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Key Points 

• Rural hospitals play a central role in the health and welfare of 
communities. However, rural hospitals face unique financial 
challenges that put them at a disproportionate risk of closure. 

• In addition to patient volume, transportation, and workforce 
shortages impacting rural hospital finances, rural residents are 
older and face more chronic disease, risk factors for disease, 
and adverse social determinants of health than urban residents. 

• Alternative payment models represent one approach to 
providing a predictable amount of annual revenue. Such models 
require highly coordinated systems and might shift the service 
provision away from hospital providers. 

• Long-term policies to improve rural hospital sustainability 
require investing in telehealth, health information technology, 
risk-based interventions, and an increased workforce. 
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Introduction 
Small rural hospitals provide emergency, inpatient, laboratory, and 
outpatient services such as primary care, rehabilitation, and long-term 
services for nearly 20% of American communities.1 Even with their 
critical importance, rural hospitals face a number of challenges. 
 
Rural hospitals represent 36% of the total number of hospitals in the 
US, but they only receive less than 5% of total hospital spending.1 
Across the country, more than 800 rural hospitals are at risk of closing 
in the near future, which would impact access to health care for more 
than 20 million people. As of July 2021, Washington state has 40 rural 
hospitals, 50% of which are at risk of closing, and 20% of which are at 
immediate risk of closing.1 Many small rural hospitals remain open 
through external funding from local taxes and state grants.1 Most rural 
hospitals have fewer than 26 beds, while urban hospitals, which are 4.7 
times larger, contain 100 or more beds.2 Rural hospitals have, on 
average, seven inpatients per day versus 102 in urban hospitals.2 
Roughly 75% offer surgery services and 50% offer maternity care. 1,2 
 
The median population of counties with rural hospitals is under 30,000 
compared to over 500,000 in counties with urban hospitals. The median 
number of county residents per square mile is 36 for areas with rural 
hospitals and 586 for areas with urban hospitals.2 In particular, eastern 
Washington has 25 Critical Access Hospitals (CAH) serving 1.6 million 
residents in a highly dispersed territory. These counties may have fewer 
than ten residents per square mile.1 Moreover, most rural residents do 
not have an alternate source of health care and have to drive at least 
25 minutes to get health care.1 Longer travel time to care is associated 
with worse health outcomes. 3,4 
 
Due to financial, population, and facility resource constraints, rural 
hospitals face solvency challenges that threaten their long-term 
sustainability. The purpose of this policy brief is to (1) summarize the 
unique challenges that rural hospitals face; (2) describe adaptations to 
the health system’s design to address these challenges, including care 
delivery and payment models; and (3) describe strategies that can 
potentially improve rural hospital finances. 
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Rural Population Health Challenges 
Sixty million Americans live in rural areas, 763,300 of which reside in 
Washington state. Rural regions of Washington state contain more 
vulnerable persons than urban areas and include large Hispanic and 
Native American populations.5 Rural areas also face higher rates of 
poverty, food insecurity, lack of health insurance, and unemployment 
than urban areas.6 Washington state has two of the top ten agricultural 
counties in the US and produces over $8 billion in agricultural products 
each year; it houses nearly 200,000 farm workers and more than 
50,000 migrant workers.7 
 
Although the population is lower in rural areas, they report the largest 
disparities compared to urban areas. Rural hospitals serve a population 
that is older and has a higher prevalence of metabolic syndrome, 
diabetes, and coronary heart disease.8,9 Rural residents often have 
greater comorbidities and chronic disease risk factors, including 
smoking, obesity, and teen births.10 Furthermore, rural communities 
face a higher risk of injury-related death, lower access to primary care 
and mental health services, and more unmet health needs than urban 
communities. These inequities explain the higher risk of severe 
infection and death from COVID-19 in rural areas than in urban areas.11 
 
Models of Care Delivery for Rural Hospitals 
Transportation and housing options are limited in rural areas, with poor 
quality and infrastructure issues. This, in part, drives the layout of 
resources where patients seek care. The health care system has various 
provider types, including solo physician practices, laboratories, and 
hospitals. Specifically, the Centers for Medicare & Medicaid Services 
(CMS) establishes different classification systems for eight provider 
settings: inpatient acute care hospital, inpatient rehabilitation hospital, 
inpatient psychiatric facilities, long-term care hospitals, skilled nursing 
facilities, home health agencies, and hospice. 
 
Rural hospitals are unique among these provider types because care 
delivery is tied to a variety of reimbursement models. Hospitals 
typically benefit from scale and scope economies; however, it is difficult 
to take advantage of these economies in rural hospitals due to the low 
patient volume and highly dispersed population.12,13 The low service 
demand is associated with low occupancy rates, closures of inpatient 
services, and higher dependency on outpatient services.14 While 47% of 
total revenues in urban hospitals come from outpatient revenue, the 

Scale economies 
 

Hospitals reduce their per-
unit fixed cost by increasing 
the volume of services, which 
spreads the cost over a larger 
number of patients. 

Economies of scope 
 

Providing a wide range of 
services decreases the 
average total cost for the 
hospital. 
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proportion is higher at 70% in rural hospitals.2 Furthermore, while the 
median profitability of rural hospitals has declined, it has increased for 
urban hospitals. In 2018, the total margin of rural hospitals was 1.5% 
compared to 5.9% in urban hospitals, and large rural areas reported a 
higher median total margin than hospitals in smaller rural areas.2,15 
 
Critical Access Hospitals (CAH): Congress created CAHs to reduce the 
financial vulnerability of rural hospitals and improve access to care. To 
be considered a CAH, a provider must have less than 25 acute  
care inpatient beds, be located more than 35 
miles from another hospital, maintain an annual 
average length of stay of 96 hours or less for 
acute care patients, and provide 24/7 
emergency care services. CAHs are reimbursed 
by Medicare on a cost basis for inpatient and 
outpatient services rather than prospective 
payments. On the other hand, Medicaid uses a 
mix of payment methods depending on the state 
and care provider.16 The financial condition of 
CAH is better because of the special payment 
provisions by Medicare.17 
 
Rural Health Clinics (RHC): RHCs provide 
outpatient primary care and basic laboratory 
services to rural underserved areas. Their 
ownership type can be public, nonprofit, or for-
profit. RHCs provide services based on  
multidisciplinary health professional teamwork (nurse practitioners, 
physician assistants, certified nurses, midwives, and physicians) and 
receive all-inclusive rate payment for primary and preventive health 
care from Medicare.18 
 
Federally Qualified Health Centers (FQHC): FQHCs are community-
based outpatient clinics that qualify for enhanced reimbursement from 
Medicare and Medicaid. FQHCs provide comprehensive primary and 
preventive care for underserved communities, regardless of their ability 
to pay or health insurance status.19 In 2014, FQHCs transitioned to a 
prospective payment system. Medicare payment is made on a national 
rate with adjustments by geography, new patient status, and whether a 
patient receives an initial preventive physical examination.20,21  
 
 

Figure 1  
Rural health facilities distribution in 

Washington state. 
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Sources of Revenue in Hospitals 

Most residents under 65 years in rural areas have private health 
insurance; Medicaid provides coverage for 24% of nonelderly 
individuals, and 12% are uninsured (Figure 2). Nonetheless, the 
insurer’s contribution to hospital revenue and total margin diverges 
from health coverage distribution. For instance, Medicare pays a higher 
rate per primary care visit at RHCs; however, private payers usually pay 
the same amount regardless of the hospital type. Private payment is 
typically less than the expenditure made by the rural hospital.1,22  
 
Self-pay: Out-of-pocket payments are a source of revenue for hospitals. 
It includes the direct payments made by uninsured patients and  
payments under the share cost models. 
Most insurance coverages require 
copayments and deductibles for services. 
Also, patients are responsible for paying 
hospitals directly for the services not 
included in their insurance, or if they 
exceed their coverage. In 2018, the out-of-
pocket spending share of health 
expenditure was 11%, equivalent to $1,125 
per capita.23 Rural patients face higher out-
of-pocket expenses for outpatient 
services.24 

 
Medicare: Medicare is federal health care insurance for people aged 65 
or older, people with end-stage renal disease, or people under 65 with 
federally recognized disabilities. Part A provides coverage for hospital 
care. The Medicare Payment Advisory Commission designates rural 
hospitals as CAH, Sole Community Hospital, Medicare Dependent 
Hospital (MDH), Rural Referral Center (RRC), and Standard Prospective 
Payment System (PPS). Medicare provides higher payments to rural 
hospitals and adjusts the payment for hospital type and community, 
market, and geographic factors. This payment model is complex, but it 
does not adjust for several critical factors. For instance, there is no 
adjustment for remoteness, which may affect rural hospitals that face 
higher unit costs for their location.25 In 2018, PPSs with less than 25 
beds and MDHs faced a negative total margin, -4.8% and -0.9%, 
respectively. RRCs had a positive total margin (5.1%) similar to urban 
hospitals (5.9%).26 Finally, Medicare Advantage (MA) is offered by 
Medicare-approved private companies. It covers Part A and Part B 
services, and some plans include Part D. Reimbursement under MA is 

 

Kaiser Family Foundation,  
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equal to Medicare Fee-For-Service (FFS) prices for hospital services and 
tends to be lower for physicians' payments.27,28  
 
Medicaid and CHIPS: Medicaid is cooperative federal and state health 
care insurance for low-income adults, pregnant women, and children. 
The eligibility criteria vary by state as does the decision to extend 
Medicaid under the ACA. Further, the Children’s Health Insurance 
Program (CHIP) provides low-cost health coverage to children, and in 
some states, pregnant women in families that do not qualify for 
Medicaid coverage under the typical eligibility requirements.29 States 
that did not expand Medicaid face higher financial constraints since the 
Medicaid expansion provided additional resources to overcome the 
losses on uninsured patients, unrecoverable debt, and charity care.10 
 
Medicaid expansion also affected rural and urban hospitals differently. 
While urban hospitals had a greater decrease in the proportion of costs 
for uncompensated care than rural hospitals,30 rural hospitals in 
expansion states reported higher revenues and margins; small urban 
hospitals had little change, and large urban hospitals had a revenue 
reduction.25 Urban hospitals did not have any relative gains in total 
patient revenue or operating margins. The rise in Medicaid revenue 
was offset by declines in private insurance revenue.25  
 
Private Insurance: Overall, private insurers pay higher rates than 
Medicare for all hospital and physician services. In 2013, private plan 
prices were 89% higher than Medicare FFS prices.27 The difference is 
greater for outpatient than inpatient services, which averaged 264% 
and 189% of Medicare rates, respectively. However, private insurer 
rates are determined by the negotiating leverage of hospitals and 
providers, which is dependent on market power and service demand.31   
 
Government Funding: Hospitals receive funding not tied to specific 
care services to support their operations and improve their financial 
sustainability. These funds come in the form of grants or tax revenues. 
For example, the Georgia Rural Hospital Tax Credit Program allows 
taxpayers to receive a tax credit for contributions made to rural 
hospitals. Hospitals may use these funds to pay for regular operational 
expenses, debt payment, capital improvements, and equipment. The 
program has been found to improve hospital financial health in 
participating rural hospitals throughout Georgia.32 
 
 

Global budgets 
 

It establishes a fixed amount 
of revenue, set in advance, to 
cover all inpatient and 
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Models of Payments 
The reimbursement process is a function of the number of services provided, insurance coverage type, and the 
payment model used. Rural hospitals have a higher median percent of charges for care for Medicare 
outpatients (31%)  than urban hospitals (21%).2 In the most isolated rural hospitals, the percent of charges for 
care for Medicare patients is (41%).2 The primordial Medicare payment rates are based on a fixed amount, 
with the total amount depending on the classification system of the service. In addition to volume-based 
models, alternative payment methods (APM) have developed over the last decades. For instance, global 
budgets and Accountable Care Organizations (ACO) have lower spending than traditional Medicare,33,34 
provide a stable and predictable amount of annual revenue,35 strengthen primary care,36,37 hold hospitals 
accountable for the cost of services,35 pool risk and overcome fixed cost for a price,38 and reduce readmissions 
and preventable hospitalizations.34 Nevertheless, these APMs might limit the choice for patients, increase 
prices due to low competency, reduce financial flexibility, require management companies, under-provide 
hospital services, and shift costs and services to non-hospital providers in the area.38–42 
 
Prospective Payment System (PPS): PPS aims to deliver health care efficiently and curb overutilization. The 
CMS classification system for provider setting is used to determine the reimbursement method. For instance, 
the inpatient acute care hospital uses Diagnosis-Related Groups (DRG), which are adjusted based on age, sex, 
secondary diagnosis, and major procedures performed.43 The reimbursement mechanisms based on DRGs are 
complex and related to higher costs, a lack of technical infrastructure and adequate supervision, early patient 
discharge, lower admissions, shorter length of stay, higher readmissions, and referral to other institutions.44 
 
Medicare Rural Hospital Flexibility Program (1997): The Medicare Rural Hospital Flexibility Program was 
established by Congress in response to concerns about the financial viability of rural hospitals after 
approximately 150 rural hospitals closed during the 1990s.45 The Flex Program implemented the cost basis 
payment structure in CAHs while promoting the creation of rural health networks, regionalization of rural 
health services, and initiatives to improve access to hospitals in rural areas. It encourages cooperation among 
CAHs, emergency medical service providers, clinics, and health practitioners.46 
 
The main goal of the Flex Program is to ensure availability of high-quality health care in rural areas. Hence, the 
program provides technical assistance and resources, including best practices guidelines, peer learning, and 
tools to promote quality improvement among CAHs. The Flex Program developed the Medicare Beneficiary 
Quality Improvement Project and the Performance Improvement & Measurement System. The first 
encourages research within and among CAHs to improve health outcomes. The latter is an evaluation program 
that creates a module for data collection and integration with Health Resources and Services Administration’s 
(HRSA) Electronic Handbook.46 Despite its benefits, the Flex Program increased the Medicare budget to more 
than $9 billion annually, which has led to calls for its modification and even elimination.14 
 
In 2019, the Washington State Flex program, modeled on the federal program, had five areas of emphasis: (1) 
quality improvement, (2) operational and financial improvement, (3) population health improvement, (4) rural 
Emergency Medical Services (EMS) improvement, and (5) innovative model development.47 The first area 
works toward antibiotic stewardship in CAH facilities. The second area focuses on billing and coding that 
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would enhance chronic and palliative care reimbursement. The third area supports the development of 
population health improvement projects. The fourth area funded the National Registry of Emergency Medical  
Technicians. Finally, the fifth area promoted the Washington Rural 
Palliative Care Initiative (PCI) in an effort to provide integral palliative 
care in rural communities.47 During the COVID-19 pandemic, the PCI 
provided resources to rural health teams, including communication 
protocols and telehealth implementation guides. 
 
Innovative payment models: In recent years, a public health priority 
has been identifying strategies to deliver high-value care, which means 
pursuing the quadruple-aim.37 Hospital care represents more than 30% 
of total health care payment.48 For this reason, there has been 
extensive effort to transition hospital payment models away from 
volume-based care and toward more value-based, less wasteful, and 
efficient care.35,49  Value-based payment models include bundled- 
payment models for specific treatments, pay-for-performance that rewards specific benchmark measures, and 
global payments with explicit quality incentives.37 Further, payment models have moved from cost-based to 
prospective payment, which uses the previous year's rate, adjusted for inflation to estimate the current 
payment.35 Over the last 40 years, there have been payments per diem, per case (DRG), per retrospectively 
reconciled episodes and prospective episodes, per member per month, and per global budget.37 
 
Community Health Access and Rural Transformation (CHART) Model: The program is a pilot for an innovative 
value-based payment for Medicare and Medicaid through an ACO Transformation Track. In this model, 
payment depends on quality and outcomes instead of volume. The model aims to increase financial stability 
for rural providers, remove regulatory burden, and enhance access to health care services in rural areas.50  
 
Washington State CHART Model: The cooperative agreement between the Health Care Authority and CMS 
was signed in September 2021. The program will be implemented for seven years, and it will be focused on 
the North Central region of Washington state. The program seeks to increase access to equitable, high-quality 
care, reduce cost, build healthier communities, and connect local and regional partners.51 
 
Main Challenges Facing Rural Hospitals 
Hospitals have high fixed costs (overhead costs) and variable costs (direct service costs). Overhead costs are 
related to the cost of facilities and workforce required, regardless of the number of services used. Direct 
service costs are associated with the resources necessary to provide services. The total expenses of rural 
hospitals are typically 60% direct costs, 35% overhead costs, and 5% other costs.1 These proportions could 
change depending on the services rendered. For instance, primary care is difficult to sustain financially since it 
has a high overhead cost and low utilization rate, which leads to a mismatch between the marginal cost and 
the marginal benefit. In 2018, rural hospitals charged less than two times what it cost them to deliver service, 
while most large hospitals charged more than four times their cost incurred to provide services.1  
Additionally, non-financial factors impact rural hospitals, including workforce shortage, aging infrastructure, 
and regulatory burden.10 Most hospitals were built more than 50 years ago following the funding from the Hill-
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Burton Act. Narrow financial margins lead to fewer funds to invest in infrastructure improvements.52 Further, 
although all hospitals face the same regulations, rural hospitals face higher costs on a per-discharge basis.10   
 
Workforce Shortage: Less than 10% of U.S. physicians practice in rural areas despite 20% of the population 
living in rural areas.53 Rural hospitals have a higher proportion of provider vacancies and longer-term 
vacancies. In 2018, two-thirds of the primary care health professional shortage areas were in rural or partially 
rural areas.10 RHCs and FQHCs have greater difficulty filling and retaining clinicians, especially family 
physicians, who account for 90% of Community Health Center Physicians. Physician recruitment heavily 
depends on loan repayment programs, J1 visa waivers for international medical graduates, and National 
Health Service Corps scholarships. The lack of competitive salaries, cultural isolation, lack of partner job 
opportunities, and poor-quality schools and housing are barriers to recruitment.54 Over 60% of rural 
Americans live in designated mental (HPSA),55 which means that there is less than one provider for every 
30,000 people.56 The shortage disproportionately impacts behavioral and mental health service delivery.57 
 
Hospital Closures: Despite rural hospital importance, more than 100 rural hospitals have closed since 2010 
across the country.58 In total, 47 (34%) CAHs and 54 (39%) PPSs closed.59 The hospital closures result in the 
mean loss of acute care, outpatient services, and longer commutes to access timely health care. This results in 
a higher likelihood of delayed attention to emergent conditions, delayed diagnosis or inadequate treatment of 
chronic disease, and reduced access to preventive care. After a hospital closure, mental health and substance 
use care face a high supply shortage.14 Rural hospital closures are associated with increased inpatient 
mortality due to stroke, acute myocardial infarction, and sepsis.60 There is heterogeneity in the increased 
mortality: Non-White patients have an increase of 13% compared to 7% in White patients.60  
 
Rural hospital closures affect the economy and have negative spillovers on non-hospital care and national 
good and services supply. Hospitals are one of the largest employers in rural areas. Most farmers and energy 
production industries are in rural areas. Rural health care is required to draw talent for higher-level jobs in 
these industries and keep them healthy.1 Hospital closures lead to employment loss and weaken the local 
economy through the reduced purchase of goods and services from other private sector entities.10 Per capita 
income was fell by 4% and unemployment increased 1.6 percentage points following a rural hospital closure.61 
 
Hospital Mergers: Scale and scope economies explain why most general hospitals become larger and complex. 
In the past, rural hospitals have merged with larger hospital networks to avoid closure, improve technology, 
increase their capital, and strengthen their leverage in negotiating with private health plans.62,63 Such mergers 
with broader health systems have been shown to increase operating margins by more than twice the baseline 
amount. Furthermore, affiliation with a multi-hospital system reduces the likelihood of hospital closure.64 
However, consolidation also reduces access to services for patients in rural areas, including on-site diagnostic 
imaging technologies, obstetric and primary care services, and outpatient non-emergency visits as rural 
hospitals then become feeder hospitals for the larger hospitals.65 Merged hospitals also have a higher 
likelihood of closing maternal/neonatal and surgical services and reducing the volume of mental health and 
substance use services than independent hospitals.63 Moreover, market concentration reduces the perception 
of quality and patient satisfaction and drives up prices.62,66  
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Strategies to Improve Hospital Finances 
Telehealth: While telehealth has the potential to address gaps in rural health delivery, only 40% of hospitals 
have adopted telehealth capabilities. Telehealth is economically efficient and provides a competitive 
advantage.67 Telehealth also increases rural patient access to specialist care and strengthens providers' 
presence in underserved markets. Telehealth has been associated with a reduction in hospital readmissions 
and unnecessary emergency departments visits.68 Medicare only pays RHCs and FQHCs for telehealth services 
if the clinic is the originating site or if the beneficiary assists a telehealth visit with a provider in a different 
location. However, during the COVID-19 pandemic, Congress allowed providers to render telehealth services 
to patients at any location, including schools, hotels, and homes. The RHCs and FQHCs served as distant sites 
during the pandemic.18 Presently, hospitals participating in APMs are more likely to provide telehealth care.59 
 
Health Information Technology (HIT): Information systems are crucial for coordinating care and promoting 
accountability between payers, providers, and patients. HIT support data collection, analysis, and information 
exchange between health care professionals, patients, providers, and regulatory institutions. HIT is required to 
implement APMs such as global payments or ACOs.69 Such APMs use HIT to share electronic health records, 
admissions, and readmission information, and ensure patient follow-up for post-acute care. HIT requires 
investment in staff training programs as well as upgrading and maintaining equipment and software.10 
 
Risk-based Interventions: Payment models such as global budgets and ACOs seek to reduce spending and 
improve efficiency. This includes correct underuse and ensuring timely care access. It is not financially 
sustainable to offer all services in small rural hospitals, but all patients should be able to access all service 
needs. Hence, it is critical to focus specific resources on those patients who will benefit most from them. For 
instance, Maryland implemented close follow-ups to prevent readmissions. 
 
Expand Supply of Health Professionals: Recruitment and retention of health professionals in rural areas 
should increase and be sustainable. Increasing the number of professionals from underserved communities or 
tied to these communities may incentivize clinicians to work in rural areas. The expansion of Medicare-funded 
residency slots, provision of incentives for access to good schools, and partner job opportunities may help to 
address health professional shortages. Furthermore, during the COVID-19 pandemic response, the health 
systems in New York and Georgia used telemedicine, provider redeployment to new roles, and a regional 
supporting ecosystem to address the workforce shortage.70,71 
 
 
 
 
 
 
 
 

Conclusion 
Rural hospitals have a crucial role in the provision of health care services in their communities, but they 
face high financial vulnerability and workforce shortages that threaten their sustainability. Rural hospitals 
require predictable and consistent financial revenues to address the scale and scope economies they deal 
with. Alternative payment models might improve reimbursement, but they require prior investments in 
health information technology, coordination systems, and an expanded supply of health professionals.  
 



 
 
 

 
 

11 

CENTER FOR HEALTH INNOVATION AND POLICY SCIENCE 

UWCHIPS.ORG 

References 
1. Miller HD. Saving Rural Hospitals and Sustaining Rural Healthcare. 2020. Accessed November 9, 2021. 

https://chqpr.org/downloads/Saving_Rural_Hospitals.pdf 
 

2. Freeman V, Thompson K, Howard A, Randolph R, Holmes M. The 21 Century Rural Hospital: A Chart Book. 2015. Accessed 
November 30, 2021. https://www.shepscenter.unc.edu/wp-
content/uploads/2015/02/21stCenturyRuralHospitalsChartBook.pdf 

 

3. Siegel JB, Allen S, Engelhardt KE, Morgan KA, Lancaster WP. Travel distance and overall survival in hepatocellular cancer care. 
Am J Surg. 2021;222(3):584-593. doi:10.1016/J.AMJSURG.2020.12.052 

 

4. Chou SY, Deily ME, Li S. Travel distance and health outcomes for scheduled surgery. Med Care. 2014;52(3):250-257. 
doi:10.1097/MLR.0000000000000082 

 

5. Hailu A, Wasserman C. Guidelines for Using Rural-Urban Classification Systems for Community Health Assessment. 2016. 
Accessed October 21, 2021. 
https://www.doh.wa.gov/Portals/1/Documents/1500/RUCAGuide.pdf#%5B%7B%22num%22%3A39%2C%22gen%22%3A0%7
D%2C%7B%22name%22%3A%22XYZ%22%7D%2C69%2C522%2C0%5D 

 

6. Economic Research Service. U.S. Department of Agriculture. Washington State Data. 2021. Accessed October 26, 2021. 
https://data.ers.usda.gov/reports.aspx?StateFIPS=53&StateName=Washington&ID=17854 

 

7. Feeding America. Hunger in rural communities. Feeding America. Published 2021. Accessed November 29, 2021. 
https://www.feedingamerica.org/hunger-in-america/rural-hunger-facts 

 

8. Washington State Hospital Association. Health inequities in rural communities. Published March 16, 2017. Accessed 
November 8, 2021. https://www.wsha.org/articles/health-inequities-rural-communities/ 

 

9. Washington State Department of Health. Ratio of Primary Care Physicians and Prevalence of Metabolic Syndrome: Health 
Disparities in Washington Urban and Rural Disparities. 2021. Accessed November 8, 2021. 
https://www.doh.wa.gov/Portals/1/Documents/2900/346113.pdf 

 

10. American Hospital Association. Challenges Facing Rural Communities and the Roadmap to Ensure Local Access to High-
Quality, Affordable Care. 2019. Accessed October 21, 2021. https://www.aha.org/system/files/2019-02/rural-report-
2019.pdf 
 

11. Cromartie J, Dobis EA, Krumel Jr TP, McGranahan D, Pender J. Rural America at a Glance: 2020 Edition. 2020. 
 

12. Freeman M, Savva N, Scholtes S. Economies of Scale and Scope in Hospitals: An Empirical Study of Volume Spillovers. Manage 
Sci. 2020;67(2):673-697. doi:10.1287/MNSC.2019.3572 
 

13. McRae S, Brunner JO, Bard JF. Analyzing economies of scale and scope in hospitals by use of case mix planning. Health Care 
Manag Sci. 2020;23(1):80-101. doi:10.1007/S10729-019-09476-2 
 

14. Diaz A, Pawlik TM. Rural Surgery and Status of the Rural Workplace Hospital Survival and Economics. Surg Clin N Am. 
2020;100:835-847. doi:10.1016/j.suc.2020.05.009 
 

15. Maxwell A, Howard A, Pink GH. 2016 -2018 Profitability of Urban and Rural Hospitals by Medicare Payment Classification. 
2020. https://www.shepscenter.unc.edu/programs-projects/rural-health/publications/ 
 

16. Rural Health Information Hub. Critical Access Hospitals (CAHs) Overview - Rural Health Information Hub. Published 2021. 
Accessed November 9, 2021. https://www.ruralhealthinfo.org/topics/critical-access-hospitals 
 

17. Holmes GM, Pink GH, Friedman SA. The Financial Performance of Rural Hospitals and Implications for Elimination of the 
Critical Access Hospital Program. J Rural Heal. 2013;29(2):140-149. doi:10.1111/J.1748-0361.2012.00425.X 
 

18. Rural Health Information Hub. Rural Health Clinics (RHCs). 2021. Accessed November 9, 2021. 
https://www.ruralhealthinfo.org/topics/rural-health-clinics 
 



 
 
 

 
 

12 

CENTER FOR HEALTH INNOVATION AND POLICY SCIENCE 

UWCHIPS.ORG 

19. American Hospital Association. Task Force on Ensuring Access in Vulnerable Communities. 2016. Accessed October 21, 2021. 
https://www.aha.org/system/files/content/16/ensuring-access-taskforce-report.pdf 
 

20. Centers for Medicare & Medicaid Services. FQHC PPS. Published 2021. Accessed December 28, 2021. 
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/FQHCPPS 

 

21. Rural Health Information Hub. Selected Rural Healthcare Facilities in Washington. Published 2021. Accessed October 21, 
2021. https://www.ruralhealthinfo.org/states/images/washington-rural-health-facilities.jpg?v=10 
 

22. Foutz J, Artiga S, Garfield R. The Role of Medicaid in Rural America. Kaiser Family Foundation. Published April 25, 2017. 
Accessed November 30, 2021. https://www.kff.org/medicaid/issue-brief/the-role-of-medicaid-in-rural-america/ 
 

23. Peterson-KFF Health System Tracker. Out-of-pocket spending. Published 2021. Accessed December 18, 2021. 
https://www.healthsystemtracker.org/indicator/access-affordability/out-of-pocket-spending/ 
 

24. Levinson DR. Medicare Beneficiaries Paid Nearly Half of The Costs for Outpatient Services At Critical Access Hospitals. 2014. 
Accessed December 18, 2021. https://www.modernhealthcare.com/assets/pdf/CH96701108.PDF 
 

25. Bai G, Yehia F, Chen W, Anderson GF. Varying Trends In The Financial Viability Of US Rural Hospitals, 2011–17. 
2020;39(6):942-948. doi:10.1377/HLTHAFF.2019.01545 
 

26. Moss K, Holmes ; G Mark, Pink GH. Do Current Medicare Rural Hospital Payment Systems Align with Cost Determinants? 
2015. Accessed November 30, 2021. https://www.shepscenter.unc.edu/wp-
content/uploads/2015/02/RuralHospitalPaymentSystemsFebruary2015.pdf 
 

27. Maeda JLK, Nelson L. How do the hospital prices paid by medicare advantage plans and commercial plans compare with 
medicare fee-for-service prices? Inq (United States). 2018;55. doi:10.1177/0046958018779654 
 

28. Trish E, Ginsburg P, Gascue L, Joyce G. Physician Reimbursement in Medicare Advantage Compared With Traditional 
Medicare and Commercial Health Insurance. JAMA Intern Med. 2017;177(9):1287-1295. 
doi:10.1001/JAMAINTERNMED.2017.2679 
 

29. HealthCare. How to Qualify For Medicaid and CHIP Health Care Coverage. HealthCare. Published 2021. Accessed December 
18, 2021. https://www.healthcare.gov/medicaid-chip/getting-medicaid-chip/ 
 

30. Kaufman BG, Reiter KL, Pink GH, Holmes GM. Medicaid expansion affects rural and urban hospitals differently. Health Aff. 
2016;35(9):1665-1672. doi:10.1377/HLTHAFF.2016.0357/ASSET/IMAGES/LARGE/2016.0357FIGEX2.JPEG 
 

31. Lopez E, Neuman T, Jacobson G, Levitt L. How Much More Than Medicare Do Private Insurers Pay? A Review of the 
Literature. Kaiser Family Foundation. Published April 2020. Accessed December 18, 2021. 
https://www.kff.org/medicare/issue-brief/how-much-more-than-medicare-do-private-insurers-pay-a-review-of-the-
literature/ 
 

32. Apenteng BA, Opoku ST, Owens C, Akowuah E, Kimsey L, Peden A. Assessment of the Financial Health of Rural Hospitals After 
Implementation of the Georgia Rural Hospital Tax Credit Program. JAMA Netw Open. 2021;4(7):e2117791-e2117791. 
doi:10.1001/JAMANETWORKOPEN.2021.17791 
 

33. Morrison M, Haber S, Beil H, Giuriceo K, Sapra K. Impacts of Maryland’s Global Budgets on Medicare and Commercial 
Spending and Utilization. Med Care Res Rev. 2021;78(6):725-735. doi:10.1177/1077558720954693 
 

34. McWilliams JM, Hatfield LA, Chernew ME, Landon BE, Schwartz AL. Early Performance of Accountable Care Organizations in 
Medicare. N Engl J Med. 2016;374(24):2357-2366. 
doi:10.1056/NEJMSA1600142/SUPPL_FILE/NEJMSA1600142_DISCLOSURES.PDF 
 

35. Global Health Payment. Toward Hospital Global Budgeting: State Considerations. 2018. Accessed November 29, 2021. 
https://www.shvs.org/wp-content/uploads/2018/05/SHVS_-Global-Hospital-Budgets_FINAL.pdf 
 

36. Giuriceo K, Haber S, Heather Beil S, et al. Evaluation of the Maryland All-Payer Model Volume I: Final Report Prepared For. 
2019. Accessed November 29, 2021. https://downloads.cms.gov/files/md-allpayer-finalevalrpt.pdf 
 



 
 
 

 
 

13 

CENTER FOR HEALTH INNOVATION AND POLICY SCIENCE 

UWCHIPS.ORG 

37. Cattel D, Eijkenaar F. Value-Based Provider Payment Initiatives Combining Global Payments With Explicit Quality Incentives: A 
Systematic Review. Med Care Res Rev. 2020;77(6):511-537. doi:10.1177/1077558719856775 
 

38. Scarpati L, McWilliams J, McPheron H, Fout B, Trombley M. How ACOs In Rural And Underserved Areas Responded To 
Medicare’s ACO Investment Model. Health Affairs. Published October 2020. Accessed November 30, 2021. 
https://www.healthaffairs.org/do/10.1377/hblog20201104.974760/full/ 
 

39. Beil H, Haber SG, Giuriceo K, et al. Maryland’s Global Hospital Budgets. Med Care. 2019;57(6):417-424. 
doi:10.1097/MLR.0000000000001118 
 

40. Beil H, Haber SG, Giuriceo K, et al. Maryland’s Global Hospital Budgets: Impacts on Medicare Cost and Utilization for the First 
3 Years. Med Care. 2019;57(6):417-424. doi:10.1097/MLR.0000000000001118 
 

41. Pines JM, Vats S, Zocchi MS, Black B. Maryland’s Experiment With Capitated Payments For Rural Hospitals: Large Reductions 
In Hospital-Based Care. 2019;38(4):594-603. doi:10.1377/HLTHAFF.2018.05366 
 

42. McWilliams JM. Cost Containment and the Tale of Care Coordination. N Engl J Med. 2016;375(23):2218-2220. 
doi:10.1056/NEJMP1610821/SUPPL_FILE/NEJMP1610821_DISCLOSURES.PDF 
 

43. Centers for Medicare & Medicaid Services. Prospective Payment Systems - General Information. Published 2021. Accessed 
December 18, 2021. https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/ProspMedicareFeeSvcPmtGen 
 

44. Barouni M, Ahmadian L, Anari HS, Mohsenbeigi E. Challenges and Adverse Outcomes of Implementing Reimbursement 
Mechanisms Based on the Diagnosis-Related Group Classification System: A systematic review. Sultan Qaboos Univ Med J. 
2020;20(3):e260. doi:10.18295/SQUMJ.2020.20.03.004 
 

45. Kaufman BG, Thomas SR, Randolph RK, et al. The Rising Rate of Rural Hospital Closures. J Rural Heal. 2015;32(1):35-43. 
doi:10.1111/JRH.12128 
 

46. National Rural Health Resource Center. 2021 Flex Program Fundamentals. An Introduction to the Medicare Rural Hospital 
Flexibility Program. 2020. Accessed October 27, 2021. https://www.ruralcenter.org/sites/default/files/2021 Flex Programs 
Fundamentals %28Full Compilation%29_0.pdf 
 

47. Washington State Department of Health. Washington State Flex Program. 2019. Accessed November 9, 2021. 
https://www.ruralcenter.org/sites/default/files/Washington Flex Program.pdf 
 

48. Wilson K. Health Care Costs 101: US Spending Growth Outpaces Economy. 2021. Accessed November 29, 2021. 
https://www.chcf.org/publication/2021-edition-health-care-costs-101/ 
 

49. Masters SH, Rutledge RI, Morrison M, Beil HA, Haber SG. Effects of Global Budget Payments on Vulnerable Medicare 
Subpopulations in Maryland. Published online October 26, 2021. doi:10.1177/10775587211052748 

 

50. Centers for Medicare & Medicaid Services. CHART Model. Published 2021. Accessed October 21, 2021. 
https://innovation.cms.gov/innovation-models/chart-model 
 

51. Washington State Health Care Authority. Rural transformation. Published 2021. Accessed November 9, 2021. 
https://www.hca.wa.gov/about-hca/value-based-purchasing/rural-transformation 
 

52. U.S. Health Resources & Services Administration. Hill-Burton Free and Reduced-Cost Health Care. Published 2021. Accessed 
November 9, 2021. https://www.hrsa.gov/get-health-care/affordable/hill-burton/index.html 
 

53. Harrington RA, Califf RM, Balamurugan A, et al. Call to Action: Rural Health: A Presidential Advisory From the American Heart 
Association and American Stroke Association. Circulation. 2020;141:E615-E644. doi:10.1161/CIR.0000000000000753 
 

54. Rosenblatt RA, Andrilla CHA, Curtin T, Hart LG. Shortages of medical personnel at community health centers: implications for 
planned expansion. JAMA. 2006;295(9):1042-1049. doi:10.1001/JAMA.295.9.1042 
 

55. Morales DA, Barksdale CL, Beckel-Mitchener AC. A call to action to address rural mental health disparities. J Clin Transl Sci. 
2020;4(5):463. doi:10.1017/CTS.2020.42 
 



 
 
 

 
 

14 

CENTER FOR HEALTH INNOVATION AND POLICY SCIENCE 

UWCHIPS.ORG 

56. Myers CR. Using Telehealth to Remediate Rural Mental Health and Healthcare Disparities. 2018;40(3):233-239. 
doi:10.1080/01612840.2018.1499157 
 

57. Covino NA. Developing the Behavioral Health Workforce: Lessons from the States. Adm Policy Ment Heal Ment Heal Serv Res. 
2019;46(6):689-695. doi:10.1007/S10488-019-00963-W 
 

58. The Cecil G. Sheps Center for Health Services Research. Rural Hospital Closures. 2021. Accessed October 26, 2021. 
https://www.shepscenter.unc.edu/programs-projects/rural-health/rural-hospital-closures/ 
 

59. American Hospital Association. TRENDWATCH: Hospital and Health System Workforce Strategic Planning. 2020. Accessed 
November 30, 2021. https://www.aha.org/guidesreports/2020-01-08-trendwatch-hospital-and-health-system-workforce-
strategic-planning 
 

60. McCarthy S, Moore D, Smedley WA, et al. Impact of Rural Hospital Closures on Health-Care Access. J Surg Res. 2021;258:170-
178. doi:10.1016/J.JSS.2020.08.055 
 

61. Holmes GM, Slifkin RT, Randolph RK, Poley S. The Effect of Rural Hospital Closures on Community Economic Health. Health 
Serv Res. 2006;41(2):467. doi:10.1111/J.1475-6773.2005.00497.X 
 

62. Berenson RA, Ginsburg PB, Kemper N. Unchecked Provider Clout In California Foreshadows Challenges To Health Reform. 
Health Aff. 2017;29(4):699-705. doi:10.1377/HLTHAFF.2009.0715 
 

63. Henke RM, Fingar KR, Jiang HJ, Liang L, Gibson TB. Access To Obstetric, Behavioral Health, And Surgical Inpatient Services 
After Hospital Mergers In Rural Areas. Health Aff. 2021;40(10):1627-1636. doi:10.1377/HLTHAFF.2021.00160 
 

64. Liu LL, Jervis KJ, Younis MZ, Forgione DA. Hospital financial distress, recovery and closure: Managerial incentives and political 
costs. J Public Budgeting, Account Financ Manag. 2011;23(1):31-68. doi:10.1108/JPBAFM-23-01-2011-B002/FULL/XML 
 

65. O’hanlon CE, Kranz AM, Deyoreo M, Mahmud A, Damberg CL, Timbie J. Access, Quality, And Financial Performance Of Rural 
Hospitals Following Health System Affiliation. Heal Aff. 2019;38(12):2095-2104. doi:10.1377/HLTHAFF.2019.00918 
 

66. Short MN, Ho V. Weighing the Effects of Vertical Integration Versus Market Concentration on Hospital Quality. Med Care Res 
Rev. 2020;77(6):538-548. doi:10.1177/1077558719828938 
 

67. Zhao M, Hamadi H, Haley DR, Xu J, White-Williams C, Park S. Telehealth: Advances in Alternative Payment Models. Telemed 
e-Health. 2020;26(12):1492-1499. doi:10.1089/TMJ.2019.0294 
 

68. O’Connor M, Asdornwised U, Dempsey ML, et al. Using Telehealth to Reduce All-Cause 30-Day Hospital Readmissions among 
Heart Failure Patients Receiving Skilled Home Health Services. Appl Clin Inform. 2016;7(2):238. doi:10.4338/ACI-2015-11-
SOA-0157 
 

69. Rural Care Coordination Toolkit. ACOs and Rural Healthcare Providers. Published 2021. Accessed November 29, 2021. 
https://www.ruralhealthinfo.org/toolkits/care-coordination/2/accountable-care-organizations-model/rural-provider-acos 
 

70. Apenteng BA, Kimsey LG, Owens CF, Opoku ST, Peden A, Mase WA. Strategic Implications of COVID-19: Considerations for 
Georgia’s Rural Health Providers. J Georg Public Heal Assoc. 2021;8(2):3. doi:10.20429/jgpha.2021.080203 
 

71. Aron JA, Bulteel AJB, Clayman KA, et al. Strategies for responding to the COVID-19 pandemic in a rural health system in New 
York state. Healthcare. 2021;9(2):100508. doi:10.1016/J.HJDSI.2020.100508 


