
ing ill from exposure to COVID-19 because they were running out of 
masks. The community began sewing masks to build up the mask supply 
and protect the team. Community members have also volunteered to take 

17 Cassling noted that the Health and Economic Recovery Omnibus Emergency Solutions 
Act created a new special enrollment period for the Patient Protection and Affordable Care 
Act, as well as Consolidated Omnibus Budget Reconciliation Act coverage for people who 
had lost their jobs.
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patients to physician appointments or to the pharmacy to have prescrip-
tions filled. Creativity and community are required to address these bar-
riers in the absence of formal programs, he emphasized, and he said that 
there is no single answer to the question of how to address SDOH without 
agency support. Instead, he said, there are “as many answers as there are 
small communities.”

Rural Issues as National Issues

Murphy asked Mueller to comment on the view that challenges of 
rural communities are rural issues rather than national issues. She also 
asked how advocacy efforts can most effectively make this an issue of 
national prominence. Mueller replied that the interconnectedness of soci-
ety allows us to see that we have much to learn from one another, and the 
pandemic has highlighted this. Rather than developing a demonstration 
in a city and scaling it down to rural, or scaling a rural demonstration 
up to urban, Mueller suggested examining the elements of each orga-
nization’s or community’s efforts and learning from those. He cited the 
House Committee on Ways and Means’s newly formed Rural and Under-
served Communities Health Task Force as an initiative that can deter-
mine relevant characteristics common at the neighborhood or community 
level. Mueller said the interconnectivity across urban and rural settings 
is already evident, but the new knowledge and innovations would be 
fostered more rapidly if the current siloed circumstances can be changed 
to allow more mutual learning from demonstrations.

Global Budgeting Model for Financial Stability

Murphy asked Mueller to comment further on the Pennsylvania 
Rural Health Initiative and global budgets. Mueller referenced a recent 
opinion piece from a group at Harvard University working on the Penn-
sylvania model (Fried et al., 2020). It made the case for global budgeting, 
as innovation often arises during a crisis but will be more effective with 
long-term stability in financing. As the global budgeting model provides 
annual budgets rather than dependence on billable services, this model 
would be more secure and flexible during crises such as a pandemic and 
its consequent lost revenue sources, he added.

Federal Response to the COVID-19 Navajo Nation Outbreak

Murphy asked Smith to provide his perspective on the federal 
response to the COVID-19 outbreak among the Navajo Nation, the chal-
lenges involved, and the steps that are being taken or that should be taken 
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to prepare the entire population for the second wave of the virus. Smith 
responded that some tribes have been hit hard by COVID-19 more quickly 
than others, and tribal leaders and Indian urban organization leaders are 
discussing the best ways to prepare. Smith said that as COVID-19 contin-
ues to spread to other parts of the country, disseminating informational 
materials to tribal governments is key. IHS is relying heavily on CDC as 
the primary source of information, he noted. However, to ensure that the 
requisite tribal consultation and conferring with urban Indian organiza-
tions are taking place, IHS is taking an all-of-government approach. For 
instance, weekly calls with the White House Office of Intergovernmental 
Affairs have recently increased to biweekly frequency to create opportuni-
ties to hear the issues and needs firsthand. Smith stated that these commu-
nication chains have provided the most substantial and direct assistance 
in reaching directly to the top levels of government. 

A unified coordination group is necessary, Smith said. This is occur-
ring in the Navajo Nation, where the Navajo Nation partners with the 
federal government in a unified command to address the issues. Smith 
noted that challenges requiring amplified messaging range from access to 
PPE to broader issues—related to housing, for example—that are common 
in rural communities and perhaps even more frequent in Indian commu-
nities. He added that when multiple family members reside together in a 
small residence, it is difficult to maintain the proper social distance. Com-
munication has been the cornerstone of IHS’s approach to the COVID-
19 pandemic thus far, said Smith. From helping with direct resources 
from the federal government to assisting with donations coming from 
philanthropies and churches, the pandemic response requires an all-of-
government partnership approach.

Pandemic Response in Rural Areas

Putnam was asked to comment on the rural response to the COVID-
19 pandemic. He responded that the limited number of ER physicians, 
respiratory therapists, and imaging technicians is a particular challenge for 
rural areas during a pandemic. When rural health professionals contract 
the virus and can no longer work because of illness and the potential to 
spread the virus to others, there are no other departments to pull work-
force from. Therefore, Putnam advised rural facilities to plan for situations 
that can occur if rural health professionals test positive for COVID-19, 
such as closed ERs. He added that “there are no competitors during a pan-
demic” in describing the importance of collaborating in preparation efforts 
among hospitals, physicians’ offices, dentists’ offices, and nursing homes.

As rural facilities have communicated their needs, communication 
and resources have been shared across state lines, said Putnam. He said 
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his top priority has been protecting his team, but he has faced severe 
shortages in PPE such as N95s, controlled air purifying respirators, pow-
ered air purifying respirators, regular masks, and isolation gowns. It has 
been a difficult leadership challenge to keep his team safe in the absence 
of adequate protective equipment, he emphasized. However, facilities 
have worked together to address the PPE shortages. For example, other 
hospitals have offered to share what little surplus of equipment they have, 
and dentist offices have offered to shut down for 1 week to make masks 
available for the hospital.

Rural Policy Initiatives

Murphy remarked that before the COVID-19 pandemic hit, she and 
other colleagues who are focused on rural health policy felt momentum 
building for this policy area. She asked Cassling what rural policies to 
expect moving forward and whether she feels that rural policy has a 
strong foothold in national politics. Cassling stated that there will be 
many opportunities for action on rural health priorities. The most evident 
is the telehealth movement, which has strong bipartisan support for its 
continued expansion because of the benefits it has shown during the pan-
demic. She sees the expansion of telehealth as a long-standing outcome 
of the pandemic, but it will take time to address hospital infrastructure 
issues that may pose barriers to the expansion. Potential also exists for 
new models, Cassling said, noting Senator Chuck Grassley’s work to 
establish a new rural hospital model with more flexibility for communi-
ties. In the House of Representatives, Congressman Jodey Arrington is 
leading the effort for a new model. Cassling said that bipartisan con-
versations in this area are taking place, but working out the details will 
be a lengthy process. Cassling concluded that addressing the COVID-19 
pandemic has been the central focus of Congress, and whether or not 
another stimulus package or appropriations bill will be passed is uncer-
tain. Similarly, it is unknown whether any efforts not directly related to 
addressing the pandemic or funding the government through the end of 
the year will be feasible.

Role of Electronic Health Records in Rural Care

Murphy asked Smith about policies or regulatory provisions that 
might be helpful in moving forward with EHRs in tribal communities. 
Smith replied that tribal health programs have explored commercial prod-
ucts in an effort to find their own solutions to sharing information with 
IHS. He noted that IHS received additional resources before the COVID-
19 pandemic from HHS to examine various EHR platforms and that IHS 
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has also worked with the Department of Veterans Affairs to learn from 
their process of EHR modernization. Tribes that cover multiple states are 
a particular challenge for EHRs, Smith noted. For example, the Navajo 
Nation covers parts of Arizona, New Mexico, and Utah. Smith said that 
the current telehealth expansion has presented new opportunities, and 
IHS is working with other federal agencies (e.g., the Federal Communi-
cations Commission) to enter into broadband expansion on tribal lands. 
Additionally, some COVID-19 funding supplements for information tech-
nology will enable continued efforts toward EHR modernization. 

Murphy closed the final panel of the workshop by thanking the speak-
ers, the National Academies staff, and the workshop planning committee 
members for organizing the virtual event.
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Speaker and Planning Committee 
Member Biosketches1

Rhonda Barcus, M.S., L.P.C., joined the National Rural Health Resource 
Center in 2012 and manages the Small Rural Hospital Transition Proj-
ect and population and community health services. She has worked in 
hospital settings since 1987. Ms. Barcus is experienced in leadership and 
organizational development and has assisted hospitals to address organi-
zation-wide goals related to improving patient experience and staff reten-
tion. Ms. Barcus received her M.S. in psychology from Georgia College 
& State University. She is also a licensed professional counselor and has 
worked in the field of substance use.

Darrold Bertsch is the chief executive officer (CEO) of the Sakakawea 
Medical Center, a critical access hospital located in Hazen, North Dakota, 
and is also the CEO of the Coal Country Community Health Center, a 
federally qualified health center with four service delivery sites in west 
central North Dakota. Mr. Bertsch has served in this unique shared CEO 
role for the past 9 years, leading collaborative efforts that have improved 
the delivery of patient care and the development of a patient-centered 
medical neighborhood of care. Mr. Bertsch has worked in health care for 
46 years, with the last 26 as a CEO. Mr. Bertsch is an active proponent of 
rural health care and serves on various local, state, and national boards 
and committees. 

1 * Denotes planning committee member, † denotes roundtable member.
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Michael E. Bird, M.S.W., M.P.H.,* is the public health program director 
for the Indian Health Council. Mr. Bird has more than 30 years of public 
health experience in the areas of medical social work, substance abuse 
prevention, health promotion and disease prevention, HIV/AIDS pre-
vention, behavioral health, and health care administration. He is the first 
American Indian and social worker to serve as the president (2000–2001) 
of the American Public Health Association. He is also the past president 
of the New Mexico Public Health Association and was a fellow in the U.S. 
Public Health Service Primary Care Policy Fellowship Program. Mr. Bird 
has served on the boards of the Kewa Pueblo Health Corporation, Ameri-
can Indian Graduate Center, Bernalillo County Off Reservation Native 
American Commission, Health Action New Mexico, Seva Foundation, 
National Collaborating Centre for Aboriginal Health Advisory Commit-
tee (Canada), and AARP National Policy Council. He earned an M.S.W. 
from The University of Utah and an M.P.H. at the University of California 
(UC), Berkeley. In 2018 he was honored by the UC Berkeley School of 
Public Health as one of the most influential public health alumni in the 
institution’s 75-year history.

Daniel Calac, M.D., has served as the chief medical officer of the Indian 
Health Council located near San Diego, California, since 2003. He was 
raised on the Pauma Indian Reservation and graduated from San Diego 
State University. Dr. Calac attended Harvard Medical School and com-
pleted his internship and residency at the University of Southern Cali-
fornia–Los Angeles County Combined Internal Medicine/Pediatrics 
Residency Program. He is board certified in both internal medicine and 
pediatrics. He also practices hospice/palliative care medicine and is board 
eligible in this field. He is a member of the Pauma Band of Luiseno Indi-
ans and is actively involved in his community. His professional interests 
include chronic disease and clinical research. Dr. Calac serves as the 
principal investigator for the California Native American Research Center 
for Health, which is a project funded by the National Institutes of Health 
that provides a platform for community-based participatory research in 
American Indian communities. He is actively engaged in several research 
projects that aim to improve the health of American Indians and encour-
age students to pursue careers as scientists and/or health care profession-
als. Dr. Calac also serves on a variety of committees, including the Health 
Research Advisory Council for the Department of Health and Human 
Services, the Committee on Native American Child Health, the Cal State 
San Marcos Foundation Board, and the governance board for the All 
Tribes American Indian Charter School.
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Tim Callaghan, Ph.D., M.A., has research interests in health politics, the 
Patient Protection and Affordable Care Act, autism policy, opioid policy, 
rural health policy, state politics, and public opinion about health top-
ics. He is an assistant professor in the Department of Health Policy and 
Management at the Texas A&M University School of Public Health. Dr. 
Callaghan has had research featured in prominent journals, including 
the American Journal of Public Health; Journal of Health Politics, Policy, and 
Law; American Politics Research; Social Science and Medicine; and Publius: 
The Journal of Federalism. He serves on the advisory board of the Program 
in Health Law and Policy and is also the director of evaluation with the 
nationally recognized Southwest Rural Health Research Center at Texas 
A&M University. The center, funded by the Health Resources and Services 
Administration’s Federal Office of Rural Health Policy, was established to 
address the needs of rural and underserved populations across Texas and 
the nation by bringing together a unique combination of faculty expertise 
in health policy, health economics, aging, long-term care, health law, epi-
demiology, biostatistics, and chronic disease. Dr. Callaghan received his 
B.A. in political science and B.S. in biological sciences from the University 
of Connecticut. He then went on to receive his M.A. and Ph.D. in political 
science from the University of Minnesota, Twin Cities.

Kate Cassling, M.A., is a director with the Bipartisan Policy Center (BPC) 
Action where she works on health care policy advocacy. Prior to joining 
BPC Action, Ms. Cassling worked for more than 8 years on Capitol Hill, 
most recently serving as a legislative assistant for Senator Joe Manchin, 
specializing in health care, education, and labor policy. In that role, she 
managed the senator’s work on the Senate Appropriations Labor, Health 
and Human Services, Education, and Related Agencies Subcommittee and 
the Joint Select Committee on Solvency of Multiemployer Pension Plans. 
Previously, she worked as a legislative assistant to Congresswoman Dina 
Titus and as a legislative aide to Senator Susan Collins. Ms. Cassling has 
a B.A. in economics from Swarthmore College and an M.A. in education 
from Tel Aviv University.

Jan Marie Eberth, Ph.D., M.S.P.H., is an associate professor of epidemiol-
ogy and the director of the Rural and Minority Health Research Center at 
the University of South Carolina. Dr. Eberth conducts research in the areas 
of health geography, social epidemiology, and cancer prevention and con-
trol. As the director of the Rural and Minority Health Research Center at 
the Arnold School of Public Health, Dr. Eberth works with investigators 
across the university to identify and address problems experienced by 
rural and minority populations in order to guide research, policy, and 
related advocacy. She received her M.S.P.H. in epidemiology from the 
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Texas A&M Health Science Center in the School of Rural Public Health in 
2006 and her Ph.D. in epidemiology from the University of Texas Health 
Science Center in the School of Public Health in 2011. Dr. Eberth also com-
pleted a National Cancer Institute–funded postdoctoral fellowship at the 
University of Texas MD Anderson Cancer Center in 2012.

Alva Ferdinand, Dr.P.H., J.D.,* is an assistant professor in the Department 
of Health Policy and Management at the Texas A&M School of Public 
Health. She also serves as the director of the Southwest Rural Health 
Research Center at the School of Public Health. Her research interests are 
health laws and ethics, disparities in health outcomes, research integrity, 
state and federal regulation in health care delivery, and effectiveness of 
laws aimed at improving public health. Dr. Ferdinand has examined such 
issues as the effect of tax-exemption status on the provision of commu-
nity benefits among various hospital ownership types, the relationship 
between neighborhood built environments and physical activity, the effect 
of strict immigration laws on health services utilization among immigrant 
populations, and the effects of texting-while-driving bans on roadway 
safety. She has also examined issues of mental health, access to care, and 
diabetes in rural areas. Dr. Ferdinand has been called on to provide expert 
testimony to state and federal legislative bodies on the effectiveness of 
laws aimed at improving public health. She holds a J.D. from the Michi-
gan State University College of Law and a Dr.P.H. from The University 
of Alabama at Birmingham.

Katharine Ferguson, M.P.A., is the associate director of The Aspen Insti-
tute Community Strategies Group (CSG) and the director of CSG’s Rural 
and Regional Initiatives. Before joining The Aspen Institute, Ms. Ferguson 
served in the Obama administration as the chief of staff for the White 
House Domestic Policy Council and as the chief of staff for rural devel-
opment at the U.S. Department of Agriculture. Previously, Ms. Ferguson 
worked on the Senate Committee on Agriculture and as staff to multiple 
U.S. senators on topics ranging from community economic development 
and economic mobility to conservation, agriculture, food, public health, 
and nutrition. Committed to bridging perceived divides and advancing 
equity, regardless of the topic at hand, Ms. Ferguson is interested in the 
practical challenges of civic engagement, institution building, systems 
change, and governance. In 2018, she served on the transition team for 
Colorado Attorney General Phil Weiser. She currently serves on the Steer-
ing Committee for the Western Governors’ Association’s Reimagining the 
Rural West Initiative, and the Service Year Alliance Rural Policy Advisory 
Council, and she was recently appointed to Colorado’s Just Transition 
Advisory Committee. A graduate of Tufts University, Ms. Ferguson holds 
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an M.P.A. from the Maxwell School of Citizenship and Public Affairs at 
Syracuse University.

Mark Holmes, Ph.D., is a professor in the Department of Health Policy 
and Management in the University of North Carolina Gillings School of 
Global Public Health, the director of the North Carolina Rural Health 
Research and Policy Analysis Center, and the director of the Cecil G. 
Sheps Center for Health Services Research, where he is also the co-direc-
tor of the Program on Health Care Economics and Finance. His inter-
ests include hospital finance, rural health, workforce, health policy, and 
patient-centered outcomes research. In 2014, Dr. Holmes received the 
Phillip and Ruth Hettleman Prize for Artistic and Scholarly Achievement 
by Young Faculty. In 2015 he was named Outstanding Researcher by the 
National Rural Health Association. Previously, he was the vice president 
of the North Carolina Institute of Medicine, where he gained experience 
in North Carolina health policy. He previously served on the board of 
the North Carolina Health Insurance Risk Pool. His state policy work 
led to his 2010 Health Care Hero “Rising Star” award from the Triangle 
Business Journal. He is a member of the editorial boards of the Journal of 
Rural Health and the North Carolina Medical Journal. He received his B.S. in 
mathematics and economics from Michigan State University and his Ph.D. 
from the Department of Economics at the University of North Carolina 
at Chapel Hill.

Alana Knudson, Ph.D., M.Ed.,* is a principal research scientist and the 
co-director of the Walsh Center for Rural Health Analysis at NORC at the 
University of Chicago. Dr. Knudson is also the deputy director for the 
Rural Health Reform Policy Research Center, one of seven rural health 
research centers funded by the Federal Office of Rural Health Policy. 
She has 20 years of experience implementing and directing public health 
programs, leading health services and health policy research projects, 
and evaluating the effects of programs. She conducted numerous health 
services research studies, health policy studies, and public health proj-
ects funded by the Agency for Healthcare Research and Quality, Centers 
for Disease Control and Prevention, Centers for Medicare & Medicaid 
Services, Center for Medicare & Medicaid Innovation, Health Resources 
and Services Administration, Administration for Children and Families, 
U.S. Agency for International Development, and Robert Wood Johnson 
Foundation. Her research and policy project findings have informed state, 
tribal, and federal health policy. She also has state and national public 
health experience, having worked at the North Dakota Department of 
Health and for the Association of State and Territorial Health Officials. 
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Dr. Knudson earned a dual master of education degree and a Ph.D. from 
Oregon State University in Corvallis, Oregon.

Sanne Magnan, M.D., Ph.D.,† is the co-chair of the Roundtable on Popu-
lation Health Improvement of the National Academies of Sciences, Engi-
neering, and Medicine. She is the former president (2006–2007) and the 
chief executive officer (2011–2016) of the Institute for Clinical Systems 
Improvement. In 2007, she was appointed the commissioner of the Min-
nesota Department of Health by Minnesota Governor Tim Pawlenty. She 
served from 2007 to 2010 and had significant responsibility for the imple-
mentation of Minnesota’s 2008 health reform legislation, including the 
Statewide Health Improvement Program, standardized quality reporting, 
development of provider peer grouping, certification process for health 
care homes, and baskets of care. Dr. Magnan was a staff physician at 
the Tuberculosis Clinic at the St. Paul–Ramsey County Department of 
Public Health (2002–2015). She was a member of the Population-based 
Payment Model Workgroup of the Healthcare Payment Learning and 
Action Network (2015–2016) and a member of the Centers for Medicare 
& Medicaid Services Multisector Collaboration Measure Development 
Technical Expert Panel (2016). She is on Epic’s Population Health Steering 
Board and on the Healthy People 2030 Engagement Subcommittee. She 
served on the board of MN Community Measurement and the board of 
NorthPoint Health & Wellness Center, a federally qualified health center 
and part of Hennepin Health. Her previous experience also includes 
the vice president and the medical director of Consumer Health at Blue 
Cross and Blue Shield of Minnesota. Currently, she is a senior fellow with 
HealthPartners Institute and an adjunct assistant professor of medicine 
at the University of Minnesota. Dr. Magnan holds an M.D. and a Ph.D. 
in medicinal chemistry from the University of Minnesota and is a board-
certified internist.

Nir Menachemi, Ph.D., M.P.H., is the Fairbanks Endowed Chair and 
serves as the chair of the Health Policy and Management Department of 
the Indiana University Richard M. Fairbanks School of Public Health. He 
holds the rank of professor. Dr. Menachemi also holds an appointment 
as a scientist with the Regenstrief Institute, an internationally recognized 
informatics and health care research organization that is dedicated to 
the improvement of health through research that enhances the quality 
and cost-effectiveness of health care. Before joining the Fairbanks School 
of Public Health, Dr. Menachemi held faculty positions at The Univer-
sity of Alabama at Birmingham School of Public Health and the Florida 
State University College of Medicine. He has published more than 200 
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peer-reviewed scientific papers, and his work has appeared in numerous 
prestigious professional journals, including the New England Journal of 
Medicine, Health Affairs, Health Services Research, and the American Journal 
of Public Health. Dr. Menachemi’s research examines how organizational 
strategies (e.g., health information technology adoption) affect critical 
performance measures, including quality outcomes and financial perfor-
mance. In addition, he has published extensively on health policy and 
public health topics ranging from obesity issues to the effects of various 
laws or policies on health outcomes. Dr. Menachemi’s work has been 
funded by such diverse entities as the Centers for Disease Control and 
Prevention, the Centers for Medicare & Medicaid Services, and private 
foundations and corporations. In addition, Dr. Menachemi has developed 
several long-term partnerships with health departments at the state and 
local level in both Alabama and Florida. More recently, he has begun 
similar partnerships with state and local entities in Indiana.

Karen Minyard, Ph.D., M.N., has been the director of the Georgia Health 
Policy Center (GHPC) since 2001 and is also a research professor with the 
Georgia State University Department of Public Management and Policy. 
Dr. Minyard connects the research, policy, and programmatic work of 
the center across issue areas including population health, health phi-
lanthropy, public and private health coverage, and the uninsured. Dr. 
Minyard has experience with the state Medicaid program, with both 
the design of program reforms and external evaluation. Her research 
interests include financing and evaluation of health-related social policy 
programs; strategic alignment of public and private health policy through 
collective impact; the role of local health initiatives in access and health 
improvement; the role of targeted technical assistance in improving the 
sustainability, efficiency, and programmatic effectiveness of nonprofit 
health collaboratives; and health and health care financing. In addition 
to overseeing the center’s overall strategic vision, Dr. Minyard plays a 
leadership role in several center projects that weave together the key 
learnings, skill sets, and areas of expertise of GHPC, including evalua-
tion, technical assistance, policy and economic analysis, backbone and 
organizational support, health and health care financing, health system 
transformation, Health in All Policies, and rural health. She is currently 
the co-principal investigator and is spearheading evaluation efforts for 
GHPC’s national coordinating center, Bridging for Health: Improving 
Community Health Through Innovations in Financing, sponsored by the 
Robert Wood Johnson Foundation. She also serves on the executive trio of 
the Atlanta Regional Collaborative for Health Improvement, along with 
the Atlanta Regional Commission and the United Way of Greater Atlanta.
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José T. Montero, M.D., M.H.C.D.S.,*† is the director of the Centers for 
Disease Control and Prevention’s (CDC’s) Center for State, Tribal, Local, 
and Territorial Support, where he oversees support to the U.S. health 
departments and those serving tribal nations and insular areas. He pro-
vides leadership for key activities and technical assistance designed to 
improve the public health system’s capacity and performance to achieve 
the nation’s goals in population health. With his team, Dr. Montero leads 
efforts to create communities of practice where CDC’s senior leaders work 
with the executive leaders of the public health jurisdictions, key partners, 
and stakeholders to identify new, improved, or innovative strategies to 
prepare the public health system to respond to changing environments. 
Previously, Dr. Montero served as the vice president of population health 
and health system integration at Cheshire Medical Center/Dartmouth-
Hitchcock Keene. He has also served as the director of the Division of 
Public Health Services at the New Hampshire Department of Health 
and Human Services. Dr. Montero has held many national and regional 
committee leadership positions, including serving as the president of 
the board of directors of the Association of State and Territorial Health 
Officials (ASTHO) and the chair of ASTHO’s Infectious Diseases Policy 
Committee. Dr. Montero has an M.D. from the Universidad Nacional de 
Colombia. He specialized in family medicine and completed his resi-
dency at the Universidad del Valle in Cali, Colombia. He also holds an 
epidemiology degree from Pontificia Universidad Javeriana in Bogotá, 
Colombia, and he received his certification of field epidemiology from 
the Colombia Field Epidemiology Training Program and an M.H.C.D.S. 
from Dartmouth College.

Paul Moore, Ph.D., is a senior health policy advisor to the Federal Office 
of Rural Health Policy, which is part of the Health Resources and Services 
Administration. Dr. Moore has a lifetime of experience related to rural 
health care, including more than 30 years in community and hospital 
pharmacy. He has also served as the chief executive officer of a county 
health care authority, consisting of one of the nation’s earliest critical 
access hospitals, the county emergency medical services, a physician 
clinic, and a home health agency. Dr. Moore is also a past president of 
the National Rural Health Association and currently serves as the execu-
tive secretary for the National Advisory Committee for Rural Health and 
Human Services. 

Tom Morris, M.P.A.,* serves as the associate administrator for rural health 
policy in the Health Resources and Services Administration (HRSA) of the 
Department of Health and Human Services (HHS). In that role, Mr. Morris 
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oversees the work of the Federal Office of Rural Health Policy, which 
is charged with advising the Secretary of HHS on rural health issues. 
In 2012, he was the recipient of the HHS Distinguished Service Award, 
and in 2015 he was awarded a Presidential Rank Award for Meritorious 
Service. Over the course of his federal career, Mr. Morris has testified on 
rural health issues before the House and Senate. He has past work experi-
ence in the Senate as well as various policy and program positions within 
HRSA and HHS. A 1996 Presidential Management Intern, Mr. Morris 
came to government after a career as a newspaper reporter and editor. He 
has an undergraduate degree in journalism from the University of North 
Carolina at Chapel Hill and an M.P.A. with a concentration in community 
health from East Carolina University. He also earned a certificate in public 
leadership from the Brookings Institution in 2008.

Keith J. Mueller, Ph.D., M.A., is the Gerhard Hartman Professor and 
the head of the Department of Health Management and Policy at The 
University of Iowa. He is also the director of the Rural Policy Research 
Institute (RUPRI) Center for Rural Health Policy Analysis and the chair of 
the RUPRI Health Panel. He has served as the president of the National 
Rural Health Association (NRHA) and as a member of the National Advi-
sory Committee on Rural Health and Human Services. He has also served 
on national advisory committees to the Agency for Healthcare Research 
and Quality and the Centers for Medicare & Medicaid Services. He has 
published more than 220 scholarly articles and policy papers and received 
awards recognizing his research contributions from NRHA, RUPRI, and 
the University of Nebraska. In 2016, he received The University of Iowa 
Regents Award for Faculty Excellence. His Ph.D. is in political science 
from the University of Arizona, and he completed a faculty fellowship 
with Johns Hopkins University.

Karen Murphy, Ph.D., M.B.A., R.N.,*† is the executive vice president, the 
chief innovation officer, and the founding director of The Steele Institute 
for Health Innovation at Geisinger. Dr. Murphy has worked to improve 
and transform health care delivery throughout her career in both the pub-
lic and private sectors. Before joining Geisinger, she served as Pennsyl-
vania’s secretary of health, addressing the most significant health issues 
facing the state, including the opioid epidemic. Prior to her role as sec-
retary, Dr. Murphy served as the director of the State Innovation Models 
Initiative at the Centers for Medicare & Medicaid Services (CMS), leading 
a $990 million CMS investment designed to accelerate health care innova-
tion across the United States. She previously served as the president and 
the chief executive officer (CEO) of the Moses Taylor Health Care System 
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in Scranton, Pennsylvania, and as the founder and the CEO of Physicians 
Health Alliance, Inc., an integrated medical group practice within Moses 
Taylor. Dr. Murphy earned her Ph.D. in business administration from 
the Temple University Fox School of Business. She holds an M.B.A. from 
Marywood University, a B.S. in liberal arts from the University of Scran-
ton, and a diploma in nursing from the Scranton State Hospital School of 
Nursing.

Valerie Nurr’araaluk Davidson, a Yup’ik and enrolled tribal member of 
the Orutsaramiut Traditional Native Council of Bethel, serves as the first 
female president of Alaska Pacific University. Ms. Nurr’araaluk David-
son’s prior 20-year health career included state service as the commis-
sioner of the Alaska Department of Health & Social Services, where she 
implemented Medicaid Expansion, Medicaid Reform, and the Alaska 
Tribal Child Welfare Compact. Ms. Nurr’araaluk Davidson later served 
as Alaska’s first Alaska Native female lieutenant governor in the final 
weeks of the Walker administration. Ms. Nurr’araaluk Davidson began 
her tribal health career at the Yukon Kuskokwim Health Corporation and 
the Alaska Native Tribal Health Consortium. 

Lars Peterson, Ph.D., M.D.,* is a family physician and a health services 
researcher who serves as the vice president of research for the American 
Board of Family Medicine (ABFM). He also has an appointment as an 
associate professor of family and community medicine in the University 
of Kentucky’s Rural & Underserved Health Research Center, where he 
provides direct clinical care and teaches students and residents. Dr. Peter-
son, a native of Utah, received his medical and graduate degrees from 
Case Western Reserve University in Cleveland, Ohio, and completed his 
family medicine residency at the Trident/Medical University of South 
Carolina family medicine residency program. At ABFM, Dr. Peterson 
leads a research team focused on elucidating the outcomes of family 
medicine certification, particularly the effects that certification activities 
have on the quality of care delivered by family physicians. In addition, 
Dr. Peterson and his team seek to understand the ecology of family medi-
cine over time—what physicians do in practice and their contribution to 
high-quality health care. His research interests also include investigating 
associations between area-level measures of health care and socioeconom-
ics with both health and access to health care, rural health, primary care, 
and comprehensiveness of primary care. Dr. Peterson has authored more 
than 100 peer-reviewed publications and made more than 100 national 
and international conference presentations.
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Janice C. Probst, Ph.D., M.S., is a distinguished professor emerita at 
the University of South Carolina Arnold School of Public Health. Dr. 
Probst is a nationally recognized researcher in the areas of health services 
and policy, with a specific focus on rural health and health disparities. 
She was a founding faculty member for the Rural and Minority Health 
Research Center (formerly, the South Carolina Rural Health Research Cen-
ter), which was established in 2000. She has more than 140 peer-reviewed 
scientific publications, along with more than 200 presentations at scientific 
conferences. Dr. Probst is a member of the National Rural Health Asso-
ciation Health Equity Council and serves on the board of directors of 
the South Carolina Office of Rural Health. Dr. Probst completed her B.A. 
at Duke University, her M.S. at Purdue University, and her Ph.D. at the 
University of South Carolina.

Tim Putnam, D.H.A., M.B.A., F.A.C.H.E., is the president and the chief 
executive officer of Margaret Mary Health in Batesville, Indiana, and has 
more than 30 years of health care experience. He received his D.H.A. from 
the Medical University of South Carolina, where his dissertation was 
focused on acute stroke care in rural hospitals. He currently chairs the 
National Rural Health Association’s Policy Congress, the National Rural 
Accountable Care Consortium, and was appointed by the governor to the 
Indiana Board of Graduate Medical Education, which he also chairs. In 
2015, Dr. Putnam was certified as an Emergency Medical Technician and 
serves on the Batesville Fire and EMS Lifesquad.

Allen Smart, M.P.H., M.A., is a national spokesperson and an advocate 
for improving rural philanthropic practice under his group Philanthropy-
woRx. In addition, he recently completed a role as the project director for 
a national rural philanthropic project partially supported by the Robert 
Wood Johnson Foundation and based at Campbell University in Buies 
Creek, North Carolina. He regularly consults with regional and national 
foundations on rural and philanthropic strategy. Mr. Smart is the former 
interim president, the vice president of programs, and the director of the 
Health Care Division at the Kate B. Reynolds Charitable Trust. Prior to 
coming to the Trust in 2006, Mr. Smart was the vice president of programs 
at the Rapides Foundation, a health care conversion funder in Alexandria, 
Louisiana. He has also served as the director of community development 
for a midwestern Catholic Hospital System and as the grants administra-
tor for the City of Santa Monica, California. Mr. Smart received his M.P.H. 
from the University of Illinois at Chicago, his M.A. in telecommunication 
arts from the University of Michigan, and his B.A. in philosophy from 
Macalester College. As part of his personal and professional interest in 
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philanthropy, Mr. Smart regularly writes for sites such as The Daily Yonder, 
Inside Philanthropy, and Grantcraft and Exponent Philanthropy and presents 
to national and regional organizations like Grantmakers in Health, the 
Southeastern Council of Foundations, the National Rural Assembly, and 
the Federal Office of Rural Health Policy. He is a member of the National 
Advisory Committee for the Rural Resource Hub at the University of 
North Dakota; the Culture of Health Prize Selection Committee for the 
Robert Wood Johnson Foundation; the board of directors for Healthy 
Communities by Design; and the board of the North Carolina Healthcare 
Association Foundation.

P. Benjamin Smith, M.B.A., M.A., is an enrolled member of the Navajo 
Nation and the deputy director for intergovernmental affairs for the Indian 
Health Service (IHS). IHS, an agency within the Department of Health and 
Human Services, is the principal federal health care provider and health 
advocate for American Indians and Alaska Natives. As the deputy direc-
tor for intergovernmental affairs, Mr. Smith provides leadership on tribal 
and urban Indian health activities, particulary the implementation of the 
Title I and Title V authorities under the Indian Self-Determination and 
Education Assistance Act and Title V of the Indian Health Care Improve-
ment Act, through oversight of the Office of Tribal Self-Governance, the 
Office of Direct Service and Contracting Tribes, and the Office of Urban 
Indian Health Programs. Mr. Smith previously served as the director of 
the Office of Tribal Self-Governance, where he oversaw all aspects of the 
administration of the Tribal Self-Governance Program, authorized by Title 
V of the Indian Self-Determination and Education Assistance Act. Prior 
to his federal service, Mr. Smith worked as a self-governance specialist 
for the Choctaw Nation of Oklahoma, performing research, advisory 
services, and consultation on health programs with national, state, and 
local health departments. Throughout his career, Mr. Smith has received 
numerous awards, including the 2014 Arthur S. Flemming Award from 
The George Washington University Trachtenberg School of Public Policy 
and Public Administration, which honors outstanding federal employees 
for their exceptional contributions to the federal government. He has 
also received several IHS National Director’s Awards for his contribu-
tions to tribal consultation activities, IHS Strategic Plan updates, and the 
agency lead negotiators curriculum. Mr. Smith received his M.B.A. from 
The George Washington University, an M.A. in international peace and 
conflict resolution from American University, and a B.A. from Brigham 
Young University. He is also one of the Navajo Nation’s Chief Manuelito 
Scholars.
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Sirin Yaemsiri, Ph.D., M.S.P.H., is a senior statistician at the U.S. Gov-
ernment Accountability Office. Previously, she was a health statistician 
at the National Center for Health Statistics at the Centers for Disease 
Control and Prevention, where she provided data expertise to the 
Healthy People 2020 initiative. In addition to rural health, Dr. Yaemsiri’s 
areas of interest include vital statistics, health disparities, developing 
key indicators, assessing data quality, statistics, and data visualization. 
Dr. Yaemsiri holds a Ph.D. in epidemiology from the University of North 
Carolina at Chapel Hill and is an adjunct professor at the University of 
Maryland, College Park.
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Appendix B

Workshop Agenda

Population Health in Rural America in 2020

June 24–25, 2020

Wednesday, June 24

11 AM Welcome Sanne Magnan, Roundtable Co-Chair, 
HealthPartners Institute

Rural America in 
Context 

Rural Demographics and Social 
Determinants of Health 
Alana Knudson, Walsh Center for Rural 
Health Analysis, NORC at the University 
of Chicago

Structural Urbanism: Current Funding 
Mechanisms Systematically Disadvantage 
Rural Populations 
Janice Probst, Arnold School of Public 
Health, University of South Carolina

Moderator: Lars Peterson, Rural & 
Underserved Health Research Center, 
University of Kentucky
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Rural Health Vital 
Signs

Why Is Mortality Higher in Rural Areas?
Mark Holmes, North Carolina Rural 
Health Research and Policy Analysis 
Center, University of North Carolina at 
Chapel Hill

Tribal Public Health Activities 
Valerie Nurr’araaluk Davidson, Alaska 
Pacific University

Rural Data Challenges in Healthy People 
2020
Sirin Yaemsiri, U.S. Government 
Accountability Office

Looking Ahead: Rural Healthy People 
2030 Process and Rural Health Indicators
Alva Ferdinand, Southwest Rural Health 
Research Center, Texas A&M University

Do Rural Racial Disparities Get Lost in 
the Larger Discussion on Rural and Urban 
Disparities? 
Jan Eberth, Rural and Minority Health 
Research Center, University of South 
Carolina

Moderator: Alana Knudson, Walsh 
Center for Rural Health Analysis, NORC 
at the University of Chicago

1 PM Lunch Break

2 PM Health Care in 
Action 

Rural Health Care Landscape
Paul Moore, Federal Office of Rural 
Health Policy, Health Resources and 
Services Administration

Tribal Health Care in Rural Settings 
Daniel Calac, Indian Health Council 

Wraparound Services: Implications for 
Rural America
Nir Menachemi, Indiana University–
Purdue University Indianapolis
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The Role of Community Health Workers 
in Addressing the Needs of Rural 
Americans
Timothy Callaghan, Southwest Rural 
Health Research Center, Texas A&M 
University 

Moderator: Tom Morris, Federal Office of 
Rural Health Policy, Health Resources and 
Services Administration

Thursday, June 25

11 AM Welcome Day 2 Joshua Sharfstein, Roundtable Co-Chair, 
Johns Hopkins Bloomberg School of 
Public Health 

Assessment and 
Implementation 
Strategies for Rural 
Population Health 
Improvement

Coordinated Community Health Needs 
Assessments and Population Health 
Darrold Bertsch, Sakakawea Medical 
Center and Coal Country Community 
Health Center 

Supporting Population Health Efforts: 
Minnesota Integrated Behavioral Program 
Rhonda Barcus, National Rural Health 
Research Center

Connecting Rural Development, Health, 
and Opportunity: The Role of Rural 
Development Hubs and Policy 
Katharine Ferguson, The Aspen Institute 
Community Strategies Group

Innovations in Sustaining Rural 
Population Health 
Karen Minyard, Georgia Health Policy 
Center 

Moderator: Allen Smart, 
PhilanthropywoRx 

1 PM Lunch Break
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2 PM Rural Health Policy Rural Health Policy and Practice Toward 
Value-Based Care 
Tim Putnam, Mary Margaret Health, 
Indiana

Confronting Rural America’s Health Care 
Crisis: Bipartisan Policy Center Rural 
Health Task Force Recommendations
Keith Mueller, Rural Policy Research 
Institute, College of Public Health, The 
University of Iowa

Tribal Rural Health Policy 
Benjamin Smith, Indian Health Service

The CARES Act
Kate Cassling, Bipartisan Policy Center 
Action

Moderator: Karen Murphy, The Steele 
Institute for Health Innovation, Geisinger

3:30 PM Closing Remarks Karen Murphy 
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