Oral Health is Part of the Movement
Toward Greater Social Justice

Social Justice and Oral Health Equity
The Oral Health 2020 Network has prioritized
oral health equity-the attainment of the highest
level of health for all people-as a matter of social
justice. Achieving oral health equity requires
valuing everyone equally with focused and
ongoing societal efforts to address inequalities,
historical and contemporary injustices, the
elimination of disparities, and the assurance of
the structural and personal conditions needed
to support optimal health for all people (adapted
from Healthy People 2020 and Dr.Camara Jones).
OUT target by 2020 is that through our work we
see movement toward social justice.
We can eliminate significant disparities in
oral health across race and ethnicity, gender,
geography, education level, and income. Oral
health outcomes are often worse among people
of color, people who live in more rural areas, and
people experiencing poverty. For example, less
than 1 out of every 3 Hispanic or Latino persons
has visited the dentist in the past year, compared
with about half of all white non-Hispanics. Groups
of blacks, non-Hispanics, and Mexican Americans
also experience tooth decay twice as much as
white, non-Hispanics. These disparities show us
the opportunities to improve the current system

of oral health. More importantly, by eliminating
health disparities, we can strengthen our
communities through a focus on improving the
underlying causes of these disparities.
We believe that health equity is a key component
of the broader social justice movement and that
both topics are very complex. Members in the Oral
Health 2020 network regularly engage in learning
from groups across the country working on social
justice and health equity. This has been beneficial
for members to identify challenges, opportunities,
and skills that might help move their own
work forward alongside the work of improving
oral health. For example, members learn
about oral health data disaggregation among
key socioeconomic groups, about culturally
competent approaches to oral health, and about
thoughtful public policy ideas that may reduce

health disparities. More importantly, we recognize
that our diversity is our strength. We have many
members who come from diverse backgrounds
and perspectives, and additionally, we want to
invite those who might not be currently working
in oral health but care about improving their
community to find common purpose with the
Oral Health 2020 network. Together, we can make
sure that everyone in our country attains the
highest level of oral health.

The People Have Spoken!
Over the last decade a national movement has
emerged from a nationwide conversation that
included policymakers, providers, public health
activists, and grassroots organizers. The results
of this conversation is an acknowledgement that
the system of health care we have in place today
is not working for people's overall health and
wellbeing, and that it's time to work together to
build a new future. Together, we have defined a
set of goals, with specific and measureable targets
to hit by the year 2020 and they are guiding the
work of the movement.

Join the Movement!
individually, we can make progress; together
we transform the world! The Oral Health

2020

Network is putting the power for change back in
the hands of people who share the same set of
beliefs about every person's right to a healthy life.

Join the diverse network of individuals and
organizations at the local, state, and national
level to ensure policy, financing, care and the
community are aligned to promote oral health as
an essential part of overall health and wellbeing.
Here's how:
•

Connect with a network member
in your community or state

•

Register for our virtual community
at oralhealth.network

•

Join us at our next meeting

Members of the Oral Health 2020 Network are
linked together through relationships built on
trust, communication and shared values. We
connect with one another across the country
every day; we learn from one another and
share and distribute resources to advance oral
health network goals. We convene as a group
in person multiple times a year to strengthen
our connections. The diversity of experiences,
knowledge and skills of network members,
coupled with a shared vision and purpose,
create the opportunity for greater collective
impact. Only by working together in this way
can we shape a world that gives all of us an
equal opportunity to be healthy.
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Support Strong Funding for the Rural Health Safety Net
Many vital discretionary programs help ensure the efficient and equitable delivery of health care
services in rural areas. Despite strong bipartisan support, Congress has not sufficiently funded many
important rural health programs. NRHA requests a modest, funding increase of 10.5 percent to
account for health care inflation and the reversal of sequester cuts agreed to in the November 2015
budget deal (unless an association directly representing the program requested another amount).
The Outreach Grant Program funds community-based projects for three years to increase access to care.
Typical projects include efforts to address diabetes, obesity, health promotion, screening, wellness,
adolescent health, oral health, and mental health. More than 2 million people have benefited and more than
85 percent of grant programs continue to deliver services five years after federal funding has ended. Rural
Access to Emergency Devices Grants assist rural communities with the purchase of automated external
defibrillators (AEDs) and provide training in their use and maintenance.
Network Development Grants address the business and management challenges of working with
underserved rural communities. These three-year projects help to overcome the fragmentation of health care
services in rural areas and help to achieve economies of scale. A Network Development Planning Grant
Program provides one year of funding to rural communities that are beginning to examine the benefits of
building networks so they can initiate the process.
Rural Health ResearchIPolicy funds the Federal Office of Rural Health Policy (FORHP). FORHP
administers rural health programs, coordinates activities related to rural health care, and analyzes the possible
effects of policy on the 60 million rural Americans and advises the Secretary on access to care, the viability
of rural hospitals, and the availability of physicians and other health professionals.
State Offices of Rural Health, located in all 50 states, help their individual rural communities build health
care delivery systems. They accomplish this mission by collecting and disseminating information, providing
technical assistance, helping to coordinate rural health interests state-wide, and by supporting efforts to
improve recruitment and retention of health professionals.
Rural Hospital Flexibility Grants are used by each state to implement new technologies, strategies and
plans in Critical Access Hospitals (CAH). CAHs provide essential services to a community. Their continued
viability is critical for access to care and the health of the rural economy.
Telehealth funding is for the Office for the Advancement of Telehealth, including the Telehealth Network
Grant Program, which promotes the effective use of technologies to improve access to health services and to
provide distance education for health professionals.
National Health Service Corps supports qualified health care providers that are dedicated to working in
underserved areas by providing scholarship and loan-repayment programs for those serving medically
underserved communities and populations with health professional shortages and/or high unmet needs for

health services.
Title VII and VIII programs, including Rural Physician Training Grants, Area Health Education Centers,
and Geriatric programs, provide policy leadership and grant support for health professions workforce
development for shortage areas.
National Health Care Workforce Commission, a multi-stakeholder
workforce advisory committee
charged with developing a national health care workforce strategy, was created under the Affordable
Care Act but no appropriation has been made for the Commission and consequently it has not met since it
was created.
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Keep Commitments to Rural Providers:
Reauthorize Medicare Extendersand
Community Health Centers
.

'.',

Congress created unique payment structures for certain rural providers to enable them to keep their'
doors open,which are collectively known as the "Rural Extenders." Congress made a commitment to
ensure that ruralfacilities and providers could keep their doors open to provide care. Brit Congress let
funding for these programs expire on October 1,2017 without any intervention. If Congress doesn't
a~tsoon, rural health providers across the nation will.be hit with hundreds of millions ofclollarsin
reimbursement cuts, many l"uralfacilities will closes'and'underserved.comrnirriities will be feft with
even fewer op!~ons.
'
.

Community Health Centers Provide Essential Care
Like so many other programs essential-to the health of rural America, the funding for Community
Health Centers (CHCs) ran out on September 30th,and has not yet heen reriewed. CHCs are'
community-based and patient-directed organizations-that serve populations wi~h limited access to
?eqlth care. Most CHCs~ebaseq
intyml America-where careoptions are liIIIitedanq th~yare a
crtlcialgart 0tcores~f~tY>P~FProviders~eetingtheneed'
for car~in ~nders~r~ed.popuiatiolls. There
are currently.more than 1,400connrtunityhealthcenters
across the country th(it p~oYidec.ate.to more
than 25millioh Americans.
..
. .
We ask Members of Congress to include Community Health Centers in the next funding b11L

RuralMedicare Extenders Create Care Opportunities
.

•

.

Extf!?s~on of the Low- Volume Hospital adjustment:

This payment adjustment, Dllsedon

~e~g~.andt~~nulTI9~r.of4is5b~g~s,s~stai~spr~yider~.inrura1
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...............•..•......
accountfactors.ullique to rural~erica;·iThese
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achievysavings tl:uough'ecbnomies of sc~e(such as physical isolatioIlatld lowpat~~nt· '.
volumes) that arebeyond the control of the provider. This important'payment.keepshospital
doors open and prot~cts access to care.
....
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• Extension of the Medicare Dependent Hospital (MDH) program: The MDH program was
created-in 1987 toensure that smallruralhospltals
which provide car{(for a sig~ficplt number
of seniorsfanremaiIlopen
.. (TObe c1assifiep as an MDH;a rural hospital must~ayeatl~ast
69% of its 'daysor~ischargessovered
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and protects seniors' access totheir local hospital.
'. .
.
• Extension of the work geographic index tloorunderiheMedicare;physicblrifee'
schedule;
This provision provides an extension of the floor on geographic adjustments to
. portion.of the fee
with the effect of increasing practitionerfees in rural-areas.

•

Extension of current rural ambulance payments: This payment provides equity to rural
EMS providers who travel greater distances in rural and remote service areas. The loss of this
payment is equivalent to a 22.6% Medicare cut and would mean many EMS services would
close.

•

Extension of exceptions process for Medicare therapy caps: This provision extended the
process allowing exceptions to limitations on medically necessary therapy.

Concerns with Proposed Extenders Legislation
While we have encouraged Congress to reauthorize these crucial programs, the House Ways and
Means Committee's proposed legislation to extend funding includes a pay-for that would adjust the
Critical Access Hospital (CAH) swing-bed reimbursement rates. The swing bed program mentioned in
House Ways and Means proposed legislation is essential to hospitals that are located in underserved
areas with high Medicare utilization. Swing beds are crucial for the continuity of care for seniors and
high medical need residents in rural America. The Senate Finance Committee's released legislation
included a change to Low Volume Hospital (LVH) adjustments, one that would devastateLVH
hospitals and force them to close their doors. These extenders need to be renewed, but Congress cannot
fund some rural hospitals at the expense of others.
Rural America needs our help, and Congress has worked for decades to establish programs to
protect some of the most underserved communities in our country. At a time when the rural
hospital closure crisis continues to escalate, when rural Americans are dying at far higher rates
than those in cities, when the opioid crisis is ravaging our communities, we cannot afford to let
these programs disappear.

II.

Rural Medicare beneficiary equity
Equalize patient copayments for outpatient services at CARs with copays at other hospitals.

III.

Regulatory relief
a. Elimination of the CAR 96-Rour Condition of Payment;
b. Rebase of supervision requirements for outpatient therapy services at CARs and rural PPS
facilities; and
c. Modification to 2-Midnight Rule and RAC audit and appeals process.

IV.

Future of rural health care
The innovative future model solution, created by the Save Rural Hospitals Act, establishes a
new Medicare payment designation, the Community Outpatient Hospital (COH). This model
will ensure access to emergency care and allow hospitals the choice to offer outpatient care that
meets the population health needs of their rural community.
• Eligibility: Critical Access Hospitals (CAH) and rural hospitals with 50 beds or less as of
December 31,2014 are eligible to become COR (this includes facilities as described that have
closed within 5 years prior to enactment).
• Services:
o Emergency Services - a COH must
• Provide emergency medical care and observation care (not to exceed an annual
average of 24 hours), 24 hours a day, 7 days a week.
• Have protocols in place for the timely transfer of patients who require a higher
level of care or inpatient admission.
o Meeting the Needs of Rural Communities. Based upon a community needs assessment,
a COR could provide medical services in addition to the Emergency services, but not
limited to observation care, skilled nursing facility (SNF) care, infusion services,
hemodialysis, home health, hospice, nursing home care, population health and
telemedicine services.
• COHs are encouraged to provide primary care services though a FQHC (or FQHC
look alike) or rural health clinic. These primary care services will ensure the
community doesn't lose primary care and inappropriately use the emergency
room.
• The COR will not operate any inpatient acute care beds, but can operate swing
beds and observation beds.
• Payments: The Medicare payment rate for services furnished at a COH (emergency care and
outpatient services) will be 105% of reasonable cost. Plus, wrap around grants for population
health to ensure sufficient payments to allow the COH to serve the needs of the community.
•

•

Conversion:
o For every CAH that converts to a COH, another hospital currently not designated as a
CAR and located in the same state, would be eligible to become a CAR so long as all
criteria other than the distance criteria are met.
o CARs that convert to COHs may revert back to the CAR designation at any time and
under the same conditions they were originally designated.
Rural Hospital Grants: New grants are included for Rural EMS. Hospital based grants are
available to assist rural hospitals with the change to value based payment models and for rural
hospitals working on population health (included a grant program targeted at COHs).
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Opioid Use and Treatment Availability

January 2018

Funded by the Federal Office of Rural Health Policy (FORHP), under the Health Resources and Services Administration, the Rural Health
Research Gateway strives to disseminate the work of the FORHP-funded Rural Health Research Centers (RHRCs) to diverse audiences. The
RHRCs are committed to providing timely, quality national research on the most pressing rural health issues. This resource provides a summary of
their most recent research on opioid use and treatment, all of which may be found on Gateway's website at ruralhealthresearch.org.

Opioid Use in Rural Communities
Opioids are prescribed for pain relief; most recognizable
are morphine, hydrocodone, oxycodone, and fentanyl.
Opioids also include the illegal drug, heroin. Opioid
use disorder (OUD) (to include prescription drugs and
heroin) is the fastest growing substance use problem in
the nation. During 2008-13, 4.7% of U.S. residents ages
12 and older reported using non-medical opioids in the
past year. Mean age at first use was 23.' This did not vary
between rural and urban cornmunites.' Among those who
misused prescription opioids, 75% admitted to obtaining
the pain relievers from someone who held a prescription
for the drug.' Despite implementation of treatment and
prevention programs, rates of ODDs continue to rise
in rural (non-metropolitan) and urban (metropolitan)
communities alike (see Figure 1).'-2

Rural opioid users were also more likely than urban to
have ever been arrested (42.5% compared to 36.1 %) and
more likely to have been on probation in the past year
(lO.6% compared to 8.2%).'
Figure 2. Rural and Urban Opioid Users, 2008-131
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Figure 1. Prevalence of Past-year Drug Use
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Figure 3. Rural Opioid and Non-opioid Users, 2008-13'
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Among rural residents, those who had used opioids in the
past year were more likely than those who had not used
opioids to be under the age of 19, not married,
low-income, and uninsured (see Figure 3).'
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There has been little to no variation in the overall
prevalence of OUDs between rural and urban
populations. However, particular groups of rural residents
have reported a greater prevalence of past-year use.!"
Specifically, 8% of all rural residents ages 12-19 and 9.5%
of those 20-29 had used opioids in the past year.' Among

those who had used opioids, rural were more likely than
urban to be uninsured, low income, in poor health, and
between ages 12-19 (see Figure 2).'
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Treatment for Opioid Use Disorder
Medication assisted treatment (MAT) is the use of
medications in combination with counseling and
behavioral therapies for the treatment of ODD.
Buprenorphine-naloxone
is one of the effective ODD
treatment medications that may be provided in a primary
care setting. The Drug Addiction Treatment Act (DATA)
was passed in 2000 to expand OUD treatment options.
DATA allows a physician to prescribe buprenorphine after
he/she receives a waiver from the Drug Enforcement
Agency (DEA).3 From 2012 through 2016, the percentage
of counties with at least one waive red physician increased
from 46.6% to 52.5%. However, while only 26.2% of
urban counties were without a waivered provider in 2016,
60.1 % of rural counties were still without one.v" The
percentage of rural counties with a waivered provider
has slightly increased since 2012; however, a majority of
waivered providers (91.2%) are still disproportionately
located in urban counties. 3-4
Of the 1,124 rural physicians with DEA DATA waivers
who were surveyed in 2016, only 60% were current
prescribers accepting new patients." Overall, the most
significant barriers of waivered prescribers providing
MAT were diversion or misuse of medication (indicated
by 48.4% of rural waivered providers), lack of available
mental health support services (44.4%), and time
constraints (40.2%Y Nonprescribers (never and former
prescribers) were significantly more likely than current
prescribers to identify the following barriers: time
constraints, lack of patient need, resistance from practice
partners, lack of specialty backup for complex problems,
lack of confidence in their ability to manage OUD,
concerns about DEA intrusions on their practices, and
attraction of drug users to their practices."

Perceived Need and Use of Treatment
Beyond the need for prescribers is concern with identified
need for, and utilization of, treatment. The rate of
perceived OUD treatment need among those with
past year use did not vary significantly between rural
(non-metro) and urban (metro) adults during 20~4-l5.6
However, the perceived need for treatment did increase
significantly among rural users from 2008-10 to 201113.6 Most recently, treatment use for ODD did not vary
between rural and urban adults, though rural adults
reported a more significant increase in treatment from
2011-13 to 2014-15 (see Figure 4).6

For more information,

Figure 4. Perceived Need for Treatment and
Treatment Use over Time for QUO, by Geoqraphy"
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Rural Community Response
Rural community-based strategies are imperative for the
prevention and treatment of and recovery from OUD
and must expand beyond the availability of waive red
prescribers. Specific rural challenges to the prevention/
treatment of OUD include workforce concerns, timely
access to prevention and/ or treatment, stigma, lack
of community-provider
collaborations, and providers
not using current protocols for prescribing opioids.?
Community models for OUD treatment have included
the use of telehealth, coalitions, evidenced-based
prescribing protocols, emergency department protocols,
and harm-reduction strategies through public health. 7
Read, Rural Opioid Abuse Prevention and Treatment Strategies for
more information on these programs. 7

Resources
1. Maine Rural Health Research Center (2016). Rural opioid abuse: Prevalence
and user characteristics, rllralh,·ahhr.·"·,,r.-h.lJrdplIIJli •.alio,l'/ IOil:.!.
2. Rural and Underserved Health Research Center (2017).lllicit drug opioid
use disorder among non-metropolitan residents, rur.dll<"..tililr,·,,·,"-d1.,.r'!
publi('rttinn,,' 111) L
3. WWAMI Rural Health Research Center (2017). Changes in the supply of
physicians with a DEA DATA waiver to prescribe buprenorphine for opioid use
disorder, rurallil'~tlthn~:-t·.art'li.fln!/pu"Ii( __
.ui. m:.../! I i:L
4. WWA.J.\1l Rural Health Research Center (2015). Geographic and specialty
distribution of US physicians trained to treat opioid use disorder,
rur.ilhcuhhn-«
·;trcll., IJ~ 11l1hli~;ftit Ill'..! 1O~:-L
5. W'WA.J.\1l Rural Health Research Center (20 17). Barriers rural physicians face
prescribing buprenorphine for opioid use disorder, rlll"allwalll",·,,·arrh.m<!,
!,uIJii.-;Jlioll'· 11.;11.
6. Rural and Underserved Health Research Center (2017). Perceived treatment
need and treatment utilization for illicit drug and prescription pain
reliever use disorders in non-metropolitan areas, rllranw"lIhn·s,·arl"h."r,,1
p"hlic:Hioll,/ J J iJ:l.
7. Maine Rural Health Research Center (2017). Rural opioid abuse prevention and
treatment strategies: The experience in four states, r\ll""I"rahl!n·,,·.!n·h."r~1
pilhlit':-Hinn •..1 11 Ill:.

visit the Rural Health Research Gateway website, ruralhealthresearch.org.
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Effects of Rural Hospital Closures

Funded by the Federal OHice of Rural Health Policy (FORHP), under the Health Resources and Services Administration, the Rural Health
Research Gateway strives to disseminate the work of the FORHP-funded Rural Health Research Centers (RHRCs) to diverse audiences. The
RHRCs are committed to providing timely, quality national research on the most pressing rural health issues. This resource is two of two providing
a summary of their most recent research on hospital closures, all of which may be found on Gateways website at ruralhealthresearch.org.

Rural Hospital Closures and
Conversions
FromJanuary 2005 to November 8, 2017, 124 rural
hospitals closed in the U.S. 1 Closure of a rural hospital
has a direct effect on the individuals within that hospital's
service area, decreasing the health and economic wellbeing of that community. I The most current number of
rural hospital closures can be found at: www.shepscenter;
unr .cdu 1programs-projects/ rural-health 1rural-hospitalclosures.
A rural hospital closure includes both hospital conversions
and abandoned hospitals. Abandoned hospitals are those
that no longer provide any form of health service, while
converted hospitals remain a healthcare facility but do
not provide any inpatient care. From 2010 through 2014,
roughly 800,000 people were living in rural markets with
abandoned hospitals." An additional 700,000 people
experienced loss of inpatient care as a result of rural
hospital conversions."
The three most common care models among the 21
converted rural hospitals in 2014 were:
• Urgent care or emergency facility (10/21);
• Outpatient

or primary care facility (7/21); and

• Skilled nursing or rehabilitation

(4/21f

Abandoned rural hospitals had a higher proportion
of their patient base that was non-White (33%) than
converted hospitals (17%).2 See Figure 1. Abandoned
hospitals were also more likely than those that had
converted to:
• Serve markets with higher poverty rates and lower
per capita income;
• Be farther from the nearest hospital; and,
• Report lower profitability and liquidity prior to
closure."

Figure 1. Demographics of the Population Served
by Abandoned/Converted Rural Hospitals"
35%
33

25%

15%
10%
5%
17 or
Younger

65 or Older

• Abandoned, n=26
r>:Skilled Nursing

or

Non-White

Poverty
Rate

• Emergency or Urgent Care, n=10
- Outpatient or Primary Care, n=/

Rehabilitation, n=3

Rural Hospital Payment Models
Low financial performance in small rural hospitals
led federal lawmakers to pass legislation authorizing
the Medicare program to provide higher payments to
hospitals that served rural communities." These rural
hospitals included Critical Access Hospitals (CABs), Sole
Community Hospitals (SCHs); Medicare Dependent
Hospitals (MDHs), and Standard Prospective Payment
Systems (PPS) Hospitals." Not all rural hospital systems
were under the same financial pressure in 2016. A larger
proportion of MDHs and rural PPS were at high risk of
financial distress compared to other hospital payment
models." See Figure 2.

Figure 2. Percentage of Hospitals at High Risk: 20163
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Rural Hospital Obstetric Services
The proportion of all rural U.S. counties lacking hospital
obstetric (OB) services rose from 45% to 54% from 2004
through 2014.4 Roughly 45.3% of all rural counties (898)
never had OB services. Only 17.6% of micropolitan
(urban) counties never had a hospital(s) with OB services
compared to 58.6% of rural noncore.' See Figure 3.
Figure 3. Distribution of Hospital Obstetric Unit
Closures in Rural Counties, 2004-20144
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The loss of services is primarily the result of OB unit
closures as opposed to full hospital closures. From 2004
through 2014, 9% of all rural counties (179 counties) lost
access to hospital OB services."
• While 77 .9% of micropolitan counties provided
constant hospital OB services in 2014, the same was
true for only 30.2% of rural noncore counties."
• About two-thirds or more of the rural counties in
Florida (78%), Nevada (69%), and South Dakota
(66%) had no in-county hospital OB services.P
• A large decline was reported in hospital OB services
in rural counties in South Carolina, Washington, and
North Dakota.P

to

issues and barriers to care

• Loss of jobs for hospital staff, creating concerns
about unemployment and outward migration of
community members."
As it relates to OB services, the sharp decline in access to
care raises concern around the quality of, and distance to,
maternity care."
Hospital conversions and closures disproportionately
impact non-Whites (particularly Blacks), poor people, and
women. There is opportunity to identify new healthcare
delivery models in communities at risk of hospital closure.
read After hospital closure: Pursuing hiogh performance rural
health systems without impatient care6 to learn about models
employed in rural communities following a hospital
closure.
The research on hospital closures and healthcare service
reduction (such as OB care) in rural communities
generally draws similar conclusions; rural communities,
hospital administrators, and policymakers must work
to identify community-centered
methods for providing
quality healthcare access and must continue to assess
the impact of closures and conversions. FORHP-funded
RHRCs continue to explore rural hospital finance and
hospital closures, with new research released on the Rural
Health Research Gateway.

Resources
1. North Carolina Rural Health Research and Policy Analysis Center (2016).
Trends in risk of financial distress among rural hospitals, available on
Gateway at ruralhealthresearch.org/ alerts/ I45.
2. North Carolina Rural Health Research and Policy Analysis Center (2015).
A Comparison of closed rural hospitals and perceived impact, available on
Gateway at ruralhcalthrcscarch.org/publications/966.
3. North Carolina Rural Health Research and Policy Analysis Center
(2016). Do current Medicare rural hospital payment systems align with
cost determinants?, available on Gateway at ruralhcalthrcscarch.org/
publications/958.
4. University of Minnesota Rural Health Research Center (2017). Closure of
hospital obstetric services disproportionately affects less-populated counties,
available on Gateway at ruralhealthrcscarch.org/publicationsl
1106.

Effects of Rural Hospital Closures

5. University of Minnesota Rural Health Research Center (2017). State
variability in access to hospital-based obstetric services in rural us counties,
available on Gateway at ruralhcallhrcscarch.org/publicatiollS/ II07.

Rural hospital closures and reduction of services reduce
access to locally available healthcare.v-" Communities
have reported that rural hospital closures resulted in:

6. RUPRI Center for Rural Health Policy Analysis (20 I 7). After hospital
closure: Pursuing high performance rural health systems without inpatient
care, available on Gateway at ruralhcalthrrearch.org/Publicalionsl
1117.
i
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Rural Hospital Closures

Funded by the Federal Office of Rural Health Policy (FORHn under the Health Resources and Services Administration, the Rural
Health Research Gateway strives to disseminate the work of the FORHP-funded Rural Health Research Centers (RHRCs) with
diverse audiences. The RHRCs are committed to providing timely, quality national research on the most pressing rural health issues.
This resource is one of two providing a summary of their most recent research on hospital closures, all of which may be found on
Gateways website at ruralhealthresearch.org.
Rural and urban hospitals serve varied patient
demographics. Urban hospitals are located in counties
with 20% higher income than rural hospitals, and
isolated rural hospitals provide care in counties where
one-fifth of the population is elderly. I As a result
of patient demographics, reimbursement models,
market characteristics, and available services (among
other variables), rural hospitals are dosing and rural
communities are losing services in higher proportion than
urban communities. The financial distress index (FDI)
was developed to identify rural hospitals' risk of financial
distress and has been a useful tool in identifying at-risk
hospitals, providing an opportunity for rural hospitals
and communities to consider alternative service models.
This research also opens the door to future study of
policy options and the communities impacted by hospital
closures.

Hospital Closures
FromJanuary 2005 to November 8,2017, 124 rural
hospitals closed in the US.2 See Figure 2. The most
current number of rural hospital closures can be found
at www.shepsccntcr, unc .edu/ programs-projects/ ruralhealth/rural-hospital-dosurcs.
Predictors of rural hospital
closure have included financial distress.? hospital size, and
community poverty rates."
Figure 2. Number of Rural U.S. Hospital Closures,
January 2005 through November 20172,~
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In 2012-13, the US. had about 5,000 short-term, acute
care hospitals; half were located in urban areas, and half
were in rural areas. I Among rural hospitals, 39% were
located in large rural areas, 39% in small rural areas,
and 22% in isolated rural areas. The largest number of
hospitals were located in the South. See Figure 1. I

o

Figure 1. Number of Hospitals by U.S. Census
Region and RuraVUrban Status (2012-13)1
1000
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As a result of hospital and obstetric-unit closures, there
was an increase in the percentage of US. rural counties
without any hospital obstetric services from 2004 through
2014 (from 45% to 54%).5 During this period of time,
179 rural counties experienced closures/loss of hospital
obstetric services." In 2014, while 77.9% of micropolitan
(urban) counties reported access to hospital obstetric
services, only 30.2% of rural noncore counties had
access.'
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An FDI was developed to determine if a rural hospital
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or low risk of financial distress." The FDI model "includes
12 predictors composed of 4 measures of financial
Northeast

Midwest

performance. 2 measures of hospital characteristics, 2
measures of government reimbursement, 2 measures
of community characteristics, and 2 measures of local
cornpetition.i" Access the brief Prediction cf Financial
Distress among Rural Hospitals for a complete list of factors
utilized to determine risk. 3
Between 2006 and 2014, hospitals identified as high
risk in the FDI had closure rates 60 times higher than
hospitals identified as low risk.
• Two out of three hospitals that closed were
identified by the FDI at high risk of financial
distress in the year prior to closure.f

Payment System (PPS) hospitals alnd Rural Referral
Centers (RRCs) at high risk consi~tently increased from
2013 through 2016.6 See Figure ~.9
Figure 4. High Risk of Financial Distress in Rural
Hospitals, by CMS Payment Type, 2013-20166
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• The South Census region reported the largest
percentage of hospitals at risk in 2017.2
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States with the highest number of rural hospitals at
high risk of financial distress in 2015 were Texas,
Oklahoma, Tennessee, Arkansas, Georgia, and
Alabama." States with the highest percentage of rural
hospitals at high risk included Hawaii, Alabama,
Oklahoma, Arkansas, and Tennessee." The South
Census region reported a greater percentage of rural
hospitals at high risk of financial distress than any other
Census region. See Figure 3.
Figure 3. Percent of Rural Hospitals at High Risk of
Financial Distress, Census Region, 2013-20176

;;u ~-,------"-""~""--"

~ 12%

'""~ 10%
I

• The proportion of rural hospitals at high risk
increased from 7.0% in 2015 to 8.1 % in 2016.3

I---~"--~

CAH
SCH

=

=

2014

2016

Critical Access Hospital
Sole Community Hospital

I

RRCs and urban hospitals had higher profitability when
compared to other hospitals.' The rural PPS hospitals
(26-50 beds) and MDHs had lower profitability with
high financial distress when compared to other payment
systems." From 2012 through 2014, urban hospitals
experienced increases in profitability while rural hospitals
experienced decreases.' For more basic information on
these hospital types, visit www.ruralhealthinfo.orgv' topics/
hospitals#designations.
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1. North Carolina Rural Health Research and Policy Analysis Center (2015).
The 21st century rural hospital; A chartbook, available on Gateway at
ruralhcalthrcscarch.org/publications/96I.
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2. North Carolina Rural Health Research and Policy Analysis Center (2016).
Trends in risk of financial distress among rural hospitals, available on
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Urban and Rural Hospital Profitability
Insufficient revenue reduces hospital services and quality,
which can lead to closure.' Hospital closures leave
rural residents at greater risk of health and economic
hardships because of the loss of local acute and inpatient
care services.' Medicare Dependent Hospitals (MDHs)
reported a larger percentage of their hospitals at high
risk of financial distress than any other rural hospital type
in 2016.6 However, the percentage of rural Perspective

3. North Carolina Rural Health Research and Policy Analysis Center (2016).
Prediction of financial distress among rural hospitals, available on Gateway
at ruralhcalthrcscarch.org/publications/998.
4. North Carolina Rural Health Research and Policy Analysis Center
(November, 20 I 7). Rural hospital closure tracking website, available at
www.shepscenterune,edu/programs-projects/rural-health/
ru ral-hospitalclosures.
5. University

of Minnesota

Rural Health

Research

Center

(2017). Closure of

hospital obstetric services disproportionately
affects less-populated counties,
available on Gateway at ruralhealthrcsearch.org/publications/
1106.
6. North Carolina

Rural Health

Geographic variation
available on Gateway

Research

and Policy Analysis Center

(2016).

in risk of financial distress among rural hospitals,
at ruralhealthresearch,org/publications/999.

7, North Carolina Rural Health Research and Policy Analysis Center (2016).
Geographic variation in the profitability of urban and rural hospitals,
available on Gateway at ruralhealthrescarch,org/publicationsl
I007.

For more lnformattcn, visit the Rural. Health Research Gateway website, ruralhealthreaearch.orq,
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Funded by the Federal Office of Rural Health Policy (FORHP), the Rural Health Research Gateway strives to disseminate the work
of the FORHP-funded Rural Health Research Centers (RHRCs) with diverse audiences. The RHRCs are committed to providing
timely- quality national research on the most pressing rural health issues. This resource provides a summary of their most recent
research on behavioral health, all of which may be found on Gateways website at ruralhealthresearch.org.

Prevalence

Access to Behavioral Healthcare

Any mental illness (AMI) is any diagnosable mental,
behavioral, or emotional illness other than substance
use.' During 2015, roughly 43.4 million adults in the U.S.
had some kind of mental illness." During 2010-2011,
nonmetropolitan
counties reported a higher percentage
of residents with AMI (19.5%) than metropolitan
counties (17.8%Y The highest rate of AMI (22.5%)
occurred among rural residents in the western U.S.
region."

As of October 2015, rural communities reported a
smaller proportion of behavioral hcalthcare providers
than urban areas, including fewer psychiatrists, clinical
psychologists, psychiatric nurse practitioners, social
workers, and counselors.I See Table 1 and Figure 2.

Nationally, 4% reported a serious mental illness, though
rates rose with increasing rurality. Rural micropolitan
residents in the western U.S. region reported the highest
percentage of serious mental illness (6.8%). The lowest
rate occurred in large central counties in the southern
region of the U.S. (2.7%).3

Table 1. Behavioral Health Providers per 100,000
Population in U.S. Counties5
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Adverse Childhood Experiences
Adverse childhood experiences (ACEs) are occurrences
in family relationships that prevent children from finding
the support and safety they need for healthy growth.
The more ACEs, the higher the risk for behavioral and
physical health problems in adulthood." More than half
(56.5%) of rural residents had been exposed to some form
of ACE during 2011-2013.4 See Figure 1.
Figure 1. Prevalence of ACE Types in Rural and
Urban Adults: Household Dysfunction4
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Figure 2. Percent of U.S. Counties Without
Behavioral Health Providers5
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