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■ Abstract The rural health care system has changed dramatically over the past
decade because of a general transformation of health care financing, the introduction
of new technologies, and the clustering of health services into systems and networks.
Despite these changes, resources for rural health systems remain relatively insuffi-
cient. Many rural communities continue to experience shortages of physicians, and the
proportion of rural hospitals under financial stress is much greater than that of urban
hospitals. The health care conditions of selected rural areas compare unfavorably with
the rest of the nation. The market and governmental policies have attempted to address
some of these disparities by encouraging network development and telemedicine and
by changing the rules for Medicare payments to providers. The public health infrastruc-
ture in rural America is not well understood but is potentially the most fragile aspect
of the rural health care continuum.

INTRODUCTION

The character of rural health care delivery in the 1990s has undergone significant
changes caused by the rapid transformation of the U.S. health care system. Rural
providers had functioned, like their urban counterparts, in a system dominated
by fee-for-service payment mechanisms in which there were recognizable differ-
ences in the philosophies of public and private interests. In the 1990s, both public
and private systems began to use managed-care principles to control costs, and
an emerging emphasis on corporate and business philosophies began to blur the
distinction between public and private health care systems. Rural places felt these
changes in ways other than through the dominance of markets by managed-care
companies because there were fewer opportunities for cost savings or profit en-
hancement owing to the nature of rural markets (16). Rural health care changed
more as a result of the increased integration and assimilation of professionals and
institutions into systems and networks (58). The pressure of reform across the
wider market resulted in important government policy changes for rural health
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TABLE 1 Age-adjusted death rates per 100,000 resident population by race
and urbanization in the United States, 1993–1995

Urbanization group All races White Black

Large core metropolitan 538.2 491.9 810.5

Large fringe metropolitan 459.7 449.3 682.2

Medium small metropolitan 500.7 477.4 760.0

Urban, nonmetropolitan 519.1 499.4 761.9

Rural 526.4 503.9 737.1

care delivery, including the establishment of alternative hospital forms under the
Medicare program, adjustments to other Medicare payment systems that discrim-
inated against rural providers, and implementation of rural-community-focused
grant programs to encourage networks and system linkages. However, the persis-
tence of recognized and long-standing problems of resource distribution was the
salient characteristic of rural health care during the decade.

The distribution of physicians has remained skewed toward urban areas; rural
America has 20% of the nation’s population but less than 11% of its physicians;
of 603,656 patient care physicians in the nation in 1997, 64,912 (10.8%) practiced
in nonmetropolitan counties. This imbalance has worsened over time; in 1980 the
proportion practicing in nonmetropolitan counties was 13.6% and in 1990, 12%.
The total supply of patient care physicians grew by 24.3% between 1990 and 1997
but by only 11.1% in nonmetropolitan areas (66). Rural residents have roughly
equivalent age-adjusted mortality rates (61), but certain rural regions have the
highest levels of mortality and morbidity, often accompanied by the fewest health
care resources (78, 79). The link between the distribution of these resources and
health outcomes is not apparent; for example, Table 1 presents a somewhat mixed
message for the relationship between a person’s residence—urban, suburban, or
rural—and mortality.

Rural residents are more often uninsured than urban residents [18.7% vs 16.3%
(101)] and are more likely to report being in fair or poor health, having restricted
activity, and having lower levels of access to a regular primary-care provider (90).

The important policy issues in rural health during the 1990s continued to focus
on resource disparities, and perhaps the most important were payment policies for
Medicare and the supply of health professionals. However, developments in tech-
nology and organization, including the expansion of the use of telemedicine and
an increase in the numbers of rural hospitals and rural practitioners becoming parts
of alliances and systems, captured the attention of rural health services researchers
as well as policy makers. As quality of care became an important issue and a larger
proportion of the nation’s population was covered by managed-care plans (34),
rural providers were not left out of the trend toward greater scrutiny over practice
decisions, especially when costs could be reduced (57). More attention is being
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paid to health care outcomes for rural and primary-care providers, as well as urban
and specialist providers (96), and the reality of practice in rural America includes
the pressures of managed care on both costs and quality of care (16). This article re-
views these transformations, focusing on selected issues that are most important to
rural health care delivery: the supply of professionals and hospitals, telemedicine,
alliances and systems, policy issues, and rural public health and quality of care.
However, there is a set of health care issues that are of special concern to rural
populations, and they are considered first.

SPECIAL PROBLEMS IN RURAL HEALTH

The rural environment, especially where agriculture, mining, forestry, and fishing
are important or dominant parts of the economy, presents extraordinary threats to
health (33, 105). Agriculture brings the use of pesticides and herbicides as well as
heavy and potentially dangerous machinery. Mining is a consistently hazardous
industry, and persons involved in fishing and forestry are at much higher risks of
trauma. A review of the causes for visits to a single rural emergency department
found that work-related injuries accounted for 12.5% of>12,000 injuries (105),
although the national rate in 1997 was 4.2% of emergency department visits (62).
Rural workers who were injured were more often older; the mean age of patients
injured on the job was 33.8 years (range, 16–77 years), compared with a mean age
of 27.7 years for all injury visits. The most common mechanisms of work-related
injuries were overexertion (20%), cuts or pierces with sharp implements (16%),
falls (16%), strikes by objects (13%), and transportation-related injuries (5%).
Sprains and strains were the most common types of injuries sustained (27%), fol-
lowed by wounds to upper limbs (18%), contusions (12%), and fractures (10%). Of
the 1,539 patients coming to the emergency department with occupational injuries,
12% were transported via ambulance. Most (91%) were treated and released. The
mechanisms of injury that most commonly resulted in hospitalization included
strikes by objects (21%), transportation-related accidents (19%), falls (20%), and
accidents involving crushing mechanisms (10%) and machinery (15%). Of work-
ers requiring hospitalization, 97% were male, and the average length of stay was
4.4 days (105).

Children in rural areas have much higher rates of fatal injury; 1992 data show
that rural children between the ages of 1 and 19 had a 44% higher death rate
than their urban counterparts, and those between 1 and 14 had a 20% higher
mortality risk (17). A single-state study in Colorado showed that rural children
have significantly higher risk of death from motor vehicle crashes and unintentional
firearm injuries (43).

Exposure to cancer-causing agents is recognized as a hazard of rural life both
for farmers and farm workers, but also for persons living near fields that are
sprayed or living where runoff is likely from such operations. These factors result
in higher than average rates among farm populations for brain, stomach, lymphatic

A
nn

u.
 R

ev
. P

ub
lic

 H
ea

lth
 2

00
0.

21
:6

39
-6

57
. D

ow
nl

oa
de

d 
fr

om
 w

w
w

.a
nn

ua
lr

ev
ie

w
s.

or
g

 A
cc

es
s 

pr
ov

id
ed

 b
y 

20
7.

24
1.

22
9.

48
 o

n 
03

/2
9/

21
. F

or
 p

er
so

na
l u

se
 o

nl
y.

 



P1: FJS/FPO P2: FCT/FFO Tally: FCT

March 16, 2000 22:47 Annual Reviews CHAP-26

?
642 RICKETTS

and hemopoietic, lip, prostate, and skin cancers (12). Rural children are at higher
risk of exposure to pesticides and have higher rates of pesticide-related illnesses
(27, 86). A number of programs have attempted to lower the risks of cancer and
agricultural injury; these programs are sponsored by the National Institute of Oc-
cupational Safety and Health (20), the National Cancer Institute, and the U.S.
Department of Agriculture, along with many state agricultural-extension services
and foundations involved in prevention. The Appalachian Leadership Initiative in
Cancer is an example of the combination of local public health agencies, clini-
cians, the agricultural extension service network of agents, and support units in
land grant universities to address problems specific to rural populations (25).

Rural mental-health and behavioral-health care systems are fundamentally dif-
ferent from urban and suburban systems (38). This constellation of problems is
seldom treated by specialists, and there are substantial difficulties in creating ap-
propriate referral networks for mental health services when there are more intense
issues related to anonymity and labeling in close-knit rural communities. The
personalities and attitudes of rural residents, who tend to be more resistant to
accepting diagnoses such as depression, also play an important role in the percep-
tions of mental illness and substance abuse and in shaping local policy to treat
these conditions, as well as to fund programs and organizations that address the
problems in the community (44).

RURAL HEALTH PROFESSIONALS

In 1997, the American Medical Association counted 736,264 active physicians
in the United States—more than double the number in 1970. The ratio of physi-
cians to population grew from 130 patient care physicians/100,000 in 1970 to
276/100,000 in 1997 (66). This rapid growth has fueled a growing perception that
the United States has a≤20% oversupply of physicians. This point has been made
by special commissions (52, 70) and a joint task force involving the American
Medical Association, specialty societies, and the Association of Medical Colleges
(AAMC) (69), and it has been affirmed by federal agencies that have used recent
research to bolster their case (22, 24). This perception of an overall surplus flies
in the face of continued evidence of shortages, especially in rural places. There
remain many communities that do not now and have not in the past 25–30 years
had the number of professionals that most experts consider “adequate” to provide
reasonable access. As of September 30, 1998, there were 1,879 designated areas
with shortages of primary-care health professionals in nonmetropolitan counties,
and these areas required 2,370 full-time-equivalent primary-care practitioners to
bring them above the minimum designation criterion and 5,355 to achieve a target
ratio of 1 provider for every 2,000 persons (26).

The contrast of an overall national surplus with persisting shortages has cre-
ated difficult policy options for graduate medical education (GME) policy (19),
for changes in policy toward international medical graduates (23), and for the role
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of the National Health Service Corps. Federal graduate medical education pol-
icy is seen by the Pew Health Professions Commission (70) as not making use
of effective mechanisms for improving the geographic distribution of clinicians,
such as training in nonhospital settings and support for nonphysician primary-care
professionals. International medical graduates are an important source of physi-
cians for rural, underserved areas, but their relative contribution to the supply in
counties designated as underserved is seen in one study as only slightly greater
than United States medical graduates (4). One analysis found that international
medical graduates “worsen distributions” of physicians (71).

Recruitment and retention of providers remain issues for many rural places.
The National Health Service Corps has been one of the most important programs
to place and support physicians and other professionals in rural underserved ar-
eas, but its early performance did not meet expectations (67). Subsequent policy
changes within the Corps improved its ability to place clinicians into long-term
service in rural communities (83). In examining how to influence physicians to
practice in rural places, researchers have traditionally focused on the rural practice
environment and the personality and family characteristics of physicians. Recent
work points to the positive influence of rural-focused training on the degree to
which rural physicians interact with their practice communities (68, 97). The ex-
perience of the focused program at Jefferson Medical College provides an example
of how such a program can influence the flow of physicians into rural places (74).
However, it is not just physicians who are important primary-care providers in
the rural environment; the new health professionals that emerged in the 1970s,
nurse practitioners and physician assistants, have taken on broader and more ef-
fective roles in many rural places (5). For physician assistants, one of the original
reasons for developing the profession was to relieve the burdens on house offi-
cers and residents in teaching hospitals. These professionals have found a place
in hospitals that are less likely to be involved in teaching—rural hospitals (10)—
but they are often paid less in rural than urban communities, though they may
enjoy more autonomy (2). The issues that apply to rural primary-care clinicians
also apply, although in a more local sense, to nurses. Recent studies find signif-
icant nonwage influences on the decision by nurses to enter or remain in a rural
setting (64, 65).

The rural clinician is often described as “another breed” of health professional,
willing to cope with relative professional isolation and ready to take on unfamiliar
cases, but also often described with less flattering characterizations. Despite many
firmly held perceptions of differences, little is systematically known about what the
rural physician does that is different from what the urban physician does. A report
from a team of researchers at the University of Washington painted a picture of what
rural doctors do in comparison with their urban counterparts (6). The differences
were less striking than the comparative generalizations would predict, showing
substantial overlap between specialists and generalists, depending on location and
specialty. Chiropractic medicine is often lumped under the term “alternative,” but
it is an important source of care for both urban and a growing number of rural
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people. Even less is known about the distribution of these caregivers and how
they might modify their practice patterns based on the populations they serve. For
example, a 1999 study of the use of chiropractors in the Midwest is one of the very
few that focuses on a nonallopathic or mainline nursing or dentistry profession.
It shows that chiropractics is an important health care option for rural people to
access in a wide range of illnesses (41).

The ethics of rural and small-town health care practices have been discussed
recently (80). There is evidence that perceptions of health and use of the health
system are different for people in rural communities (31, 42, 53, 103), and this may
influence the course of treatment and how issues of health and illness are viewed
by rural clinicians and patients (72, 81, 99, 100). For example, rural people may
more often tend to delay treatment. Perceiving that work is more important than
health care, they tend to use health care more when there are lower demands on
their time from seasonal work, and there is evidence that rural people suffer higher
levels of stress.

HOSPITALS

The role of the hospital in the American health care system is changing very
rapidly. Indeed, there are some who see hospitals as disappearing from the scene,
to be replaced by networks of professionals and institutions tied together through
a variety of contractual arrangements to coordinate care and promote health—the
so-called virtual hospital. For many rural communities, however, it is the hospital
that has served as the focus of health care delivery in the community and that
remains the most prominent and effective institution to organize the delivery of
health care.

The leading proposals for national health care financing reform from the White
House and Congress in 1993 and 1994 did not provide much comfort for rural hos-
pitals. Rural areas were seen as areas in which managed competition and vertically
integrated delivery systems would have trouble catching on (48), and few specific
policy recommendations addressed this problem (84, 85). By 1997, market-driven
changes were more dominant than policy-directed reform; integrated delivery sys-
tems were a growing phenomenon, and the cost-saving potential of managed care
was being realized. Well before the time when national health reform was high on
the political agenda, rural hospitals were faced with a prospective payment system
under Medicare that paid them less than urban hospitals for the same services.

In the 1980s, as the number of rural hospitals closing their doors grew every
year, there was a belief among expert observers of the health care sector that
rural hospitals were perhaps an anachronism and that only those institutions that
were very large and integrated with other parts of the health care system would
survive (50, 60). At the start of the decade, there was strong concern over the
viability of rural hospitals, and alarm was raised at the rate that rural hospitals were
closing. Between 1980 and 1998, the total number of community general hospitals
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Figure 1 Hospital closings in rural and urban locations, 1980–1998.

decreased from 5842 to 5153, an 11.8% decrease caused by closings, mergers, and
conversions. During that period, there were∼1000 closings or conversions to some
other form of health care delivery organization,>600 in metropolitan counties and
438 in nonmetropolitan. Although some hospitals were opening or relocating, a
net reduction of 689 hospitals ensued. The pace of closings slowed after 1990; in
1998, 24 urban and 11 rural hospitals closed (Figure 1).

The hospitals that were most vulnerable to closing or conversions were those
that had a smaller number of beds and lower occupancy rates, were managed as
for-profit concerns, were not accredited by the Joint Commission on Accreditation
of Health Care Organizations, and had high percentages of Medicaid inpatient days
(32). Other vulnerable hospitals were those located>35 miles from their nearest
hospital neighbor but also located in markets with higher population densities
(98). Studies that examined the effects of closed hospitals on local communities
found significant changes in the use of hospitals in general and, in one case, in the
health status of residents (11, 37, 82). Others found that access was not significantly
impaired by closings (14, 30, 55). Recent work indicates that the effects of rural
hospital closings may be overstated in terms of absolute effects on use of services,
but there are important access differences, a pervasive sense of loss, and a reduction
in the social capital of the communities (76).

Rural hospitals have been able to survive, and some even thrive, because the
Medicare payment policies that were discriminatory to rural hospitals have been
blunted by Congress. More importantly, there has always been a justification for
the location and mission of hospitals in rural places. Small rural hospitals have
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been shown to contribute significantly to local economies (21), and they have been
able to adapt by using payment options, including expanding outpatient care and
use of the Rural Health Clinics program (47).

Since 1994, the dominant theme for rural hospitals has been adaptation and in-
novation to meet the challenges of a changing market, although survival is still an
issue. The exit option for rural hospitals has not proven popular, although rural hos-
pitals are at a disadvantage in many ways compared with urban hospitals, largely
owing to differences in the resources available to them. For example, Medicare
payments for rural hospitals have consistently been lower because of adjustments
for lower wage levels in rural communities. Despite these difficulties, rural hos-
pitals have been able to continue in their role as local and regional centers of
health care activity because of the rapid diffusion of new management techniques,
new systems of coordination and networking, new information technology and the
adoption of new structures and approaches to health care delivery.

The limited-service-hospital model has been a policy option for over a decade,
in the form of the Medical-Assistance Facility and the Rural Primary-Care Hospital
(often called “peach”). These limited-service hospital models were introduced in
1987 in Montana as medical assistance facilities and in 1989 in a seven-state
demonstration by the Health Care Finance Administration of the Essential Access
Community Hospital-Rural Primary Care Hospital program (15). The medical-
assistance facilities and rural primary-care hospitals were allowed to operate with
restrictions on the number of their acute-care beds, up to six, and the length of stay
for any Medicare patient—≤72 hours. The hospital also had to have a network
arrangement with a larger essential-access community hospital that would accept
all transfers. The hospitals, in turn, received enhanced payments from the Health
Care Finance Administration for Medicare patients and were allowed other relief
from regulatory requirements.

Conversion to a limited-service model is restricted to those that qualify, but not
all potential limited-service hospitals choose to make the conversion. It is more
common for hospitals with more favorable performance measures to convert (1).
These new organizational forms have been accepted in rural communities, but not
without some misgivings by current or potential users (89).

Changes and conversions will become even more commonplace with the im-
plementation of the Rural Hospital Flexibility Program passed by the Congress in
1997. The effects of the early implementation of that program have been described
(77), and there is intense interest in how well this new model for rural hospitals
copes with a health care environment whose dominant characteristic is change.
The U.S. Office of Rural Health Policy has funded an evaluation of the Rural
Hospital Flexibility Program. There are other alternatives being considered at the
state level. For example, Avery assesses the feasibility of a freestanding emergency
department that can substitute for currently operating, small rural hospitals as a
part of an access network (3). This is an extreme option for restructuring the rural
hospital but reflects the desire of regulators and planners to try to allow localities
to retain the essential services that hospitals provide.
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TELEMEDICINE

Telemedicine has been described as the single most important way to equal-
ize the differential in resource availability between rural and urban areas (73).
Telemedicine is a general term for the use of telecommunications, including live
interactive video and the transmission of images and data via the Internet or by
telephone, or any combination of information transmission combined with the
treatment of patients (7). Recently, satellite and fiber-optic cable systems have
been developed to link health care providers in central teaching hospitals with
distributed-delivery sites within specific states or across state and national borders
(63). The federal government has stimulated the expansion of this technology with
grant programs (75) and the establishment, in 1998, of a separate Office for the
Advancement of Telehealth in the Health Resources and Services Administration.
Most of these federally sponsored projects have been located or targeted to rural
communities. Of 191 funded projects in 1994–1997, 118 were primarily to benefit
rural communities, or they involved rural providers or patients. The research and
evaluation literature on telemedicine and telehealth has featured descriptions of
many projects and programs and has discussed in depth the policy issues that either
facilitate or retard telehealth systems, but comparatively little structured evaluation
and comparative quality assessment have been completed. The quality of individ-
ual telemedicine systems has been assessed in multiple studies; these studies most
often focus on single therapeutic areas such as dermatology or radiology, in which
the transmission of images and data over distances provides a clear benefit. How-
ever, the installation of complex video-based telemedicine systems has not always
met with complete acceptance nor been deemed completely cost beneficial in all
systems; one review of evaluation approaches calls telemedicine “. . . an expensive
and, to date, poorly evaluated technology” (107).

Telehealth systems that are accepted in practice make use of appropriate, ac-
cessible, and stable technologies (91). The challenge of objectively evaluating
telemedicine is not specifically one that requires consideration of rural conditions
(35, 36). Telemedicine and telematics continue to grow in importance in rural
health as patients and providers become more familiar with systems and technolo-
gies and grow more comfortable with the capabilities of telecommunications. The
lingering issues of licensing and reimbursement are being addressed with an aim
to clearing up problems of borders and bringing a reasonable stream of income to
useful technologies (8).

NETWORKS AND SYSTEMS

Rural health professionals and institutions have chosen recently to join into sys-
tems and alliances to cope with the turbulent environment of health care policy
and economics. These networks consist of multiple health care providers who
share common characteristics of rural health care delivery: small population bases,
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limited resources, and a need to exploit economies of scale. A rural health net-
work may or may not have been developed as part of managed-care systems, but
it is more likely to have been created to cope with general market conditions. By
combining resources, rural providers expect to reduce their costs, manage their
scarce resources, compete effectively, and increase their bargaining position with
insurers and regulators (109). Managed care and market pressures have been cited
as causes of this clustering, but an overall emphasis on efficiency and measurable
quality has made it necessary for individual institutions to seek support and the
efficiencies of scale that are available in these systems (92, 93). Defining a net-
work is not straightforward in the rural context (104); Moscovice and colleagues
have been explicit in their definition and have used it to create a characterization
of network structures in and involving rural communities (59). Their study found
that networks are widespread, 42% of rural hospitals are involved in some alliance
or network, and more than half of the formal networks involve an urban institu-
tion (58). Hospitals joined these networks to gain financial advantages, to access
resources, and to gain operational assistance from partners (104).

Hospital networks are not the only form of integrating structure appearing in
rural communities; there are many cooperative and collaborative systems emerging
as a result of policy initiatives and in response to incentives from foundations
and payment systems. These include the New York State Rural Health Network
Demonstration Program, initiated in 1986 to promote more effective health care
delivery systems and to maintain essential community services. This program was
later joined with the state’s rate-setting mechanism in 1994, but that system was
phased out in 1996. The 1996 Health Care Reform Act of the State of New York
made available $7 million/year for network development between 1997 and 1999.
A total of 34 awards, ranging from∼$50,000 to $340,000, were made in 1997.

The Essential Access Community Hospital demonstrations required the for-
mation of networks to support the rural primary-care hospitals, but the network
activities were given less emphasis than the viability of the converted hospitals
(106). Florida initiated a rural health network development program in 1993, cer-
tifying nine systems with various forms of organization. The networks included
rural clinics, hospitals, and health departments in various combinations, and some
were involved in the development of insurance or managed-care products. No for-
mal evaluation of that program has been published. West Virginia created the Rural
Health Networking Project in 1994, using funding from the Claude Worthington
Benedum Foundation combined with federal and other foundation initiatives, in-
cluding the Robert Wood Johnson Foundation’s Southern Rural Access Program,
which added support in 1998. The latter program supports rural network develop-
ment in eight southern states but has only just begun its implementation phases,
as of summer 1999.

The American Hospital Association, the Catholic Health Association of the
United States, and Voluntary Hospitals of America, in cooperation with the W. K.
Kellogg Foundation, the Duke Endowment, and the California Wellness Founda-
tion, supported 25 community-care networks to develop systems that care for the
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uninsured and that improve health care coordination. The effects of this system
building have not been published.

The Agency for Health Care Policy and Research created a series of Rural
Managed Care Centers in 1994, linking rural communities with university health
systems to determine whether this form of technical-assistance networking could
help rural places better integrate with managed-care systems. The evaluation of
that program has been qualitative and presents a picture of more potential than
realized benefits (28, 39).

The Medicare Rural Hospital Flexibility Program was enacted as part of the Bal-
anced Budget Act of 1997 (BBA) and is a nationwide program that creates a new
category of rural hospitals called Critical Access Hospitals, as well as authorizing a
program of grants to develop rural health care systems. Those grants, available to 48
qualifying states, can be used for network development, which is a required compo-
nent of the flexibility program. In the initial year of the program, states had moved
deliberately toward implementation of network-supporting systems, but networks
were not the primary focus on the program; rather, more attention was being paid to
the individual hospitals and their decisions to become critical-access hospitals (77).

Despite the secular trend toward greater involvement in networks and alliances,
there remains little strong empirical evidence of the benefits of these networks and
alliances for their members (104). There are open questions about the degree to
which networks actually affect access to care and the eventual outcomes of care
for rural populations.

POLICY AND LEGISLATION

The most important change in rural health policy in recent years has come from
those parts of the BBA that created special rural focused programs like the Rural
Hospital Flexibility Program but also created major changes in how rural providers
are paid. The BBA and its effects have drawn the attention of rural health advocates
and policy analysts. The Rural Policy Research Institute, a consortium of academic
centers that addresses a wide range of rural issues, has released four reports specif-
ically addressing the legislation (18). The rural policy concerns described by the
Rural Policy Research Institute panel focus on payment levels for rural hospi-
tals, the phasing out of cost-based payments to federally qualified health centers
(FQHCs), revised payments for home health care and long-term care facilities
based on averages, the use of the hospital wage index for skilled nursing facility
payments, reductions in home health payments, and the lack of sufficient market
conditions to allow rural areas to benefit from Medicare+ Choice and provider
service organizations. Furthermore, the BBA replaced the adjusted average per-
capita cost system with one in which county payment rates are set as the highest of
(a) a local/national blended rate, (b) a national payment floor, or (c) a 2% minimum
update from the previous year’s rate. Simulations of payments anticipated under
the BBA indicated that rural areas would suffer very large negative effects (88).

A
nn

u.
 R

ev
. P

ub
lic

 H
ea

lth
 2

00
0.

21
:6

39
-6

57
. D

ow
nl

oa
de

d 
fr

om
 w

w
w

.a
nn

ua
lr

ev
ie

w
s.

or
g

 A
cc

es
s 

pr
ov

id
ed

 b
y 

20
7.

24
1.

22
9.

48
 o

n 
03

/2
9/

21
. F

or
 p

er
so

na
l u

se
 o

nl
y.

 



P1: FJS/FPO P2: FCT/FFO Tally: FCT

March 16, 2000 22:47 Annual Reviews CHAP-26

?
650 RICKETTS

The response by rural advocates has been to revitalize their congressional pres-
ence and develop new leadership in the caucuses of the House and Senate. This has
resulted in the development of both comprehensive and targeted bills to address
problems in existing laws and regulations that negatively affect rural communities
and providers, as well as to strengthen rural-directed programs.

RURAL PUBLIC HEALTH

The rural public health infrastructure has not been given much recent attention
in rural health policy or rural health research. There are published reports of the
changes required by individual public health departments or state health depart-
ments, but an overall analysis of rural issues in public health has appeared only
in the form of a report from the University of Minnesota Rural Health Research
Center (56). Public health departments in cities have been affected by the expan-
sion of managed care as health plans have taken on the treatment of populations
once considered solely the responsibility of health departments (29, 51). There
are limited examples of managed-care effects on rural public health departments,
although health departments in general are scaling back direct patient services
(94). There is evidence that, in states with Medicaid managed-care programs, pub-
lic health departments more often have dropped well-child services. The move
to managed care in the Medicaid system poses a particular risk to public health
departments because these departments have historically focused the provision of
clinical services on Medicaid-eligible or other low-income populations. As of May
1997, 57% of rural counties participated in Medicaid managed-care programs in
some form, including case management (95). In a study that examined the im-
pact of Medicaid managed care in rural communities in 10 states, local health
departments in almost all of the states reported a sharp decrease in the provision
of well-child services (29). In 3 of the states, respondents noted that the local
health departments had already stopped or were planning to stop providing any
clinical services. The changes seen in these rural areas parallel changes in other
communities across the country (102). The impact of these changes in any partic-
ular community will depend on whether there are other private providers willing
to assume care for the patients who historically received care from the health de-
partment. Lipson noted that 10% of local health departments, especially those in
rural areas, reported that they were sole providers of care to the medically indi-
gent (51); thus, rural communities may be more adversely affected if rural public
health departments cease providing clinical services owing to the influences of
statewide Medicaid managed-care programs or policies that call for health depart-
ments to deemphasize direct patient care. Health departments have also reportedly
used Medicaid revenues to partially cross-subsidize population-oriented services;
thus, a concern has been raised that the loss of Medicaid revenues may also affect
the ability of local health departments to meet their core public health responsi-
bilities (102).
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QUALITY OF CARE IN RURAL PLACES

Whether the quality of care provided in rural areas is different from that in urban
places remains an issue. Keeler and colleagues (46) drew strong responses from
other researchers and rural health advocates when they found that rural and non-
teaching hospitals have lower levels of quality (9). The rural research center at
the University of Minnesota completed an overview of issues related to quality
of care in rural versus other places in the United States (57). This review points
to the few studies of quality that consider rural conditions and the realities of the
workforce and practice conditions in rural communities. Much of the fundamen-
tal information necessary to assess quality in the rural environment has not been
collected. For example, only recently has the content of rural versus urban prac-
tice been described; rural medical care typically does not include the full range
of therapies, with orthopedics and pediatric care less often included in the rural
generalists scope of services (6). To promote overall quality in medical care, many
have suggested expanding the use of practice guidelines. However, a study by
Yawn and colleagues (108) indicated that adherence to published guidelines for
diabetes would require 1%–3% more total primary-care physicians in the United
States; there are∼216,000 patient primary-care physicians in the United States,
and a 1% increment in demand would require more physicians than the number
that would eliminate shortage designations of health professional shortage areas
across nonmetropolitan counties of the United States.

Volume remains an important factor in determining the appropriate mix of
services to provide in rural areas, where volumes are necessarily low (40, 45,
54). However, the only review of volume-outcome relationships that specifically
considered the types of procedures normally done in rural and smaller hospitals
found that outcomes of those procedures done in rural hospitals had little variation
associated with volume (87).

The quality of care provided by rural physicians is often described in case study
descriptions that focus on a single rural practice. For example, one study of the
process and costs of care for Medicaid children found that rural providers had
lower costs, but their content of care was, in the words of the researchers studying
rural Medicaid care delivery, “potentially unfavorable” (13).

CONCLUSIONS

Rural health policy and rural health services research have matured into a recog-
nizable segment of the overall health policy domain (49). This is evidenced by the
volume and variety of material targeting rural health issues that has appeared in the
peer-reviewed clinical and health services research literature. During the 3-year
period 1996–1998, the HealthStar system of the National Library of Medicine
yielded 1188 citations relevant to the United States under the expanded categories
of rural hospitals, rural health or health services, and rural populations. The articles
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appear in journals representing the breadth of the field of health services research,
from theNew England Journal of Medicineto state medical journals to discipline-
specific clinical journals.

The issues that are important to rural providers, professionals, and institutions
working under stress with uncertain futures and reduced streams of income are the
same issues that are being faced by the broader health system. The analysis of rural
provider behavior is important for its implications for rural health policy, but there
are other reasons to pay attention to the rural experience. Rural health care contexts
can be seen as harbingers of the more general national health care system, in which
pressures for efficiency and cost control may create systems that are expected to
function with far fewer resources, and of heavy dependence on communications
and telemetry, in which a heightened concern for outcomes places the systems in
a unique ethical bind.

Visit the Annual Reviews home page at www.AnnualReviews.org
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