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Health care in rural America presents challenges that states 
are addressing in a variety of ways. Many rural communities lack 
adequate access to primary and preventive services. More than 
three-quarters of the nation’s rural counties are designated as 
health professional shortage areas1. In addition to the scarcity 
of primary care providers and services in rural areas, the people 
who live there also often lack access to mental health and other 
behavioral health services, long-term care options for seniors, 
emergency medical services, and other essential services.

Close to 57 million people, or about 19 percent of the popula-
tion of the United States, live in rural areas.2 The populations of 

rural areas have different demographics, health needs and insur-
ance coverage profiles than their urban counterparts.3

To address the barriers that impede access in rural areas, states 
have adopted strategies to provide high-quality, affordable and 
accessible health care services to rural Americans. This report 
provides an overview of state policies and investments in five key 
areas:
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1. ACHIEVING GREATER RURAL ACCESS  
TO HEALTH CARE SERVICES

In order to broaden access to health care coverage and servic-
es, states create state-run health insurance programs, participate 
in Medicaid, and provide affordable coverage options for people 
who cannot afford private insurance.4 They also adopt a wide 
range of health care reforms and workforce policies to improve 
people’s access to high-quality, efficient health care services and 
providers. Policymakers have also adopted varied strategies to 
overcome distance and connect rural Americans with high-quality 
primary care and emergency medical services. 

Health Insurance Coverage
States play several roles related to health insurance, such as 

regulating and establishing health insurance policies, enacting 
health insurance coverage mandates, and—as a result of the 
Affordable Care Act of 2010 (ACA)—creating a health insurance 
marketplace, designed to make purchasing insurance through 
qualified health plans easy. States may establish and operate 
their own exchanges, contract with another entity to run the ex-
change, partner with the federal government in operating the 
exchange, or defer to the federal government to operate it. Sub-
sidies to purchase health insurance are available for people with 
incomes between 100 percent and 400 percent of federal poverty 
guidelines and tax credits subsidize small businesses with fewer 
than 25 employees. Exchanges offer insurance plans that con-
tain essential health benefits, such as preventive care, ambula-
tory patient services, emergency services, and mental health and 
substance abuse services.

As a result of the ACA, states also modify how they regulate 
the individual and small group markets. They review and oversee 
proposed health insurance rate increases and ensure that poli-
cies meet new requirements, such as the prohibition against pre-
existing condition exclusions.5

Health Insurance Coverage  
Options and Strategies
• Consider policies that make health insurance more 

affordable for individuals and small businesses.
• Establish effective rate review systems to examine 

proposed rate increases and ensure that individual 
and group policies meet new requirements.

• Determine the state legislative oversight role with 
the state health insurance exchange. In New Jersey, 
for example, state legislators passed a resolution 
to create a Joint Legislative Task Force on Health 
Insurance Exchange Implementation to oversee and 
develop recommendations for the state’s federally 
facilitated exchange.6 

• Consider the need for legislation to address health 
insurance marketplace issues, such as the concern 
about “churning”, a term used to refer to the frequent 
transitions between Medicaid and the exchanges. 

Medicaid
Medicaid, a federal-state partnership with shared authority and 

financing, is a public health coverage program for low-income 
children, their parents, the elderly and people with disabilities. In 
rural communities—where people have higher rates of poverty 
and disability and lower rates of employer-sponsored insurance—
Medicaid represents a prevalent source of coverage.7 In 2014, 21 
percent of rural residents were enrolled in Medicaid, compared to 
16 percent of urban Americans.8 Medicaid also offers a significant 
payment source for rural hospitals, physicians and providers of 
long-term services and supports.9 

States that opt to expand Medicaid extend Medicaid coverage 
to everyone with an income at or below 138 percent of the pover-
ty level. According to the Kaiser Family Foundation, as of January, 
2016, 26 states (including the District of Columbia) had decided 
to expand Medicaid, 19 states were not moving forward with ex-
pansion, and six states are expanding Medicaid through waiv-
ers that allow for an alternative to traditional expansion.10 For 
states that do expand Medicaid, the federal government will cover 
100 percent of the medical costs of the newly eligible population 
through 2016; the federal share decreases to 90 percent by 2020. 

In states that have not expanded Medicaid, uninsured people 
with incomes below the poverty level do not qualify for insurance 
subsidies to purchase coverage on exchanges. This has created a 
“coverage gap”, which disproportionately affects rural residents. 
Among uninsured rural individuals, about 15 percent–more than 
1 million people–are estimated to fall into the coverage gap com-
pared to 9 percent of the uninsured in metropolitan areas.11 

Medicaid Options and Strategies
• Discuss the pros and cons of adopting the ACA 

Medicaid expansion, with consideration for the effect 
the expansion will have on rural Americans.

• Explore policies that create outreach and enrollment 
programs for Medicaid, the Children’s Health 
Insurance Program, and the state health insurance 
exchange or marketplace.

• Identify opportunities to use outcome-based 
performance measures and incentives in Medicaid 
contracts with managed care organizations. 

• Consider policies that strengthen the Medicaid 
provider network, such as enhanced reimbursement 
for primary care services.

Payment and Delivery Reforms
On average, states spent nearly 15 percent of their general 

funds on Medicaid in 2015, second only to K-12 and higher edu-
cation.12 In response, states across the nation are adopting pay-
ment and care delivery innovations to reduce costs while improv-
ing health outcomes. For example, states encourage high-value 
care through coordinated care models, such as patient-centered 
medical homes and Accountable Care Organizations (ACOs).
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• Medical homes provide comprehensive, patient-centered 
preventive and primary care through a team of providers and 
across health care settings. Health homes offer an impor-
tant tool for improving care and results, while also reducing 
costs related to poor coordination and lack of communication 
among disparate providers. 

• ACOs are groups of physicians, hospitals and other health 
care providers who work together to provide high-quality, 
coordinated care. ACOs contract with public and private 
health care payers and oversee all aspects of care for a spe-
cific population. Providers share costs and assume financial 
risk; as a result, they have an incentive to coordinate care, 
control costs and improve results.

States are adopting payment policies that offer incentives for 
quality and efficiency and/or disincentives for ineffective care or 
uncontrolled costs. Rather than paying providers for each indi-
vidual service or procedure, bundled payments provide a single 
payment for all services associated with an episode of care. By 
bundling payments, providers have incentives to provide efficient 
and appropriate services, coordinate care among all health care 
providers, and achieve positive health outcomes. 

Payment and Delivery System Reform 
Options and Strategies
• Consider policies that promote medical homes for 

Medicaid or Children’s Health Insurance Program 
beneficiaries. As of April 2013, 43 states had policies 
that promoted the medical home model for these 
beneficiaries.13

• Explore payment policies that offer incentives 
for quality and efficiency and/or disincentives for 
ineffective care or uncontrolled costs. 

• Examine the current payment and delivery 
system and identify opportunities for improving 
access, quality and efficiency. Some states have 
appointed commissions or task forces to make 
recommendations and guide implementation of new 
payment systems.

• Examine state oversight of ACOs that accept risk. 
Some states require HMO licensure, while others 
require a special license or certificate.
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Rural Hospital Closures
Many rural hospitals across the nation are faced with finan-

cial challenges, causing 66 hospitals to close between 2010 and 
2016.14 As of March, 2016, 673 rural hospitals in the U.S. are 
vulnerable to closure, according to the National Rural Health As-
sociation (NRHA). Sixty-eight percent of the hospitals vulnerable 
to closure are considered to be “critical access hospitals”. This 
is a federal designation that requires certain conditions be met, 
including being located at least 35 miles from another hospital, or 
state leadership can determine that specific facilities are consid-
ered critical or necessary providers. The hospitals vulnerable to 
shutting down are located across 42 states.15 

Several factors, including volume-based payment structures in 
Medicare, disproportionate share payment cuts and an uneven 
adoption of Medicaid expansion, have created significant down-
ward pressure on rural hospitals’ financial margins. Rural hospi-
tals in states that have not expanded Medicaid have additional 
financial pressure, due to greater amounts of uncompensated 
care for the uninsured. There is a greater proportion of imminent 
closures in states that have not expanded Medicaid. Of the 673 
hospitals identified as vulnerable to closure, 355 are in markets 
with significant health disparities--a sign that many of the hospi-
tals most at risk of closure are located in communities that can 
least afford to lose access to care. According the NRHA, approxi-
mately 700,000 rural Americans are close to losing access to their 
closest emergency room.

Rural Hospital Closure 
Options and Strategies
• Monitor the financial status of hospitals in rural areas to 

assess their financial performance and risk of closure.
• Explore issues related to Medicaid and Medicare payment 

reforms, as the federal government has proposed 
alternative payment models and value-based payment 
strategies that address the specific needs of rural areas.

• Explore alternatives to traditional inpatient facilities, 
such as converting hospitals to emergency or 
urgent care stand-alone centers, telehealth services, 
outpatient centers and skilled nursing facilities. These 
models may lessen the negative impact of hospital 
closures on rural communities by improving access to 
health services, providing employment and creating a 
new approach to health care. 

Health Centers
Community health centers offer a consistent source of primary 

health care to people living in underserved communities. Health 
centers provide preventive and primary care services to nearly 
23 million patients annually, and particularly those in “safety net” 
populations.16 Health center patients are more likely to be poor, 
uninsured or publicly insured, and a member of a racial or ethnic 
minority.17 Compared with those seeking care in other settings, 
health center patients are more likely to have common chronic 
conditions, such as depression, diabetes, asthma and hyperten-

sion—and the percentage of chronically ill patients is growing rap-
idly. In 2014, the percentage of health center patients with more 
than one chronic illness increased significantly, to 18 percent.18 

Despite the challenges of providing care to a population that is 
both sicker and poorer than the overall population, health cen-
ters offer access to high-quality primary care, successfully reduce 
health disparities and achieve improved health outcomes for their 
patients.19 20 As a result, creating or expanding health centers in 
rural communities is a common strategy to improve access. Many 
states support health centers through general fund appropria-
tions or tobacco tax settlements. 

Creating or expanding health centers—including community 
health centers, migrant health centers, health centers for the 
homeless and public housing primary care centers—in rural com-
munities is another strategy for enhancing access to high-quality 
primary care services. Compared to the uninsured who do not 
use a health center, uninsured patients who do use one are twice 
as likely to get the care they need rather than delaying care be-
cause of cost or other reasons.21 States support health centers in 
various ways, including funding health centers, offering financial 
incentives for providers who work in health centers, or encourag-
ing health plans to contract with health centers.

Community Health Centers 
Options and Strategies
• Gather information on health center resources, successes 

and challenges. Primary care associations and primary 
care offices, as well as local health center staff, can 
provide resources and data about health center services, 
funding, patient demographics, workforce trends and 
health outcomes, among other things.

• Examine current state funding and policies that 
support health center development and expansion. 
In addition to direct state funding for health centers, 
states can support health centers by encouraging or 
requiring contracted health plans to include health 
centers in their networks. 

• Support workforce development policies that provide 
incentives for providers who practice in underserved, 
rural communities. Several states offer financial 
incentives, such as scholarships, tuition assistance 
or loan repayment, to encourage health professions 
students to pursue a career in primary care, often with 
requirements for practicing in health centers or other 
facilities in underserved communities.

Rural Health Clinics 
The Rural Health Clinic (RHC) program aims to increase pri-

mary care services for Medicaid and Medicare patients in rural 
communities. To qualify as a RHC, clinics must operate in a rural 
and designated health professional shortage area and they must 
provide certain services and meet other requirements, such as 
employing a physician assistant or nurse practitioner. Qualified 
RHCs can be public, private or nonprofit entities. They receive en-
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hanced reimbursement rates for providing primary care services 
to patients enrolled in Medicare or Medicaid. In 2015, there were 
4,084 certified Rural Health Clinics throughout the country.22 

Rural Health Clinic 
Options and Strategies
• Consider working with physicians, nurse practitioners 

and physician assistants to determine whether they 
would benefit from applying to become a Medicare-
certified Rural Health Clinic, which enables these 
providers to get enhanced Medicare and Medicaid 
reimbursement. Information about this process can 
be obtained from the State Office of Rural Health or 
from the regional offices of the Centers for Medicare 
and Medicaid Services (CMS).

• Gather information on rural health clinics; state RHC 
associations, the National Association of Rural Health 
Clinics, primary care offices, State Offices of Rural 
Health, and the Federal Office of Rural Health Policy 
serve as a source for information on RHCs (e.g., 
patients demographics, services provided, workforce 
trends, etc.).  

• Examine current state funding that could help RHCs 
with changing requirements for technology and quality 
improvement efforts for services provided to Medicaid, 
Medicare, and privately insured beneficiaries. 

• Support workforce development policies that provide 
incentives for providers who practice in underserved, 
rural communities including RHCs.

School-Based Health Centers
School-based health centers (SBHCs) increase access to prima-

ry care and preventive services among school-aged children and 
their families. SBHCs provide a wide range of services, including 
primary medical care, mental and behavioral health services, oral 
health, health education, substance abuse counseling and other 
services.23 Research suggests that SBHCs have positive effects on 
health outcomes—particularly for children with asthma and other 
chronic conditions—and on student achievement and attendance. 
Funding for the nation’s nearly 2,000 school-based health centers 
varies considerably, with many relying on a mix of public, private 
and nonprofit funding. According to the National Assembly on 
School-Based Health Care (NASBHC), most school-based health 
centers depend on funding from state (76 percent) and/or local 
governments (37 percent) for their operations.24 

School-Based Health Center 
Options and Strategies
• Examine current state funding and policies that 

support school-based health center development 
and expansion. In addition to direct state funding, 
states can support health centers by encouraging or 
requiring contracted health plans to include health 
centers in their networks. 

• Authorize and/or fund SBHC grant programs. Several 
states, including Colorado, Texas, Nebraska and 
Michigan, have passed legislation that authorizes 
SBHC grant programs. States can direct funds to 
SBHCs from various sources, including the general 
fund, assignment of taxes, and the federal Maternal 
and Child Health Services Block Grant. States that 
fund SBHCs typically hold programs accountable by 
requiring them to meet operating standards, maintain 
SBHC certification, or submit performance data.25 

• Enact Medicaid policies that support School Based 
Health Centers. According to the National Assembly 
on School-Based Health Care (NASBHC), 10 of the 
18 states that fund SBHCs had enacted Medicaid 
reimbursement policies. Examples of other Medicaid 
policies include defining SBHCs as a provider type, 
waiving preauthorization requirements for SBHCs 
and requiring reimbursement from managed care 
organizations.26 

Telehealth
Telehealth is defined as “the use of technology to deliver health 

care, health information or health education at a distance.”27 Tele-
health enables patients or their providers to connect with provid-
ers located elsewhere through real time communication, such as 
video conference; remote patient monitoring, such as a home 
health monitoring device; or through store-and-forward technol-
ogy that transmits data, images, sounds or video from one care 
site to another for evaluation. Home health monitoring devices, 
for example, enable chronically ill patients to transmit vital signs 
and health status remotely to their care providers to help manage 
their disease and receive medical care when needed. Telehealth 
can also support rural providers by facilitating continuing educa-
tion, as well as communication and collaboration among medical 
providers in different locations. 

Nearly all (49 states) some form of Medicaid reimbursement 
for telehealth services, though coverage varies.28 Nearly all states 
cover live video telehealth, while significantly fewer reimburse 
for electronically transmitted health information via store-and-
forward services (nine states) or remote patient monitoring (16 
states).29 At least 32 states and the District of Columbia have 
private payer laws as well, many of which require coverage or 
reimbursement for telehealth services. 

NCSL’s 2015 report, “Telehealth: Policy Trends and Consider-
ations”, goes into more detail about reimbursement policies as 
well as the areas of licensure and patient safety.30 
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Telehealth Options and Strategies
• Consider telehealth policies that expand access to 

primary care providers and other health services. 
• Examine existing reimbursement and licensure 

policies for telehealth services. Several states have 
adopted reimbursement and/or portable licensure 
policies to remove practice barriers for health care 
practitioners who provide telehealth services.

• Examine opportunities to use telehealth to reduce 
costs and improve care for inmates. To address the 
rising costs and public safety risks associated with 
transporting and guarding inmates who travel for 
primary and specialty care, at least 31 states used 
telehealth in 2011 for some portion of correctional 
health care.31  

Rural EMS
Emergency Medical Services are defined as “the initial stages of 

the emergency care continuum,” and include emergency calls to 
911, dispatch of emergency personnel, and triage, treatment and 
transport of patients.32 Although rapid response is critical in emer-
gency situations, rural residents typically do not experience swift 
transport to life-saving care. Nearly 85 percent of U.S. residents 
can reach a Level I or Level II trauma center within an hour, but 
only 24 percent of rural residents have access within that time 
frame. For patients with severe injuries, getting care at a Level I 
trauma center lowers the risk of death by 25 percent.33 

In addition to their traditional roles as first responders, some 
states and communities have discovered “community paramedi-
cine,” where EMS personnel perform a wide range of health care 
and social support activities in tandem with other providers in the 
patient’s medical home. This enhances access to primary care 
services for rural patients and supports rural EMS by integrating 
it into the broader health care system by creating new pathways 
for reimbursement.

2. STRENGTHENING THE RURAL HEALTH 
WORKFORCE

Today’s primary care workforce is struggling to meet current 
demand for services, and the problem is especially acute in rural 
communities. The unmet needs are expected to intensify as a re-
sult of demographic changes, coverage expansions resulting from 
the Affordable Care Act, and a decline in the primary care phy-
sician workforce. To bolster the workforce and enhance access 
for rural Americans, states have implemented a wide range of 
strategies, including payment reforms that reward providers for 
coordinating care and meeting quality standards, financial incen-
tives for practicing in rural areas, advancing the use of telehealth 
services, and expanded roles for non-physician providers. 

Percent of rural 
U.S. residents 
that can reach a 
Level 1 or Level 
2 trauma center 
within one hour.

24%
Percent of U.S.  
residents that 
can reach a 
Level 1 or Level 
2 trauma center 
within one hour.

85%
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Scope of Practice for Non-Physician  
Health Providers

One approach to meeting demand for primary care is a redefini-
tion, and often expansion, of the scope of practice and licensure 
for non-physician practitioners, such as nurse practitioners and 
physician assistants. Many states have taken steps to increase 
the procedures, treatments, actions, processes and authority that 
are permitted by law, regulation and licensure for non-physician 
primary care providers. According to the American Association of 
Nurse Practitioners, twenty one states and the District of Colum-
bia allow nurse practitioners to independently diagnose, treat and 
prescribe medications without physician supervision. Another 7 
states allow nurse practitioners to independently diagnose and 
treat patients, but not to prescribe medications. The remaining 
22 states require either collaborative agreements or supervision
of nurse practitioners to diagnose, treat and prescribe.

Scope of Practice Options and Strategies
• Assess and consider scope of practice, licensure and 

prescriptive policies for the non-physician workforce. 
• Consider physician supervision requirements 

for nurse practitioners and physician assistants. 
Lawmakers may want to re-examine policies related 
to physician supervision for nurse practitioners and 
physician assistants, including policies that require 
direct or in-person supervision. 

• Assess public reimbursement for services provided 
by non-physician health professionals. Many states 
have examined payment policies for non-physician 
providers practicing in rural areas. All 50 states 
pay for medical services provided by physician 
assistants under the supervision of a physician 
through Medicaid fee-for-service or Medicaid 
managed care programs.34 Some legislators have 
adopted incentives for rural providers who practice 
in underserved areas. 

Recruitment and Pipeline Programs
Several states support workforce initiatives aimed at expos-

ing students in middle and high school to primary care careers 
through programs such as those that address the needs of minor-
ity youth interested in health professions. Other strategies for 
expanding the primary care workforce pipeline provide training 
and career pathways for allied health professionals, as well as 
initiatives that use alternative health care providers. A number of 
states, such as Alabama, Minnesota and Kansas, have also devel-
oped innovative programs to increase physician training through 
targeted enrollment strategies and rural-focused admissions poli-
cies. There are also a growing number of rural training track resi-
dency programs (Idaho, North Carolina and Washington, among 
others), which have a proven track record of producing physicians 
who choose to practice in rural communities.

Recruitment and Pipeline Programs 
Options and Strategies
• Establish and fund recruitment and retention 

programs for the rural workforce. Policymakers can 
do this by supporting new or expanded residency 
programs and training and rotation opportunities in 
rural hospitals.

• Gather and analyze health workforce data. Legislators 
in several states have established work groups 
or advisory councils to study the role of primary 
care professionals and community health workers 
and make recommendations about workforce 
development, financing and sustainability. 

• Work with the Area Health Education Centers to 
build health workforce pipeline programs that recruit 
students from communities where providers are 
needed the most. Primary care providers from rural or 
underserved areas are more likely to live and practice 
in those areas; therefore, developing talent and 
generating interest within underserved communities 
can develop workforces where they are most needed.

• Support workforce development policies that provide 
incentives for providers who practice in health 
centers or other health facilities in underserved areas. 
Financial incentives, such as scholarships, tuition 
assistance or loan repayment, encourage health 
professions students to practice in health centers or 
other facilities in underserved communities.

• Provide state funding to create more teaching health 
centers (health centers that have primary care 
residency programs).

Scholarship/Student Loan  
Repayment Programs

States offer financial incentives to encourage health professions 
students to pursue a career in primary care and practice in a rural 
or undeserved area. State programs are funded through different 
public and private sources. For example, the National Health Service 
Corps State Loan Repayment Program, provides cost-sharing grants 
to support 37 states to operate their own state loan repayment pro-
gram.35 The programs target professions that are most in demand, 
and may include physicians, physician assistants, nurses, dentists, 
mental health professionals and others. Financial incentives include 
scholarships, tuition assistance, loan repayment and other incen-
tives (e.g., tax credits) for providers who agree to practice in under-
served areas. For example, Alaska’s Supporting Health Care Access 
through Loan Repayment Program (SHARP), created in 2010, repays 
education loans for practitioners who agree to work in designated 
Health Professional Shortage Areas. Mississippi’s Rural Physicians 
Scholarship Program, created by the legislature in 2007, provides 
rural students who wish to practice medicine in their home areas 
with financial support and mentoring opportunities.
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Scholarship/Loan Repayment  
Options and Strategies
• Leverage federal and other loan and scholarship 

funds. Coordinating federal (e.g., National Health 
Service Corps), state, private foundation and other 
resources leverage state workforce funds to achieve 
optimal outcomes.

• Evaluate current primary care scholarship and 
incentive policies to ensure that they are meeting 
provider and community needs. Legislators may want 
to assess eligible provider types, program use, costs 
and provider retention after they have met their 
service obligation.

Community Health Workers
 Known by different titles—including community health advi-

sors, promotores/promotoras de salud (the Spanish term), lay 
health workers—community health workers (CHWs) enhance 
access to primary care resources and promote healthy behav-
iors. They perform a variety of roles, including patient educa-
tion, informal counseling and coaching, care coordination and 
basic services such as first aid and blood pressure screening, all 
in a familiar setting.36 They work for pay or as volunteers and 
tailor their work to meet local community needs.37 Community 
Health Workers rely on a variety of funding sources, including 
time-limited grants, health centers, health plans and Medicaid.  

Community Health Worker  
Options and Strategies
• Establish and fund Community Health Worker 

programs. Several states have adopted legislation 
that defines or recognizes community health 
workers, establishes standards or credentials, 
assesses training and certification needs, or directs 
a state agency to collect workforce data. CHWs 
can play a key role in promoting policies that help 
improve health outcomes and reduce avoidable 
readmissions, as well as contribute to the success of 
medical homes and accountable care organizations. 

• Assess public reimbursement for services provided 
by community health workers and other non-
physician health professionals.

3. LONG-TERM SERVICES AND  
SUPPORTS FOR RURAL SENIORS  
AND PEOPLE WITH DISABILITIES

Medicaid is the nation’s largest payer for long-term care servic-
es. Containing costs and ensuring high-quality, accessible, Long-
Term Services and Supports (LTSS) is a critical concern for state 
legislators. Older individuals and adults with disabilities represent 
about one-quarter of all Medicaid enrollees; however, they ac-
count for approximately 70 percent of all Medicaid spending.38 
Rural seniors with unmet personal and health care needs may 
be prematurely forced into assisted living or nursing homes be-
cause they are unable to live independently in their own home 
or community. The shift to institutionalization not only restricts 
consumer choice and satisfaction, but it is a major cost driver for 
state Medicaid programs. Medicaid is the nation’s largest payer 
for long-term care services. 

Home and Community-Based Services
States rely on home and community-based services (HCBS) to 

improve patient satisfaction and help reduce long-term care costs. 
Currently, the vast majority of Medicaid LTSS spending supports 
nursing home care, which is not only more expensive than care 
delivered in a home or community-based setting, but it is often 
not the setting of choice for seniors or people with disabilities. 

Despite their preferences, lack of home care services or provid-
ers and lack of awareness about HCBS options could lead seniors 
to be directed prematurely to nursing homes or other institutional 
facilities. For rural residents in particular, lack of providers and 
LTSS resources may mean that they have to move some distance 
to receive adequate services in an institutional setting. State poli-
cymakers have adopted a wide range of solutions to facilitate and 
invest in home and community-based services, including “balanc-
ing” policies that aim to serve more people with LTSS needs in 
their homes and communities, and allocating an increasing share 
of LTSS funds into HCBS over institutional care. 

The Affordable Care Act contains several provisions and en-
hanced federal funding that states can use to improve and ex-
pand home and community-based services. For example, many 
states have received federal grants to transition Medicaid benefi-
ciaries from institutions to home or community-based settings.39 
Other ACA provisions include a Balancing Incentive Payment Pro-
gram that offers financial incentives to states that expand access 
to community-based LTSS, and enhanced federal funds for care 
coordination and case management for chronically ill Medicaid 
beneficiaries.

It is estimated that by 2030, many retirees will not have enough 
income and assets to cover basic expenditures or any expenses 
related to a nursing home stay or services from a home health 
provider. Shorter hospital stays and increased usage of outpatient 
procedures—changes that have increased the effectiveness of 
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medical care—have shifted responsibility from paid providers to 
unpaid care providers, increasing burdens on family caregivers.40

Home and Community-Based Services 
(HCBS) Options and Strategies
• Expand access to high-quality HCBS and supports 

in rural counties. Ensuring access to HCBS can 
encompass a wide array of funding, workforce, 
informational or other strategies designed to meet 
local and state needs. 

• Track progress toward achieving quality, funding 
and other state-defined goals. To ensure that HCBS 
are accessible, affordable and high-quality, state 
policymakers can require the lead state agency to 
submit performance and quality data that demonstrate 
progress towards benchmarks and goals. 

• Assess the current mix of spending on institutional 
and HCBS. An analysis of current investments 
may identify opportunities to invest in policies and 
programs that support consumers in their homes 
and communities.

• Engage rural stakeholders to address program 
design, implementation and ongoing oversight. 
States establish Medicaid subcommittees, task 
forces or workgroups with diverse representation to 
address program design and implementation. 

Medicaid Managed Care Long-Term Services  
and Supports

Long-term services and supports (LTSS) include a wide range of 
home health and personal care services designed to meet the per-
sonal and health care needs of people living with disabilities, chronic 
diseases, complex medical needs, impaired mobility or impaired 
cognitive function. LTSS can help individuals live independently at 
home or they can support those who live in a nursing home or other 
institutional setting. As the largest payer of LTSS, Medicaid accounts 
for 41 percent of all LTSS spending in the United States, with the 
majority of state funds going to support unmanaged fee-for-service 
programs.41 However, a growing number of states are implementing 
programs that offer risk-based contracts with managed care organi-
zations that provide LTSS to seniors and people with disabilities. The 
number of states with managed Medicaid LTSS programs doubled 
from eight to 16 between 2004 and 2012.42 

Medicaid Managed Care Long Term  
Care Services and Supports 
Options and Strategies
• Review or conduct a needs assessment in the state’s 

rural counties to understand current resources and 
gaps in Long Term Care Services and Supports 
(LTSS). State and local data or reports—e.g., reports 
from state agencies or foundations, or state-specific 
data or “scorecards” from national resources—
can identify the critical challenges that impede 
development or expansion of home and community-
based services (HCBS). 

• Develop recruitment and retention strategies 
to expand and support the LTSS workforce. 
Policymakers may choose to review workforce 
policies—e.g., reimbursement, loan repayment, 
provider scope of practice and telehealth policies—
to support and retain long-term care workers and 
family caregivers in rural areas.

• Develop a comprehensive and unified LTSS budget 
and strategy. To reduce fragmentation and develop 
a comprehensive approach for funding LTSS, 
several states have created a single state agency 
that administers and funds institutional and home 
and community based services through a unified or 
“global” budget.

• Develop information and consultation services to 
help consumers choose LTSS that meet their needs 
and preferences. Many states have developed 
resources and navigational tools to inform 
consumers and hospital discharge planners about 
LTSS.

• Ensure adequate oversight capacity. Effective 
information technology systems, as well as agency 
staff competency in contract monitoring, quality 
assurance and rate setting is crucial to managing 
LTSS programs.

• Examine opportunities for enhanced federal funding, 
to improve access to community-based LTSS. 

• Define, implement and measure quality. States can 
require annual quality reviews or other reporting 
requirements to ensure that managed health plans 
meet state quality standards and measures.

4. BEHAVIORAL HEALTH CAPACITY  
IN RURAL AREAS

Many rural Americans lack access to high-quality mental health 
and substance abuse services. To address the multiple barriers 
that impede access, legislators have adopted a multi-faceted ap-
proach to developing the workforce, removing access barriers 
and improving the quality of behavioral and substance abuse ser-
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vices in underserved, rural communities. For example, research 
indicates that tele-mental health is an important service that 
bridges the access barriers for rural residents requiring mental 
health services.

Substance Abuse
Substance abuse among rural youth and adults tends to be higher 

than in urban areas43; however, rural communities have fewer re-
sources to deal with the problem.44 The substances—alcohol, pre-
scription drugs, methamphetamine and other drugs—vary depend-
ing on factors such as age and geography.45 Recently the Centers 
for Disease Control and Prevention (CDC) has identified an epidemic 
of deaths associated with opioid overdose, and each day an average 
of 44 people in the United States die from overdose of prescription 
painkillers. Prescription painkillers can be used to treat moderate-to-
severe pain and are often prescribed following a surgery, injury, or 
for health conditions such as cancer. In recent years, there has been 
a dramatic increase in the acceptance and use of prescription opioids 
for the treatment of chronic, non-cancer pain, such as back pain 
or osteoarthritis. The most common drugs involved in prescription 
overdose deaths include Hydrocodone (e.g., Vicodin), Oxycodone 
(e.g., OxyContin), Oxymorphone (e.g., Opana), and Methadone (es-
pecially when prescribed for pain). Though urban populations have 
a relatively higher proportion of opioid drug abuse than rural popula-

tions, the rates of mortality from opioid overdose are the same or 
greater in rural populations.46

Rural areas often lack the continuum of services needed to as-
sess, diagnose, treat and evaluate substance abuse patients. Most 
treatment facilities are located in urban areas, and rural areas have 
fewer facilities that offer intensive services, such as detox, inpatient 
and residential care. Rural communities often lack the health pro-
fessionals needed to assess and manage substance use disorders. 

Access to Mental Health Services
A study prepared for the National Institutes of Health concluded 

that the quality and availability of mental health services were 
lower among rural Americans. It also found that their treatment 
in a primary care setting was more likely to involve prescription 
medication rather than psychotherapy due to shortfalls of mental 
health professionals.47 As a result, rural Americans with mental 
health needs typically enter care later, have more serious symp-
toms, and require more costly and intensive treatment.48 The 
problem is exacerbated by provider shortages that disproportion-
ately affect rural communities. To address these persistent and 
daunting challenges, states have adopted a wide range of poli-
cies aimed at addressing access, availability and quality of mental 
health resources in rural areas. 

Substance Abuse and Mental Health Options and Strategies
• Analyze substance abuse and mental health resources 

and unmet needs. Needs assessments or youth surveys 
can provide important information about current 
substance abuse patterns, adequacy and accessibility of 
resources for prevention and treatment, and workforce 
shortfalls.

• Consider primary care provider roles. Integrating 
substance abuse prevention and detection with mental 
health screening in primary care settings can be an 
effective strategy for educating and screening patients, 
and providing referrals. 

• Consider legislation to reduce or deter prescription drug 
abuse, overdose and misuse. State policies include: 
so-called “doctor shopping” laws (that deter people 
from obtaining multiple prescriptions); immunity for 
people seeking medical assistance; controlling sale 
of over-the-counter ingredients and medications; 
requirements for physical examination before prescribing 
controlled substance; and prescription drug monitoring 
programs that report all filled prescriptions for controlled 
substances. 

• Develop substance abuse and mental health rural 
workforce capacity. Consider the expanded use of peer 
support specialists, defined as “a person who uses his 
or her lived experience of recovery from mental illness 
and/or addiction, plus skills learned in formal training, to 

deliver services in behavioral health settings to promote 
recovery. NCSL’s December, 2015 LegisBrief, “Using Peers 
to Improve Mental Health Treatment” provides information 
on funding and reimbursement as well as training and 
certification.49 

• Ensure that state investments in mental health and 
substance abuse support evidence-based practices. 
Resources such as the Substance Abuse and Mental 
Health Services Administration (SAMHSA)’s “The Guide 
to Evidence-Based Practices” identify best practices for 
treatment and prevention of mental health disorders.50  

• Support community education and outreach programs 
that inform rural residents about behavioral health 
issues and resources.

• Consider innovative methods to support access to 
mental health treatment in rural areas, including use of 
telehealth or hotline programs.

• Examine existing reimbursement policies to identify 
barriers or options. States may want to examine existing 
mental health coverage laws to ensure that they do not 
create barriers to coverage or access. 

• Encourage programs that provide support for caregivers 
of family members who have mental illness to enable 
people to remain in a community-or home-based 
setting.
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5. PREVENTION AND WELLNESS  
FOR RURAL RESIDENTS 

Chronic diseases drive U.S. health care spending, accounting 
for up to 86 percent of all health care costs in 2010.51 An esti-
mated 93 percent of Medicare spending and 83 percent of Medic-
aid52 spending are for people with chronic diseases. Many chronic 
diseases can be prevented with regular health screenings and 
healthy behaviors, such as more physical activity, better diet and 
less tobacco use. Chronic diseases, such as heart disease, cancer 
and stroke, are the leading cause of death in the United States. 

Because chronic diseases are often preventable, state poli-
cymakers have adopted wellness and prevention legislation in 
several categories, including insurance-related strategies, pub-
lic employee programs, wellness commissions and studies, and 
others. Federal initiatives such as the CDC’s Community Trans-
formation Grants53 and CMS’ Partnership for Patients54 can 
help states and communities address prevention and wellness. 

Prevention and Wellness  
Options and Strategies
• Promote health and wellness programs at schools, 

workplaces, health care and community-based 
settings. This includes adopting high-quality 
physical education (PE) and health education 
standards and/or nutrition education and standards 
in schools, child care facilities, worksites and 
hospitals.

• Ensure access to a full range of quality health 
services for people with chronic conditions.

• Encourage the creation of and participation in 
insurer and employer wellness programs.  

• Consider current policies and investments that 
prevent tobacco use among youth and adults, 
protect individuals through smoke-free policies and 
provide access to smoking cessation for smokers. 

• Encourage physicians to promote cessation to their 
patients who use tobacco.

• Support programs that focus on eliminating racial, 
ethnic and socio-economic-based health disparities.

• Support efforts to effectively educate the public 
about their health and prevention of chronic illness.

• Enact policies that support healthy choices and 
healthy environments. These include programs 
that increase access to fresh produce in schools, 
businesses and communities. Others can create 
and maintain safe neighborhoods for physical 
activity by improving access and conditions in 
parks and playgrounds; promoting dedicated lanes 
for bicycles and public transit; and promoting walk-
to-school and work initiatives.

Conclusion
Rural communities face many barriers to high-quality primary care 

services and resources. While there is not a single solution, legisla-
tors have adopted a wide range of strategies to remove barriers and 
enhance access to care for rural Americans. Regardless of the policy, 
legislators have adopted common strategies to improve health care 
services for and the health of residents in rural communities.  

• Assess the magnitude of the problem. Gathering data about 
unmet health care needs and workforce challenges can help 
legislators understand the most pressing problems and en-
sure that access, workforce, long-term care, and mental 
health/substance abuse policies support health and wellness 
for rural residents.

• Engage stakeholders to review policies, identify challenges 
and opportunities, and develop effective programs.

• Align policies and investments to support programs that 
work. Legislators play an important role by ensuring that 
programs and state funds support approaches that have 
proven results. 

• Look at the workforce differently. While strengthening the 
workforce involves strategies for increasing the quantity of 
providers in rural areas, states and localities are demonstrat-
ing that innovations in technology (e.g. telehealth) or rede-
fined roles for primary care providers and care extenders 
can expand the reach of the current workforce and improve 
access to care.

Legislators can play important roles by ensuring that the state’s 
primary care policies and investments meet the unique needs of 
rural communities and the workforce that supports them, and that 
the strategies have been evaluated and proven to be effective.
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