
report June 2022

ADVANCING  
HEALTH EQUITY  
IN RURAL AMERICA



Authors 

Paula Braveman, Center for Health Equity and Department of Family and Community Medicine, 

University of California, San Francisco, School of Medicine

Julia Acker, Center for Health Equity and Department of Family and Community Medicine, 

University of California, San Francisco, School of Medicine

Elaine Arkin, Independent Consultant

Katrina Badger, Robert Wood Johnson Foundation

Nicole Holm, Center for Health Equity and Department of Family and Community Medicine, 

University of California, San Francisco, School of Medicine

RWJF Advisors

Carolyn Miller

Tracy Orleans

Dwayne Proctor

External Advisors

The following individuals made important contributions by reviewing earlier drafts, providing 

extensive substantive advice, and/or giving technical assistance:

Mil Duncan, Meridian Institute

Katherine Ferguson, Aspen Institute

Marjorie Givens, County Health Rankings and Road Maps

Michael Meit, NORC Walsh Center for Rural Health Analysis, University of Chicago

Ed Sivak, HOPE Enterprise Corporation

An Executive Summary of this report is available at here.

https://www.rwjf.org/content/dam/farm/reports/reports/2022/rwjf467815


Health Equity: Everyone Counts

ADVANCING HEALTH EQUITY IN  
RURAL AMERICA

This report is the eighth in a Robert Wood Johnson Foundation (RWJF) series 

examining the links between health equity and a range of issues critical to 

achieving equity. The first report What Is Health Equity? And What Difference 

Does a Definition Make? defines health equity and takes a deeper look at what 

it means and implications for action. The other health equity reports are: Early 

Childhood Is Critical for Health Equity, Wealth Matters for Health Equity, Mass 

Incarceration Threatens Health Equity in America, What Can the Health Care 

Sector Do to Advance Health Equity?, Systemic Racism is a Health Equity Issue, 

and Health Equity: Everyone Counts—the Need for Disaggregated Racial/

Ethnic Data.

This report aims to assist those working to improve health, well-being, and 

equity in rural America. It is directed not only to those working in public 

health or healthcare, but also to those working in other fields—such as 

rural development, community development, housing, and education—that 

powerfully shape health. 
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section 1

INTRODUCTION: RURAL HEALTH 
THROUGH AN EQUITY LENS 

What comes to mind when you think of rural America? It may conjure up 

images of tightly knit communities, country fairs, lush farmland, endless 

hiking trails, pristine lakes, and majestic mountains; or it may bring to 

mind multigenerational poverty, opioid addiction, and long distances to 

the nearest medical care facility. Each of these features applies to some—

and none applies to all—parts of rural America. In fact, there is no single 

“rural America,” but instead an array of many distinct rural areas within the 

United States, each with unique assets, resources, and challenges. There 

are several large, multistate, largely rural regions, such as Appalachia, the 

Deep South, the Mississippi Delta region, the U.S./Mexico Border region, 

and tribal lands spanning the Great Plains. As shown in Figure 1, however, 

rural areas are found throughout the United States. Rural areas in different 

regions of the country may have little in common. They may have very 

different economic bases, with some (generally those formerly dependent 

on manufacturing, mining, forestry, or small-scale farming) in economic 

decline, while others—particularly those with natural resources that attract 

tourists—are prospering.

Although less populated than urban areas, rural regions contain a sizable 

proportion—14.1 percent—of the U.S. population. In other words, more 

than one in every seven Americans is a rural resident.1 Rural regions play 

an outsize role in the U.S. economy; the nation depends on them for the 

production of food and for forestry, mining, and recreation.2

This report looks at rural America through a health equity lens. By  

health equity we mean: 

"that everyone has a fair and just opportunity to be as healthy 

as possible. This requires removing obstacles to health, such as 

poverty, discrimination, powerlessness, and their consequences, 

including lack of good jobs with fair pay, safe environments, 

and quality education, housing, and healthcare. For the 

purposes of measurement, health equity means reducing and 

ultimately eliminating disparities in health and its determinants 

that adversely affect excluded or marginalized groups." 5 

BOX 1

Definitions of 

“rural” vary.

The National Center for 

Health Statistics (NCHS) 

defines a rural area as a 

“county or county equivalent 

with a population less than 

50,000,”3 whereas the Office 

of Management and Budget 

(OMB) defines a rural area 

as “any geographic entity not 

located in a Metropolitan 

Statistical Area” (referred to 

as nonmetro).4 Some sources 

cited in this report use the 

NCHS definition while others 

use the OMB definition.

https://www.govinfo.gov/content/pkg/FR-2010-06-28/pdf/2010-15605.pdf
https://www.govinfo.gov/content/pkg/FR-2010-06-28/pdf/2010-15605.pdf
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FIGURE 1

Rural counties, shown in green, are located throughout the  

United States.

Rural County Urban County

Note: This map was created by County Health Rankings using U.S. Census Bureau estimates and the 2013 NCHS Rural-Urban Classification Scheme  

for Counties.
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This definition (discussed in What Is Health Equity?) has implications  

for action:

"Pursuing health equity involves focused and systematic efforts 

to improve the health and the determinants of health of 

groups of people who have poor health and who have been 

marginalized, excluded, and/or disenfranchised, for example 

Black people, Indigenous people, immigrants, Muslims, low-

income people, people living with disabilities, and LGBTQ 

persons. Equity requires an examination and understanding of 

the mechanisms by which the advantages of privileged groups 

are systematically maintained and augmented. Inequities 

in health also harm advantaged groups by sapping the 

productivity and collective strength of our society." 5

The COVID-19 pandemic has laid bare long-standing, profound racial and 

socioeconomic inequities throughout our society, showing how those 

underlying social inequities are connected with health inequities,6 in a way 

perhaps not ever before seen so widely and clearly by the general public. 

It has underscored the need to address systemic or structural racism—the 

unfair treatment of people of color that is deeply embedded in systems or 

structures such as laws, policies, entrenched institutional practices, and 

prevailing beliefs.7 Greater public awareness of the urgent need to advance 

health equity and equity in general, and to dismantle systemic racism, for 

the good of all, may be an important resource in ongoing efforts. 

Achieving health equity anywhere is an ambitious goal; it will require 

identifying the nature, scope, and root causes of the obstacles in order 

to overcome them. It will require mobilizing both local and national 

resources. Rural communities have many cultural, organizational, and 

individual assets that can be—and are being—used to promote health 

equity. Examples include strong civic bonds, established community-

based organizations and nonprofits, faith-based organizations, and 

educational institutions. In addition, businesses in rural areas can create 

entrepreneurial opportunities, generate wealth, and some may be able 

to invest in community development initiatives and/or donate to local 

charitable organizations.8 A 2018 report by NORC’s Walsh Center for 

Rural Analysis at the University of Chicago discusses how funders and 

community organizations can capitalize on these strengths to advance 

health and equity in rural America.8 

Although there is relatively 

wide awareness of differences 

between urban and rural 

populations, an equity lens leads 

us to look beyond urban-rural 

differences and to see the 

profound inequities that exist 

within rural areas among people 

of different socioeconomic and 

racial/ethnic groups.

https://www.norc.org/PDFs/Walsh Center/Final Reports/Rural Assets Final Report Feb 18.pdf
https://www.rwjf.org/en/library/research/2017/05/what-is-health-equity-.html
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The urban-rural health divide. 
There are striking differences in health between rural and urban populations, 

with rural residents generally faring worse on most health indicators. For 

example, the average life expectancy of rural residents in 2014, the most 

recent year available, was two years shorter than that of urban residents,9 

and the rural-urban difference in life expectancy has widened over time.10 

Rural residents are disproportionately impacted by preventable cancers,11-13 

severe maternal morbidity,14 obesity,15 opioid misuse,16 and dementia and 

cognitive impairment,17 and they are less likely to receive critical healthcare 

services such as vaccines, cancer screenings, and childbirth care.18-21 

Dramatic inequities within rural areas. 
Rural-urban health disparities are substantial. A health equity lens, however, 

directs us to look not only at the rural-urban health divide, but also more 

deeply, at disparities in health and in opportunities for good health among 

people living within rural areas. Although less well documented than rural-

urban comparisons, profound disparities in health, healthcare, and other 

major determinants of health have been observed among different racial 

and socioeconomic groups residing in rural areas. For example, Figure 

2, using data from Singh and Siahpush, compares life expectancy at birth 

among urban versus rural residents separately among Whites, Blacks, 

American Indians/Alaska Natives, Asians/Pacific Islanders, and Latinos/

Hispanics.10 (Note: here and throughout this report, data distinguishing 

rural residents were not available for Native Hawaiians and other Pacific 

Islanders.) It reveals that some racial/ethnic differences in life expectancy 

within the rural population are at least as striking as the corresponding 

urban-rural differences: 

Among rural residents, Black people and American Indians/

Alaska Natives have the lowest life expectancies; compared with 

Whites, their lives are shorter by over four and two  

years, respectively.

This document refers to the 

five major racial/ethnic groups 

on which data describing rural 

residence were available for this 

report: Black or African American, 

American Indian/Alaska Native, 

Asian/Pacific Islander, Latino/

Hispanic, and White (European 

American). For brevity, often only 

Black, American Indian, Asian, 

Latino/Hispanic, or White are 

used. While Native Hawaiians 

and other Pacific Islanders 

should be distinguished from 

Asians,22 that distinction was not 

made in the data available for 

this report. See another brief in 

this health equity series: Health 

Equity: Everyone Counts. The 

Need for Disaggregated Data 

on Marginalized or Excluded 

Racial/Ethnic Groups. 

https://www.rwjf.org/content/dam/farm/reports/reports/2021/rwjf467816
https://www.rwjf.org/content/dam/farm/reports/reports/2021/rwjf467816
https://www.rwjf.org/content/dam/farm/reports/reports/2021/rwjf467816
https://www.rwjf.org/content/dam/farm/reports/reports/2021/rwjf467816
https://www.rwjf.org/content/dam/farm/reports/reports/2021/rwjf467816
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FIGURE 2

Life Expectancy Disparities by Race/Ethnicity Among Rural  

Residents Are at Least as Striking as Disparities by Urban/Rural  

Residence (2005-2009

White Black American Indian/
Alaska Native

Asian and
 Pacific Islander

Hispanic

Source: The figure is adapted from Singh GK, Siahpush M. Widening rural–urban disparities in life expectancy, U.S., 1969–2009. 
American Journal of Preventive Medicine. 2014;46(2):e19-e29. 

Note: The life expectancy rate for urban American Indians/Alaska Natives is not displayed due to concerns about data reliability for that subgroup, 
which includes relatively small numbers. The absence of reliable data on small subgroups is a frequently encountered problem that results in lack 
of information on urban Indigenous people and other particularly disadvantaged population subgroups, rendering them and their needs invisble.
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Among rural dwellers, rural American Indians/Alaska Natives have the 

highest adult and child mortality rates of any racial/ethnic group;23, 24 

they also have the highest rates of depression, smoking, intimate partner 

violence against women, and heart disease.23, 25 Rural African Americans 

are more likely than all other rural-residing racial/ethnic groups to be 

obese.25 They have a higher rate of potentially avoidable hospitalizations for 

all conditions than rural Whites.20 Among all counties in the United States, 

rural counties with majority Black and American Indian populations have 

the highest rates of premature mortality.26 Exceptions to this general racial/

ethnic pattern include higher rates of opioid misuse and binge drinking 

among rural Whites25 and lower rates of suicide among rural Black people.27
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Within the rural population, there also are wide disparities in health and 

mortality among different socioeconomic groups.28-31 Worse health is 

consistently associated with lower education or income. Socioeconomic 

disparities in health may be even wider in rural than in urban areas.28 

A health equity lens turns our attention to root or fundamental causes of 

good and ill health, not only to healthcare. The definition of health equity 

stated above emphasizes that achieving fair and just opportunities for 

everyone to be healthy requires equitable access to the major determinants 

of good health. These include not only quality healthcare but also jobs that 

pay a living wage and protect workers’ health, affordable housing, nutritious 

food, quality education, and safe and health-promoting environmental 

conditions, including clean water.

An equity lens can help us to identify the ways in which the geographic, 

economic, and social disadvantages associated with rural residence 

contribute to health inequity for rural populations in general. It also can 

help us to better understand and address the often particularly daunting 

obstacles to good health faced by low-income rural populations and rural-

residing people of color. We must understand how the historic and ongoing 

systemic inequities drive health disparities within rural communities, 

typically by race and class, as well as urban-rural disparities. The drivers 

of rural-urban differences are not necessarily the same as the drivers of 

disparities within rural areas; both must be addressed. 

A commitment to equity requires addressing both the rural–urban health 

divide and the gaping inequities in opportunities to be healthy within rural 

America. It requires a systematic focus on those groups of rural people who 

have had the most limited opportunities to enjoy good health. Concern 

for equity would place a high priority on removing obstacles to health for 

those groups within rural areas who historically have faced the  

greatest injustice.

An equity perspective would, therefore, prioritize strategies 

for addressing the health and well-being of rural Indigenous 

persons and rural Black people, who have suffered centuries 

of health-damaging trauma and oppression. It also would 

place high priority on addressing the needs of rural people of 

any racial/ethnic group living in persistent, multigenerational 

poverty, because of the well-known consequences for health 

and well-being.
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The next section of this report provides an economic and demographic 

snapshot of rural America, while the third section discusses likely 

explanations for the striking rural-urban and within-rural disparities in 

health. In that section, we argue 

that almost all rural residents are disadvantaged by place, 

because of geographic barriers to resources, services, and 

opportunities that reflect long-standing systematic lack of 

investment in rural areas. But within rural populations, many 

people are profoundly disadvantaged both by place and 

by race—more precisely, by racism—and/or by economic 

disadvantage, which is often the result of racism. 
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section 2

AN ECONOMIC AND DEMOGRAPHIC 
SNAPSHOT OF RURAL AMERICA

Given the well-established role of economic factors in health 
(See Box 2), it is important to consider rural economic conditions. 
Rural America overall is poorer than urban America. Approximately 27 

percent of people in rural areas have incomes under $25,000, compared to 

20 percent in urban areas.9 Rural-residing people of all racial/ethnic groups 

are poorer than urban-residing people of their same racial/ethnic group.32 A 

2019 survey revealed that 40 percent of rural households struggled to pay 

for medical care, housing, or food in the prior few years.33 The vast majority  

(85 percent) of the 353 U.S. counties designated “persistent poverty 

counties,” where poverty rates have consistently exceeded 20 percent  

since 1980, are rural.34

BOX 2

Economic Conditions Have Repeatedly and Strongly Been Linked  

with Ill Health

Greater income and wealth generally provide a range 

of health-promoting benefits, such as the ability 

to handle job loss or unexpected expenses, buy 

and maintain a vehicle, and afford to live in areas 

with less air pollution and more convenient access 

to healthy food. Poverty, low income, and loss of 

household economic resources have repeatedly 

been linked to worse health outcomes.35-41 A 2018 

study found that, after controlling for U.S. counties’ 

median income and percent of residents in poverty, 

the rural-urban gap in premature mortality largely 

disappeared,42 suggesting that the rural-urban gap 

in premature mortality is largely driven by economic 

differences. For example, a lack of financial resources 

can constrain housing opportunities and families’ 

choice of foods. Coupled with transportation barriers, 

inability to afford healthy food causes many poor 

families to purchase and consume cheaper,  

calorie-dense foods that can lead to obesity.43
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Many—but not all—rural counties face economic decline, as formerly 

robust mining, agriculture, and manufacturing economies increasingly 

shift toward lower-paying service jobs.2 Not all rural communities have 

experienced economic decline, however. In fact, of the 200 U.S. counties 

that had the greatest per capita income growth from 2000 to 2016, 60 

percent had fewer than 2,500 residents.44 Rural counties with economies 

dependent on farming and mining (29 percent of all rural counties) have 

experienced significant decline, and those dependent on manufacturing 

and government (30 percent) have largely stagnated. By contrast, rural 

counties with economies dependent on recreation (12 percent) have 

experienced substantial economic growth.1 Many rural areas have 

recreational attractions such as lakes and mountains that draw tourists, 

telecommuters, and retirees, and thus have not experienced the same 

patterns of economic decline or stagnation experienced by most  

rural communities.45-47 

While rural recreation counties—counties with economies largely 

dependent on recreational activities—have enjoyed some economic 

advantages in comparison with other rural counties, they have experienced 

a very difficult time as a result of the COVID-19 pandemic. Recreation 

counties were among those hit hardest by the pandemic, yet they have 

limited ability (hospital capacity, publicly funded hospital beds, etc.) to 

cope with the influx of cases. Furthermore, they did not receive extensive 

government funding from the federal pandemic relief bills because funding 

was generally tied to population size.48 

Even before the COVID-19 pandemic, well-paying employment 
opportunities in rural areas were limited. 
Many rural areas that once had robust mining, agriculture, and 

manufacturing economies have been hit hard over the past 50 years by 

mechanization and labor market shifts to lower-paying service jobs.45 The 

rural economy has shifted from relatively stable and often better-paying 

mining and manufacturing jobs49 to low-wage service labor.43 Changes 

in prices for agricultural commodities have disproportionately harmed 

rural farmers,50 while the drop in manufacturing jobs has had a particularly 

adverse impact on the counties where 22 percent of the rural population 

live.50 The number of Americans working in mines has decreased by two-

thirds since 1986.51 From 2011 to 2015, the largest share (22.3 percent) of 

employed persons in rural America worked in education, healthcare, and 

other social services, while only 12.1 percent worked in manufacturing 

and 9.6 percent in agriculture, forestry, fishing, hunting, or mining.52 Job 

growth has persistently been slower in rural areas and stagnated from 2012 

to 2013 and in 2016.46 In a 2017 survey, 21 percent of rural residents (versus 

6 percent and 7 percent of urban and suburban residents, respectively) 

ranked jobs/unemployment as their community’s number one problem.53 
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Policies have contributed to deep and persistent poverty in many rural 

areas. Mark Haggerty of Headwater Economics has pointed out that:

“Fiscal [including tax] policies are a powerful tool for economic 

development. Unfortunately, fiscal policies have failed 

rural communities in two ways. First, they have created a 

dependence on a narrow set of industries, including fossil fuels. 

Second, fiscal policies have constrained the ability of local 

governments to grow and invest revenues in ways that lead to 

economic diversification.”54

“Deliberate fiscal policies have created a dependence on a 

narrow set of industries that hurts local economies. For example, 

cash-starved local governments in Utah have every incentive to 

support fossil fuel development over renewable energy because 

of the state’s tax policies. The Utah Legislature passed new 

property tax rules that don’t allow local governments to retain 

revenue from new wind and solar projects. Oil wells, however, 

continue to directly benefit local government budgets through 

severance taxes, royalties, and property taxes not subject to 

the same limits imposed on renewable energy. Thus, it simply 

is not logical for local leaders—who must fund roads, schools, 

and hospitals—to reject fossil fuel extraction, embrace climate 

policy, or enact land protections that would limit future oil 

extraction. They cannot afford it.” 54
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Rural America is not just economically diverse. 
Although majority White overall, rural America is far more diverse ethnically 

than prevalent stereotypes portray. The racial/ethnic composition of rural 

Americans is 84 percent White, eight percent Black, eight percent Latino/

Hispanic, one percent Asians/Pacific Islanders, four percent people of 

multiple or “other” races, and 0.6 percent American Indians/Alaska Natives.55 

While each rural ethnic group other than Whites is clearly in the minority, 

people of color accounted for three-quarters of rural population growth 

from 2000 to 2010, with over half of the growth attributable to Latino/

Hispanic people.56 Although American Indians/Alaska Natives comprise the 

smallest percentage of the total rural population, 37 percent of all American 

Indians/Alaska Natives reside in rural areas, making rural issues of particular 

importance for them.57 Most rural American Indians/Alaska Natives live in 

Oklahoma, Arizona, New Mexico, Alaska, and North Carolina, while rural 

African Americans and Latinos are concentrated in the South and East 

and in the South and West, respectively.58 Some rural areas, moreover, are 

largely populated by American Indians, and many areas in the rural Deep 

South are predominantly African American. Throughout the country, many 

rural regions have large immigrant populations and/or are ethnically  

diverse overall. 

Within rural areas, economic hardship falls heavily—although not 

exclusively—along color lines. Although rural poverty rates declined for all 

racial/ethnic groups from 2013 to 2017, poverty remains significantly higher 

among rural Black people (32 percent), American Indians/Alaska Natives 

(31 percent), and Latino/Hispanic people (24.5 percent) compared to rural 

Whites (13.5 percent). Examining only counties with fewer than 10,000 

residents, a study found that less than half of rural Black, Latino/Hispanic, 

and American Indian/Alaska Native households earn over $25,000 annually, 

compared to more than two-thirds of rural White households.25 People in 

rural counties with large African American populations are far less likely 

than residents of other rural counties to earn an income higher than that of 

their parents, while the greatest upward economic mobility is seen in rural 

counties that are 89 percent or more White.59
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As shown in Figure 3, for every racial/ethnic group, poverty rates are 

markedly higher among rural (nonmetro) residents than among urban/

suburban (metro) residents. The differences in prevalence of poverty by 

racial/ethnic group, however, are at least as striking as the rural-urban 

comparison. This parallels the pattern for life expectancy by rural/urban 

residence and racial/ethnic group, shown in Figure 2. For example, in 

2018, 31.6 percent of rural Black people and 30.9 percent of rural American 

Indians were poor, compared with 13.2 percent of rural Whites. 

FIGURE 3

In rural (and urban) areas, White people are much less likely than 

people in any other racial/ethnic group to live in poverty.

White, alone Black/African
American, alone

American Indian/
Alaska Native, alone

Hispanic, any race White, alone,
non-Hispanic

Source: USDA, Economic Research Service using data from the U.S. Census Bureau, annual American Community Survey, 2018.

Note: “Alone” indicates a single answer to the race question; Hispanics may be any race. “White, alone, non-Hispanic” are individuals who 
responded “No, not Spanish/Hispanic/Latino” and who reported “White” as their only entry in the race question. 
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section 3

WHAT EXPLAINS THE RURAL-URBAN 
AND WITHIN-RURAL HEALTH 
DISPARITIES BY PLACE, RACE,  
AND CLASS?

This section discusses potential explanations for the rural-urban and 

within-rural disparities by place, race—more accurately, racism—and 

class. These explanations are not meant to be exhaustive. They highlight 

causes that, based on current knowledge, seem both important and 

amenable to change through policies and practices. First, we examine 

potential explanations for the urban-rural disparities; many of them 

also apply to within-rural disparities, because the relevant barriers are 

distributed differently within rural areas by race and class. For example, 

geographic barriers are more severe for those who cannot afford cars, and 

socioeconomic barriers are more severe for people of color because of a 

long history of racism. Next, we focus specifically on within-rural disparities; 

extensive evidence points to racism as a major cause of health 

disparities within rural areas.

Explanations for Rural-Urban Disparities

Potential explanations for rural-urban health disparities are likely to be 

interrelated and include (not in order of importance) geographic and 

transportation barriers, lack of internet access, lack of employment and 

educational opportunities (and resulting poverty), and lack of affordable 

housing. These barriers contribute to the overall rural-urban health divide, 

but are greater for low-income rural people, among whom people of color 

are overrepresented, due to racism.
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Geographic barriers limit rural residents’ access to employment 
and educational opportunities, social services, and healthcare, 
which are all critical for economic well-being and health.60 

Rural residents are already less likely to have health insurance,9 but due 

to additional geographical challenges, millions of rural residents are also 

unable to access essential health services that can prevent disease and 

disability, diagnose and treat health conditions, improve quality of life, and 

increase life expectancy.61 Transportation and long distances aside, several 

other factors limit rural access to healthcare services. Low population 

density (with the cultural and educational limitations that generally 

accompany it) intrinsically limits rural areas’ ability to attract and retain 

physicians and other healthcare professionals. Existing regulations have 

made it difficult for mid-level professionals—such as nurse practitioners, 

physician assistants, and nurse midwives—to practice in rural areas. 

Additionally, rural areas have been particularly hard hit by hospital closures, 

because the low volume of patients often makes rural hospitals unprofitable. 

Federal support for community clinics has been inadequate. In rural 

areas—where public transportation is scarce—low-income households are 

significantly less likely than their moderate- and high-income counterparts 

to own a vehicle.62 This makes it even more difficult for low-income rural 

families to obtain nutritious food,63 or access educational or employment 

opportunities, and healthcare and other services that affect health.

When distance is a barrier to essential services, broadband can provide a 

critical link. However, a 2018 Pew Research Center survey found that 58 

percent of rural residents believed access to high-speed internet was a 

problem in their area, with 24 percent declaring it a major problem.64 In an 

increasingly digital world, lack of access to broadband significantly limits 

rural prosperity and a range of opportunities. For example, children without 

broadband cannot do their homework, which is often internet-based; and 

when schools closed for COVID-19, children without broadband were 

left without any school, while others went online. Lack of broadband also 

limits access to employment opportunities, resources for teachers, and 

telemedicine. Lack of internet access has perhaps been most strongly 

felt during the COVID-19 pandemic, when many rural dwellers have not 

been able to take advantage of telemedicine and many school-children 

have not been able to continue their education at home. In the context 

of the pandemic, lack of internet access also has been linked with rising 

suicide risk among rural residents, presumably due to social isolation.65 

The pandemic has underscored the importance of internet access to keep 

public health workers, healthcare providers, and the public informed. All 

these geographic barriers affect rural residents overall, although those with 

reliable broadband and private transportation—the economically better-off, 

who are more likely to be White—are less affected.62, 66
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Limited economic opportunity. 
Rural labor market shifts from mining, agriculture, and manufacturing 

jobs to low-wage service labor have resulted in lower incomes and less 

opportunity for economic growth in traditionally “blue collar” communities. 

A 2019 nationally representative study found that, while rural residents of 

all racial/ethnic groups reported lower levels of well-being than their urban 

counterparts overall, White working-class persons in areas that once were 

epicenters of manufacturing and mining reported the lowest levels of 

optimism for the future and the highest levels of desperation.67 Low levels 

of optimism may increase the risks of smoking, physical inactivity, and poor 

cardiovascular health.68-70 

A significant body of literature also indicates that poor economic conditions 

create stress that, when experienced over a long period of time, can 

result in cumulative wear and tear on the neuroendocrine, immune, and 

ultimately cardiovascular systems, leading to chronic disease.71-73 In 

rural areas, the challenges associated with poverty are exacerbated by 

geographic isolation and limited access to services that might help families 

cope with stressors.74

Poverty also limits children’s future educational and income/wealth 

potential, creating a vicious cycle of socioeconomic and health inequities 

that can be reproduced across multiple generations.43 The experience of 

intergenerational poverty is especially harmful to health.75 

Limited educational opportunities. 
Along with disparities in income and employment, rural-urban and within-

rural disparities in educational attainment are likely to contribute to health 

disparities. While rural residents are more likely than urban residents to have 

a high school diploma,9 Americans with only high school diplomas—that is, 

no college—are more likely to be unemployed and, when employed, earn 

significantly less than their counterparts with more education.76 Higher 

educational attainment grants access to a range of health-promoting 

resources. People with more education are able to obtain jobs with 

higher salaries, good benefits, professional development opportunities, 

and protection from environmental hazards in their homes and 

neighborhoods.77 They can better navigate the healthcare system because 

they can better understand health information, including medication labels, 

and communicate more effectively with healthcare providers.78 Because 

they generally have higher earnings, people with more education (and 

their children) are more protected from the stress associated with financial 

hardship that can lead to unhealthy coping behaviors.77 Among rural 

residents, Whites are twice as likely as Blacks people, American Indians/

Alaska Natives, and Latinos/Hispanics to have a bachelor’s degree.79

Socioeconomic disadvantage is 

a major factor in rural-urban and 

within-rural health disparities. 

Because centuries of racism 

have put people of color at 

an economic disadvantage, 

socioeconomic disadvantage 

is a major factor in within-rural 

disparities by race. 
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Lack of affordable housing. 
Many families in rural America struggle to pay rent despite living in areas 

with a relatively low cost of living. Approximately 25 percent of rural renters 

pay more than half their income on housing, compared to 10 percent of 

rural homeowners.81 Spending such a large share of household resources 

on housing leaves families with little money for food, healthcare, education, 

and other health-promoting resources.

For low-income rural residents, manufactured homes (commonly called 

mobile homes, manufactured in factories and transportable in one or more 

units) are a critical source of affordable housing. Manufactured homes, 

more than half of which are located in rural areas,81 are both owner- and 

renter-occupied and often are located in trailer parks or manufactured 

housing communities where even owners must lease or rent land.82 

Manufactured homes are generally financed through personal property 

loans, which have shorter terms, higher interest rates, and fewer consumer 

protections than real estate loans.83 Occupants of manufactured homes 

often are susceptible to poor property maintenance and management, rent 

increases, weak legal protections, community closures, and, in the case 

of closures, high relocation costs.82 These exploitative conditions have 

contributed to a growing affordable housing crisis in rural America.81

Explanations for Within-Rural Disparities in Health: 
Racism and Anti-Immigrant Policies and Sentiment Are 
Major Factors 

A long history of systemic and interpersonal racism is a powerful driver of 

within-rural health disparities. To understand the present, we often need 

to re-examine and understand the past. Systemic and structural racism 

refer to racism that is deeply embedded in laws, policies, entrenched 

practices, and beliefs. Striking health disparities between rural African 

Americans and rural Whites reflect a long history of racist practices that 

once were intentionally built into policies and laws. The abolition of slavery 

was followed by 100 years of “Jim Crow” laws—often enforced by vigilante 

terror—that systematically and explicitly supported racial segregation and 

discrimination in all domains of the U.S. South.84 

BOX 3

Rural Schools  

Face Challenges

• The country has dropped 

from over 270,000 

schools in 1919 to less 

than 100,000 in 2010, 

and the vast majority of 

those closed have been 

rural schools.80 

• The COVID-19 pandemic 

has only intensified many 

of the challenges facing 

rural schools. Rural 

schools are feeling the 

effects of the nation’s 

digital divide acutely, 

which is limiting remote 

learning options for  

many rural students …  

[principally those in 

lower-income families] …  

and compromising 

administrators’ ability 

to communicate with 

parents. In many places, 

rural families are not able 

to access the medical, 

social, and mental health 

services that are often 

located at rural  

schools.” 80 
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In 1920, 14.3 percent of farms were owned or operated by Black people,85 

and 926,000 farmers were Black.86 By 1997, however, Black-owned/

operated farms were down to 1.7 percent of U.S. farms and only 48,697 

farmers were Black.87 Factors preventing Black farmers from adequate 

earnings early on after emancipation may have included lack of experience 

in entrepreneurship and lack of schooling (a deliberate policy  

under slavery).88 

Blatant, documented racial discrimination by the lending 

agencies on whom virtually all farmers depend has been a major, 

long-standing factor. Difficulty obtaining loans has severely 

limited Black farmers’ ability to purchase, maintain, or upgrade 

farmland and to withstand effects of drought. 

While several government programs existed to support farmers, an 

investigation into the U.S. Department of Agriculture (USDA) revealed 

significant discrimination against Black farmers. Specifically, when 

compared to White farmers, Black farmers were more likely to have their 

loan applications rejected, to receive delayed loans, and to receive loans in 

amounts smaller than requested, without justification. When discrimination 

complaints were filed against the USDA, they were often ignored.86

The historic legacy and ongoing reality of racism continue to adversely 

affect the health of rural-residing Black people. In the 1930s, North 

Carolina towns with the highest population density of African Americans 

were denied funding for electrical line construction, which was essential 

for farming modernization and subsequent economic prosperity.89 

Persistent racial residential segregation and socioeconomic disadvantage 

have caused rural Blacks to reside in particularly unhealthy environments 

compared to their rural and urban counterparts of all other racial/ethnic 

groups, including urban Blacks.90 Racial residential segregation harms 

health through multiple pathways. In urban and rural areas alike, it relegates 

people of color to areas with poorer quality housing, pollution and other 

environmental hazards, lower-quality schools, limited employment 

opportunities, and inferior services. (See text on page 20 on environmental 

injustice.) Racial segregation interacts with rural residence to systematically 

limit healthcare access and quality as well as other important health 

determinants.19, 91-93 
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In addition to systemic or structural racism (racism embedded in laws, 

policies, and practices), interpersonal racial discrimination (actions between 

individuals) is likely to contribute to within-rural health disparities by race; 

this may occur in part through causal pathways involving access to and/or 

quality of healthcare, and in any case likely involves direct health damage 

due to stress.94 Both interpersonal and structural discrimination may be 

involved in denying employment, loan, or housing opportunities to people 

of color. Research suggests that racist and White supremacist ideology is 

more common in rural areas;95-97 this could worsen both structural and 

interpersonal discrimination. 

Rural Indigenous people also have experienced centuries of oppression 
and trauma, with adverse health consequences. Health disparities 

affecting American Indians and Alaska Natives can be traced back to 

early European colonization, when up to 90 percent of the Indigenous 

population was killed by the intentional and unintentional spread of 

communicable diseases to which Indigenous people had no immunity.98 

Some of the United States’ earliest congressional acts aimed to remove 

and/or exterminate various tribes. The implementation of the U.S. 

reservations system in 1887 forced American Indians to relocate from fertile 

lands to uncultivatable and resource-deficient areas isolated from urban 

centers. Russian settlers long enslaved Alaska Natives.99 National policies 

forced American Indian/Alaska Native children to attend non-Indigenous-

run boarding schools far from their tribal communities for the purpose 

of assimilation.100 American Indians and Alaska Natives continue to face 

barriers (both geographic and social) to accessing key resources—such as 

higher education,101 employment,102 and banking institutions103—needed 

to achieve economic self-sufficiency. The result is ongoing concentrated 

poverty34 among the approximately 1.1 million people living on  

tribal lands.104 

Ill health among rural American Indians and Alaska Natives also may 

reflect the ongoing effects of historical trauma related to the genocide, 

displacement, and marginalization of previous generations.98, 100, 105 Two 

studies have demonstrated prevalent and ongoing adverse emotional 

responses to awareness of these historical traumas among American 

Indians and Alaska Natives; one of those studies linked the emotional 

responses to anxiety/affective disorders and substance dependence.106 The 

negative effects of past trauma and chronic stress on physiological and 

mental health are well documented.72, 107 Historical trauma and chronic 

stress also may alter whether genes are expressed or suppressed; and they 

may lead to adverse health-related behaviors that further compromise 

health.108-110 Historical trauma may also contribute to adverse health among  

African Americans.
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Environmental injustice against communities of color. 
Toxic environmental exposures disproportionately affect rural areas, 

particularly those whose residents are largely low-income people of color, 

likely contributing to both rural-urban and within-rural health disparities. 

Many residents of tribal lands, rural Appalachia, and rural areas along the 

Southern border lack potable water and proper waste management.111, 

112 Low-income rural counties are the most affected by water systems 

that violate federal quality standards.113 Fracking, agricultural chemicals, 

improperly constructed or abandoned wells, industrial storage tanks, road 

salt, and waste from active and abandoned mines all compromise rural 

water quality.114 

American Indian reservations have historically been the sites of nuclear 

energy development and testing and subsequent radioactive waste 

disposal.115 For decades, rural towns with large African American 

populations have been the dumping grounds for coal ash, oil, wood pulp, 

and other carcinogenic waste.116 For example, the Environmental Protection 

Agency chose Warren County, N.C.—an extremely poor, majority-Black 

rural town—as the site of a landfill to store highly toxic transformer oil 

containing polychlorinated biphenyls (PCBs) and other chemicals known 

to cause cancer, birth defects, and skin and liver disease.117 Today, over 150 

industrial plants and refineries dump toxic pollutants in poor, majority-Black 

river communities across the 85-mile stretch of land from Baton Rouge to 

New Orleans known as “Cancer Alley.”118

Immigrants living in rural areas face multiple risks to their health, 
including anti-immigrant policies and sentiment. 
Immigration has accounted for a substantial proportion of the recent 

population growth in rural areas.46 The rise in the immigrant population and 

coinciding increases in manufacturing and agricultural employment have 

helped to revitalize many rural towns.47, 119 At the same time, anti-immigrant 

sentiments continue to pervade many rural communities.95, 96 Together 

with a series of anti-immigrant federal legislative actions since the 1980s, 

these factors negatively impact immigrants’ opportunities to be healthy in 

multiple ways.120 Immigrants face barriers related to discrimination  

on ethnicity.

Undocumented immigrants cannot obtain a driver’s license in many 

states, which is crucial for mobility in rural areas. Fear of being determined 

inadmissible to the United States in accordance with the “public charge” 

rule is likely to deter both rural and urban undocumented (and many 

documented) workers from using Medicaid, SNAP, or public housing 

benefits.121 A 2021 report from the UCLA Center for Health Policy Research 

concluded that, overall, low-income immigrants’ avoidance of public 

programs likely worsened food insecurity and access to healthcare.122 For 
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many immigrants, constant fear of deportation, incarceration, and family 

separation increases vigilance and stress,123 which have been linked with risk 

of chronic disease.72

Immigrants in the United States are disproportionately represented in 

unstable, low-wage, and physically demanding occupations, especially 

farm labor.124 As of 2016, 76 percent of farmworkers were immigrants.125 

Farmworkers are among the lowest-paid workers in the United States.126  

A national study found that during 2008 to 2010, 50 percent of hired crop 

workers reported experiencing a sprain or strain on the job; more than 

33 percent reported overexertion.127 Many farmworkers are exposed to 

herbicides and pesticides, and excessive heat and sun; many experience 

dermatitis.128 Farmworkers are excluded from basic labor protections in 

most states.129 Their children are not protected under federal child labor 

laws, which require that children on farms receive medical care for work-

related injuries and are provided clean drinking water, handwashing facilities, 

and toilets.130 Nearly 60 percent of immigrants residing in rural areas are 

undocumented.131 Fear of job loss and/or being deported deters immigrant 

workers from advocating for safe working conditions and fair pay.

In 2016, 76 percent of 

farmworkers were immigrants.125 

A 2020 review of COVID-19 data 

from 3,024 counties found that, 

“[t]aken together, our findings 

suggest that farm workers may 

face unique risks of contracting 

and dying from COVID-19 …”132



22   |   Copyright 2022 Robert Wood Johnson Foundation

In addition to discrimination based on race/ethnicity 
and immigration status, other forms of discrimination 
may contribute to within-rural health disparities.

Discrimination against LGBTQ persons may contribute  
to within-rural health disparities by sexual orientation or  
gender identity. 

Limited data are available on the health of the estimated 2.9 million to 3.8 

million LGBTQ persons living in rural America.134 Rural states are much less 

likely to have protective nondiscrimination laws, and religious exemption 

laws for businesses, healthcare, job training, food banks, and homeless 

and domestic violence shelters are becoming increasingly common in 

rural states.135 The small number of rural nursing homes, many of which 

are religiously affiliated, can deny access to LGBTQ persons,135 and many 

rural healthcare providers can legally deny healthcare services to patients 

who are or who they perceive to be LGBTQ.136 In addition to being 

denied healthcare, the isolation resulting from being excluded from key 

opportunities and social supports can have substantial negative impacts 

on rural LGBTQ persons’ physical and mental health.134

Discrimination against poor White people may contribute to 
within-rural health disparities by class. 
American films, television shows, and other media have long perpetuated 

social stereotypes and stigma against poor, rural Whites that manifest 

in denigrating images and terms such as “white trash” and “redneck.”137 

A large body of research has demonstrated that stigma is a significant 

source of health-harming stress and social disadvantage.133 Social class 

stereotypes can reinforce socioeconomic inequality through internalized 

feelings of inferiority138 that diminish performance and motivation.139, 140 

Rural residents may be more likely than urban residents to stigmatize the 

poor and embrace the idea that poverty is the consequence of personal 

lack of effort and drive;53 this may reinforce social inequality within rural 

communities through internalized stereotypes141 or by deterring residents 

from seeking healthcare or social services.142

BOX 4

Discrimination in 
General is Harmful  
to Health. 

In general, experiencing 

discrimination has been 

strongly and repeatedly 

associated with stress,94 

and chronic stress has been 

shown to result in adverse 

physiological responses, 

including inflammation and 

immune system dysfunction, 

which increase the risk of 

chronic disease.72 A large body 

of research has demonstrated 

that stigma, which is tied 

to social exclusion and 

marginalization—is a 

significant source of health-

harming stress and social 

disadvantage.133 The adverse 

physiological responses 

are likely applicable 

to discrimination or 

stigmatization based on any 

personal characteristic.
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BOX 5

Summarizing the Likely Causes of Rural-Urban and Within-Rural 

Disparities in Health

The urban-rural divide. Virtually all rural Americans 

face challenges to health and well-being in the form 

of geographic barriers to healthcare, education, 

and employment. The overall rural-urban health 

disadvantage can probably be explained by the fact 

that nearly everyone living in a rural area, particularly 

in more remote rural areas, is disadvantaged at 

least to some extent by geographic barriers that 

make them physically distant from many resources, 

services, and opportunities, including healthcare and 

often good schools and good jobs. The geographic 

barriers are obstacles to building and sustaining 

thriving economies, equitable infrastructure, quality 

housing, and other key determinants of health. 

However, they are not fixed or immutable; they 

are a function of policies and structures that fail to 

meet the needs of some places and the people who 

inhabit them.

The even deeper divide within rural areas, along 
racial/ethnic and socioeconomic lines. Among 

rural residents, however, those with good financial 

resources are best positioned to overcome these 

barriers—for example, by having convenient and 

reliable private transportation and being able to pay 

for goods and services that are accessible within 

reasonable distances. By contrast, low-income 

rural residents may have to travel farther and with 

more difficulty to obtain affordable services or 

goods, if they can obtain the needed goods and 

services at all. For low-income rural White people, 

lack of economic opportunity—and the associated 

despair—is likely to be a driving force in their health 

disadvantage compared with more affluent rural 

Whites, contributing to a range of health problems, 

including opioid addiction. 

Along with geographic and economic obstacles, 

rural people of color face added obstacles to health 

created by racism that compound the disadvantages. 

Compared with their White rural counterparts, 

they may receive less favorable consideration for 

obtaining jobs, promotions or pay, educational 

or training opportunities, and bank loans to buy a 

house or to start, expand, or sustain a business or 

farm; and they are likely to receive less favorable 

treatment by the police and criminal justice system. 

The legacy of historic trauma (e.g., for Blacks, slavery, 

lynching, and Jim Crow, and for American Indians, 

genocide and/or displacement from traditional 

lands onto economically nonviable locations) 

persists. The legacy persists in the form of deeper 

and more persistent poverty and the residential 

segregation and other manifestations of ongoing 

structural discrimination that perpetuate it. The 

legacy persists in the form of disenfranchisement 

and lack of political and institutional power. All these 

obstacles can influence health in powerful ways; 

they put people of a color at an added disadvantage, 

compounding the effects of the geographic barriers 

faced by all rural people and the economic barriers 

faced by poor Whites. These added disadvantages 

are the result of long-standing racial discrimination 

and will not be addressed by strategies that focus 

only on economic issues without also addressing 

systemic racism through changes in systems. 
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section 4

ADVANCING HEALTH EQUITY IN RURAL 
AMERICA: EXAMPLES 

Following are selected examples of existing or recent efforts that address 

health equity in rural America. These initiatives include programs focused 

on healthcare as well as those focused on other key determinants of health, 

such as housing, environmental exposures, transportation, education, 

broadband access, and job training (to expand employment and therefore 

economic opportunities). The examples fall into two groups: (1) federal 

initiatives, systems, and programs reflecting policies; and (2) state, local, 

nonprofit, and/or mixed public-private initiatives (including some that 

involve federal support). 

The list is not comprehensive. These examples illustrate a variety of policy, 

systems change, program and investment approaches addressing different 

determinants of health equity in different rural areas across the United 

States. Sources of additional examples may be found in the  

Resources section.

For most of these examples, data from rigorous evaluations of their 

impact on health are lacking; however, for the examples focusing on 

social determinants of health (e.g., housing), their potential health impact 

is indicated by abundant scientific literature linking those determinants 

with health, along with literature indicating their impact on their intended 

outcome(s), albeit not necessarily specific to the rural setting. 

Examples of Federal Systems, Initiatives, and Programs

An array of federal departments, offices, and programs reflects policies and 

systems that address rural health equity by focusing on key determinants of 

rural health, including but not limited to healthcare. Some of these offices, 

programs, and/or the policies that created them have been in existence for 

a long time—50 years or more in some cases—and are thought by many to 

have impressive achievements. While the achievements of efforts outside 

healthcare have generally not been measured in health outcomes, they 

reflect contributions to health equity made by improving opportunities to 

be healthy among rural residents who have faced the greatest obstacles to 

health. Most of these explicitly target rural or “underserved” areas (with rural 

areas included among the latter). Many other federal initiatives include, but 

are not targeted exclusively to, rural populations. 
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The list of federal initiatives is long and may prompt the question: Why 

is more investment needed? The answer to that question is dual: First, a 

common thread through these initiatives is inadequate, as is perpetually 

uncertain funding to accomplish the intended goals of the legislation that 

created them. Second, there has not been an explicit or systematic focus 

on equity. 

The examples highlighted here meet the following criteria:

	l Represent a range of initiatives across geographic locations.

	l Focus on policy and systems change affecting powerful determinants 

of health, and hold promise for addressing equity, particularly at the 

systemic or structural level.

	l Some interventions with more limited scope appear to hold promise for 

increasing equity in health within rural areas and across the rural-urban 

divide, if applied in ways that systematically pursue equity.

Federal initiatives addressing a wide range of rural 
economic development:

U.S. Department of the Treasury 
	l Community Development Financial Institutions (CDFIs) Among the 

most promising initiatives to advance health equity in rural America are 

those involving Community Development Financial Institutions (CDFIs) in 

the poorest rural areas that often have sizable populations of American 

Indian, Black, and/or Latino residents, who because of historic and 

contemporary discrimination have the worst health among rural dwellers. 

CDFIs are institutions supported by the Community Development 

Financial Institutions Fund, created by federal legislation in 1994 to invest 

in economic development of “underserved people and communities.” 

In 2014, for example, a group of six CDFIs successfully advocated for 

policy changes and funds needed to make substantial investments in 

employment, housing, banking, and infrastructure in a number of rural 

areas with persistent poverty. These are investments in improving key 

determinants of health—crucial resources and opportunities for  

good health.

A common thread through 

promising initiatives for 

rural health equity has been 

inadequate and uncertain 

funding and lack of an explicit 

and systematic focus on equity 

within rural areas. This has 

limited their impact.
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Federal initiatives addressing housing, a key 
determinant of health:

The U.S. Department of Agriculture’s (USDA’s) 
Rural Housing Service offers a variety of loans and grant programs to 

build or improve housing and essential community facilities in rural areas, 

including the following. In many places in rural America, virtually all 

affordable rental housing is financed by the USDA. 

	l The USDA Section 515 Rural Rental Housing Loans program supports 

development of affordable housing.143

	l The USDA Multifamily Preservation and Revitalization (MPR) program 

supports sustainability of existing affordable housing units. Most tenants 

have very low incomes, a majority are elderly or disabled, and one-third 

are persons of color.143

	l The USDA Section 514/516 Farm Labor Housing program is the only 

federal program providing affordable loans/grants to support adequate 

housing for farm laborers. More than 50 percent of the three million 

migrant and seasonal farm workers in the United States live in poverty.144 

	l The USDA Section 502 Direct Loan program has helped over two million 

rural families with low and very low incomes access affordable mortgages 

with low interest rates. It has been cited by the National Rural Housing 

Coalition as the “most cost-effective federal housing program.”145 

	l The USDA Mutual Self-Help Housing program provides small groups 

(typically six to 12) of families with low and very low incomes obtain 

affordable loans and technical assistance to work together to build their 

own homes and build home equity. With participation of local nonprofit 

organizations, the program also strengthens community ties and the 

economy. For every 100 homes built, 324 jobs are created, along with $21 

million in local income and $2.2 million in tax revenue.146 
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Federal initiatives addressing rural education, 
broadband service, and employment opportunities, all 
of which are essential for economic opportunity, a key 
determinant of health:

U.S Department of Education
	l The Rural Education Achievement Program (REAP), authorized in 2001, 

issues annual, noncompetitive grants to improve academic performance 

in rural school districts. Local education agencies may the funds for 

initiatives such as parental involvement activities, teacher enrichment, 

student support, or language instruction for English Leaners. REAP 

consists of two programs:

	– The Rural and Low-Income School Program serves less remote 

rural districts, including small towns that have significant 

concentrated poverty. In order to qualify, at least 20 percent of 

children served by the district must be from families living below the 

federal poverty level.

	– The Small, Rural School Achievement Program supports smaller, 

more remote districts with supplemental and flexible funding. 

Participating districts have an average daily attendance under 600 or 

a population density of fewer than 10 persons per square mile. 

Federal Communication Commission (FCC)  
	l In 2019, the Federal Communication Commission announced a proposed 

$20 billion-plus Rural Digital Opportunity Fund (RDOF) for high-speed 

broadband service for rural homes and small businesses without 

service. In 2020, the first auction was planned to focus on more than six 

million homes and businesses in U.S. Census blocks without coverage; 

subsequent auctions will expand coverage.

U.S. Department of Labor
	l The National Farm Worker Jobs Program is part of the U.S. Department 

of Labor’s Employment and Training Administration. It provides grants 

to community-based organizations and public agencies to help migrant 

and seasonal farm workers and their families acquire skills to retain 

agricultural jobs or start new careers, and thus achieve economic stability. 

Services include job placement, career counseling, and  

housing assistance.
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Federal initiatives to improve access to healthcare for 
rural residents:

U.S. Department of Health and Human Services
	l Health Resources and Services Administration (HRSA) programs address 

medically underserved populations, including rural residents, through 

programs including its Rural Health Program, Community Health 

Centers (see below), National Health Service Corps, and nurses corps. 

Community-Based Division (CBD) grants help increase access to care and 

address healthcare challenges in rural communities. Most require that 

community organizations share resources and expertise. 

One of HRSA’s most long-lived initiatives is support for Community 
Health Centers (CHC), which reach one of every five rural residents. Of 

the 28 million CHC patients, 91 percent have low incomes and 58 percent 

are persons of color.147
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	l The Indian Health Service (IHS) is the main federal healthcare provider 

and health advocate for Indigenous Americans, providing comprehensive 

healthcare services for more than 2 million American Indians and Alaska 

Natives in 37 states.

U.S. Department of Veterans Affairs
	l The U.S. Department of Veterans Affairs (VA) has extensive telehealth 

services, spanning more than 50 clinical applications to increase access 

to quality healthcare in rural and remote areas. In fiscal 2016, 702,000 VA 

patients enrolled in home telehealth (e.g., for chronic care management) 

had a 59 percent decrease in hospital days and a 31 percent decrease 

in hospital admissions. These numbers apply to both urban and rural 

residents. However, rural residents made up 45 percent of the  

telehealth patients.148

Federal efforts to improve rural residents’ geographic 
access to a range of services:

U.S Department of Transportation
	l Federal Transit Administration (FTA) Rural and Tribal Public Transit 

Programs include the: Rural Transit Assistance Program; Public 

Transportation on Indian Reservations Program; Public Transportation on 

Indian Reservation Roads or Tribal Transit Program; and the Appalachian 

Development Public Transportation Assistance Program Rural Area 

Formula Program (49 U.S.C. §5311). These programs provide funding to 

states and tribes to plan and operate transportation in rural areas. 
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Examples of State, Local, Public-Private, and Private 
Nonprofit Initiatives 

While new strategies are constantly emerging, below are examples of 

actions promoting health equity in rural America that deserve consideration 

for replication on a wider and/or more permanent basis.

	l Providing access to clean water in Alaska: Working in partnership, the 

Alaska Native Tribal Health Consortium, National Tribal Water Center 

and the Centers for Disease Control and Prevention (CDC), along with 

others, demonstrated the efficacy of providing in-home piped clean 

water (replacing the need to haul water, sometimes from considerable 

distances) in producing significant reductions in infection rates.149

	l Increasing access to low-cost energy efficiency in the South: “Using 

the power of the law,” the Southern Environmental Law Center and 

its partners advocate for financing and other policy measures to help 

households, including many low-income and moderate-income rural 

households, afford energy efficient upgrades.

	l Affordable housing for seasonal farmworkers in Washington: Grant 

County, Wash., is home to more than 1,500 farms, with many seasonal 

farm workers who had been housed in converted cargo containers for 

years. The nonprofit Office of Rural Farmworker Housing, along with the 

Grant County Housing Authority, combined funds from USDA’s Rural 

Development Section 514/516 and from the Washington State Housing 

Trust Fund to build “Experanz,” a 16-unit seasonally occupied housing 

development owned and operated by the Housing Authority.

	l Advances in e-connectivity and education in Oregon: A two-decade 

partnership between USDA Rural Development and the Confederated 

Tribes of the Warm Springs Reservation created a tribal-owned 

telecommunication company that provides high-speed broadband 

access across its 644,000-acre reservation and a new technology center. 

Along with the Jefferson County School District, the partnership also 

produced a new state-of-the-art school (Warm Springs Academy) and a 

new small business incubator, which is projected to help create 25 new 

businesses and 60 new jobs over five years.
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	l Investment in economic development in rural South Carolina: The 

South Carolina Community Investment Act of 2000 provides grants 

and community development tax credits to support community-

based nonprofits to improve economic opportunity in low-income 

communities. A portion of the tax credits is reserved for small, rural-based 

community development corporations.

	l Rural access to public parks in South Carolina and Vermont: The 

National Parks and Recreation Association (NRPA), along with The Trust 

for Public Land and the Urban Land Institute sponsor the 10-Minute Walk 

program, funding cities and towns of all sizes to provide safe access to a 

quality public space within 10 minutes of home. Recent grantees include 

the rural towns of Bennettsville, S.C. (population 8,572), and Winooski, Vt. 

(population 7,782). The goal is to help them overcome challenges that 

rural towns face, such as lack of adequate public transportation; a lack of 

municipal expertise, staffing, and funding to establish and maintain public 

parks; safe walking/biking trails to parks; and difficulty attracting residents 

to use the spaces. In addition to grant funds, awardees receive technical 

assistance and facilitation of peer-to-peer sharing of strategies (e.g., 

shared-use agreements with schools). 

	l Increased access to healthcare in Centreville, Miss.: Serving two rural 

counties with long-term poverty rates of more than 20 percent the 

municipally owned Field Memorial was the only hospital in this very rural 

area. With a poor-quality, outdated facility, patient visits declined. HOPE (a 

CDFI) stepped in, helping to structure funding for a new state-of the art- 

facility by braiding together a New Markets Tax Credit (NMTC) investment 

and conventional financing. 

	l Advancing access to healthy foods in Gloster, Miss.: The closest grocery 

store to tiny Gloster, Miss., required a drive of 45 minutes. Then HOPE, 

a CDFI with a commitment to eliminating food deserts, stepped in and 

secured financing for a Piggly Wiggly grocery store in Gloster that opened 

in 2018 and has been enthusiastically welcomed—and used—by  

the population. 
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	l Improved healthcare access through telehealth in rural Montana: The 

Eastern Montana Telemedicine Network’s three-year diabetes initiative 

included a telehealth component in five rural clinics. Sixty-one percent of 

participating patients reported that they were checking their blood sugar 

correctly after six months, compared to 31 percent before the program 

started. In addition, 29 percent said they were following an appropriate 

diet, compared to 8 percent before the program.150 

	l Improving rural public transportation in Northeast Texas: In rural 

northeast Texas, the Ark-Tex Regional Commission developed a system 

of regularly scheduled buses to local destinations, where previously only 

an on-call system existed. Support was also provided by local businesses 

and three years of contributions (plus space for a transit center) from the 

Paris Regional Medical Center, which in exchange received advertising 

on the buses and at bus stops. The Paris Regional Medical Center also 

expected that many of its patients and employees would benefit from the 

bus service.

	l Improving traffic safety on Wind River Reservation, Wyoming: This 

project was led by a partnership of the Wind River Reservation (serving 

the Eastern Shoshone and Northern Arapaho Tribes), the Wyoming 

Department of Transportation (WYDOT), and Hispanidad, a marketing 

agency. The partnership’s strategies included outreach using culturally 

appropriate traffic safety messages on seatbelt use, impaired driving, 

and pedestrian safety; collaboration to improve highway infrastructure; 

a new traffic safety plan that included a new traffic code with lower 

blood-alcohol limits for alcohol-impaired driving, lower speed limits, 

a mandatory seat belt law, improved traffic signs, increased law 

enforcement, and more emphasis on education and prevention; and 

conferences to augment local, state, and federal program coordination. 

The collaboration has helped improve the reservation’s transportation 

infrastructure and led to fewer crashes and deaths involving alcohol.151 
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	l Philanthropic investments in rural health: Some private nonprofit 

organizations, such as the Mary Reynolds Babcock Foundation, Ford 

Family Foundation, Kansas Health Foundation, and many community 

foundations, have made investments in rural health a major focus. 

The Rural Philanthropic Analysis Project, supported in part by the 

Robert Wood Johnson Foundation, has published four field studies in 

geographically diverse regions of the country that are intended to inform 

best practices for rural philanthropy. 

https://www.campbell.edu/about/research/rural-philanthropic-analysis/
https://aspe.hhs.gov/basic-report/hhs-implementation-guidance-data-collection-standards-race-ethnicity-sex-primary-language-and-disability-status
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section 5

ADVANCING HEALTH EQUITY IN 
RURAL AMERICA: CONCLUSIONS AND 
RECOMMENDATIONS

A concern for equity leads us to address disparities in health and 
in opportunities for good health both by place (rural versus urban) 
and within rural places by race (racism) and class. The health of rural 

Americans matters for our nation overall—more than one in every seven 

Americans lives in a rural place, and rural regions play a vital role in the U.S. 

economy. Rural residents in general are disadvantaged by place, facing 

geographic barriers to services, resources, and opportunities. Within rural 

areas, low-income people are doubly disadvantaged by place and class, 

and low-income rural people of color are multiply disadvantaged by place, 

race (more precisely, racism), and class. The designation “rural” can obscure 

tremendous diversity across different rural areas; rural-urban comparisons 

alone can divert attention from the profound and long-standing inequities 

within rural areas that play out along racial/ethnic and socioeconomic lines. 

In rural and in urban areas, there can be no health equity without 
economic opportunity. Health equity requires equity in the key 

determinants of health, which include not only healthcare but economic 

security, housing, food, safe environments, education, transportation, and 

the enduring and adequately funded public policies needed to ensure that 

these conditions are met and sustained. To achieve health equity in rural 

America, economic development must be the centerpiece of any strategy, 

and education, employment opportunities, and access to building wealth 

the foundation. Increasing access to healthcare in rural America is essential; 

strategies that deserve particular attention, however, are those that strive to 

address healthcare needs while increasing economic opportunities, such 

as the strategies that were the backbone of the War on Poverty.152-154 Those 

strategies depended heavily on community-based clinics and community 

health workers that simultaneously addressed social, economic, and 

healthcare needs, and, at their best, helped to mobilize communities to 

advocate for their own health and well-being. Those strategies did not 

replace strategies targeting economic and other structural barriers; they 

were a worthwhile adjunct.

An equity perspective would 

prioritize strategies for 

addressing the health and 

well-being of rural Indigenous 

persons and rural Black people, 

who have suffered centuries of 

health-damaging oppression and 

trauma; it also would place high 

priority on addressing the needs 

of rural people of any racial/

ethnic group living in persistent, 

multigenerational poverty, 

because of the well-known 

consequences for health  

and well-being.
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There can be no health equity without racial equity. The deepest rural 

poverty is in areas where people of color make up a large proportion 

of the population. This reflects centuries of oppression, exclusion, and 

marginalization, whose effects persist today, putting people of color at an 

added and profound disadvantage with regard to economic opportunity, 

which powerfully shapes opportunities for good health. Poor rural Whites 

also are economically disadvantaged, and their health and well-being also 

will be best served by policies that address economic opportunity. But 

policies and programs that only address economic development without 

systematically addressing racial equity will not adequately advance health 

equity. Racial equity in health can best be addressed by systematically 

targeting well-conceived support to areas with both persistent poverty  

and many people of color; it is no accident that those two features  

often co-exist. 

There are formidable challenges to achieving health equity in rural 
America. The challenges include developing ways to overcome the 

geographic barriers that put all rural residents at a disadvantage with 

respect to access to healthcare and educational and employment 

opportunities. Equally—and perhaps even more—challenging are the 

obstacles to overcoming both racial inequity and multigenerational poverty, 

along with their consequences.

One of the challenges is a lack of information rigorously evaluating 

the impact of many specific policies, systems changes, and initiatives 

on different racial or socioeconomic groups within rural areas. This 

information is difficult to collect because of relatively small numbers in 

some groups. Rural American Indians/Alaska Natives face some of the 

greatest challenges to health and well-being, yet they are among the 

groups most undercounted by the U.S. Census and other national surveys, 

and the undercount tends to further marginalize them. But this information 

is crucial. More information is needed that is both reliable and relevant to 

health in rural America not only for the rural population overall but also for 

different racial/ethnic and socioeconomic groups within it. Despite existing 

knowledge gaps, we cannot, however, await the results of future research 

before acting. 

There is not only an ethical imperative to address the human cost of these 

disparities, but also a pragmatic imperative, as these disparities generate 

substantial avoidable costs in the form of healthcare expenses and lost 

productivity. We know enough to expand well-established federal  

and/or state initiatives that have proved effective, such as Medicaid,  

the Earned Income Tax Credit, food stamps, early childhood programs,  

More knowledge is needed, but 

we know enough to act now  

to advance health equity in  

rural America.
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and Community Development Financing Institution resources. 

Implementation in rural areas may introduce unique challenges that require 

creative modifications, but the challenges should not be insurmountable, 

given political will. The impact of such expansions must be evaluated 

carefully. There also is a need to design, implement, and carefully evaluate 

other promising but less well-studied interventions—such as innovative 

transportation solutions, community health workers, and rural community 

clinics addressing the social determinants of health—and bring them 

to scale with adequate support. The geographic, economic, and racial/

ethnic heterogeneity of rural populations suggests that no one-size-fits-all 

solution can neatly address all the within-rural health disparities.

While the challenges to achieving health equity in rural America are 

formidable, it is heartening that so many creative and promising efforts—

such as the examples presented in this report—are now underway in many 

regions of the country. These examples reflect important social assets 

of rural communities that provide rich soil in which innovations can be 

conceived and flourish. 

In the examples noted throughout the brief, we have featured interventions 

at the policy or systems level, rather than time-limited or small-scale 

programs that are more likely to lack sustainability. However, some 

community-based programs, particularly those with at least partial public 

funding, are included because they may be models with the potential to 

go to scale, if policies are put in place to support and institutionalize them. 

The intention in sharing these examples is to highlight promising initiatives 

from which others may learn.

In most cases, however, even the most promising initiatives have to be 

taken to scale and need more resources. Small community-based projects 

dependent on time-limited private or public funding can provide inspiration 

and evidence for developing larger ongoing efforts but cannot meet the 

extent of the need or be sustained without ongoing and adequate public 

support to go to scale. Many promising approaches to address poverty and 

discrimination within rural areas are ones that would benefit the nation 

as a whole, not only rural residents—although, like all efforts, they must 

be tailored to local conditions. Because the most promising approaches 

ultimately depend on ongoing federal or sometimes state support—in the 

form of laws, policies, and appropriations—progress toward greater health 

equity for rural America will likely depend on, as well as contribute to, 

progress toward greater health equity for the nation as a whole.
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BOX 6

General Recommendations to Advance Rural Health Equity

These recommendations apply to both public and 

private philanthropic investments, and to both local 

efforts and those involving resources from outside 

rural communities.

1. Make long-term economic and community 

development the centerpiece of any strategy 

to advance rural health equity, targeting rural 

areas with persistent poverty. Ensure that rural 

Community Development Finance Institutions 

(CDFIs) have the resources needed to make a 

difference. 

2. Focus on dismantling systemic racism in rural 

areas through strategies that increase economic 

opportunity for and end the disenfranchisement 

of rural people of color. This will involve changes 

in systems, policies, and established practices.

3. Invest in educational opportunities for rural 

residents, particularly those living in poverty 

and people of color. Education is essential for 

employment opportunities, which are crucial for 

livelihoods, health, and healthcare services.

4. Ensure that all rural residents have reliable 

internet access, which is crucial for education, 

employment, telemedicine, and full participation 

in contemporary society.

5. End the suppression of Indigenous, African 

American, and Latino/Hispanic voters by 

increasing opportunities for voter registration and 

enacting universal mail-in voting in every state.

6. Invest in transportation innovations, such as rural 

car-sharing. Lack of transportation is a key barrier 

to healthcare, education, employment, and other 

services that affect health.

7. Break down other rural barriers to healthcare by 

constructing and maintaining rural clinics that 

address social as well as healthcare needs; training 

and supporting rural community health workers; 

changing laws so that qualified mid-professionals 

such as nurse practitioners, nurse midwives, and 

physician assistants can practice with appropriate 

backup consultation; implementing telehealth; 

and integrating and aligning strategies across 

healthcare, public health, and social service 

systems. 

8. Support innovation, testing, and adaptation 

of interventions that have been effective at 

advancing equity in health and its determinants 

in urban settings and appear promising for rural 

environments.
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ADDITIONAL RESOURCES

The following organizations (by no means a comprehensive list) have a 

commitment to improving rural health and well-being and provide tools, 

examples, data, and other resources.

	l Aspen Institute Community Strategies Group

	l Daily Yonder/Center for Rural Strategies

	l National Alliance for Rural Policy 

	l National Association of Community Health Centers 

	l National Association of Rural Health

	l National Association of Rural Health Clinics 

	l National Association of Rural Hospitals

	l National Community Reinvestment Coalition 

	l National Grange 

	l National Housing Laws Project

	l National Rural Health Association 

	l National Rural Housing Coalition

	l National Rural Water Association 

	l Neighborhood Funders Group, Integrated Rural Strategies

	l Rural Health Information Hub 

	l The Rural Philanthropic Analysis Project

	l Rural School and Community Trust

	l Stand Up for Rural America

	l U.S. Water Alliance 

Some foundations, such as the Mary Reynolds Babcock Foundation, Ford 

Family Foundation, Kansas Health Foundation, and many community 

foundations, have made investments in rural health a major focus.
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