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Section I: Significance & Background

Over one third of the Veterans served by the Veterans Health Administration reside in rural areas; in FY13 this
included over 2.1 million Veteran VHA patients, or approximately 37% of the patient population (Exhibit 6-1).
These rural Veterans often face issues in accessing high quality health care both within and outside of VA
including geographical (e.g., drive time), financial, cultural, temporal, and digital (connectivity) barriers.? Even
more importantly, these access barriers can lead to disparities in quality of care and health outcomes as well as
impacts to perceptions, utilization, and satisfaction with the healthcare system.? For example, rural residents have
been shown to have consistently lower health-related quality of life scores across a variety of disease categories
than their urban counterparts.®>* Additionally, rural residents have been found to be less likely to receive
recommended treatment across several ilinesses including stroke,® myocardial infarction,® and breast cancer,” to
name a few. Further, rural residents often have lower rates of utilization, including preventive health services,?
and those with the longest travel times are most likely to be lost to attrition.’

These examples highlight just a few of the ways in which barriers to health care access in rural areas leads to
differential outcomes and it helps exemplify the importance of exploring and addressing these issues. Further,
these examples and findings help explain some of the key issues to serving our rural Veterans who face similar
issues as the rural population in general. To continue the discussion on this issue, this chapter provides a

brief overview of the current state of health among rural Veterans by utilizing data for the entire VHA Veteran
population during FY13 and provides overall rates of diagnosed medical conditions by Urban/Rural/Highly Rural
(URH) codes.’® Additionally, this chapter uses literature from rural health research more broadly in an attempt to
explain some of the factors and determinants of these issues.

1 These numbers refer to Veterans who used any VHA care in FY2013 (VHA outpatient care, inpatient care, pharmacy care, or Non-VA [Fee]
Medical Care), referred to as “Veteran FY2013 VHA patients” (Data source: WHEI Master Database).

2 Fortney JC, Burgess JF, Bosworth HB, Booth BM, Kaboli PJ. A re-conceptualization of access in the 21 century healthcare. J Gen Intern
Med. 2011;26(suppl 2),639-647.

3 Weeks WB, Kazis LE, Shen Y, Cong Z, Ren XS, Miller D, Lee A, Perlin JB. Differences in health-related quality of life in rural and urban Veter-
ans. Am J Public Health. 2004;94(10),1762-1767.

4  Weeks WB, Wallace AE, Wang S, Lee A, Kazis LE. Rural-urban disparities in health-related quality of life within disease categories of Veter-
ans. Journal of Rural Health. 2006;22(3),204-211.

5 Leira EC, Hess DC, Torner JC, Adams HP. Rural-urban differences in acute stroke management practices: A modifiable disparity. JAMA,
Neurology. 2008;65(7),887-891.

6 Baldwin LM, Chan L, Andrilla CH, Huff ED, Hart LG. Quality of care for myocardial infarction in rural and urban hospitals. Journal of Rural
Health. 2010;26(1),51-57.

7 Haggstrom DA, Quale C, Smith-Bindman R. Differences in the quality of breast cancer care among vulnerable populations. Cancer.
2005;104(11),2347-2358.

8 Casey MM, Call KT, Klingner JM. Are rural residents less likely to obtain recommended preventive healthcare services? Am J Prev Med.
2001;21(3),182-188.

9 Friedman SA, Frayne SM, Berg E, Hamilton AB, Washington DL, Saechao F, Maisel NC, Lin JY, Hoggatt KJ, Phibbs CS. Travel time and attri-
tion from VHA care among women veterans: How far is too far? Medical Care. 2015;533(4 Suppl 1),515-522.

10 In FY13 (and prior), VA defined rurality by using the three-category URH scheme, which gave each Veteran the designation of urban, rural,
or highly rural based on U.S. Census Bureau information and Veteran residence. This classification system was updated in FY15 to the US
Department of Agriculture (USDA) and Department of Health and Human Services (HHS) Rural-Urban Commuting Area (RUCA) method-
ology to allow for increased consistency across federal agencies in the definition of rural designation and to allow for improved accuracy
in the planning and deployment of resources by the Veterans Health Administration. (See: West AN, Lee RE, Shambaug-Miller MD, et.al.
Defining “rural” for Veterans’ health care planning. Journal of Rural Health. 2010;26(4):301-309.)
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Distribution of Veteran VHA Patients by Rural/Urban Status

EXHIBIT 6-1

DISTRIBUTION OF RURAL/URBAN STATUS AMONG
VETERAN VHA PATIENTS, FY13

TOTAL COUNT 5,652,071

25537 Missing<0.5 -~ Highly Rural<1.3 74,496

B Highly Rural 2,030,960
[l Other Rural 35.9%
I Urban

B Missing

Note: Categories for the URH codes are as follows: “highly rural” applies to Veterans who have an address in an county with <7 residents per square
mile, “rural” applies to Veterans who have an address in any other non-urban location, and “urban” applies to Veterans who have addresses in areas
with 50,000 or more people.

Denominator: All Veterans who used any VHA care in FY13 (VHA outpatient care, inpatient care, pharmacy care, or Non-VA [Fee] Medical Care),
referred to as “Veteran FY 13 VHA patients” (Data source: WHEI Master Database).

Source: VHA National Health Equity Report 2016
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Section Il: Sociodemographics

The demographic profile of rural vs urban Veterans can be seen below. In general, rural and highly rural Veterans
were predominately male and Caucasian, which is similar to the population distribution more generally in rural
areas." However, as the presence of women and minorities in the military continues to grow, the demographic
profile of rural Veterans will also reflect these changes.™

Additionally, rural and highly rural Veterans tended to be older than their urban counterparts, which mirrors
larger rural population trends, where younger people tend to leave rural areas as young adults while older adults
are more likely to migrate to rural areas."' It will be important for rural health care systems, strategic planners, and
service providers to prepare for the challenges of this aging demographic.

Gender by Rural/Urban Status

Of the Veterans residing in rural areas, a large majority, 94.9%, were male. This pattern is slightly higher than
urban Veterans, where 92.3% were male (Exhibit 6-2).

EXHIBIT 6-2

PERCENT DISTRIBUTION OF GENDER BY RURAL/URBAN STATUS
AMONG VETERAN VHA PATIENTS, FY13

COUNT
(32]
; 100 74,495 2,030,955 3,521,064 5,626,514
L
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Q0
©
g 60 M MALE
E 40 B FEMALE
2
©
5 20
§ 0
2 HIGHLY OTHER URBAN TOTAL

RURAL RURAL

Missing = 25,557
Denominator: All Veterans who used any VHA care in FY13 (VHA outpatient care, inpatient care, pharmacy care, or Non-VA [Fee] Medical Care),
referred to as “Veteran FY13 VHA patients” (Data source: WHEI Master Database).

Source: VHA National Health Equity Report 2016

11 Johnson K. (2006). Demographic trends in rural and small town America. Durham, NH: University of New Hampshire, Carsey Institute.
12 United States Department of Agriculture (USDA). (2013). Rural Veterans at a glance. Economic Brief, 25, 1-6.
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Age by Rural/Urban Status

Rural and highly rural Veterans tended to be older than their urban counterparts. As seen in Exhibit 6-3, 50.4%
of rural or highly rural Veterans were age 65 or older, while 44.0% of urban Veterans fell into this age category.
Additionally, only 12.5% of rural or highly rural Veterans were aged 18-44, while nearly 17.9% of urban Veterans
fell into the youngest age category.

EXHIBIT 6-3

PERCENT DISTRIBUTION OF AGE BY RURAL/URBAN STATUS
AMONG VETERAN VHA PATIENTS, FY13

COUNT
™
; 100 74,495 2,030,932 3,521,015 5,626,442
Lo
@
2 80
.5 B 65+
5 60
i W 4564
§ 40 B 18-44
(2]
&
E 20
> 0
o HIGHLY OTHER URBAN TOTAL

RURAL RURAL

Missing = 25,557
Denominator: All Veterans who used any VHA care in FY13 (VHA outpatient care, inpatient care, pharmacy care, or Non-VA [Fee] Medical Care),
referred to as “Veteran FY13 VHA patients” (Data source: WHEI Master Database).

Source: VHA National Health Equity Report 2016
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Race/Ethnicity by Rural/Urban Status

Overall, a large majority of enrolled Veterans were White (73.1%), but this majority was even higher in rural and
highly rural Veterans where 85.3% of the Veteran population was White versus 65.8% for urban Veterans

(Exhibit 6-4). This also equates to lower minority numbers in rural areas. For example, 20.3% of the urban Veteran
population was Black or African American while only 7.4% of the rural and highly rural Veterans identified as
Black or African American.

EXHIBIT 6-4
PERCENT DISTRIBUTION OF RACE/ETHNICITY BY RURAL/URBAN STATUS
AMONG VETERAN VHA PATIENTS, FY13
Highly Rural Other Rural Urban TOTAL

74,496 2,030,960 3,521,078 5,626,534
Race/Ethnicity % % % %

Missing = 25,537

Note: The FY13 Veteran VHA cohort includes all Veteran patients regardless of where they live. However, in crosstab of rural/urban residence
by race/ethnicity, individuals with missing URH values, 0.5% of the FY13 Veteran patients, are not included. Zip codes from American Samoa,
Guam, and the Philippines had missing values on the rural/urban variable; therefore they are not included here. Individuals from Puerto Rico
and the US Virgin Islands are included.

Denominator: All Veterans who used any VHA care in FY13 (VHA outpatient care, inpatient care, pharmacy care, or Non-VA [Fee] Medical
Care), referred to as “Veteran FY13 VHA patients” (Data source: WHEI Master Database).

Source: VHA National Health Equity Report 2016
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Service-Connected Rating Status by Rural/Urban Status

Rural and urban Veterans were largely similar in their distribution of service-connected status category
(Exhibit 6-5). However, there tended to be a higher percentage of highly rural Veterans who had no service
connection (54.3% versus 51.0%) and slightly fewer highly rural Veterans with a service connection rating
between 50-99 (16.5%) compared with their rural (18.4%) and urban (18.7%) counterparts.

EXHIBIT 6-5

PERCENT DISTRIBUTION OF SERVICE-CONNECTED STATUS
BY RURAL/URBAN STATUS AMONG VETERAN VHA PATIENTS, FY13

COUNT
g 100 74,495 2,030,955 3,521,064 5,626,514
L
,
o 80 B sc 100
L 60 B sc50-99
<
§ 40 M sco-49
2 B Nosc
©
E 20
> 0
o
& HIGHLY OTHER URBAN TOTAL

RURAL RURAL

Missing = 25,290
Denominator: All Veterans who used any VHA care in FY13 (VHA outpatient care, inpatient care, pharmacy care, or Non-VA [Fee] Medical Care),
referred to as “Veteran FY13 VHA patients” (Data source: WHEI Master Database).

Source: VHA National Health Equity Report 2016
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Section lll: Utilization

Past research has suggested that rural populations utilize health services less often than urban populations, for
example, lower rates of preventive health services use.” Rural location and the associated travel burden can also
lead to differences in treatment patterns.” However, as a whole, the utilization rates reported here for Veteran
VHA patients do not appear to be vastly different between rural and urban Veterans. While this suggests that
broadly there are not large differences between these groups in general utilization numbers, it is important to
note that these numbers reflect only the number of visits in a few general categories, and do not control for
other factors that may influence utilization. It is possible that there are important differences in utilization by
specificillness category, by specific services, type of care, or other more specific measures, all of which should be
examined in future evaluations.

VHA Outpatient Encounters by Rural/Urban Status

Highly rural Veterans were most likely to have had no outpatient visits during the year (3.8% versus 2.5% in

rural and 2.4% in urban Veterans) and they were the least likely to have 12+ encounters in the past year (37.7%
versus 41.2% in rural and 44.5% in urban Veterans) (Exhibit 6-6). However, when considering the middle ranges of
encounters, in several instances highly rural and rural Veterans were more likely to fall into those categories than
their urban counterparts (e.g. 3-5 encounters and 6-11 encounters).

13 Casey, MM, Call KT, Klingner JM. Are rural residents less likely to obtain recommended preventive healthcare services? Am J Prev Med.
2001;21(3),182-188.

14 Meden T, Larkin CS, Hermes D, Sommerschield S. Relationship between travel distance and utilization of breast cancer treatment in rural
Northern Michigan. JAMA. 2002;287(1),111.
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EXHIBIT 6-6

URBAN
OTHER RURAL

HIGHLY RURAL

TOTAL COUNT

Missing = 25,537.

PERCENT DISTRIBUTION OF OUTPATIENT ENCOUNTERS
BY RURAL/URBAN STATUS AMONG VETERAN VHA PATIENTS, FY13

3,521,078

2,030,960

74,496

5,626,534

Denominator: All Veterans who used any VHA care in FY13 (VHA outpatient care, inpatient care, pharmacy care, or Non-VA [Fee] Medical Care),
referred to as “Veteran FY13 VHA patients” (Data source: WHEI Master Database).

Source: VHA National Health Equity Report 2016
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Primary Care Encounters by Rural/Urban Status

There were only small differences in trends among primary care encounters between rural and urban Veterans.
An interesting finding is that urban Veterans were most likely to have had no annual follow up (13.9% versus
10.9% rural and 11.3% highly rural) in the past year (Exhibit 6-7).

EXHIBIT 6-7

PERCENT DISTRIBUTION OF PRIMARY CARE ENCOUNTERS
BY RURAL/URBAN STATUS AMONG VETERAN VHA PATIENTS, FY13

EEEENE
0 1 2 35611 12+

ENCOUNTERS ENCOUNTERS

URBAN 3,521,078
OTHER RURAL 2,030,960
HIGHLY RURAL 74,496

TOTAL COUNT 5,626,534

0,
7.4% 1.9%

Missing = 25,537.

Denominator: All Veterans who used any VHA care in FY13 (VHA outpatient care, inpatient care, pharmacy care, or Non-VA [Fee] Medical Care),
referred to as “Veteran FY13 VHA patients” (Data source: WHEI Master Database).

Source: VHA National Health Equity Report 2016
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Mental Health/Substance Use Disorder Encounters by
Rural/Urban Status

The large majority of enrolled Veterans did not have any Mental Health or Substance Use Disorder visits during
FY13 (Exhibit 6-8). This was especially true for highly rural Veterans of which 83.0% had no encounters, and rural
Veterans, of which 77.9% had no encounters (versus 72.8% of urban patients having no encounters).

EXHIBIT 6-8

PERCENT DISTRIBUTION OF MENTAL HEALTH/SUBSTANCE USE DISORDER
ENCOUNTERSBY RURAL/URBAN STATUS AMONG VETERAN VHA

PATIENTS, FY13 I EEEEN
0 1 2 356-11 12+

ENCOUNTERS ENCOUNTERS 12.8%

URBAN 3,521,078
OTHER RURAL 2,030,960 M TOTAL

by %
HIGHLY RURAL 74,496 26.0%

TOTAL COUNT 5,626,534

1.?%

714%

Missing = 25,537.

Denominator: All Veterans who used any VHA care in FY13 (VHA outpatient care, inpatient care, pharmacy care, or Non-VA [Fee] Medical Care),
referred to as “Veteran FY13 VHA patients” (Data source: WHEI Master Database).

Source: VHA National Health Equity Report 2016
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Emergency Department Encounters by Rural/Urban Status

Rural and highly rural Veterans were less likely to utilize VA emergency department services than urban Veterans

(Exhibit 6-9).

EXHIBIT 6-9

PERCENT DISTRIBUTION OF EMERGENCY DEPARTMENT ENCOUNTERS
BY RURAL/URBAN STATUS AMONG VETERAN VHA PATIENTS, FY13
L N N
0 1 2 35 6-11 12+ 0.7%
C—0.1%

ENCOUNTERS ENCOUNTERS 4.0% 3.2%

URBAN 3,521,078

OTHER RURAL 2,030,960

HIGHLY RURAL 74,496

TOTAL COUNT 5,626,534

Missing = 25,537.

Denominator: All Veterans who used any VHA care in FY13 (VHA outpatient care, inpatient care, pharmacy care, or Non-VA [Fee] Medical Care),
referred to as “Veteran FY13 VHA patients” (Data source: WHEI Master Database).

Source: VHA National Health Equity Report 2016
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Telephone Encounters’ by Rural/Urban Status

There was a slightly higher rate for the highest number of telephone encounters (12+) among highly rural
Veterans (5.4%) compared to the telephone encounter rates for rural (4.4%) and urban (4.6%) populations
(Exhibit 6-10). However, in general, rates of telephone encounters by rural/urban status were largely the same.

EXHIBIT 6-10

PERCENT DISTRIBUTION OF TELEPHONE ENCOUNTERS
BY RURAL/URBAN STATUS AMONG VETERAN VHA PATIENTS, FY13

FEEEE SN
0 1 2 35611 12+

ENCOUNTERS ENCOUNTERS 4.5% -

URBAN 3,521,078
OTHER RURAL 2,030,960
HIGHLY RURAL 74,496

TOTAL COUNT 5,626,534

Missing = 25,537.

Denominator: All Veterans who used any VHA care in FY13 (VHA outpatient care, inpatient care, pharmacy care, or Non-VA [Fee] Medical Care),
referred to as “Veteran FY13 VHA patients” (Data source: WHEI Master Database).

Source: VHA National Health Equity Report 2016

15 Telephone encounters include only encounters over the phone with a clinician, but not formal telehealth encounters.
16 VHA Support Services Center (VSSC). Telehealth workload cube. Retrieved July 7, 2015.
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Fee Outpatient Services'” by Rural/Urban Status

Rural and urban Veterans were most likely to have no fee-based outpatient service use in the past year, with
80.6% and 83.9% respectively (Exhibit 6-11). However, highly rural Veterans had higher rates of fee service use
across all other service use categories. For example, 12.4% of highly rural Veterans used 12+ fee based services in
the past year, while a smaller percent of rural and urban Veterans (6.8% and 5.7%, respectively) had that level of
fee-based service use.

EXHIBIT 6-11

PERCENT DISTRIBUTION OF FEE OUTPATIENT SERVICES ENCOUNTERS
BY RURAL/URBAN STATUS AMONG VETERAN VHA PATIENTS, FY13

EEEESEBE
0 1 2 35611 12+ 2.5%

ENCOUNTERS ENCOUNTERS 3.3% | | _62%

URBAN 3,521,078 26&*
3.0%

OTHER RURAL 2,030,960

HIGHLY RURAL 74,496

TOTAL COUNT 5,626,534

Missing = 25,537.

Denominator: All Veterans who used any VHA care in FY13 (VHA outpatient care, inpatient care, pharmacy care, or Non-VA [Fee] Medical Care),
referred to as “Veteran FY13 VHA patients” (Data source: WHEI Master Database).

Source: VHA National Health Equity Report 2016

17 Fee services include Non-VA community care that was reimbursed by VA.
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Section IV: Conditions
Diagnosed Conditions Categories by Rural/Urban Status

The five leading categories of diagnosed conditions were the same among highly rural, rural, and urban Veterans.
Endocrine, metabolic, and nutritional disorders were the most common diagnosed conditions across all three
geographic classifications; cardiovascular ilinesses were the second most common category of diagnosed
conditions, followed by musculoskeletal, sense organ, and gastrointestinal categories (Exhibit 6-12). It is not
surprising that these categories of diagnosed conditions are largely similar among rural and urban Veteran
populations, as many of the issues facing rural health are less about rates of morbidity than about disparities in
health outcomes and quality of life as impacted by access to care and other social determinants of health.

EXHIBIT 6-12
PERCENT IN DIAGNOSED CONDITIONS CATEGORIES BY RURAL/URBAN
STATUS AMONG VETERAN VHA PATIENTS, FY13

Highly Rural Other Rural Urban TOTAL

74,4 96 2,030,960 3,521,078 5,626,534
Condition % % % %

Missing = 25,537
Denominator: All Veterans who used any VHA care in FY13 (VHA outpatient care, inpatient care, pharmacy care, or Non-VA
[Fee] Medical Care), referred to as “Veteran FY13 VHA patients” (Data source: WHEI Master Database).

Source: VHA National Health Equity Report 2016
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Individual Diagnosed Conditions by Rural/Urban Status

Exhibit 6-13 contains individual diagnosed conditions by rural and urban status and is available in the
supplemental materials (Exhibit 6-13).

Similarly and as expected, there were also not vast differences between rural and urban Veterans in the rates
of individual conditions within these categories (Exhibit 6-13). For some conditions, rural Veterans had lower
diagnosis rates, while for other conditions, rural Veterans had a slightly higher percent diagnosed. Again, this is
reflective of trends among rural and urban populations more generally, where there is little evidence to show
stark differences in rates of morbidity or chronic conditions.” Instead, a more compelling issue is the potential
for differences in health outcomes or treatments among these conditions as a reflection of differences in care
received that is dependent on geographic location. Those types of comparisons are beyond the scope of this
report, but should continue to be a part of the rural health services research agenda.

Infectious Disease

For HIV/AIDs, rural and highly rural Veterans had lower overall rates of diagnosed infection (0.1% and 0.2%
respectively) compared to urban Veterans, who had rates of 0.6%. Rural and highly rural Veterans also had lower
rates of Mycoses than their urban counterparts, with 3.9% (highly rural), 5.7% (rural) and 6.5% (urban) diagnosed,
respectively (Exhibit 6-13).

18 Eberhardt MS & Pamuk ER. The importance of place of residence: Examining health in rural and non-rural areas. Am J Public Health.
2004;94(10),1682-1686.

19 Ohl ME & Perencevich E. Frequency of human immunodeficiency virus (HIV) testing in urban vs. rural areas of the United States: Results
from a nationally-representative sample. BMC Public Health. 2011;11(681),1-7.

20 Ohl M, Tate J, Duggal M, Skanderson M, Scotch M, Kaboli P, Vaughan-Sarrazin M, & Justice A. Rural residence is associated with delayed
care entry and increased mortality among veterans with immunodeficiency virus infection. Medical Care, 2010;48(12),1064-1070.
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Endocrine/Metabolic/Nutritional

Slight differences were seen between rural and urban Veterans in rates of endocrine/metabolic/ nutritional
disorders. In FY13, Veterans who fell into the rural classifications had diabetes rates of approximately 25%
whereas their urban counterparts were 23.1%. Rural Veterans had higher rates of lipid disorders (51.9% versus
44.8% for urban Veterans) and thyroid disorders (8.6%, 7.7% and 7.0%, for highly rural, rural, and urban Veterans,
respectively). However, highly rural Veterans had lower rates of overweight/obesity (11.5%) than both their rural
(15.8%) and urban counterparts (15.4%). This trend was also seen with Vitamin D Deficiency, where rates ranged
from 3.2% in highly rural Veterans, to 4.3% in rural Veterans and up to 4.6% in urban Veterans (Exhibit 6-13).

Cardiovascular

Within the category of cardiovascular diseases, rural Veterans tended to have higher rates of both hypertension
and coronary artery disease than both their highly rural and urban counterparts. In the case of hypertension,
54.4% of the rural population had this diagnosis compared to 49.2% of highly rural Veterans and 49.3% of urban
Veterans. For coronary artery disease, 18.2% of rural Veterans had the diagnosis in FY13, compared to 15.9% of
highly rural and 14.7% of urban patients (Exhibit 6-13).

21 Eberhardt MS & Pamuk ER. The importance of place of residence: Examining health in rural and non-rural areas. Am J Public Health.
2004;94(10),1682-1686.

22 O’Connor A & Wellenius G. Rural-urban disparities in the prevalence of diabetes and coronary heart disease. Public Health,
2012;126(10),813-820.

23 Wakefield B, Drwal K, Scherubel M, Klobucar T, Johnson S, & Kaboli PJ. Feasibility and effectiveness of remote, telephone-based delivery
of cardiac rehabilitation. Telemedicine Journal and e-Health. 2014;20(1),32-38.
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Respiratory

While many of the rates of pulmonary iliness did not differ between rural and urban patients, there were higher
rates of chronic obstructive pulmonary disease (COPD) among highly rural (11.4%) and rural (11.3%) Veterans
compared to urban Veterans (8.1%) (Exhibit 6-13).

Gastrointestinal

Among the gastrointestinal conditions, rural Veterans had the highest rates of esophageal disorders (20.3%)
compared to both their highly rural (18.3%) and urban (16.4) counterparts. Additionally, rural and highly rural
Veterans had slightly higher rates of colorectal polyps (6.5% and 6.4% respectively), compared with urban
patients (5.7%). Lastly, rural and highly rural Veterans had slightly lower rates of hepatitis C (1.8% and 1.6%,
respectively) than urban Veterans (3.0%) (Exhibit 6-13).

24 Eberhardt MS & Pamuk ER. The importance of place of residence: Examining health in rural and non-rural areas. Am J Public Health.
2004;94(10),1682-1686.

25 Abrams T, Vaughan-Sarrazin M, Fan VS, & Kaboli PJ. Geographic isolation shows higher risk for chronic obstructive pulmonary-disease
related mortality: A cohort study. Office of Rural Health Issue Brief. 2012;1-3.

26 Chang L, Toner BB, Fukudo S, Guthrie E, Locke GR, Norton NJ, & Sperber AD. Gender, age, society, culture, and the patient’s perspective
on the functional gastrointestinal disorders. Gastroenterology. 2006;130(5),1435-1446.

27 Kinney AY, Harrell J, Slattery M, Martin C, & Sandler RS. Rural-urban differences in colon cancer risk in blacks and whites: The North Caroli-
na colon cancer study. Journal of Rural Health. 2007;22(2),124-130.

28 Cole AM, Jackson JE, & Doescher, M. Urban-rural disparities in colorectal cancer screening: Cross-sectional analysis of 1998-2005 data
from the Centers for Disease Control’s behavioral risk factor surveillance study. Cancer Medicine. 2012;1(3),350-356.

29 Hellard M, McBryde E, Davis RS, Rolls DA, Higgs P, Aitken C, Thompson A, Doyle J, Pattison P, & Robins G. (2015). Hepatitis C transmission
and treatment as prevention - the role of the injecting network. International Journal of Drug Policy, (epub ahead of print).
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Urinary

Few differences were seen between rural and urban Veterans in the renal-urinary category. Only a slight
difference was found among those with renal failure or nephropathy, with 6.0% of highly rural Veterans having
this condition, compared to 6.8% of rural and 7.1% of urban Veterans (Exhibit 6-13).

Reproductive Health

In FY13, rates of reproductive health issues were relatively low across the entire Veteran population. Only two
conditions in this category had noteworthy difference between rural and urban Veterans, including male genital
disorders (with rates at 13.4% of rural and highly rural Veterans compared to 11.8% in urban Veterans) and sexual
dysfunction (5.9% in highly rural, 7.5% in rural, and 7.6% in urban, respectively). Female specific disorders were
largely similar across geographic categories (Exhibit 6-13).

Breast

Rates of breast conditions were low across the entire population and did not show any notable differences
between rural and urban Veterans (Exhibit 6-13).

30 Axelrod DA, Guidinger MK, Finlayson S, Schaubel DE, Goodman DC, Chobanian M, & Merion RM. Rates of solid-organ wait-listing, trans-
plantation, and survival among residents of rural and urban areas. JAMA. 2008;299(2),202-207.
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Cancer

There were no notable differences between rural and urban Veterans in cancer diagnoses (Exhibit 6-13).

Hematology / Immunology

There were slightly lower rates of diagnosed anemia among highly rural Veterans, with highly rural rates at 5.5%,
rural at 6.9% and urban at 7.6% (Exhibit 6-13).

Musculoskeletal
Rural and urban Veterans had similar rates of diagnoses for most musculoskeletal disorders (Exhibit 6-13).
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cancer patients. Journal of Rural Health. 2008;24(4),390-409.

35 Eberhardt MS & Pamuk ER (2004). The importance of place of residence: Examining health in rural and nonrural areas. Am J Public
Health. 2004;94(10),1682-1686.
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37 Guralnik JM, Eisenstaedt RS, Ferrucci L, Klein HG, & Woodman RC. Prevalence of anemia in persons 65 years and older in the United
States: Evidence for a high rate of unexplained anemia, Blood. 2004;104(8),2263-2268.

38 Eberhardt MS & Pamuk ER (2004). The importance of place of residence: Examining health in rural and nonrural areas. Am J Public
Health. 2004;94(10),1682-1686.



http://www.va.gov/healthequity/NVHER.asp
http://www.va.gov/healthequity/NVHER.asp
http://www.va.gov/healthequity/NVHER.asp

Chapter 6 Health and Healthcare for Veterans in VHA in Rural Areas

Neurological

There were also no notable differences among the rural and urban Veteran population for the conditions
included in the neurological category (Exhibit 6-13).

Mental Health / Substance Use Disorder

Across many of the mental health diagnoses, highly rural Veterans had the lowest rates of diagnosed conditions.
For example, for major depressive disorder, 4.0% of highly rural Veterans, 5.3% of rural, and 6.3% of urban
Veterans had this diagnosis. This was also the case for the depression, possible-other (13.1% highly rural, 15.6%
rural and 16.3% urban), PTSD (10.8% highly rural, 12.1% each in rural and urban), anxiety disorders-other (6.0%
highly rural, 8.8% rural, and 9.3% in urban), adjustment disorders (1.4% highly rural, 2.2% rural, 2.8% urban),
bipolar disorders (1.5% highly rural, 1.9% rural, and 2.6% urban), alcohol use disorders (5.6% highly rural, 6.0%
rural, and 7.7% urban), and drug use disorders (2.1% highly rural, 3.0% rural, and 5.2% urban) (Exhibit 6-13).
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Sense Organs

Among conditions of the sense organs, the highly rural Veterans had lower rates of refraction disorders (15.0%)
compared to both rural (18.9%) and urban (18.8%) Veterans. This trend was also seen among glaucoma rates,
with 5.1% highly rural, 7.0% rural and 8.3% urban Veterans receiving this diagnosis. Rural Veterans had the
highest rates of cataract diagnoses at 17.6% (compared to 15.4% in highly rural and 16.1% in urban). Lastly, rural
and highly rural Veterans had higher rates of hearing problems (approximately 19%) compared to urban Veterans

(16.7%) (Exhibit 6-13).

Dental

Across all dental diagnoses, highly rural Veterans had lower rates than their rural and urban counterparts. For
example, 4.4% of highly rural Veterans had dental caries, while 4.9% of rural and 5.5% of urban Veterans had

caries (Exhibit 6-13).
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Dermatologic

Rates of dermatologic issues were similar among rural and urban Veterans (Exhibit 6-13).

Other

Among the other issues included in this data, highly rural and rural Veterans had lower rates of housing
insufficiency (1.3% for rural and highly rural compared to 4.2% in urban) (Exhibit 6-13).

49 Zahnd WE, Goldfard J, Scaife SL, & Francis ML. Rural-urban differences in behaviors to prevent skin cancer: An analysis of the Health Infor-
mation National Trends Survey. J Am Acad Dermatol. 2010;62(6),950-956.
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Section V: Conclusions

Overall, the distribution of diagnosed conditions between rural and urban Veterans are largely similar, with rural
Veterans having higher diagnosed rates of some conditions (e.g., diabetes and COPD) while urban Veterans have
higher diagnosed rates of other conditions (e.g., HIV and Hepatitis C). In this way, we can see that rural residence
does not necessarily result in a diagnosed disease prevalence disparity. However, disparities in health outcomes
are largely a result of geographic differences in delivery of and access to quality care, which encompasses
differences in prevention, diagnosis, screening, outreach, and clinical service delivery. For example, rural/urban
differences in treatment patterns have been described for a variety of disorders such as coronary artery disease,
stroke, and breast cancer. Prior studies have also found lower screening rates for colorectal cancer and lower rates
of mental health treatment. These and the many other examples discussed above suggest that understanding
how rurality impacts health goes beyond exploring rates of health conditions, and should explore differences in
health outcomes, in treatment provision, and in health behaviors, to name a few. By exploring rurality through

a broader array of health measures, we could start to see how interventions and health care must be adapted to
bring rural residents the same high quality care as their urban counterparts.

In sum, rural residence does not always suggest that a disparity exists. Instead, rural residence suggests that there
could be differences in how health services are delivered, received, and adopted. In addition to work around
other social determinants of rural Veterans’ health, understanding and addressing the variety of disparities that
can result from these differences in care is the challenge for future research, policy, and practice in rural health.

There are several limitations of this chapter to note. First, this chapter provides only count data for the
demographics, utilization, and individual conditions listed. While this count data can provide a springboard from
which to start to examine areas of rural health care that may require additional attention, it does not provide the
detailed look required to see many of the disparities in care rural Veterans face. These disparities are often seen
in data such as differential health outcomes for the same illness or increased burden of travel to receive care,

as two examples. For this reason, it is important to interpret the numbers in this report with this in mind and
remember that the lack of a difference in rates seen in many of these illnesses is not suggesting that rural and
urban Veterans are equal in health care access, but instead shows that, as expected, the rates of many diseases
are similar across populations.

Additionally, the counts and rates included in this chapter reflect only diagnoses and visits which are
documented in VA records. It is possible, and likely, that many Veterans are receiving care outside of the VA
and that information is not included here. This should be considered when reviewing the rates and utilization
information provided in previous sections.

Lastly, this chapter does not include data on many other social determinants that could be important to rural
Veterans. For example, many issues facing rural Veterans are a result of provider shortages, lack of available
education, training and employment, issues with health literacy, poverty, transportation, and other psychosocial
factors which can make rural residence a barrier to accessing care and remaining healthy. These issues also merit
research and policy, but are beyond the scope of the data provided here.
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