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We often describe broad categories of health care 
as being beset by “crises”—costs, mental health, 
and rural health being common examples. However, 
“crisis” is a nonspecific term that fails to identify (or 
fix) the problems that policymakers want to solve. 

The word originates from the Greek krisis, meaning 
“a deciding moment or turning point,” especially 
in an illness. In rural America, this turning point 
is a desire to change the trajectory of the health 
challenges facing the 1 in 5 Americans who live in 
rural communities. 

Policymakers have voiced their hope that locating 
family doctors and other primary care physicians 
within rural communities would, alone, improve 
the health of rural residents. However, access alone 
does not necessarily translate to better health. An 
analysis by the AAMC Research and Action Institute 
showed rural residents have similar rates of primary 
care visits (3.1 vs. 3.7 Medicare claims) and similar 
numbers of visits with nurse practitioners, physician 
associates, and other nonphysician providers (4.9 vs. 
4.8 Medicare claims). We also found they are more 
likely to have a usual source of care than their urban 
peers and to have seen a doctor in the last year than 

urban residents.1

Solving health problems requires diagnostic accuracy 
and then attempting a course of appropriate 
treatment. In public policy, as in medicine, it is critical 
to define—and periodically reassess—the problem 
we are trying to solve. 

RURAL HEALTH’S REPORT CARD FALLS SHORT

It’s no secret that rural populations face 
disproportionately worse health outcomes compared 
to urban populations across the spectrum of 
disease. Even within largely rural states like West 
Virginia, nonmetropolitan residents have poorer 
health outcomes across many measures than metro 
residents (Figure 1).

In addition to higher death rates from heart disease, 
cancer, COVID-19, lower respiratory diseases, and 
diabetes, rural residents also have higher rates of 
death due to suicide and external causes such as 
accidents and injuries.2 Rural populations also have 
higher rates of obesity and substance use disorder 
(SUD). 34.2% of adults living in nonmetro counties 
experience obesity compared to 28.7% of adults in 
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metropolitan counties,3 and opioid use disorder 
(OUD) mortality rates are higher in nonmetro 
areas compared to metro areas (2.6% vs. 1.8%, 
respectively).4

Improving these health disparities may require 
interventions beyond traditional primary and 
preventive care, as their etiology often stems from 
more complex societal problems and inequities. 
For example, higher SUD rates may be improved by 
better access to mental health care professionals. 
However, care alone is unlikely to reduce rural-urban 
disparities completely, as substance abuse disorders 
are strongly associated with higher rates of poverty, 
unemployment, and lack of education,5 all of which 
are higher in rural areas.6 Rural residents are more 
likely to have an income below the federal poverty 
level ($13,788 for an individual in 2021) and less than 
a high school degree.7 Obesity rates are similarly 
linked to income and education,8 and obesity itself 
contributes to the incidence of many diseases, 
especially diabetes. 

VARIOUS POLICIES CAN BRIDGE THE INEQUITY 
GAP
 
Since primary care physician and nonphysician 
utilization is similar across rural and urban 
areas, policymakers, health systems, and social 
service organizations might be more successful 
in improving the poorer health status of rural 
populations by working to improve education and 
reduce poverty. In addition, greater attention must 
be given to improving access to physician and 
nonphysician specialists to provide adequate care 
to rural residents facing heart disease, cancer, and 
behavioral health disorders. Policies that increase 
support for more fellowships and graduate training 
opportunities in rural areas are also needed, along 
with increasing ease of access to care through 
technology, reducing financial barriers to care via 
telehealth services, and expanding broadband 
coverage. Finally, improving proximity or transport 
to services requiring more technologically intensive 
equipment, whether through critical access 

FIGURE 1. 2021 Crude Death Rates Per 100,000 Population in the United States and West Virginia by 
Metropolitan Status
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hospitals, mobile health clinics, or other approaches, 
will be necessary. 

Even if specialized care providers are located 
significant distances away from patients, supporting 
other interventions that connect local health 
professionals (physicians, emergency services 
personnel) to highly specialized care may be more 
realistic than increasing the supply of physicians in 
every community. Examples from academic health 
systems include Project CORE, an effort to improve 
referrals between primary care and specialty care, and 
bringing mobile clinics to remote areas to serve more 
patients.9

Identifying specific health outcomes and the social 
and biologic pathways that negatively affect them are 
just as important as ensuring access to primary care 
services in most rural and remote communities. Each 
of these communities and populations likely requires 
tailored solutions. However, all would benefit from an 
investment in technology, local or remote access to 
health care specialists, and a focus on reducing the 
health disparities linked to poverty, unemployment, 
and lower educational achievement. While 
primary care physician proximity and recruitment 
are importantly emphasized in federal and state 
legislative bodies, to truly solve the rural health 
crisis, policymakers must also be willing to invest in 
educational opportunities and anti-poverty programs 
and address the stigma surrounding mental health 
and substance use disorders. Many of our rural 
residents’ health and healthcare crises are unlikely 
to improve unless we move beyond the sole goal of 
geographic proximity to primary care physicians. 
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