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Healthcare in Appalachia

III. PREDISPOSING FACTORS IN THE APPALACHIAN REGION

Using the U.S. Census Bureau's definition of rural,"o Appalachia is 42%
rural, compared to 20% rurality for the entire United States." Appalachia's
rurality is linked to a lower supply of healthcare professionals.1 2 The supply of
primary care physicians per 100,000 people in Appalachia is 12% lower than the
national average with the areas of lowest supply being rural Appalachia, central
Appalachia, and distressed counties in Appalachia.13 There is also a shortage in
specialty areas, with data showing that the supply of specialty physicians in
Appalachia is 28% lower than the national average.1 4 The supply of mental health
professionals in Appalachia is 35% lower than the national average, and the
supply of dentists is 26% lower than the national average."

The supply of hospitals in rural areas is also lowering. Since 2010,
approximately 3% of rural non-specialty hospitals have closed.' 6 Generally,
hospitals in such locations are at higher risk of closure, have lower operating
margins, and are substantially more reliant on government funding." This
increased reliance on government funding means that any change in policy by
the government has a disproportionate impact.'"

Many of the hospitals in rural parts of Appalachia that do exist were the
product of the Hill-Burton Act, which provided federal funding for hospital
construction beginning in 1946.1' Financing for the Hill-Burton Act was
discontinued in 1997, but the hospitals that received funding must still provide
free or reduced care to those in need under the Act.20 Thus, the obligations from

10 The U.S. Census Bureau defines rural as those areas with less than 50,000 people; anything
more populated is considered urban. MICHAEL RATCLIFFE ET AL., U.S. CENSUS BUREAU, DEFINING
RURAL AT THE U.S. CENSUS BUREAU: AMERICAN COMMUNITY SURVEY AND GEOGRAPHY BRIEF 3
(2016), https://www2.census.gov/geo/pdfs/reference/ua/DefiningRural.pdf.
" MARSHALL ET AL., supra note 3, at 3.
12 Idatl1.
13 Id. at 217.
14 Id. at 229.
15 Id. at 223.
16 Diana J. Mason, Rethinking Rural Hospitals, 318 JAMA 114, 114 (2017).
17 Id.
18 See, e.g., id. (discussing payment reductions caused by the Middle Class Tax Relief and Job
Creation Act and the Budget Control Act of 2011); Jennifer Oliva, Access, Affordability, and the
American Health Reform Dilemma Part III: How an ACA Repeal Would Devastate Appalachia,
OXFORD HUM. RTS. HUB (Mar. 29, 2017), http://ohrh.law.ox.ac.uk/access-affordability-and-the-
american-health-reform-dilemma-part-iii-how-an-aca-repeal-would-devastate-appalachia/.
19 WISHNER ET AL., supra note 1, at 3.
20 John Henning Schumann, A Bygone Era: When Bipartisanship Led to Health Care
Transformation, NPR (Oct. 2, 2016, 6:00 AM), https://www.npr.org/sections/health-
shots/2016/10/02/495775518/a-bygone-era-when-bipartisanship-led-to-health-care-
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the Act continue without the benefits. Difficulty improving hospital
infrastructure has contributed to a perception in rural areas that the local hospitals
are inferior to more modem urban facilities and create an incentive to utilize
more distant facilities.2 '

The lower supply of healthcare professionals in Appalachia may have a
qualitative effect that exists beyond the effect of ease of access on utilization. A
large majority of studies have shown evidence of distance decay in healthcare,
i.e., evidence that patients living further from healthcare facilities have worse
health outcomes than those who live closer.22 Despite fewer points of access and
worse health (as discussed in further detail below), some data indicates that
healthcare usage in Appalachia is roughly the same as in other parts of the
country, which might be further evidence of distance decay.23

Income is lower in Appalachia than the rest of the country, but there is a
large difference in income within the region.24 Median income is 19% lower than
the national median, but 38% lower in central Appalachia. 25 The poverty rate in
Appalachia is only slightly higher than the national rate of 15.6%, but areas of
high rurality have a 23% poverty rate.2 6 Appalachia also has a larger percentage
of its population receiving disability benefits 27 and lower levels of average
education than the rest of the country.28 These differences are also more
pronounced when rural Appalachia is compared to the entire nation.2 9

In the past, industry in Appalachia has been dependent on mining,
forestry, agriculture, chemical industry, and heavy industry. Much of the work
in Appalachia is physical and labor-intensive and has significant environmental

transformation; Hill-Burton Free and Reduced-Cost Health Care, HEALTH RESOURCES & SERVS.
ADMIN., https://www.hrsa.gov/get-health-care/affordable/hill-burton/index.html (last updated
Apr. 2017).
21 WISHNER ET AL., supra note 1, at 5.
22 Charlotte Kelly et al., Are Diferences in Travel Time or Distance to Healthcare for Adults
in Global North Countries Associated with an Impact on Health Outcomes? A Systematic Review,
6 BMJ OPEN 1, 1, 6 (2016).
23 See, e.g., ZHIWEI ZHANG ET AL., AN ANALYSIS OF MENTAL HEALTH AND SUBSTANCE ABUSE

DISPARITIES & ACCESS TO TREATMENT SERVICES IN THE APPALACHIAN REGION 3 (2008),
https://www.arc.gov/assets/research-reports/AnalysisofMentalHealthandSubstanceAbuseDisparit
ies.pdf; Mark L. Francis et al., Rural-Urban Differences in Surgical Procedures for Medicare
Beneficiaries, 146 JAMA SURGERY 579, 579 (2011).
24 MARSHALL ET AL., supra note 3, at 3.
25 Id. at 285.
26 Id. at 292.
27 Id. at 297.
28 Id. at 297, 303.
29 Id. at 298, 304.
3o Appalachian Region Industry Report - 2014, APPALACHIAN REGIONAL COMMISSION,
https://www.arc.gov/assets/researchreports/AppalachianRegionIndustryReport20l4.pdf (last
visited Mar. 22, 2018).
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impact.31 From 2000 to 2011, about two-thirds of all U.S. jobs in coal mining
production were in Appalachia,32 and about 176 of the 410 Appalachian counties
are in the coal mining area.33 In coal mining areas, hospital admissions are more
likely to involve individuals with incomes below $35,000.34 Patients in coal
mining areas are also significantly more likely to need treatment for opioid or
synthetic drug usage.35 Mining employment is expected to decline over the next
few years, and jobs are expected to increase in areas like personal service,
professional services, and health and education,36 a change which should lead to
different work-related health issues for the region.

Studies have also measured healthcare beliefs and attitudes in
Appalachia, though most focus on segments of the region. A 2004 survey of
Appalachian Virginia indicated that the value placed on medical care may be an
important factor." Nineteen percent of respondents to the survey indicated that
they sought healthcare only as a last resort, with respondents writing that they
choose to "suffer[] it out" instead of seeking care. Most respondents indicated
not filling prescriptions, not receiving standard preventative care, not having
their vision or hearing test, and not seeing a dentist. 39 Indeed, respondents
averaged 24 months since the last visit to a dentist, and 5% of respondents
indicated that they had never been to a dentist.40 A study of churchgoers in parts
of Appalachia found that the major barriers to screening for colorectal cancer
included the belief that screening was only necessary with symptoms and also a
general lack of knowledge about the need for screening.4 1

Attitudes regarding privacy also recur in studies of the health behavior
in Appalachia. One case study found that privacy issues and cultural or family
barriers were barriers to accessing treatment for substance abuse and mental
health treatment.42 A study of West Virginia women found that fear and

31 See id.; DAN HODGE, APPALACHIAN COAL INDUSTRY, POWER GENERATION AND SUPPLY
CHAIN 13-14 (2016),
https://www.arc.gov/assets/researchreports/CoallndustryPowerGenerationandSupplyChainRepo
rt.pdf.
32 HODGE, supra note 31, at 30.
33 ZHANG ET AL., supra note 23, at 17.
34 Id at 170.
3 Id. at 3-4.
36 Appalachian Region Industry Report - 2014, supra note 30.
3 Kathleen Huttlinger et al., Health Care in Appalachia: A Population-Based Approach, 21

PUB. HEALTH NURSING 103, 104 (2004).
38 Id. at 107.
39 Id.
40 Id. at 106.
41 Irene Tessaro et al., Knowledge, Barriers, and Predictors of Colorectal Cancer Screening
in an Appalachian Church Population, PREVENTING CHRONIC DISEASE, Oct. 2006, at 1, 1.
42 ZHANG ET AL., supra note 23, at 4.
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embarrassment were among the top barriers to screening for breast and cervical
cancer.43 The region's concerns for privacy may be exacerbated by a lack of
local, familiar health professionals and create additional barriers to seeking
care.4 4 Although privacy toward non-family members appears to be of increased
importance in Appalachia, there are indications of an increased familiarity
among family members. For example, one survey of Appalachian Virginia
revealed a large number of families who shared medications,4 5 an issue that likely
contributed to the opioid epidemic in the region.

Appalachia is less racially diverse than the United States.4 6 Appalachia
is 83.2% white compared to 63.3% for the entire United States.47 Appalachia is
9.2% black alone and not Hispanic (compared to 12.2% for the United States)
and 4.3% Hispanic or Latino (compared to 16.6% for the United States).48 The
percentage of Appalachians who are veterans is 10.1%, compared to 9% for the
United States.49 VA data has shown that a disproportionate number of veterans
live in rural areas.o

Other information demonstrates demographic factors relevant to
understanding the health issues of Appalachia. A 2008 report measured the
prevalence of substance use in Appalachia and found higher usage of cigarettes,
opioids, and synthetic drugs in Appalachia, but lower usage of marijuana,
cocaine, and methamphetamine." County level data from the University of
Wisconsin's Population Health Institute indicates that Appalachia has
significantly higher rates of physical inactivity and obesity.52

43 Nikki L. Lyttle & Kelly Stadelman, Assessing Awareness and Knowledge of Breast and
Cervical Cancer Among Appalachian Women, PREVENTING CHRONIC DISEASE, Oct. 2006, at 1, 1.
4 See Chdundel Presley, Cultural Awareness: Enhancing Clinical Experiences in Rural
Appalachia, 38 NURSE EDUCATOR 223, 223 (2013) (describing preferences in rural Appalachia to
establish a personal relationship prior to developing a trust relationship).
45 See Huttlinger et al., supra note 37, at 107.
46 KEVIN POLLARD & LINDA A. JACOBSEN, THE APPALACHIAN REGION: A DATA OVERVIEW
FROM THE 2009-2013 AMERICAN COMMUNITY SURVEY 14 (2015),
https://www.arc.gov/assets/research-reports/DataOverviewfrom2009-2013ACS.pdf.
47 Id. at 13.
48 Id.
49 Id. at 65.
50 DEP'T OF VETERANS AFFS., STRATEGIC PLAN REFRESH FY 2011-2015, at 13 (2011),
https://permanent.access.gpo.gov/gpo3819/VA_2011-2015 _StrategicPlanRefresh_wv.pdf
(stating that in 2006, 36% of veterans enrolled in VA healthcare lived in rural areas, such as those
in Appalachia, but that 20% of the overall US population at the time lived in rural areas).
51 ZHANG ET AL., supra note 23, at 2-3.
52 See, e.g., UNIV. WIS. POPULATION HEALTH INST., 2017 COUNTY HEALTH RANKINGS: WEST

VIRGINIA 5 (2017),
http://www.countyhealthrankings.org/sites/default/files/state/downloads/CHR2017_WV.pdf
(finding the nation's median for adult obesity to be 31% and physical inactivity to be 26%,
compared to West Virginia, where adult obesity was 35% and physical inactivity was 29%). For a
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IV. NEED

Appalachia trails the United States in most health measures. Studies
have shown higher rates in various mortality measures." Percentage of deaths
by heart disease, cancer, Chronic Obstructive Pulmonary Disease ("COPD"),
injury, stroke, diabetes, suicide, and poisoning are all higher in Appalachia.54

Among this group, the most significant increases in mortality for Appalachia
compared to the mortality rates in the United States are those for COPD (27%
higher), injury (33% higher), and poisoning (37% higher)." The mortality rate
for poisoning includes drug overdoses, such as those related to opioid
addiction.5 6 A recent study found that 25-44 year-old individuals in Appalachia
had mortality rates that were 70% higher than the remainder of the United
States.57 Years of Potential Life Lost ("YPLL") is 25% higher in Appalachia than
the nation as a whole.5 ' This rate is 40% higher in rural Appalachia than the
region's large metropolitan counties.5 9 Infant mortality is also 16% higher in
Appalachia.6 0

Measures of morbidity are also increased for Appalachia. Appalachia
has a higher rate of physically unhealthy days, mentally unhealthy days, diabetes,
and obesity than the nation, though some of these increases are slight.61 The HIV
rate for Appalachia is lower.62 Although Appalachia is not entirely rural, a study
of surgical procedures for Medicare recipients in rural areas found that despite
indications of access barriers, a broad array of surgical procedures were more
likely in rural areas urban ones.63

state or county analysis, see County Health Rankings and Roadmaps, UNIV. OF Wis. POPULATION
HEALTH INST., http://www.countyhealthrankings.org/ (last visited Mar. 22, 2018).
53 See MARSHALL ET AL., supra note 3, at 5-8.
54 Id. at 5. Some of this disparity may be due to the demographics of the region. The leading
causes of death for white non-Hispanics are heart disease, cancer, and chronic lower respiratory
disease, and, as stated above, Appalachia is predominantly white. See Health of White Non-
Hispanic Population, CDC, https://www.cdc.gov/nchs/fastats/white-health.htm (last updated May
3,2017).
5s MARSHALL ET AL., supra note 3, at 5, 8.
56 Id. at 8.
5 MICHAEL MEIT ET AL., THE WALSH CTR. FOR RURAL HEALTH ANALYSIS, APPALACHIAN
DISEASES OF DESPAIR 18 (2017),
https://www.arc.gov/assets/research reports/AppalachianDiseasesofDespairAugust2017.pdf.
5s MARSHALL ET AL., supra note 3, at 73.
59 Id
60 Id. at 151.
61 Id. at 5-7.
62 ldat7.

63 Francis et al., supra note 23, at 579.
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V. GOVERNMENT EFFORTS TO ADDRESS HEALTHCARE
DISPARITIES IN APPALACHIA

The government's role in healthcare is increasing. In 1990, one third of
the $600 billion spent on healthcare in the United States came directly or
indirectly from the federal government. 64 In 2015, the federal government was
responsible for 40% of health spending in the United States (and about $1.3
trillion total). 65 Government spending is provided in partnership with state
governments through Medicaid and through programs at the VA, Department of
Health and Human Services, Department of Defense, and Department of
Homeland Security.66 This Essay focuses on the programs with the VA and
Medicare and ends with a comparison of approaches on two specific issues.

A. Programs at the Department of Veterans Affairs

The Veterans Health Administration ("VHA") has been evolving in a
way that offers increased access points for veterans, a change that has special
impact in Appalachia given the frequent remoteness of healthcare. From the early
1900s until the mid-90s, the VA was largely a hospital, bed-based system.67 This
manner of care impacted on the utilization of VA care. In 1995, a GAO review
found that veterans living within 5 miles of a VA facility were most likely to use
the VA and that volume of services also diminished with increased distance." At
the time, approximately 89% of veterans lived more than 5 miles from a VA
hospital, and approximately 83% of veterans lived more than 5 miles from a VA
clinic.6 9 About 50% of veterans lived more than 25 miles from a VA hospital and
about one-third of veterans lived more than 25 miles from a VA outpatient
clinic.70

VA provision of care is still organized around full-service hospitals
(called VA Medical Centers or VAMCs), but use of these hospitals as the

64 J. William Hollingsworth & Philip K. Bondy, The Role of Veterans Affairs Hospitals in the
Health Care System, 322 NEw ENG. J. MED. 1851, 1851 (1990).
65 Dhruv Khullar & Dave A. Chokshi, Toward an Integrated Federal Health System, 315
JAMA 2521, 2521 (2016).
66 Id.

67 Kenneth W. Kizer, Prescription for Change: The Guiding Principles and Strategic
Objectives Underlying the Transformation of the Veterans Healthcare System, U.S. DEP'T
VETERANS AFFS. (Mar. 1996), https://va.gov/healthpolicyplanning/rxweb.pdf.
68 U.S. Gov'T ACCOUNTABILITY OFFICE, GAO/HEHS-96-31, How DISTANCE FROM VA

FACILITIES AFFECTS VETERANS' USE OF VA SERVICES 2 (1995),
https://www.gao.gov/assets/230/221992.pdf.
69 Id. at 3.
70 Id.
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primary instrument of care has diminished.71 From 1980 to 1996, the VA closed
42% of its hospital beds.72 Over that same period, the VA increased its outpatient
visits by 60%.11 As part of this transition, the VA opened more satellite facilities,
which do not offer a full array of services and may only offer a few services but
create additional points of access.74 One of the VA's most common clinics is the
Vet Center, which offers social and psychological services." In 1930, VA
healthcare was provided through 54 hospitals. 6 Currently, the VA has
approximately 152 hospitals, 800 community-based outpatient clinics, 126
nursing home care units, and 35 domiciliaries.77

Despite the VA's efforts to decentralize care and increase access points,
a veteran still might be remote from VA care. The 950 hospitals and clinics noted
above means there is only one CBOC or VA hospital for every 3,000 square
miles in the continental United States. In contrast, there are approximately 2,849
non-profit, non-governmental hospitals in the United States 78 and over 7,500
urgent care centers. 79 A veteran living in Boone, North Carolina, for example,
would have to travel almost 40 miles to the nearest VA medical facility."
Additionally, every medical service is not offered at every VA facility. For two
days a week, the VA operates a Rural Outreach Clinic in Jonesville, Virginia,.
but specialty referrals from this clinic are forwarded to a VAMC more than an
hour away.` The shortage of physicians in Appalachia means that the remoteness
of care in the VA may be less of an issue when comparing VA care to private
care in Appalachia.

When expanding its access points, the VA has traditionally used criteria
that included objectives such as improved rural access and reduced distance and

71 See, e.g., U.S. DEP'T OF VETERANS AFFAIRS, VHA DIRECTIVE 1229, PLANNING AND
OPERATING OUTPATIENT SITES OF CARE 1 (2017) [hereinafter VHA DIRECTIVE 1229],
https://www.va.gov/vhapublications/viewPublication.asp?pubID=5439.
72 Kizer, supra note 67.
73 Id
74 See VHA DIRECTIVE 1229, supra note 71, at 2-4.
7 See Vet Center Program, U.S. DEP'T VETERANS AFFS., https://www.vetcenter.va.gov/ (last
updated Jan. 17, 2018).
76 History - VA History, U.S. DEP'T VETERANS AFFS.,
https://www.va.gov/about-va/vahistory.asp (last updated Mar. 8, 2018).
77 Id.
78 Fast Facts on US Hospitals 2018, AM. HOSP. Ass'N, http://www.aha.org/research/rc/stat-
studies/fast-facts.shtml (last visited Feb. 28, 2018).
79 Industry FAQs, URGENT CARE Ass'N AM.,
http://www.ucaoa.org/general/custom.asp?page=IndustryFAQs (last visited Mar. 22, 2018).
80 Find Locations, U.S. DEP'T VETERANS AFFS., https://va.gov/directory/guide/home.asp
(search address field for "Boone, NC" and select facility field for "Medical Facilities (ALL)").
8 See Mountain Home VA Healthcare System, DEP'T VETERANS AFFS.,
https://www.mountainhome.va.gov/locations/Jonesville.asp (last updated Nov. 22, 2016).
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