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Medicalization
of Rural
Poverty:
Challenges for
Access
Elizabeth Weeks

R

ecent studies starkly reveal that rural Americans suffer from a particular constellation of
socioeconomic and related health challenges.
To effectively address those challenges, any social policy prescription must be fine-tuned for rural populations. To that end, this article identifies four critical
insights: First, rural poverty is different. Rural poverty historically has been marginalized in academic
studies of poverty for a variety of reasons, a few of
which are explained below.1 Second, rural health is
different. Rural-urban health disparities are well documented, a reality that further emphasizes the importance of designing health care access and public health
strategies with those communities in mind. In recent
decades, much of the country has benefited from economic recovery2 and improved life expectancy.3 But the
same has not been true for rural America.4 Economic
despair leads to diseases of despair. Third, rural health
care is different. Certain features of the existing health
care financing and delivery system particularly and
adversely impact rural health. Sweeping federal health
reform under the Patient Protection and Affordable
Care Act of 20105 did little to help — and may have
even hindered — rural health care access. Finally,
because of those differences, rural health strategies
need to be different. What follows is a broad-brush
overview and agenda for further research.6

I. Rural Poverty Is Different
Much of the existing academic scholarship has
focused on causes and effects of urban poverty, while
rural poverty has only recently received discrete attention. But rural poverty merits separate consideration.7
During the 1950s and 1960s, rural poverty rates often
were twice as high as urban areas.8 The gap has narrowed over time but remains noteworthy. In 2015, 16.7
percent of the rural population was poor, compared
to thirteen percent in urban areas and 10.8 percent
in suburban areas.9 The rural-urban poverty rate gap
also varies by region. Historically, the gap has been the
greatest in the South.10
Rural poverty is not only greater but has deeper
roots than urban poverty. Rural counties comprise
the vast majority (85%) of counties nationwide that
are deemed “persistently poor.” Persistently poor
is defined as counties in which 20% or more of the
population was living in poverty in three consecutive
decennial censuses.11 Fifteen percent of all nonmetro
counties fall in that category.12
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The primary point at this first juncture of the roadmap is not to belabor the demographics but to point
out that existing poverty research may not fully capture rural populations. The research trend is shifting,
and recent studies have drawn attention to rural and
suburban poverty issues, noting particular features of
and challenges for those geographic areas.13
There are a number of possible explanations for the
historical bias towards research on urban poverty, dating back to the Industrial Revolution. For one, institutions of higher learning tend to be in urban areas,
with greater population density and closer proximity
to research subjects.14 Moreover, rural sociology as a
field was often marginalized, relegated to schools of
agriculture.15 As a result, rural poverty remained an
academic afterthought.
Other commentators suggest that race plays a factor in the academic under- attention to rural poverty. According to the 2010 decennial U.S. census,
seventy-eight percent of residents of rural areas identify as white.16 While rural poverty is hardly limited
to whites, that feature challenges the academic narrative.17 Researchers and policymakers can articulate
a story about Black poverty as stemming from the
legacies of slavery, Jim Crow, housing discrimination, employment discrimination, and incarceration
rates and, accordingly, direct strategies toward those
disparities. By contrast, there is not as clearly a “good
reason” for whites to be poor,18 and thus not as clear of
a roadmap for addressing the problem.19
By highlighting the “whiteness” of rural poverty, I
do not mean to suggest that rural Blacks, Hispanics,
Native Americans, and other groups are not suffering
in significant ways that also merit attention.20 And
there is a risk that overemphasizing that narrative will
draw policy attention and resources away from longstanding issues affecting minority populations in favor
of new issues affecting other groups.
Policymakers’ responses to the opioid crisis have
been criticized in those terms — opioids, which heavily
impact whites, is a public health epidemic, while crack,
a significant proglem for minorities, was addressed
through stricter law enforcement and steeper sentencing.21 My point is not to belabor that issue but to note
one possible explanation for why existing research
may not fully capture the range of unique challenges
associated with poverty in rural America. To properly
address rural poverty through the health care system,
we first will need to better understand its etiology and
progression.

II. Rural Health Is Different
For decades, the United States generally has enjoyed a
positive trend in life expectancy.22 But the same is not
652

true for rural areas, where life expectancy gains have
been slower, or even declining.23 Nationwide, however, the trend has reversed for the past two years; the
first such two-year downturn in life expectancy since
the early 1960s. The recent trend seems to be caused
at least in part by the opioid epidemic,24 which, as discussed below, impacts rural America in particularly
dramatic ways.
Other health markers similarly reveal rural-urban
health disparities. A 2017 study from the Centers for
Disease Control and Prevention highlights health
risks particular to rural residents.25 Rural Americans
are more likely than their urban counterparts to die
from five causes: Cancer, heart disease, chronic lower
respiratory disease, stroke, and accidental injuries.26
Notably, all of those causes are potentially preventable,
suggesting a roadmap for rural public health strategies focusing on tobacco cessation, diet and exercise,
motor vehicle safety, screening and early detection,
and safer opioid prescribing practices.
The CDC report echoes and partially confirms findings in Ann Case and Angus Deaton’s influential but
controversial 2015’s study. The researchers, Princeton
economists, revealed that while mortality rates for
Blacks and Hispanics in the U.S. decreased from 1999
to 2015, mortality rates among middle-aged whites
increased over the same time period. Rural whites had
the largest increase among all middle aged adults.27
Case and Deaton highlighted rural disparities impacting health, including loss of job opportunities, lack of
access to health care, isolation, poor health behaviors
and attitudes, higher smoking rates, more sedentary
lifestyles, and mental health stigma.28
Consistent with the CDC’s later study, the causes
of those deaths seem to be preventable and include
chronic diseases as well as suicide and accidental poisoning (including from opioids).29 Case and Deaton
coined the term “despair deaths” to describe the trend
of rising morbidity and mortality among middle-aged
white non-Hispanic Americans.30 They suggest that it
results in part from the stress and hopelessness of that
subpopulation as they enter bleak job markets, doing
worse than prior generations.31 That despair leads to
family dysfunction, poor social support, and addiction, as individuals turn to food, alcohol, tobacco, opiates, and suicide.
The Case and Deaton study is controversial because
their data tend to mask longstanding, persistent disadvantages and disparities for minorities, especially
Blacks. To be sure, Blacks have and continue to suffer from premature death from all causes.32 Case and
Deaton, thus, are criticized for overemphasizing a relatively modest increase in adversity that non-Hispanic
whites are facing.33 Accepting those caveats, the study
journal of law, medicine & ethics
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nevertheless is informative for rural health at least in
painting a picture of a particular and significant segment of the rural population.
Again, the point is not to ignore health disparities
for racial and ethnic minorities34 but to highlight the
surprising finding regarding health status of a group
that historically seemed to have the cards stacked in
its favor. Blacks, Hispanics, Asians, and other minority groups are not necessarily doing well, but they
are not doing worse than their parents. Middle-aged
white Americans, by contrast, may be acutely aware of
their failings, compared to their parents’ and grandparents’ generations.
The “diseases of despair” narrative also captures
another critical feature of rural health — the opioid
crisis or epidemic, now an officially recognized public

be licensed under state law to provide a full range of
services.42
Lack of reliable public and private transportation,
poor Internet connectivity, lack of employment (and,
accordingly, lack of health insurance coverage) further
impair access to care in rural areas. Access to highspeed broadband is a necessary precursor to expanding access to care through telemedicine as well as for
rural residents’ ability to access online resources for
health education, promotion, monitoring, and tracking. Access to mental health and substance abuse
treatment is especially challenging in rural areas
due to personnel and facility shortages and relatively
greater social stigma around mental illness.43
Since 2010, the year of the ACA’s enactment, 83
rural hospitals nationwide have closed.44 In my state
of Georgia, we have had five rural hospital closures in that time.45 Texas has had
ten.46 A variety of intricate legislative
One-fifth of Americans live in rural areas,
and regulatory changes have contributed
but only one-tenth of physicians practice
to this trend. For one, under the ACA’s
promise of near-universal health insurthere. Even where mid-level providers may
ance coverage, lawmakers cut disprobe available, they may not be licensed under
portionate share hospital (DSH) funds.47
state law to provide a full range of services.
DSH funds historically were designed to
alleviate hospitals’ financial burden of
providing uncompensated care. Under
health emergency.35 Data show a clear pattern of higher
the ACA, the expectation was that with most people
rates of opioid-related deaths (namely, overdoses)
covered, the need for DSH subsidies would be largely
and babies born addicted to opioids in rural areas.36
obsolete. Unfortunately, even as it became clear that
Research from my state of Georgia reveals that the
universal coverage was far from being achieved, DSH
majority of counties with drug overdose rates exceedfunding was not reinstated. Moreover, Medicare
ing the national average are rural.37 Many factors may
cuts unrelated to the ACA and changes to Medicare
contribute to the pronounced impact of opioid misreimbursement policies, including strategies to align
use in rural populations —economic despair, the large
payment with quality rather than volume, operated
elderly rural population, prescribing practices, health
adversely for many rural providers.48 Rural hospitals
professional shortages, and difficulty accessing routend to be particularly dependent on government
tine medical care, physical therapy, emergency care,
health care program revenue.49 Additional regulatory
and mental health treatment.38
compliance requirements, including but not limited to
new tax code provisions for tax-exempt hospitals, have
III. Rural Health Care Is Different
hit rural hospitals especially hard.50 These hospitals
Rural health care financing, delivery, and access also
characteristically have especially thin operating marare markedly different from urban health care. Escagins, making it difficult to bear the added burdens.51
lating costs of health care impair individuals’ ability to
A particularly pronounced challenge for rural proaccess health care nationwide.39 Some people remain
viders is the ACA’s Medicaid expansion provision
uninsured, and others find co-payments and deductbeing restyled from mandatory to optional. Under the
ibles prohibitively high. Those effects are particularly
ACA, as enacted, all low-income Americans (below
acute for rural areas.40 In addition, medical providers
138% of federal poverty level) would have been eliand professionals simply may be unavailable, even if
gible for government health insurance. But in the
there were a way to pay for them. Health care provider
face of states’ constitutional challenges to mandatory
shortages have long challenged rural health care delivMedicaid expansion, the U.S. Supreme Court allowed
ery. One-fifth of Americans live in rural areas, but only
states to elect whether to maintain their existing Medone-tenth of physicians practice there.41 Even where
icaid eligibility rules, which turned on certain catmid-level providers may be available, they may not
egories (such as age, disability, pregnancy, or, in some
the medicalization of poverty • fall 2018
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cases, parenthood), or to expand their Medicaid coverage to the poor, regardless of categorical eligibility
rules.52 Despite the fact that the federal government
would almost fully fund the expansion, a number of
states, including those with significant rural populations, thus far, have turned down the option. Medicaid opt-out decisions especially impact rural hospitals
and other providers.53 Medicaid non-expansion makes
those hospitals increasingly vulnerable to closure,
thereby exacerbating access to care challenges for
rural areas.54
Commercial insurance markets, including the ACA’s
health insurance exchanges, also operate differently in
rural areas, decreasing the availability of coverage for
those ineligible for government health care programs
or employer-sponsored insurance. Early numbers
(from 2014, the first year that many important ACA
insurance market reforms, including the individual

IV. Rural Health Strategies Need to Be
Different
Recognizing unique features of rural health should
create more effective prescriptions for preventing and
treating those maladies. Some approaches to the problem of access to care are longstanding, such as the loan
forgiveness programs for rural health care providers,
and the Anti-kickback Statute’s (AKS) safe harbor for
physician recruitment to Health Professional Shortage
Areas (HPSAs). Signing bonuses, moving expenses,
malpractice coverage, and other possible terms of physician recruitment packages raise the specter of violating both the AKS and Physician Self-Referral Prohibition (or Stark Law). The AKS, however, provides a safe
harbor for such payments in the context of recruiting a
physician to a designated HPSA, as long as other criteria are also met.63 Other ideas include malpractice liability insurance premium relief and tax credits for rural

Poverty in rural America exhibits unique causes and challenges.
Rural health care access is particularly fraught. Accordingly, rural health care
interventions, with respect to both health care delivery
and public health promotion, need to be uniquely tailored to
this subpopulation of the American poor.

mandate, took effect) did not suggest that the ACA’s
geographic rating factors disfavored rural areas.55 A
recent study from University of Iowa, however, reveals
that 2016 premium rates increased disproportionately
in rural areas.56 The study found that premium rates
correlate with the number of firms offering health
insurance.57 Thus, fewer firms in rural areas translate
to higher premiums. In addition, market instability
introduced by the Trump administration’s reduced
open enrollment period58 and lack of promotion for
the private insurance marketplace exchanges59 predictably led to further premium increases. Even more
significantly, the federal government ceased payment
to insurance companies under the ACA’s cost-sharing reduction payments, a move that is now being
challenged in litigation.60 And Congress effectively
repealed the tax penalty associated with the individual health insurance mandate, which creates further
uncertainty.61 Although wholesale repeal and replacement of the ACA has not occurred, these changes alone
will very likely result in premiums rising,62 including
in rural areas.
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providers. Rural dental clinics, rural health fellowships, and in locum tenens staffing also may be helpful in addressing the provider shortage and expanding
access to care. Changes to scope of practice laws could
increase the workforce by allowing mid-level providers
and pharmacists to provide more services.
Telemedicine offers great promise for expanding
access to care in rural areas, but several challenges
remain. For one, as mentioned above, broadband connectivity must be addressed. Significant “broadband
deserts,” especially in rural America, remain.64 Supervision, interstate licensure, data interoperability, and
reimbursement challenges also require attention. At
present, Medicare reimbursement for telemedicine
is limited to designated rural areas, with wide state
variation regarding Medicaid and private insurance
reimbursement, as well as other state laws governing
telehealth.65
As discussed above, the financial sustainability of
rural hospitals is a pressing concern. Medicaid expansion, if not a magic bullet, would certainly go a long
way to shoring up struggling facilities. A recent study
concluded that Medicaid expansion was associated
with improved financial performance and substanjournal of law, medicine & ethics
The Journal of Law, Medicine & Ethics, 46 (2018): 651-657. © 2018 The Author(s)
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tially reduced the likelihood of closure for rural hospitals.66 The study concluded that replacing uncompensated care with Medicaid coverage improved hospitals’
financial margins enough to avert closure.67 Although
Medicaid reimbursement rates are considerably lower
than other third-party payers, something is better
than nothing.
The overall trend of increased health care consolidation also is relevant for rural hospitals seeking a lifeline. That said, health systems that acquire previously
independent rural hospitals may not have financial
motivation to maintain those facilities as going concerns across their portfolios. In other cases, vulnerable
hospitals simply may not be attractive for acquisition
in the first place. In Georgia, one of our particular
challenges is the prevalence of quasi-governmental
hospital authorities.68 As those facilities face financial
vulnerability, they may seek access to other revenue
streams by reorganizing under different corporate
forms through mergers, acquisitions, or bankruptcy.
But even the cost of legal fees for those transactions
may be prohibitive for many rural facilities. High
transaction costs can impede other strategies for staying afloat. For example, certain U.S. Department of
Agriculture loans are available to rural health care
providers, but they would need grant-writing and
administrative resources to access that funding.69
Where general acute care hospitals are not sustainable, owners, operators, and communities may look to
alternatives, including freestanding emergency departments70 and “micro” hospitals.71 Those forms would
have to run the gauntlet of state facility licensing and
certificate of need laws, where applicable. Moreover,
even where permitted by state law, questions remain
regarding reimbursement for stand-alone emergency
services and other novel facility forms.
Other rural health strategies and demonstration
projects focus on integration and coordination of care.
Some utilize existing models such as Patient-Centered
Medical Homes, which can be organized fairly readily
without major capital costs around primary care providers, and Accountable Care Organizations, which
offer potential new revenue streams but require more
upfront resource and capital investment to achieve.72
New models are also promising. For example, the
Frontier Community Health Integration Project,
involving ten critical access hospitals in Montana,
Nevada, and North Dakota,73 is testing new models
for health care delivery in frontier areas including
providing certain essential services in patients’ home
communities, rather than transferring them to distant
facilities. Health Extension Rural Offices (HERO)74
is a New Mexico Model that operates similarly to
agricultural extension services but for health. HERO
the medicalization of poverty • fall 2018
The Journal of Law, Medicine & Ethics, 46 (2018): 651-657. © 2018 The Author(s)

agents live in rural communities, serving as resources
to local health providers on the latest best practices,
encouraging young people to finish school and pursue health careers, recruiting and retaining a health
care work force, and strengthening local capacity to
address local health problems.
A variety of public health strategies also may be
helpful, including health promotion and education of
both health workers and the public.

V. Conclusion
Poverty in rural America exhibits unique causes and
challenges. Rural health care access is particularly
fraught. Accordingly, rural health care interventions,
with respect to both health care delivery and public
health promotion, need to be uniquely tailored to this
subpopulation of the American poor.
Note

The author has no conflicts to disclose.
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