
39

INTRODUCTION
The poor health of rural communities is well-es-
tablished in literature, vividly illustrated by con-
sistently reduced scores in health metrics. 
One example is urban-rural discrepancies in 
life expectancy. From 2006 to 2009, residents 
of nonmetropolitan counties were expected 
to live 76.8 years compared to 78.8 years in 
metropolitan counties [1]. Compounding this 
disparity is its stagnation; urban lifespans 

have steadily increased over time, while rural 
lives have remained at their current length for 
decades [2]. Only half a year separated rural 
and urban lifespans from 1971 to 1974, but 
this gap quadrupled to 2.0 years from 2005 to 
2009 [1]. Rural populations also have a high-
er prevalence of obesity than metropolitan 
populations [3,4]. With close ties to chron-
ic, severe illnesses such as type 2 diabetes, 
high obesity rates imply poor health [5,6].
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Rural mental health is challenged as well. In 
rural areas, all psychiatric disorders except for 
non-PTSD anxiety disorders are more prev-
alent [7]. Furthermore, from 1999 to 2016 in 
rural areas, drug overdose deaths increased by 
749.4% and the suicide rate for those aged 25 
to 64 years increased by 38.3% [8]. These sta-
tistics led the NIH to establish rural residents 
as a health-disparity population [9].
 The healthcare struggles of rural ar-
eas are both distinct and difficult to overcome, 
rooted in the unique communities, cultures, and 
environments of a rural context. For instance, 
healthcare workers cite different obstacles 
in the workplace depending on their locality. 
Compared to urban providers, rural providers 
report struggling more with provider scarcities, 
finding continuing medical education, and stay-
ing compliant with the Health Insurance and 
Portability Accountability Act, a law that dictates 
acceptable usage and privacy protocols for 
medical records [10]. Rural culture is distinct as 
well, emphasizing family, traditionalism, trust, 
and independence. Cultural competence is 
paramount in rural health to gain patient trust, 
correctly and appropriately convey information, 
and foster accessibility [11]. However, propor-
tionally few providers are recruited from rural 
backgrounds, promoting a cultural disconnect 
[12], facilitating the high patient-to-provider 
ratios that characterize rural healthcare [10]. 
Providers that fail to understand these values 
encounter community distrust and struggle to 
meet patient needs [13].
 A defining struggle in rural health is long 
geographic distances. Compared to those in 
large metropolitan counties, five times as many 
rural households have no car and live further 
than a mile from a grocery store [1]. These vast 
distances spawn communication issues that 
hamper patient-provider contact, block cohe-
sion between services, and damage efficiency, 

all of which limit healthcare access, making 
accessibility a prominent issue in rural health 
[14,15]. Rural providers, already few in num-
ber, are spread thin over vast distances; lower 
service demand due to diffuse populations 
particularly affects specialists, who cluster in 
urbanized areas to support their practice [16]. 
High business expenses minimize profit mar-
gins for rural providers as well [17]. Large met-
ro counties have 263 specialists per 100,000 
people whereas rural counties see only 30 per 
100,000, contributing to reliance on primary 
care [16]. With greater dependence on primary 
care, rural areas also suffer from the nation-
wide shortage of general practitioners, where 
25-30 providers serve 100,000 people in both 
urban and rural areas [16]. 
 Less well-understood, however, are 
the obstacles faced by minorities within rural 
communities. Despite a common stereotype 
of ethnic homogeneity, rural areas are home 
to significant proportions of vulnerable de-
mographics and host a unique demographic 
makeup. The distinctions between rural and 
urban healthcare are mirrored by the distinc-
tions between rural minorities and the majority. 
Furthermore, this diversity is growing due to 
the growth of low-wage industries. The number 
of minorities in rural areas increased by 20% 
between 2000 and 2010, while the number of 
rural Whites remained largely the same [18]. 
Just as rural communities have unique needs, 
cultures, and contexts compared to metropol-
itan areas, so do individual minority groups. 
Issues that independently plague rural and 
minority populations overlap in the doubly-un-
derserved rural minorities, damaging patient 
outcomes [19]. Understanding these growing 
demographics is critical to serving their unique 
healthcare needs.
 Medicine that understands and ad-
dresses the impact of rural minority standing 
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is better able to reach these vulnerable pop-
ulations. This review will first identify several 
prominent demographics of rural areas: the 
disabled, Native Americans, veterans, and 
elderly. These are explored as illustrative case 
studies due to their high rural prevalence and 
availability of research. Their distinguishing 
factors are highlighted and, as these separa-
tions are identified, the overarching themes 
that unite these demographics emerge. Com-
mon ideas, observations, and challenges 
throughout rural minority health research are 
then explored. Keynote research motifs include 
ongoing research gaps on both rural health and 
rural minorities, leading to unaddressed issues 
and uninformed, ineffective policy. This contrib-
utes to another recurring theme, the invisibility 
of rural minorities in both public policy and the 
research world; the enduring struggles of these 
demographics is testament to this. Finally, the 
powerful negative effects of overlapping minori-
ty statuses continuously appears throughout 
research. Concluding this review is an analysis 
of these research themes and current deficien-
cies in our knowledge of these complex demo-
graphics.

OVERVIEW OF RURAL MINORITY HEALTH
 The rural-urban dichotomy in geogra-
phy, culture, and historical context has been 
well-described with demonstrated, quantifi-
able impacts on health. However, distinctions 
between rural demographics are less recog-
nized. For example, ethnic disparities in rural 
communities remain largely overlooked and 
undiscussed in literature [20]. Non-racial and 
non-ethnic demographic factors, such as the 
traits that define veteran, elderly, and disabled 
groups, are equally forgotten, rendering these 
groups invisible. Small population sizes and 
lack of representation in healthcare further ob-
scure rural minorities, and underrepresentation 

of the rural perspective among medical provid-
ers and researchers encourage stereotypes of 
homogeneity. This melange of factors occludes 
the recognition of specific needs and contextual 
factors both in literature and in medical prac-
tice. This theme of unacknowledged distinctive-
ness underpins rural minority health research.
 Such lack of recognition conceals the 
desperate status of rural minority health. A 
strong recurring theme in literature is how inter-
secting geographic and minority disadvantages 
damage patient outcomes. As medically-under-
served groups make up great amounts of rural 
populations, substantial amounts of people 
suffer from these intersections. For example, 
spatial isolation and low healthcare accessi-
bility disproportionately impact rural minorities 
compared to their urban counterparts or the 
rural majority [20,21].
 Compounding these common chal-
lenges are the unique struggles of individual 
groups, such as the powerful yet cryptic effects 
of social and cultural contexts. Apostolopoulos 
et al. see syndemics as the defining factor of 
rural minority health, describing the pathogenic 
interaction of biological and social factors [22]. 
The effects of syndemics appear frequently in 
literature; even cursory reviews of rural minori-
ty research underscore their obvious strength. 
For example, among Black Americans, several 
struggles – structural racism, inequitable so-
cial, education, labor, and health policies, and 
economic – are linked to trauma, stress, and 
syndemics [22]. Rurally, research regarding 
the magnitude of hardship for minorities takes 
disproportionately little notice of these con-
textual effects. This invisibility amalgamates 
with other factors, such as high and increasing 
rates of rurally-concentrated poverty and high 
employment in dangerous industries like man-
ufacturing, to injure rural minority health [23]. 
Furthermore, for non-white rural residents,
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the white-dominated rural setting means that 
specific cultural needs and experiences find 
little understanding. Coethnic networks and 
communities are sparse due to diffuse popu-
lations, and culturally-intelligent resources are 
few and far between. A prime example is in the 
rural Native American community, which strug-
gles with fragmented healthcare services, low 
funding, and lack of community support [16]. 
Unsurprisingly, its members experience re-
markably poor health even compared to other 
rural underserved [2].
 All of these factors combine to produce 
visible, quantifiable damage to health. Rural 
minorities have lower life expectancies, see 
higher mortality rates, rate their healthcare 
as lower quality, receive fewer preventative 
services, and suffer higher rates of chronic 
disease compared to their urban counterparts 
[6,24]. Table 1 summarizes health statistics in 
rural ethnic and racial demographics [20]. 
 The complex aggregation of social, 
cultural, and geographic factors generates the 
current healthcare plight of rural minorities. 
“Health outcomes are inexorably linked to ZIP 
code, are notably worse for the millions who 
live in rural and underserved communities and 
are further compounded by health disparities 
common among racial and ethnic groups.” [21] 
Interventions to address social determinants of 
health are equally as important as secondary 
prevention and treatment efforts yet remain 
underutilized in policy due to poor recognition 
of these determinants. [25] Research is limited 
for all rural minorities, but available literature 
reveals the distinctive qualities of each group 
as well as overarching patterns that unite them. 
Understanding the interplay of unique chal-
lenges and broader factors will allow for more 
powerful interventions in these underserved 
communities.

NATIVE AMERICANS
 Native Americans exemplify the strug-
gles of rural minorities, experiencing some of 
the poorest health outcomes in America de-
spite their intimate ties to rural land: in 2010, 
29% of Native Americans lived in rural areas 
compared to 15% of the U.S. population [26]. 
Furthermore, where other rural ethnicities have 
experienced gradual but measurable gains in 
healthcare access and quality, lingering histori-
cal biases and social factors continue to nega-
tively affect Native American health [27].
 Notably, rural Native Americans suffer 
one of the highest risks of maternal and infant 
mortality in the U.S [21,28], high rates of men-
tal illness, stress [27], substance abuse [29], 
and suicide [24], and damaged mental well-
being as well [4]. Native Americans also suffer 
higher mortality rates of preventable disease. 
Per 100,000 people, pneumonia and influen-
za kill 26.6 Native Americans per year versus 
15.1 for all races, and heart disease kills 194.7 
Native Americans as opposed to 179.1 for 
all races [29]. Unsurprisingly, the rural-urban 
disparity in life expectancy is exaggerated for 
Native Americans, where a gap of 11 years 
stands between metropolitan and nonmetropol-
itan Indigenous lifespans [1]. Economic obsta-
cles hinder Native healthcare, as well: 33% of 
rural Native Americans report recent problems 
accessing healthcare, and 28% recently expe-
rienced major problems paying medical bills. 
High costs do not indicate high quality, either, 
as 28% of rural Native Americans reported 
recent problems with quality of healthcare [30].
 Perhaps one of the greatest issues 
faced by this group is healthcare fragmen-
tation. “Services and support for health and 
social programmes are typically fragmented 
in Indigenous populations… Fragmentation 
results in the isolation of symptomatic issues—
addiction, suicide, fetal alcohol syndrome, poor 
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housing, and unemployment—followed by the 
design of stand-alone programmes to try to 
manage each issue separately.” [31] Fragmen-
tation is bred by chronic underfunding, small 
populations, and long geographic distances 
[32], and as a population known for its small 
size and economic hardship, Indigenous health 
is the paragon of such fractionation. Frag-
mented healthcare services interrupt cohesion 
between services, leading to poor outcomes, 
inaccessibility, and inefficient resource use 
[33]. The Indian Health Service (IHS), which 
only provides non-comprehensive health insur-
ance and experiences chronic underfunding, 
suffers extensively from fractionation [29]. As 
many rural American Indians/Alaska Natives 
receive healthcare through the IHS (approxi-
mately 1.5 million of 4.1 million Native Ameri-
cans [34]), a great number of rural Indigenous 
encounter fractionated, underfunded health-
care: 46% of American Indian/Alaskan Natives 
receiving care through the IHS experienced 
funding shortfalls and subsequent reductions in 
healthcare [29]. 
 More factors than just the IHS affect 
rural Native American healthcare, such as stark 
socioeconomic status. Compared to the total 
U.S. population, Native Americans working full-
time earned less and were more likely to live in 
poverty compared to non-Hispanic whites [26]. 
There are also substantial differences between 
the experiences of rural Native Americans and 
whites not only in healthcare discrimination, 
but also in police treatment, racial violence, 
and housing [30]. Health outcomes are not 
produced in a vacuum; social factors influence 
healthcare at all levels, from policymaking to 
patient-provider interactions, to generate palpa-
ble impacts [21,25]. Rural Black and Hispanic 
Americans suffer the same pattern, where 
structural racism influences health to damage 
outcomes [35]. From the poorer healthcare out-

comes across all rural ethnic minorities, we see 
how minority standing in majority-white rural 
areas affects patient outcomes. Interventions in 
rural Indigenous healthcare struggle to address 
these. Prominently, even the introduction of 
the IHS, specifically created to address Native 
American healthcare, made little change in Na-
tive American healthcare over time [29]. Other 
interventions outside of the IHS are primarily 
targeted at individuals and communities [63]. 
While helpful, the greater systemic pressures 
on rural Native Americans remain, thus no sub-
stantial, national change in Indigenous health 
has been accomplished. 
 Rural Native Americans’ twice-erased 
status in locality and ethnicity contributes to 
their current healthcare struggles. Thus, the 
healthcare effects of such a unique context are 
forgotten. As indigeneity is an inherently social 
and cultural concept, poor Indigenous health is 
rooted in cultural factors such as loss of com-
munity, lack of land connection, and feelings of 
spiritual, emotional, and mental disconnected-
ness [31]. This disconnection is a great mental 
burden: the rural Indigenous experience the 
highest suicide rate out of all rural demograph-
ics, double that of rural whites and twelve times 
that of rural African- and Asian-Americans [24]. 
The fractionated state of rural Native health-
care mirrors this disconnection. Overall, the 
rural Indigenous have not received the benefit 
of medical advancements, leading to stagnated 
improvement in health [21].
 The pervasive stereotype of rural com-
munities as homogenous oversimplifies them, 
rendering the diverse experiences of ethnic 
and racial constituents invisible. Such invisibil-
ity affects healthcare at all levels, from public 
health initiatives and funding to patient-pro-
vider interactions. This invisibility is woven 
throughout rural health research, not just 
among the Native American population. Other 
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rural health researchers have commented on 
the difficulty of finding high-quality samples, 
trends, and pre-existing research. The issues 
dogging the unseen rural Indigenous -- eco-
nomic, social, and cultural, not just in health-
care -- have halted improvement in their health 
as others advance.

DISABILITY
 Rural populations have markedly high 
proportions of disability. Compared to metro-
politan adults, rural adults are 9% more likely to 
report having any disability, 24% more likely to 
report having more than one disability [36], and 
are more likely to have hearing or vision loss 
[4]. Low workforce participation and economic 
constraints facilitate the high rates of pover-
ty experienced by disabled households [37]. 
Despite the substantial presence of disability in 
rural areas, the rural disabled are a rare topic in 
healthcare research [21].
 Accessibility frames the daily lives 
of disabled people. In a healthcare context, 
disability management and quality of life are 
contingent on accessible, high-quality care, as 
the disabled community requires more health 
services than abled persons [38]. Thus, rural 
scarcity of both specialty and primary care, a 
necessity in the lives of many disabled people, 
disproportionately impacts this population.
 Geographic inaccessibility defines rural 
areas, where vast distances between services 
make car travel essential. As driving requires 
well-functioning sight, hearing, cognitive abili-
ty, and mobility, many disabled people cannot 
drive long distances and struggle to access 
care. Provider scarcities build only more ob-
stacles, as many disabled people struggle 
to locate specialist care for disability-specific 
services [38]. The vacuum of nonurban special-
ty care impacts the health of the rural disabled, 
who need these services most. Rural residents 

rely heavily on primary care providers as well, 
even to manage conditions largely overseen 
by specialists [12]. Regardless of the fact that 
primary care cannot provide the same services 
as a specialist, the shortage of rural primary 
care inordinately affects the rural disabled, for 
whom consistent access to healthcare is crit-
ical. Low socioeconomic status magnifies the 
effect of provider scarcity. Many disabled adults 
(42.0%) depend on Social Security Disability 
Insurance or Supplemental Security Income 
as well, including services such as Medicare 
[38]. As these public programs pay around half 
of what private insurance pays practitioners 
[39], providers have less incentive to care for 
rural disabled, further limiting care options. 
Financial barriers also impede access to care: 
working-age adults with disabilities are much 
more likely than those without to report inability 
to pay medical bills, problems paying medical 
bills, and not accessing care due to cost [38].
 A recurring theme throughout rural 
minority healthcare is the numerous overlaps 
between marginalized populations. Few de-
mographics exemplify this better than rural 
disability. Non-White populations [37] and 
veterans experience higher rates of disability 
and veterans have high rates of disability as 
well [40]. The elderly often encounter disability 
as they age, and healthcare obstacles in these 
separate populations frequently overlap, as 
in transportation struggles, high incidence of 
poverty, and dependence on public programs. 
Overall, frequent overlaps with underserved 
groups results in rural disability generating 
more destitute outcomes.
 Disability and rurality have a close 
relationship that directly affects healthcare and 
quality of life. Several layers of inaccessibility 
hinder rural health, from financial to geograph-
ic, and the overlap of disability status with 
other individual factors lends further com-
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plexity to rural disabled healthcare. However, 
research into the rural disabled is noticeably 
lacking despite a critically underrepresented 
status. For example, the interplay of disability 
with other minority standings is known in only 
very broad, general trends. Financial impacts 
remain understudied as well. Further research 
to characterize rural disability is needed to fully 
understand its effects and its intersections with 
other groups.

VETERANS
 Rurality and veteranship are closely 
tied, with approximately 4.7 million veterans 
currently living in rural and highly rural areas 
[41]. Unsurprisingly, the issues that plague rural 
healthcare merge with veteran-specific traits to 
damage rural veteran health, resulting in low 
health-related quality-of-life scores for rural vet-
erans compared to their nonrural counterparts 
[42]. Institutional underfunding and high intrin-
sic rates of disability are some of the prominent 
factors affecting the health of rural veterans.
 Similar to the struggles of the IHS, the 
Veterans Health Administration (VHA) has seen 
regionalization and cutting of rural services due 
to small service populations and limited financ-
es [7,43]. Dilute service populations require the 
establishment of large referral regions and, as a 
result, VHA tertiary care referral centers tend to 
be located in urban areas even if many clients 
are rurally-located [43]. This creates referral 
systems that are geographically separated from 
patients. For veterans, this disconnection exac-
erbates foundational issues in rural healthcare, 
generating long travel times and augmenting 
the lack of specialty care. As illustrated in the 
rural Indigenous, fractionation and defunding of 
healthcare is common among the rural under-
served and damages healthcare outcomes. 
 As found above, disability frequently 
intersects with other minority statuses to im-

pact health, exemplified by the high rates of 
disability among veterans. 29% of veterans are 
classified by the US government as having a 
service-connected disability [40] compared to 
the general disability rate of 4.3% [44]. Ser-
vice-connected disabilities include physical 
maladies as well as mental illness, with mental 
illness being a defining veteran’s issue. Of vet-
erans utilizing Veterans Affairs health services, 
21.8% are diagnosed with post-traumatic stress 
disorder and 17.4% are diagnosed with depres-
sion, proportions much higher than in civilians 
[44]. High disability rates affect more than just 
health, contributing to, for example, high rates 
of household poverty. 13.19% of disabled 
veterans are in poverty compared to 5.51% of 
non-disabled veterans, damaging quality of life 
and introducing financial barriers to healthcare 
[37].
 Mental illness is a prominent veteran 
struggle due to traumatic experiences and mil-
itary culture discouraging the use of behavioral 
healthcare. Veteran suicide rates increased by 
15% for men and 35% for women from 2001 
to 2010 [45]. Rural veterans struggle even 
more: physical and mental health scores are 
far lower for nonurban veterans compared to 
urban veterans, showing the larger burden of 
mental illness for rural veterans [7]. The lack 
of care sensitive to veterans’ particular needs 
and context, such as for mental health, fuels 
these struggles. If rural healthcare is sparse in 
general, there are less informed on the specif-
ic circumstances of veterans. Military culture, 
with values of strength and independence, 
impacts how veterans approach healthcare; 
effective healthcare for veterans is sensitive to 
these cultural considerations and the distinct 
obstacles veterans face [40].
 Though veteranship holds unique 
contextual considerations for healthcare, 
recurring challenges across minorities impact 
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this population. Demographic-specific health-
care organizations struggle to support diffuse 
rural populations, demonstrated in rural Native 
Americans with the IHS and in veterans with 
the VHA. Similarly, the lack of veteran-specific 
care echoes the cultural gaps that impact the 
rural Indigenous. Predominately white provid-
ers struggle with the specific issues surround-
ing the Indigenous; metropolitan providers 
struggle to fully appreciate rural culture; the 
effects of military culture often go unrecognized 
by civilian providers. Military values emphasize 
“the physical and mental well-being of soldiers, 
as well as their independence and self-reli-
ance…” discouraging veterans from seeking 
healthcare [40]. Nonmilitary providers unaware 
of these considerations thus struggle to reach 
veterans. Coupled with rural obstacles to care, 
there is little incentive for veterans to pursue 
healthcare, facilitating health disparity.
 Rural veterans, by virtue of both their 
locality and life experiences, represent a 
deeply underserved population. Thinly-spread 
health services, lack of funding, high disabil-
ity and poverty rates, poorly-defined referral 
areas, and care uninformed on military culture 
combine to generate uniquely poor health 
circumstances for rural veterans. This mixture 
of struggles incorporates wider issues in rural 
health and unique contextual obstacles. The 
poorer health of veterans, reflected in high sui-
cide rates and reduced quality of life, is rooted 
in many different factors, difficult to untangle 
from each other but powerful in their combined 
effect.

ELDERS
 Quiet, idyllic, and slow-paced, rural 
locales make popular retirement destinations. 
25% of the rural population is age 65 or older, 
though the elderly constitute 12% of the U.S. 
population [48]. More Americans are reaching 

retirement age and increasing this propor-
tion, foreshadowing growth of current issues 
with provider shortages [49]. The effects of 
this shortage are compounded by the inten-
sive healthcare needs of elderly patients. The 
medical intricacy of aging merges with issues 
in service access and provider shortages to 
establish the elderly as a medically vulnerable 
population. Rural geography and overlaps with 
other minority statuses only exacerbate these 
issues.
 Elderly patients benefit from special-
ty healthcare that is trained in complex and 
aged patient care [48,50]. However, a drastic 
shortage in geriatricians is developing, espe-
cially in rural areas [51]: for example, 56% of 
geriatric fellowship spots remained unfulfilled 
in the 2015 Main Residency Match of the 
National Resident Matching Program [52]. 
Rural elders thus suffer not just from broad 
deficiencies in rural specialty care, such as 
cardiology for age-related heart disease, but 
for a demographic-specific specialty trained in 
their specific needs. Mental health is also se-
verely underemphasized in the elderly. Social 
and spatial isolation plague the rural elderly 
[49], yet psychological services to cope with 
such loneliness are scarce [54]. Suicide risk 
increases significantly after age 65, and 18% 
of completed suicides in 2019 were by older 
Americans [55]. Aside from specialty care, rural 
elders encounter pronounced challenges in pri-
mary care access, such as physical frailty and 
long geographic distances [5]. Compounding 
this hardship is insufficient public transporta-
tion in rural areas [17].
 Care that would circumvent these 
physical barriers, such as home-based support 
services, is lacking. Limited provider availabili-
ty, inadequate transportation, poor telecommu-
nications access (i.e. poor Internet and tech-
nological literacy in elders), and low caregiver 
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recruitment and retention plague these ser-
vices [14,17]. The same issues that haunt all of 
rural healthcare impact home health, damag-
ing the health of rural elders who need these 
services most. 
 Socioeconomic factors also impact the 
elderly. High poverty rates in rural elders intro-
duce financial barriers to care. Compared to 
urban areas, rural elders have lower incomes 
and are more likely to be below the poverty 
line. Although they are more likely to own their 
homes, those homes are more likely to be 
substandard [55]. Greater reliance on Medic-
aid and Social Security may also limit provider 
options [55]. Long distances to work or support 
services only worsen financial issues. Overall, 
vast distances may impose insurmountable 
barriers to healthcare, employment, prescrip-
tions, or social services for rural elders [56].
 As American lifespans stretch longer 
and more retirees seem to seek calm, idyllic 
towns and views, healthcare in the rural elderly 
will only become more important. These el-
ders, however, will find only sparse healthcare 
services, whether in primary care, specialty 
care, or home health. Frequent intersections 
with other marginalized statuses mar the health 
outcomes of rural elderly as well. For example, 
56% of the 2.8 million rural veterans enrolled 
in the VHA are over the age of 65 [57]. Fur-
thermore, the proportion of ethnic and racial 
minority groups among the American elderly is 
expected to rise sharply in coming years: the 
percentage of elderly non-Hispanic whites is 
expected to drop from 78% in 2014 to 55% in 
2060 [49]. Throughout rural health, overlapping 
circumstances facilitate poor outcomes, and 
rural elders follow the same pattern [56]. Little 
research has been completed about these 
overlaps, however, leaving a number of unan-
swered questions. 

ONGOING KNOWLEDGE GAPS
 The experiences of rural minorities 
are important to consider in rural health due 
to the surprising heterogeneity of rural areas. 
Factors that independently affect minority and 
rural populations overlap to damage healthcare 
quality and access. The intricacy and signif-
icant numbers of rural minorities make them 
critical aspects of rural areas, yet are often 
overlooked. Current research into rural minority 
health highlights unique challenges of each 
demographic and implies universal challenges 
that unite them. Some overarching patterns 
include the magnification of extant rural health 
issues for minorities, socioeconomic obsta-
cles, and underfunded programs for specific 
demographics. Of these patterns, persistent 
invisibility in their own communities and health-
care itself is the most consistent and impactful. 
Such invisibility camouflages the impact of 
rural minority standing on health, causing it to 
be overlooked and understudied.
 Large, ongoing gaps in our knowledge 
unify rural minority research, with rural Native 
Americans being a prime example of these 
gaps. The Indigenous are a group already 
poorly-understood, with the rural Indigenous 
only doubly so. Small samples and inconsis-
tencies in research methods, such as how 
tribes and ethnic groups are merged, make 
the Indigenous difficult to research and con-
tribute to the lack of literature surrounding 
them [33]. Baldwin et al. report that, even for 
a basic measure such as mortality rate, “few 
studies have reported [American Indian/Alaska 
Native] mortality nationally and stratified by 
residence location.” [58] Other minorities suffer 
the same invisibility. For the disabled commu-
nity, little is known about disability prevalence 
and types of disability by urbanization level 
[36]. For rural elders, demographic-specific 
issues such as elder mistreatment are known 
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to be understudied, and such issues affect 
rural elders even more due to geographic 
obstacles in knowledge and intervention efforts 
[49]. As for veterans, there is little information 
on current  suicide rates, let alone historical 
trends, who make up great proportions of rural 
areas [45]. Multiple-minority demographics 
are doubly affected by these gaps and remain 
chronically understudied.
 Knowledge gaps are particularly wide 
in rural minority mental health. This is deeply 
concerning for a number of reasons. As both 
rural and minority populations experience sepa-
rate shortages in mental health services, a poor 
understanding of these overlaps is deeply detri-
mental [15]. Jensen et al. argue that rural areas 
require stronger interventions to overcome 
mental health deficits, as the combination of a 
distinct culture and strong, established barriers 
to behavioral health care damage accessibility 
and quality [59]. They echo King et al. who, 
in reference to rural Native Americans, argue 
that further research into social determinants of 
health will form better interventions [31]. Across 
demographics and healthcare specialties, 
research agrees that a broad lack of research 
makes effective solutions difficult to form.
 More broadly, research into rural health-
care itself is lacking. Many studies are limited 
to phone surveys or analyses of aggregated 
hospital data, a shaky choice of data collection 
considering the rapid closures of rural hospitals 
[60] and rural dependence on small clinics and 
private practices. General consensus holds that 
rural health is poorer than that in urban areas, 
but large-scale studies in specific health indi-
cators are scarce. For example, even as the 
US has defined increasing life expectancy as a 
key goal [61], few studies analyze rural-urban 
life expectancy disparities and factors affecting 
lifespan. Literature examining the plight of rural 
specialty care is also diffuse. Cyr et al. find an 

“...insufficient understanding of differences in 
facilitators and barriers between U.S. urban 
versus rural specialty care. While conceptual 
frameworks exist to guide these efforts... none 
specifically focus on US urban versus rural 
specialty care.” [62] A lack of research leaves 
the details of rural health unexplored.
 The depth and persistence of these 
knowledge gaps may render interventions in 
rural minority health ineffective. For example, 
Apostolopoulos et al. identify several common 
yet low-leverage interventions (e.g., self-man-
agement education) often employed in rural 
communities that generate underwhelming 
results [22]. Our thready understanding of rural 
areas, frequently informed by stereotypes and 
assumptions, obscures more effective solu-
tions. Thus, the health of the rural underserved 
stagnates and declines. 
 Previous literature unanimously agrees 
that rural communities and their substituent 
minority groups are distinct from both urban 
populations and each other. Each demographic 
has particular needs, values, and problems 
influenced by unique contextual and cultural 
factors; however, research has not fully stud-
ied the effect of intersecting minority statuses. 
Such research gaps preclude a complete un-
derstanding of the unique context of minorities, 
impeding the implementation of solutions to 
uplift individual demographics and rural com-
munities as a whole. A richer understanding of 
the rural minority experience -- their unique, 
defining factors, their prevalence, and their 
historical context -- will illuminate effective 
solutions and additional factors to bridge the 
gap between them and their urban counter-
parts. Targeted research into rural minorities is 
a direct pathway to this deeper understanding. 
As shown in literature, there are several unan-
swered questions about the specific challenges 
rural minorities face, occluding effective solu-
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tions. There is a wealth of information still to be 
gained about these highly complex, incredibly 
interesting groups. Greater research efforts will 
increase public awareness and direct effective 
interventions, creating decisive changes to 
overcome these ongoing challenges.
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