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Abstract

This paper examines the impact of rural hospitals closures in the United States on African Americans health care
access with focus on the South region (Black Belt). Specifically, the paper argues that rising rural hospital closures
has disproportionate impact on African Americans and has exacerbated the health disparity between African
Americans and Whites. In addition, the paper will examine the underlying socioeconomic factors influencing
African Americans health outcomes in the South. Furthermore, the paper will add to the body of knowledge and
literature on the subject of African Americans health disparity in the United States, with implications for public
policy. African Americans health disparity in the United States is a long-standing problem. The rising closures of
rural hospitals that provide critical care to historically underserved populations including Blacks has made the
situation worse. The closures has made it more difficult for African Americans to obtain basic health care services
and has resulted to diminishing access to care and persistent gaps in health quality for African Americans. The
health disparity problem will be analyzed in the context of four underlying factors: race, discrimination, costs, and
poverty. Methodically, the study is a narrative literature review and data analysis of previous and current works
using Boolean search technique. The study finds and further re-affirm that race, discrimination, costs, and poverty
contribute to African American health disparity in the United States. Based on the findings, the study concludes
that rural hospital closures has disproportionate impact on African Americans health compared to Whites. To
address the inequity, the study recommends better funding and resources for rural hospitals, Medicaid expansion,
enhanced reimbursement incentives for health providers who practice in rural communities, strengthening federal
health programs that support rural residents, such as, Essential Communities Providers (ECP), Federally Qualified
Health Centers (FQHCs), Rural Health Centers (RHCs), Health Professional Shortage Area (HPSA). In this paper,
the terms “Black (s),” “Black Americans,” and “African Americans” are used interchangeably.
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I. Introduction
The aim of this paper is to examine the impact of rural hospitals closures (Table 2) on African Americans health
care access in the United States, particularly, in the South. Specifically, the paper argues that rural hospitals
closures have disproportionate impact on African Americans and have further widened health disparity between
Blacks and Whites. In addition, the paper will examine the underlying socioeconomic factors influencing African
Americans health outcomes in the South with implications for public policy thereof. Before going further, it will
be in order to define health disparity in the United States. According to the U. S. National Institutes of Health
(NIH, 2014), “Health disparities are differences that exist among specific population groups in the United States
in the attainment of full health potential that can be measured by differences in incidence, prevalence, mortality,
burden of disease, and other adverse health conditions.”

The examination of the impact of rural hospitals closures on the African American population in the South
region is necessary for three reasons. First, majority of African Americans in the United States live in the South.?

! Per North Carolina Rural Health Research Program (NCRHRP) rural hospitals closures data is available beginning 2005 to the present. This
is the time covered in this paper.

2 The term “South” is defined in a variety of ways. For the purposes of this paper and consistency, we will follow the U.S. Census Bureau’s
definition that include the following 16 states (including Washington, DC): Alabama, Arkansas, Delaware, Florida, Georgia, Kentucky,
Louisiana, Maryland, Mississippi, North Carolina, South Carolina, Oklahoma, Tennessee, Texas, Virginia, and West Virginia (Figure 1).

U.S. Census Bureau. Census Regions and Divisions of the United States.
https://www?2.census.gov/geo/pdfs/maps-data/maps/reference/us_regdiv.pdf.

3 Analysis of U.S. Census Bureau data (Table 1), show that 55 percent of the African-American population lived in the South as of 2018
compared to 35 percent of white population. The ten states with the largest black population in 2018 were Texas, Georgia, Florida, New York,
North Carolina, California, Illinois, Maryland, Virginia, and Louisiana. Combined, these 10 states represent nearly 60% (59.06% exactly) of
the total black population in the United States.
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As such, the research findings can be generalized as representative of Black health care inadequacy problem in the
general U.S. population. Second, the South has the highest percentage of people living in poverty and without
health insurance in the United States, with Black poverty and health inequity in particular disproportionately higher
than that of whites. As Brookings Institution scholars, Shambaugh, Nunn, and Anderson (2019) observed,
“...poverty in the Deep South tend to be much higher in counties with high black populations.” Third, the South
has historical resistance to African American equity including health care access (Dent, 1949; Daniel, 1970;
Beardsley, 1986 and 1987; Smith, 1998, 1999, 2005a, 2005b; Reynolds, 1997a) and the rural hospitals closures
has aggravated the problem, calling for urgent and necessary policy measures to address the disparity.
Figure 1: Census Regions of the United States
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Source: Adapted from U.S. Census Bureau

https://gis—

portal.data.census.gov/arcgis/apps/MapSeries/index.html?appid=7a41374f6b03456e9d138cb014711e01
Table 1: African American Population by State in the South, 2018

State Population White Black % Black
United States 308,745,538 241,937,061 40,250,635 13.0
Alabama 4,779,736 3,362,877 1,259,224 26.3
Arkansas 2,915,918 2,342,403 454,021 15.6
Delaware 897,934 645,770 196,281 21.9
Florida 18,801,310 14,808,867 3,078,067 16.4
Georgia 9,687,653 6,144,931 2,993,927 30.9
Kentucky 4,339,367 3,864,193 342,804 7.9
Louisiana 4,533,372 2,902,875 1,462,969 323
Maryland 5,773,552 3,541,379 1,731,513 30.0
Mississippi 2,967,297 1,789,391 1,103,101 37.2
North Carolina 9,535,483 6,898,296 2,088,362 21.9
Oklahoma 3,751,351 2,851,510 284,332 7.6
South Carolina 4,625,364 3,164,143 1,302,865 28.2
Tennessee 6,346,105 5,056,311 1,068,010 16.8
Texas 25,145,561 20,389,793 3,070,440 12.2
Virginia 8,001,024 5,725,432 1,579,414 19.7
West Virginia 1,852,994 1,746,513 63,885 34
Washington, DC 601,723 251,265 310,379 51.6
Total South Pop. 114,555,744 85,485,949 22,389,594

% South Population 37.1 353 55.6

Source: U.S. Census Bureau, American Fact Finder

“Annual Estimates of the Resident Population by Sex, Race, and Hispanic
Origin for the United States, States, and Counties: April 1, 2010 to July 1, 2018.”
Author calculation
https://www2.census.gov/programs-surveys/popest/tables/2010-
2018/state/asrth/PEPSR6H.pdf
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Table 2: Rural Hospitals' Closures by State in the South, 2 2005-Present*

State Closures No. of Beds %Total Closures
Alabama 7 180 4.1
Arkansas 3 143 1.8
Delaware

Florida 5 157 29
Georgia 7 227 4.1
Kentucky 5 163 2.9
Louisiana 2 127 1.2
Maryland 1 3 0.6
Mississippi 6 290 3.5
North Carolina 11 361 6.5
Oklahoma 9 332 5.3
South Carolina 4 208 2.4
Tennessee 13 550 7.6
Texas 24 908 14.1
Virginia 3 115 1.8
West Virginia 5 228 2.9
Total South Closures 105 3,992 61.8
Total US Closures 170 6,406

*Thru May, 2020

Source: North Carolina Rural Health Research Program

Cecil G. Sheps Center for Health Services Research

University of North Carolina at Chapel Hill
https://www.shepscenter.unc.edu/programs-projects/rural-health/rural-hospital-
closures/.

According to Byrd and Clayton (1992, p. 189) “the present black health crisis [disparity] is a
continuum...Since colonial times, the racial dilemma that affected America's liberal democratic system also
distorted medical relationships and institutions.” And while there are several studies on health care disparities by
rurality and race/ethnicity in the United States (Henning-Smith et al., 2019; Hung et. al, 2017; Glass, 2020;
Chicago Department of Public Health, 2019; Illinois Department of Public Health, 2018; Frakt, 2020; U.S. Institute
of Medicine, 2003, Mead et al., 2008; Iglehart, 2018), none has focused exclusively on the impact of rural hospitals
closures on health care disparity of African Americans in the South. This paper will bridge the gap in the literature.
There is a persistent and common pattern of inferior African American health in the United States (Dressler, 1993;
American Medical Association, 2005; Taylor, 2019). Researchers Riley, Hayes, and Ryan (2016) has pointed out,
“the U.S. health care system does not perform well for Black Americans. On average, they experience worse access
to care, lower quality of care, and poorer health outcomes than the nation as a whole. As a result, blacks are
substantially more likely than whites to die early from health conditions considered at least partially treatable or
preventable with timely and appropriate medical care.” Perhaps not in similar terms, health care scholars Michael
Byrd and Linda Clayton have called the African American health inequity “established slaveocracy” (1992, p.
189). Figures 2-6 speak volumes and unequivocally illustrative of Black health care disparity in the United States.

The rest of the paper is organized as follows: Section II is the literature review. Section III discusses health
disparity factors. Section I'V concludes the paper.

! A rural hospital is any short-term, general acute, non-federal hospital that is a. not located in a metropolitan county OR b. is located in a
rural-urban commuting area (RUCA) type 4 or higher OR c. is a Critical Access Hospital.
2 Nearly two-thirds or 105 (62%) of the total 170 rural hospitals closures in the United States from 2005-May 2020 was in the South.
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Figure 2: Preventable Death Rate for Blacks Is Double the Rate for Whites
Number of deaths per 100,000, 2012-2013
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Figure 3: Blacks More Likely than Whites to Lack a Usual Source of Care & Forgo
Care Because of Costs
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Figures 2 and 3 adapted from Pamela Riley, Susan L. Hayes, and Jamie Ryan (2016, July 15).
“Closing the Equity Gap in Health Care for Black Americans.” The Commonwealth Fund.
https://www.commonwealthfund.org/blog/2016/closing-equity-gap-health-care-black-americans.
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Figure 4: Black Women Are More Likely to Die from Heart Disease, Cervical Cancer, and Pregnancy
Related Causes than White Women

A black woman is 22% more likely to die
from heart disease than a white woman,

71% more likely to perish from

cervical cancer, and 243% more

likely to die from pregnancy-

or childbirth-related causes.

©

Data: Nina Martin and Renee Montagne, "Nothing Protects Black Women z 43 /
from Dying in Pregnancy and Childbirth,” ProPublica, Dec. 17, 2017. o

Figure 5: Disparity in Breast Cancer Mortality Rate among Black and White Women
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Data: American Cancer Society, Cancer Facts & Figures for African Americans 2016-2018(ACS, 2016).

Source: Figures 4 and 5 adapted from Martha Hostetter and Sarah Klein (2018). “In Focus: Reducing
Racial Disparities in Health Care by Confronting Racism.” The Commonwealth Fund.
https://www.commonwealthfund.org/publications/newsletter-article/2018/sep/focus-reducing-racial-
disparities-health-care-confronting.
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Figure 6: Black Infants Mortality Rate is Twice the Rate for White Infants
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Figure 6 adapted from Jamila Taylor (2019, December 19). “Racism, Inequality, and
Health Care for African Americans.” The Century Foundation.
https://tcf.org/content/report/racism-inequality-health-care-african-americans/

II. Literature Review
On March 23, 2010, then President Barack Obama signed into law a landmark comprehensive health reform
legislation, the Patient Protection and Affordable Care Act (PPACA). (PPACA is called the Affordable Care Act,
ACA, for short). At the bill signing ceremony President Obama declared: “We are a nation that faces its challenges
and accepts responsibilities...That is what makes us the United States of America...the core principle that
everybody should have some basic security when it comes to their health care.” While the ACA mandated national
insurance coverage expansion has led to significant improvements in health care coverage and access (Cohen,
Martinez, and Zammitti, 2016; Nwagbara and Ejigiri, 2018; Artiga, Orgera, and Damico, 2020) and “narrowed
longstanding racial and ethnic disparities in health coverage” (Artiga, Orgera, and Damico, 2020), continued
“racial/ethnic health disparities” remains one of “the most serious and shameful health care issue of the time”
(Peterson et al., 2018). Even after allowing for ACA coverage gains, “those most at risk of being uninsured” and
without access to care continue to be “persistently” higher among “low-income individuals, adults, and people of
color” (Garfield, Orgera, and Damico, 2019, p. 1). Garfield, Orgera, and Damico (2019, p. 2) goes further to state:
“As of 2018, most groups of color remained more likely to be uninsured compared to Whites. Moreover, despite
the larger coverage increases for groups of color, the relative risk of being uninsured compared to Whites did not
improve for some groups. For example, Blacks remained 1.5 times more likely to be uninsured than Whites from
2010 to 2018, and the Hispanic uninsured rate remained over 2.5 times higher than the rate for Whites.”
According to the U.S. Department of Health and Human Services (USDHHS, hereafter, Healthy People 2020)
“A health disparity is a health difference that is closely linked with social, economic, or environmental
disadvantage.” As such, the impact of rural hospitals closures on Black health in the South vis-a-vis in the United
States will be analyzed in context of four “closely linked disadvantageous” factors: race, discrimination, costs, and
poverty. The analytical context is important because health disparity analysis “without explanatory context can
perpetuate harmful myths and misunderstandings that actually undermine the goal of eliminating health inequities”
(Chowkwanyun and Reed, 2020). Williams and Jackson (2005) enjoined, “health and health disparities are
embedded in larger historical, geographic, sociocultural, economic, and political contexts.” Also, analytical
context will allow us to “gain” what Matthew Desmond, Harvard sociologist, called “analytical leverage on the
structures and dynamics of racial life in America” including health inequality. Furthermore, contextualization will
help address health inequity pathology in public debate by researchers, analysts, public health officials,
policymakers and, in the process “promote greater equality of life outcomes for all Americans” (Davis and Bangs,
2010), and “model a path forward towards broader racial equity...and perhaps America’s desperate need for racial
healing” (Matthew, 2018). The literature review is expanded continuation linking into health disparity factors
beginning with race.
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II1. Health Disparity Factors

A. Race

Over the past several decades, the health of Americans has improved as evidenced by dramatic increases in life
expectancy, declines in infant and maternal mortality, improved disease prevention, improved access to medical
and prescription drug insurance and primary care providers, passage of Medicare and Medicaid, hospital
desegregation (Williams and Rucker, 2000; Betancourt and Maina, 2004; USDHH, 2018; 2014; 2020; Beardsley,
1987; Thomas, 2006). As one analyst put it, “America has enjoyed public health triumphs” (Greenblatt, 2020).
However, challenges remain, especially, the disparity of care between African Americans and Whites. In 1985,
the USDHHS released the Report of the Secretary’s Task Force on Black and Minority Health, a landmark report
documenting the extent of health disparities among minorities in the United States. Also known as the Heckler
Report, it called such disparities “stubborn” and “an affront both to our [America’s] ideals and to the ongoing
genius of American medicine” (p. ix). Thirty years later in 2015, in a report to Congress, the Office of Minority
Health of the USDHHS noted, “persistent and well-documented health disparities continue to exist among racial
and ethnic minorities and underserved populations” (p.1). While there are other factors inducing Black health
disparity, such as, “health care systems, health care providers, patients and utilization managers” (Betancourt and
Maina, 2004), none compare to the problem of race (Franklin and Higginbotham, 2010; Woodward, 2002; Stampp,
1989; Equal Justice Initiative, 2013; King, 2011; Schulman et. al, 1999) because historically the pathogen of
“racism is America’s original sin” and it is well and alive. Michelle Williams, Dean of Harvard University’s T.H.
Chan School of Public Health, noted of the continuing pattern of health disparity based on race, “Racism is still
pernicious, pervasive and cutting short the lives of black Americans to this day” (The Economist, June 17, 2020).

The American philosopher, Cornel West, in his 1993 memorable book “Race Matters,” argued pertinently
that race still affects American life. Fifty years earlier in 1944, Gunnar Myrdal, sociologist and Nobel economist,
called race “An American Dilemma,” the title of his landmark study on race relations in the United States. Health
care of African Americans is no exception to the “dilemma.” “Race, and its by-product racism,” argued Harvard
health researchers, Boyd and Clayton (2001, p. 11s) “are major factors in the U.S. health system and help define
one of America's health dilemmas...the conflict between what the U. S. preaches in its creed compared to what it
practices.” They are not alone. Taylor (2019) “racism [race] is an important social factor leading to poor health
outcomes and economic disadvantage among African Americans, because not only is it a stressor, leading to wear
and tear on the body, but it also impacts who gets what in America, particularly health care.” Earlier, Boyd and
Clayton (2001, p. 11s) postulated: “Racism in medicine, a problem with roots over 2,500 years old, is a historical
continuum that continuously affects African-American health and the way they receive healthcare. Racism is, at
least in part, responsible for the fact African Americans, since arriving as slaves, have had the worst health care,
the worst health status, and the worst health outcome of any racial or ethnic group in the U.S.” In 2003, the U.S.
Institute of Medicine’s landmark report “Unequal Treatment” further disclosed, “racial and ethnic disparities in
health care do exist in the United States.” As a disadvantaged racial minority, Black health inherently has “unequal
treatment” (Smedley, Stith, and Nelson, 2003) compared to White’s.

African Americans have endured racism within American society for hundreds of years (Taylor, 2019) with
attendant harmful effects on their health. African Americans continue to have higher rates of morbidity and
mortality than Whites for most indicators of health and avoidable hospitalizations (Williams and Rucker, 2000;
USDHH, 2017). Like a chronic condition that will not go away, African Americans health care “unequal treatment”
has been historically prevalent and common in the United States (Dent, 1949; Daniel, 1970; Smith, 1998, 1999,
2005a and 2005b; Simkins v. Moses H. Cone Memorial Hospital, 1963; Reynolds, 1997b and 2004; Rogers, 2007).
“In the United States” argued Wood (2020) Black “health disparities broadly reflect historical injustice” and
“history of subpar treatment” (Paschal, 2020). Consequently, “Black Americans face worse access to care and
poorer quality of care than the nation as a whole...the death rate from treatable health conditions for US blacks is
twice the rate for US whites” (Riley, Hayes, and Ryan, 2016).

“Racism’s wear and tear,” argued Taylor (2019) “causes African Americans to die prematurely and
experience chronic illnesses and mental health challenges at higher rates than white Americans.” Research indicate
that racism has “a toxic effect” and is linked to health problems, but also the ability of African Americans to be
healthy—both mentally and physically (University of Southern California, 2019). Chronic diseases linked to
experiencing racism include heart attacks, neurodegenerative diseases, and metastatic cancer (University of
Southern California, 2019). In addition, according to a recent study published in the journal
Psychoneuroendocrinology, racist experiences trigger an increase in inflammation in African Americans, raising
their risk of chronic illness (Thames, Irwin, and Breen, 2019). In earlier study, University of Michigan researchers,
Geronimus et al. (2006) reached similar conclusion of the effect of racism on Black health. Using National Health
and Nutrition Examination Survey data, measured across biological indicators associated with exposure to
stressors, and ruling out poverty, the researchers propounded “weathering hypothesis” effect, meaning that African
Americans experienced more health decline than White Americans because of exposure to stressors. They
examined allostatic load scores - that is, the cumulative wear and tear on the body’s system because of the repeated
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adaptation to stressors (Taylor, 2019; McEwen, 1998) for adults aged 18—64 years. African Americans were found
to have higher allostatic load scores than Whites as a result of “living in a race-conscious society” (Geronimus et
al., 2006, p. 826). Inextricably linked to racial bias is “distrust from a legacy of discrimination” (Frakt, 2020) and
concomitant “effect of segregation on disparities” (Smith, 2005b), which as Richard Kahlenberg (2020) of the
Century Foundation noted, “segregation is the fundamental social architecture that has supported white
dehumanization of black people.”

B. Discrimination
Frakt (2020) “racial discrimination has shaped so many American institutions that perhaps it should be no surprise
that health care is among them. Put simply, people of color receive less care — and often worse care — than white
Americans.” Frakt is not alone. The literature indicate that because of racial discrimination African Americans
tend to receive low quality of care for basic hospital services (Ayanian, 1999; Noonan, Velasco-Mondragon, and
Wagner, 2016; Scott and Wilson, 2011; Gerend and Pai, 2008; Hostetter and Klein, 2018). Also, national data
show that African Americans not only have worse health outcomes (compared to whites), but also, they are more
likely than whites to die from preventable and treatable health conditions, such as, cardiovascular disease, diabetes,
asthma, cancer and HIV/AIDS (Betancourt and Main, 2004; Bloche, 2004; Peterson, et al. 2018; Clements, et al.
2020; Zachary, et al, 2020). Also, Black Americans and low income areas are more likely to have unnecessary
limb amputations and suffer medical malpractice than whites (Frakt, 2020; Stapleton et al., 2018; Stevens, et al.
2014; Feinglass et al., 2008; Goodney et al., 2014; Presser, 2020).

There are high levels of medical distrust linked to bad experiences and low quality of life among Blacks in
the United States (Kinlock, et al., 2017; Alsan, Garrick, and Graziani, 2018; Gaston and Alleyne-Green, 2013).
The infamous “Tuskegee Experiment,”! perhaps, represent the most egregious example of the reasons why African
Americans distrust the American health care system. Byrd and Clayton (1992, p. 196) called the Tuskegee
experiment “unethical experimentation on blacks.” The Tuskegee Experiment was organized by the U.S. Public
Health Service in Tuskegee, Alabama, from 1932 to 1972. It conducted a study of the effects of untreated syphilis
on 399 African American men with latent syphilis and 201 African American men without syphilis in the control
group (U. S. Centers for Disease Control and Prevention, n.d.), for the purpose to “better understand the natural
course of the disease”(Frakt, 2020). To achieve this aim and track the disease’s progression, the study participants
were “promised free medical care,” “lied to about the study and provided sham treatments” (Frakt, 2020).
Consequently, many of the subjects died, infected family members, went blind or insane or experienced other
severe health problems due to their untreated syphilis (Frakt, 2020; Nix, 2019). “As a result of the Tuskegee
Experiment,” wrote Nix (2019) “many African Americans developed a lingering, deep mistrust of public health
officials” in the United States. In a 1997 apology to the study survivors and their families, then President Clinton
called the Tuskegee study “America’s shameful past,” adding, “What was done cannot be undone...We can look
at you in the eye and finally say on behalf of the American people, what the United States government did was
shameful, and I am sorry” (The White House, 1997).

C. Cost
The cost of health care has long been a concern in the U.S., on both a national and a personal level (Hamel et al.,
2016). The United States health care system is the most expensive in the world (Davis et. al., 2014), and cost
remains the major impediment to health coverage in the United States (Nwagbara and Ejigiri, 2018). A brief
overview of the cost problem will be in order. In the United States, nearly one in every six dollars spent goes to
health care, yet, almost one in every six American lack coverage that would ensure access to medical care (Brauchli,
2010). A recent report indicated that 45% of uninsured adults said that they tried to get coverage but did not
because it was too expensive (Tolbert, Orgera, and Singer, 2019), while 53% had problems paying household
medical bills in the past year (Hamel, et al., 2016). Overall, 70% of Americans who have faced medical bill
problems report that they cut back spending on food, clothing, and basic household items (Hamel et al., 2016.) At
the same time, medical expenses have become a leading cause of personal bankruptcy in America (Kutilek, 2016).
A 2007 Harvard university seminal study found that medical expenses contributed to 62% of all
bankruptcies in the United States, up 50% from 2001 (Himmelstein, Thorne, Warren, and Woolhandler, 2007). In
addition, healthcare costs continued to grow faster than the economy and has maintained upward trend (Torio and
Andrews, 2013). To put it in historical perspective, U.S. health spending as a share of the Gross Domestic Product
(GDP) was 5.3% in 1960, 5.9% in 1965, 7.4% in 1970, 13.8% in 2000 (Rushefsky, 2013), reaching 17.7% in 2018
(Centers for Medicare & Medicaid Services (CMS) and National Health Expenditure Accounts (NHEA) n.d.).
Latest report show that the United States spent $3.6 trillion (17.7% GDP) on health care in 2018, or $11,172 per
person (CMS and NHEA, n.d., Hartman, et al. 2019), up 54% from $7,269 in 2007 (Keehan, et al., 2016).
America’s health care portion of the GDP of 17.7% is twice the average (8.9%) among developed nations

! The study is officially known as “Tuskegee Study of Untreated Syphilis in the Negro Male.”
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(Organization for Economic Cooperation and Development, 2016), and it is expected to rise to 20.1% in 2025
(Keehan, et al., 2016). Figures 7 and 8 show where America’s health dollars come from and where they go. The
health care cost problem is highest in the African American community (Williams et al., 2010; Sohn, 2017; Taylor,
2019).

Figure 7: U.S. National Health Expenditures by Source of Funds, 2018
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Figure 8: U.S. National Health Dollars by Area of Expenditure, 2018
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1 Includes Noncommercial Research and Structures and Equipment.

2 Includes expenditures for residential care facilities, ambulance providers, medical care delivered in non-traditional settings (such as community
centers, senior citizens centers, schools, and military field stations), and expenditures for Home and Community Waiver programs under Medicaid.
Note: Sum of pieces may not equal 100% due to rounding.

SOURCE: Centers for Medicare & Medicaid Services, Office of the Actuary, National Health Statistics Group.

Source: USDHH, Centers for Medicare & Medicaid Services
https://www.cms.gov/files/document/nations-health-dollar-where-it-came-where-it-went.pdf
While the ACA coverage expansions have expedited the progress toward universal coverage, the continued
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high cost of health insurance means that access to affordable health care is still a challenge for many Americans—
particularly African Americans (Taylor, 2019). According to County Health Rankings & Roadmaps, a
collaborative program between the University of Wisconsin Population Health Institute and the Robert Wood
Johnson Foundation (health philanthropy), “Poverty and financial insecurity can have profound negative effects
on mental and physical health outcomes. When families cannot access financial resources, the choices they can
make about housing, food, medical care, and other key factors in living a long and healthy life are limited. Across
and within counties, there are stark differences in these opportunities and the barriers to them disproportionately
impact communities of color” (n.d.). Recent research (Figure 9) show that in 2018, the percentage of persons who
were in families having problems paying medical bills was highest among non-Hispanic black persons (20.6%),
followed by Hispanic (15.6%), non-Hispanic white (13.0%), and non-Hispanic Asian (7.1%) persons (Cha and
Cohen 2020). By region, “The Burden of Medical Debt” report from the Kaiser Family Foundation and 7The New
York Times found that people in the South [majority African Americans] have the highest difficulty paying medical
bills (32%), while those in the Northeast [mostly whites] have the lowest (18%). And because African Americans
tend to be poorer than other demographic groups on average (Taylor, 2019), even when health insurance is
available, the coverage for them can be limited for a number of factors, including rising deductibles and cost-
sharing, out-of-network charges, and insufficient financial assets to cover medical expenses (Hamel, et al., 2016).
Closely tied to the cost problem is the “South’s stubborn approach to Medicaid Expansion” (Taylor, 2019) which
have disproportionate impact on Black health coverage because majority of African Americans live in the South.
Figure 9: Percentage of persons who were in families having problems paying medical bills in the past 12
months, by sex, age group, and race and ethnicity: United States, 2018

Total 142

Male 13.8
Female 14.7

0-17 years | 218.2
18-64 years 15.1
85-74 years . 9.1
75 years and over [N 6.7

Hispanic
Non-Hispanic white
Non-Hispanic black
Non-Hispanic Asian

1 1 ]
0 10 20 30 40
Percent

!Significantly different from females (p < 0.05).
2Significant cubic trend with age (p < 0.05).
3Significantly different from non-Hispanic white persons (p < 0.05).
4Significantly different from non-Hispanic black persons (p < 0.05).
SSignificantly different from non-Hispanic Asian persons (p < 0.05).
NOTES: “Problems paying medical bills” is based on a positive response to the question, “In the past 12 months,
did you or anyone in the family have problems paying or were unable to pay any medical bills? Include bills for
doctors, dentists, hospitals, therapists, medication, equipment, nursing home, or home care.”
Source: Adapted from Amy E. Cha and Robin A. Cohen (February 2020). “Problems Paying Medical Bills, 2018.”
National Center for Health Statistics. Data Brief No. 357.
https://www.cdc.gov/nchs/data/databriefs/db357-h.pdf

Under the Affordable Car Act (ACA) protocol, Medicaid' eligibility was expanded for adults with incomes
at or below 138 percent of the federal poverty level (FPL) ($12,760 for an individual in 2020) (USDHH, HHS
Poverty Guidelines, 2020). Given that African Americans are disproportionately poor compared to other
demographic groups, public health insurance programs such as Medicaid go a long way to address their health
care needs (Taylor, 2029). In states that have not expanded Medicaid eligibility under the ACA (as of May 2020,
14 states had not expanded their programs) (Kaiser Family Foundation, 2020), African Americans and other people
of color are more likely to fall into a “coverage gap”— meaning they earn too much to qualify for the traditional
Medicaid program, yet not enough to be eligible for health coverage premium tax credits under marketplace plans

! Medicaid is a public health insurance program for low-income Americans. It was established in 1965 under Title XIX of the Social Security
Act. Medicaid is jointly funded by states and the Federal government.
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(Taylor, 2019; Garfield, Orgera, and Damico, 2020). The majority (9 out of 14) of states that have not adopted

Medicaid expansion eligibility are located in the South (Figure 10). As a result, nine in ten people in the coverage

gap reside in the South (Garfield, Orgera, and Damico, 2020). Put another way, “due to the failure to expand

Medicaid, the South is now home to the nation’s sickest people, and is where health disparities between whites

and people of color are the most pronounced” (Taylor, 2019). The cost problem is made worse by poverty.
Figure 10: Status of State Action on the Medicaid Expansion Decisions

Il Adopted (37 States including DC)
I Not Adopting At This Time (14 States)

NOTES: Current status for each state is based on KFF tracking and analysis of state activity. °Expansion is adopted but not yet implemented in NE.
(See link below for additional state-specific notes).
SOURCE: “Status of State Action on the Medicaid Expansion Decision,” KFF State Health Facts, updated May 29, 2020. https://www kff.org/health- G-

reform/state-indicator/state-activity-around-expanding-medicaid-under-the-affordable-care-act/

Source: Adapted from Kaiser Family Foundation. “Status of State Medicaid Expansion Decisions: Interactive
Map.” May 29, 2020.
https://www .kff.org/medicaid/issue-brief/status-of-state-medicaid-expansion-decisions-interactive-map/

D. Poverty

African Americans are one of the most economically disadvantaged populations in the United States (Bloome,
2014; Chetty et al. 2014; Hardy, Logan, and Parman, 2018; Fausset and Rojas, 2020). A 2019 study (Probst and
Ajmal, 2019) from the University of South Carolina’s Rural and Minority Health Research Center found that rural
African Americans are much more likely to live in counties with persistent poverty (41.3%), and in persistent child
poverty counties (63.9%) than are white rural residents (8.9% and 20.9%, respectively), and more likely to live in
regions that the federal government has designated as Health Professional Shortage Areas. Another study from the
North Carolina Rural Health Research Program (NCRHRP) found that rural hospitals considered to be at high risk
of financial distress serve communities that have statistically significant percentages of non-Whites and Blacks in
particular; higher rates of unemployment, premature deaths, and worse health status (Thomas, Pink, and Reither,
2019), pointing to economic disadvantage and poor health.

Due to structural and systematic barriers, African Americans are more likely to be poor than white Americans
(Taylor, 2019), more likely to be unemployed (Figure 11) (U.S. Bureau of Labor Statistics, 2020; Weller, 2019)
and more likely to earn less than Whites (Figure 12) (Weller, 2019), pointing to unequal pay as a contributing
factor in the gap in household income. Also, according to a recent key “Economic Well-Being of U.S. Households”
report by the U.S. Federal Reserve (Central Bank), African Americans are more likely (19%) to suffer income
volatility, meaning, unpredictable incomes and low savings than Whites (11%); African Americans were less likely
to get a raise than Whites regardless of educational attainment. Furthermore, African Americans were more likely
to encounter adverse credit application outcomes and negative perceptions (44%) compared to Whites (18%);
African Americans are more likely (36%) than Whites (21%) to have no retirement savings, and are less likely
(25%) to view their retirement savings as being on track compared to Whites (42%). Further perpetuating African
American disproportionate poverty is the spatial distribution of Black population.

Studies indicate predominant African Americans regions and areas (e.g. South and urban counties and large
metropolitan areas — Figure 13) are more likely to experience economic distress and low level of economic mobility
compared to White neighborhoods in smaller metropolitan areas and in rural counties (Chetty et al. 2014; Hardy,
Logan, and Parman, 2018). In addition, black neighborhoods are more likely to experience pollution and
environmental risks than White’s, as in the Mississippi Delta with predominant African American population,
where Black health suffer consequential of “densest concentration of petrochemical plants in the country” (Denne,
2020), leading to feared “Cancer Alley” phenomenon. As Shambaugh, Nunn, and Anderson (2019) suggested “this
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concentration of African-American population is not accidental,” influences include “slavery, Reconstruction, Jim
Crow, discrimination and intimidation, lender behavior, white flight from cities, public policies, e.g. redlining or
highway construction” (Hardy, Logan, and Parman, 2018; Berger, 2018).

Figure 11: U.S. Unemployment Rate by Race, 1973-2019

20% M White g Black

15%

10%

5%

1970 1980 1899 2000 210 2020

Mote: Data are 12-month averages and are not seasonally adjusted. The prime-age unemployment rate is the share of workers ages 25 to 54 who are

outof ajob and locking for wark.
Source: LS. Bureau of Labor Statistics, *Current Population Surveys, 1972-2019" {Washington: U.S. Department of Labar, 1972-2019), available at
httpsy/fwww.bls.govicps/.
Source: Adapted from Christian E. Weller (2019, December 5). “African Americans
Face Systematic Obstacles to Getting Good Jobs.” Center for American Progress.
https://www.americanprogress.org/issues/economy/reports/2019/12/05/478150/african-americans-face-
systematic-obstacles-getting-good-jobs/.

Figure 12: Median Usual Weekly Earnings, Third Quarter 2019
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Mote: Data are for full-time, full-year employees.
Source: LS. Bureau of Labor Statistics, "Current Population Surveys, 2019" (Washingten: LLS. Department of Labor, 2019}, available at httpsy/iww-

Source: Adapted from Christian E. Weller (2019, December 5). “African Americans

Face Systematic Obstacles to Getting Good Jobs.” Center for American Progress.
https://www.americanprogress.org/issues/economy/reports/2019/12/05/478150/african-americans-face-
systematic-obstacles-getting-good-jobs/.
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Figure 13: Distribution of African American Population in the United States
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Source: Adapted from Bradley L. Hardy, Trevon D. Logan, and John Parman (2018).
“The Historical Role of Race and Policy for Regional Inequality.” The Hamilton Project.
Brookings Institution.
http://www.hamiltonproject.org/assets/files/PBP_Hardyl.oganParman_1009.pdf.

Across economic indicators, vast disparities exist between African Americans and whites that reflect the
proportions noticed in health disparities (Taylor, 2019). Gap in household incomes between African Americans
and Whites brings the disadvantage to sharp focus. And since household “income is a major factor in a family’s
ability to access health care, it can constitute a significant share of household spending in terms of insurance
premium costs and out-of-pocket costs” (Taylor, 2019). Income is central to most people’s economic well-being
(U. S. Federal Reserve Board, 2019, p. 11). While “a large majority (Figure 14) of individuals report that,
financially, they are doing okay or living comfortably, the gaps in economic well-being by race and ethnicity
persist, even as overall well-being has improved” (U. S. Federal Reserve Board, 2019, p. 1). According to the U.S.
Census Bureau in 2018 (latest), the average Black median household income was $41,361 in comparison to
$70,642 for White households (Semega, Kollar, Creamer, and Mohanty, 2019, p. 2). (Figure 15). By region,
median incomes were highest in the Northeast ($70,113) and the West ($69,520), followed by the Midwest
($64,069) and the South ($57,299) (Semega, Kollar, Creamer, and Mohanty, 2019, p. 2).

Figure 14: At Least Doing Okay Financially (by Education and Race/Ethnicity)

68
High school degree or less 61
58
76
Some college or associate degree 61
72
89
Bachelor's degree or more 80
81
White [ Black [ Hispanic Percent
Source: Adapted from U. S. Federal Reserve Board (2019). Report on the Economic Well-Being of U.S.
Households in 2018.
https://www.federalreserve.gov/publications/files/2018-report-economic-well-being-us-households-
201905.pdf.
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Figure 15: Real Median Household Income by Race and Hispanic Origin: 1967-2018
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Source: Adapted from Jessica Semega, Melissa Kollar, John Creamer, and Abinash Mohanty (2019). U. S.
Census Bureau, Current Population Reports, P60-266. “Income and Poverty in the United States: 2018.” Figure
2, p. 5.https://www.census.gov/content/dam/Census/library/publications/2019/demo/p60-266.pdf.

In 2018, the U.S. Census Bureau reported that 20.8% of Blacks in comparison to 10.1% of Whites were living
at the poverty level (Semega, Kollar, Creamer, and Mohanty, 2019, p. 13). (Figure 16). That is, African American
poverty rate was higher than for any other ethnic or racial group in the United States, and more than double that
of Whites. By region, poverty was highest in the South (13.6%) followed by West (11.2%), Midwest (10.4%), and
Northeast (10.3%) (Semega, Kollar, Creamer, and Mohanty, 2019, p. 13). In 2018, according to the U.S. Census
Bureau, 55.4% of Blacks in comparison to 69.3% of Whites used private! health insurance (Berchick, Barnett, and
Upton, 2019, p.14). Also in 2018, 41.2% of Blacks compared to 33.8% of Whites were enrolled in public? health
insurance or Medicaid. During the same period, 9.7% of Blacks in comparison to 5.4% of non-Hispanic Whites
were uninsured® (Berchick, Barnett, and Upton, 2019, p.14). The five states (Texas, Oklahoma, Mississippi,
Georgia, and Florida) in the United Sates with the highest percentage (12 percent or more) of people without health
insurance coverage are located in the South, consequently, the South has the majority of the uninsured, and is
where health gap between African Americans and Whites are most glaring (Figure 17). Linked to poverty is the
wealth gap between African Americans and Whites.

! Private health insurance includes coverage provided through an employer or union, coverage purchased directly, or TRICARE (Berchick,
Barnett, and Upton, 2019, p.14).

2 Public health insurance coverage includes Medicaid and Children’s Health Insurance Program (CHIP), Medicare, CHAMPVA (Civilian
Health and Medical Program of the Department of Veteran Affairs) and care provided by the Department of Veteran Affairs and the military
(Berchick, Barnett, and Upton, 2019, p.14).

3 Individuals are considered to be uninsured if they do not have health insurance coverage for the entire calendar year (Berchick, Barnett, and
Upton, 2019, p.14).
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Figure 16: Poverty Rate by Selected Characteristics, 2018
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Source: Adapted from Jessica Semega, Melissa Kollar, John Creamer, and Abinash Mohanty (2019).
U. S. Census Bureau, Current Population Reports, P60-266. “Income and Poverty in the United States:
2018.” Figure 8, p. 13.
https://www.census.gov/content/dam/Census/library/publications/2019/demo/p60-266.pdf.

Figure 17: Uninsured Rate by State, 2018
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Note: For information on confidentiality protection, sampling error, nonsampling error, and definitions in the American Community Survey,
see <https.//www2.census.gov/programs-surveys/acs,/tech_docs/accuracy/ACS_Accuracy_of_Data_2018.pdf>.

Source: U.S. Census Bureau, 2018 American Community Survey, 1-Year Estimates.

Source: Adapted from Edward R. Berchick, Jessica C. Barnett, and Rachel D. Upton.

U. S. Census Bureau, Current Population Reports, P60-267(RV). “Health Insurance Coverage in the
United States: 2018.” Figure 8, p. 18.
https://www.census.gov/content/dam/Census/library/publications/2019/demo/p60-267.pdf.

Wealth is the measure of an individual’s or family’s financial net worth and it provides several opportunities
for American families (Hanks, Solomon, and Weller, 2018). However, for African Americans, their wealth
accumulation and worth pale enormously in comparison to Whites — in 2016 the median wealth of White families
($142,180) was ten times more that of African American families ($13,460). (Table 2). This gap has widened in
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recent years especially since the Great Recession. Black families lost more wealth during and after the financial
and economic crisis of 2007 to 2009. (Figure 18). This resulted in a widening racial wealth gap over the past
decade. In addition, research indicate that the wealth gap impacts African Americans across the income and
education spectrum, making it harder for them to own homes or build retirement savings (Hanks, Solomon, and
Weller, 2018; Weller, 2019; Taylor, 2019). Moreover, while African Americans on average have less total debt
than whites, the wealth gap means they are more likely to have costly, high-interest debt obligations (Taylor, 2019).
High health care costs and unexpected medical bills can adversely affect a Black family’s ability to reduce or
eliminate debt, and ultimately the ability to create wealth—which could affect a family for generations (Taylor,
2019).
Table 2: Wealth Inequality from 1989 to 2016, by Race

Ratio of black
Black or or African
White African American to
American white household
median wealth
1989 $129,771 S7,090 5.5%
1992 5106,494 513,417 12.6%
1995 $112,752 519,622 17.4%
1998 5129,014 524,198 18.8%
2001 S162,447 528,316 17.4%
2004 5169,338 524,927 14.7%
2007 $188,756 525,841 13.7%
2010 5126,063 517,133 13.6%
2013 $124,258 510,115 8.1%
2016 5142,180 513,460 9.5%

Note: Note: All dollar figures are in 2016 dollars. Nominal dollars are deflated by Consumer Price

Index for Urban Consumers Research Series. Sample includes all non-retired households 25 years and

older.

Source: Adapted from Angela Hanks, Danyelle Solomon, Christian E. Weller (2018). “Systematic

Inequality: How America’s Structural Racism Helped Create the Black-White Wealth Gap.”

Center for American Progress.

https://cdn.americanprogress.org/content/uploads/2018/02/2013 1806/Racial WealthGap-report.pdf.
Figure 18: Average Household Wealth by Race, 1989-2016
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Source: Authors' calculations based on data in survey years from 1989 to 2016 from Board of Governars of the Federal Reserve System,
"sunvey of Consumer Finances (SCF)," available at https//www federalreserve.gov/econres/sciindex htm (last accessed October 2017).

Note: Note: All dollar figures are in 2016 dollars. Nominal dollars are deflated by Consumer Price
Index for Urban Consumers Research Series. Sample includes all non-retired households 25 years and
older.

Source: Adapted from Angela Hanks, Danyelle Solomon, Christian E. Weller (2018). “Systematic
Inequality: How America’s Structural Racism Helped Create the Black-White Wealth Gap.”

Center for American Progress.
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https://cdn.americanprogress.org/content/uploads/2018/02/20131806/Racial WealthGap-report.pdf.

IV: Conclusion and Policy Recommendations

This paper examined the effect of rural hospitals closures on African Americans health in the United States,
particularly in the South, compared to Whites. The paper find that rural hospitals closures in the United States not
only has disproportionate impact on the health of African Americans, but also, it has widened the gap in health
disparity between African Americans and Whites. In addition, there is a strong correlation between African
American health disparity and factors of race, discrimination, costs, and poverty. The findings are consistent with
the body of research in the empirical literature as has been quoted extensively in the paper. Furthermore, the
findings will be important to health care policymakers, administrators, providers, educators, analysts, and students
as well as advocates for underserved populations towards policy palliatives for health disparity.

African American health disparity problem is a long-standing national crisis in America. In fact, it is inherent
part of what Gunnar Myrdal, sociologist and “race crisis analyst,” harped on in his 1944 classic study “An
American Dilemma,” the conflict between what White America preach and their betrayal in the daily lives of
African Americans. Byrd and Clayton (1992, p. 197) added, “being black will continue to translate into health
disadvantage in this system [America].” While the present African American health care crisis is a continuum,
America must grapple with the fact that it can no longer pretend to be a first-class nation as long as it has large
groups of second-class health citizens (Byrd, 1990), or, what the National Association of Community Health
Centers called “medically disenfranchised” (2007). As the U.S. Institute of Medicine warned in its 2003 seminal
report, “Unequal Treatment,” America must “Confiront Racial and Ethnic Disparities in Health Care.”

In light of the foregoing, a new paradigm that will create a “level playing field” of health care for all
Americans must be pursued. Policy recommendations should be directed at the following measures towards
eliminating health disparities among racial and ethnic minorities with attestation from noted experts, authors,
organizations, and laws:

e Push for Medicaid expansion in states that have not adopted Medicaid expansion (Affordable Care Act,

2010).

e Control health care costs and offer financial assistance/subsidy/tax credit to qualified individuals to
minimize out-of-pocket costs for a doctor visit or hospital stay including deductibles, copayments, and
coinsurance (Affordable Care Act, 2010; Kaiser Family Foundation, 2016).

e Know that “Racism is a public health crisis” (Michelle Williams, T.H. Chan School of Public Health,
Harvard University). https://www.hsph.harvard.edu/news/racism-is-a-public-health-crisis/.

e Allocate more funding in safety nets, low income, underserved, and vulnerable population health
programs e.g. Medicaid and CHIP, Medicare (ACA, 2010).

e Black physician leadership will be necessary if African American health disparity is to be resolved (Byrd
and Clayton, 1992, p. 189; deShazo, Smith, and Skipworth, 2014, Part 1and 2; Thomas, 2006; Smith 2005,
deShazo and Parker, 2018).

e Continue to monitor and reduce disparities - the Agency for Healthcare Research and Quality (AHRQ)
publishes an annual national report highlighting disparities in health care quality by race/ethnicity, age,
and sex; the Office of Minority Health is tasked with developing policies and programs to eliminate
disparities among racial and ethnic minority groups; the Health Resources and Services Administration
(HRSA) is tasked with providing grants to states, local governments, and community-based organizations
for care and treatments for low-income, uninsured, or other vulnerable populations; the Indian Health
Service serves American Indians and Alaska Natives who belong to more than 500 federally recognized
tribes in 37 states, and the service is fully funded through the federal government (Tikkanen, et al., 2020).

e  “Think Cultural Health” - provide effective, equitable, understandable and respectful quality care and
services that are responsive to diverse cultural health beliefs and practices, preferred languages, health
literacy and other communication needs (USDHHS, Office of Minority Health, “The National CLAS
Standards™).

e Support Community Health Centers (CHCs) - CHCs help to improve access to care for low income,
underserved, and vulnerable populations. CHCs are required to be located in medically underserved rural
and urban areas; serving those with limited access to more mainstream health care and involve the
community in both the management and governance of the center (Johns Hopkins University,
“Definitions,” Bloomberg School of Public Health, n.d.).
https://www.jhsph.edu/research/centers-and-institutes/johns-hopkins-primary-care-policy-
center/definitions.html.

e Boost primary care — according to experts, “primary care is the means by which the two main goals of a
health services system, optimization and equity of health status, are approached.” Primary care provides
the entry into the system for all new needs and problems, provides person-focused (not disease-oriented)
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care, and coordinates or integrates care, regardless of location and provider (Johns Hopkins University,
“Definitions,” Bloomberg School of Public Health, n.d.).
https://www.jhsph.edu/research/centers-and-institutes/johns-hopkins-primary-care-policy-
center/definitions.html.

e Strengthen Federal health programs that support rural residents, such as, Essential Communities Providers
(ECP), Federally Qualified Health Centers (FQHCs), and Rural Health Centers (RHCs), Health
Professional Shortage Area (HPSA), enhanced Medicare and Medicaid reimbursement incentives for
designated hospitals/clinics (Thomas, Pink, and Reiter (2019).

e Strengthen Indian Health Service Scholarship Program — offers students of American Indian or Alaska
Native descent scholarships for training in health professions and allied health professions in exchange
for service obligations (The Commonwealth Fund, “State and Federal Efforts to Enhance Access to Basic
Health Care.” n.d. https://www.commonwealthfund.org/publications/newsletter-article/state-and-
federal-efforts-enhance-access-basic-health-care.

e Enhance National Health Service Corps Loan Repayment and Scholarship Programs — provides
scholarships and educational loan repayment to primary care health professionals and students primary
care physicians, dentists, nurse practitioners, certified nurse-midwives, or physician assistants who
practice in underserved areas (The Commonwealth Fund, “State and Federal Efforts to Enhance Access
to Basic Health Care.” n.d. https://www.commonwealthfund.org/publications/newsletter-article/state-
and-federal-efforts-enhance-access-basic-health-care.

See also Health Resources & Services Administration (HRSA), Bureau of Health Workforce.
https://bhw.hrsa.gov/.

e Encourage telemedicine - Telemedicine involves the use of conference calls as well as videoconferencing
and other Web-based technologies for consultations, medical procedures, or examinations. It can enhance
access to care for patients in isolated rural areas or other areas where they face challenges in accessing
care (The Commonwealth Fund, “State and Federal Efforts to Enhance Access to Basic Health Care.”
n.d.).
https://www.commonwealthfund.org/publications/newsletter-article/state-and-federal-efforts-enhance-
access-basic-health-care.

e Improve access to behavioral and mental health treatment (Substance Use-Disorder Prevention that
Promotes Opioid Recovery and Treatment (SUPPORT) for Patients and Communities Act of 2018; 21st
Century Cures Act of 2016; Comprehensive Addiction and Recovery Act (CARA) of 2016 (USDHHS -
Substance Abuse and Mental Health Services Administration (SAMHSA), “Laws and Regulations”).
https://www.samhsa.gov/about-us/who-we-are/laws-regulations.

Substance Abuse Prevention and Treatment Block Grant (SABG) and Community Mental Health Services
Block Grant (MHBG) (USDHHS - Substance Abuse and Mental Health Services Administration
(SAMHSA), “Substance Abuse and Mental Health Block Grants”).

https://www.samhsa.gov/grants/block-grants.
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