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Executive Summary 

While 19 percent of the U.S. live outside urban areas, people in rural America 

consistently exhibit higher rates of negative health outcomes, such as heart disease, diabetes, 

stroke, and cancer.  These disproportionate outcomes speak to challenges in health care access 

that can be contributed to distance, health care professional shortages, and other infrastructure 

challenges.  In this report, we examine rural America, health disparities in rural communities, 

and make recommendations for positively impacting these communities through design 

thinking and philanthropic investment. 
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Addressing Rural Healthcare Access Disparities through Giving:  

Using the Design Thinking Model to Explore New Philanthropic Opportunities 

The ability to live a healthy and prosperous life shouldn’t be constrained by the 

geographical location in which we live.  However, there are clear disparities in the United States 

between people living in urban areas and those in rural areas.  These disparities exist in health 

outcomes, in addition to access caused by distance and technological constraints in rural areas.  

In this report, we explore who rural Americans are, what healthcare disparities exist, and make 

recommendations for making a financial investment to decrease the impact of these disparities.  

We also detail the design thinking model of problem solving and how this framework can guide 

the development of interventions.  

Context of Rural Americans 

What are Urban & Rural Areas? 

To define rural in America, we must first identify what it is not, specifically urban.  

When we are asked to imagine urban and rural life, often we first see a bustling urban city, full 

of people and industry, with skyscrapers lighting up the night sky.  Next, we see rural life as 

quaint farmland bordered with crops and cows.  However, the demographic definition is much 

more complex.  The distinction is important, as the delineation between urban and rural impact 

nearly every area of public life, including policy, law, economic development, health, and 

philanthropy. 

According to the U.S. Census Bureau (2016), urban areas are defined using measures of 

population, land use, population density, and distance to other areas.  Since the 2000 Census, 

urban areas have been divided into two groups: urbanized areas and urban clusters. This 

distinction is primarily based on population and density, often to account for areas more 

suburban than centrally urban.  Therefore, rural is any Census statistical area (census tract or 

block) that is simply not urban.  Table 1 details the population thresholds and other 

characteristics of these areas (Ratcliffe et al., 2016).   
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Table 1 

Classification of Urban and Rural Areas 

Area Population Density Land Use Distance Summary 

Urbanized 
Area 

50,000 or 
more 

1,000 ppsm* or 
500ppsm that 
contain mix of 
residential and 
nonresidential 
land use 

Residential 
areas or 
nonresidential 
areas with 
urban use, 
such as 
parking lots or 
airports 

Areas that 
may not 
meet 
population 
criteria, but 
are a hop or 
jump** 
away from 
more 
densely 
populated 
areas 

• Dense 
• Large 

population 
• Close 

together 
• Built-up 

areas 

Urban 
Cluster 

2,500 – 
50,000  

Rural Area < 2,500 Less dense Sparse Long 
distances 
between 
other areas 

• Sparse 
• Small 

population 
• Large 

distances 
• Not many 

built-up 
areas 

 

Source: Ratcliffe et al., 2016. 
* People per square mile. 
** See (Ratcliffe et al., 2016) 

 

 

At a county-level, areas can be defined further by a level of rurality: mostly urban, mostly 

rural, or completely rural.  According to the 2010 Census, 709 counties were completely rural, 

1,185 mostly rural, and 1,254 mostly urban (Rural America, a Story Map, 2010).     

Who are Rural Americans?  

 According to the 2010 U.S Census, 19.3 percent of Americans live in rural areas, while 

about 80 percent of the U.S. live in urban areas.  However, urban areas only account for 

approximately three percent of land in the U.S, leaving over 97 percent of land to be occupied by 
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less than a fifth of the population (see Figure 1) (Ratcliffe et al., 2016).  A majority of people 

living in rural areas reside in the South, Midwest and Northeast (64.4 percent), with nearly 50 

percent living in the South (Rural America, a Story Map, 2010).  According to Parker et. Al 

(2018), while a majority of the population is urban, a majority of counties are rural.  Figure 2 

shows where rural, suburban, and urban counties are located in the U.S. (Parker et al., 2018).   

 

Figure 1 

Population in Urban and Rural Areas, 2010  

 

Source: Ratcliffe et al., 2016. 
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Figure 2 

Counties by area type 

 

Source: Parker et al., 2018.  
 

 

Demographics 

Demographically, people in rural areas are similar to urban centers, but some differences 

exist.  The 2017 American Community Survey (ACS) found that with a median age of 44, people 

in rural areas tend to be older than urban areas (37 years) and have a higher percentage of 

people 65 and older (18.0 percent vs. 14.1 percent for urban areas).  While slightly more adults 

18 years and older are male (50.3 percent), 52 percent of adults over 65 are women (U.S. Census 

Bureau, 2017a).  
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Marriage and Family. The 2017 ACS also found that nearly three-quarters of people 

in rural areas live in families (72.1 percent; 65.9 percent for U.S), with 58.6 percent in married 

families (48.4 percent for U.S).  Over half of both men and women are married (57.0 percent, 

57.1 percent), and 10.7 percent of both men and women are divorced.  While this is lower than 

the national rate for women (12.1 percent), it is higher for men (9.5 percent).  The average family 

size in rural areas is slightly lower than the U.S.: 3.06 and 3.24 person, respectively.  Of all 

births in the U.S. in the past 12 months, 16.5 percent were to women ages 15 to 50 living in rural 

areas, approximately 660,000 births.  Nearly a third of these mothers were unmarried, 31.7 

percent  (U.S. Census Bureau, 2017c). 

Education and Economics. According to the 2017 ACS, 12.6 percent of adults 25 

years and older in rural areas have less than a high school diploma, while 22.2 percent have a 

bachelor’s degree or higher, less than the U.S. overall, 30.9 percent (U.S. Census Bureau, 2017c).  

The unemployment rate for people in rural areas was 5.8 percent, slightly lower than the U.S. 

overall of 6.6 percent.  The median household income was $56,035, compared to $57,652 

nationally.  For families, the median income was $67,278 for rural Americans, compared to 

$70,850 overall.  The wage gap for women in rural areas was wider than the national gap.  In 

rural areas, the median earnings for women working full-time was $36,885, compared to 

$49,655 for men, a difference of nearly $13,000 per year.  This is a gap of 26 cents for every 

dollar of male earnings, compared to 20 cents nationally  (U.S. Census Bureau, 2017b). 

Poverty. The 2017 ACS also found that approximately 13 percent of people in rural 

areas experienced poverty in the past year, including 17.6 percent of children under 18 and 20 

percent of children under five.  Nine percent of families in rural areas experienced poverty in the 

past year, including 14.8 percent of families with children and 15.8 percent with children 

younger than five only.  The poverty rate was significantly lower for married families, 5.1 percent 

overall and 7.2 percent of families with children.  However, single-mother households in poverty 
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were higher in rural areas than in the U.S. overall.  Figure 3 shows the rates of poverty in single-

mother households in rural areas. (U.S. Census Bureau, 2017b).  

 

Figure 3 

Percent of Families with Children Whose Income in the Past 12 Months was Below Poverty  

 

Note:  Families with children are families with related children of the householder under 18 years old; 
‘single-mother families’ are families with female householder, no husband present, with related children of 
the householder under 18 years old; ‘single-mothers, young children’ are families with a female 
householder, no husband present, with related children of the householder under five years only.  
 
Source: (U.S. Census Bureau, 2017b) 
 

 

Disparities in Health and Wellness 

While gaps exist for educational attainment, household income, and poverty, significant 

disparities exist in the areas of health and wellness for people living in rural counties.  Parker et 

al. (2018) found that after job availability and public transportation, “two-thirds of rural 

residents say [access to good doctors and hospitals] is either a major or minor problem where 

they live.” Poverty, access to high-speed Internet, and drug addiction were among the top 

problems found in the survey. Table 2 shows the major problems rural residents said they have 

in their communities. (Parker et al., 2018). 
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Table 2 

Percent of Rural Residents Saying Each is a Major Problem in Their Local Community 

Drug addiction 46 % 

Access to public transportation 43 

Availability of jobs 42 

Availability of affordable housing 36 

Poverty 32 

Access to high-speed internet 24 

Access to good doctors and hospitals 23 

 
Source: (Parker et al., 2018) 
 
 

   

Provider Shortages 

This anxiety exhibited by rural residents follows healthcare and wellness indicators as 

well.  Rural areas fall behind their urban counterparts in simply the number of providers 

available in rural counties.  Ashrafzadeh (2017) found that 77 percent of rural counties in the 

U.S. are designated Primary Care Health Care Professional Shortage Areas (HPSA) by the 

Health Resources & Services Administration (Ashrafzadeh, 2017).  HPSAs are geographic areas 

with shortages in primary care, dental or mental health professionals or areas with significant 

shortages for specific at-risk populations, such as migrant workers, Native Americans, the 

homeless and correctional facilities (Health Professional Shortage Areas (HPSAs), 2019).    

Lack of Health Insurance 

In addition to living in shortage areas, Cheeseman Day (2019) found that rural counties 

have higher rates of uninsured residents, compared to urban counties, particularly those 

counties in states without Medicaid expansion.  The analysis found that a lack of health 
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insurance increased as counties were more rural.  For completely rural counties, 12.3 percent of 

residents were uninsured, compared to 11.3 percent for mostly rural and 10.1 percent of mostly 

urban counties.  For rural counties in states without Medicaid expansion, uninsured rates were 

nearly double those with Medicaid expansion.  Figure 4 shows the percent of people lacking 

health insurance by rurality in states with and without Medicaid expansion.  (Cheeseman Day, 

2019)  

 

Figure 4 

Percent of uninsured people under 65 by Medicaid expansion status

 

Source: (Cheeseman Day, 2019)  
 

Potentially Preventable Deaths 

According to the Centers for Disease Control and Prevention, the five leading causes of 

death in the U.S. are stroke, cancer, heart disease, unintentional injuries, and chronic lower 

respiratory disease (CLRD). Though not exclusively the case, many of these deaths are 

considered potentially excess, or preventable, deaths. In an analysis of data from 2010 to 2017, 

Garcia et al. (2019) found a higher percentage potentially excess deaths in rural areas compared 

to metropolitan areas. Table 3 shows the percent of deaths from the leading causes of deaths 

7.6%
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that were potentially preventable for people in rural areas under 80 years old (Garcia et al., 

2019). 

 

Figure 5 

Percent of potentially excess death among persons aged < 80 years from the five leading 

causes of death 

 

Source: (Garcia et al., 2019) 
 

Many of these potentially preventative deaths can be contributed to lifestyle choices and 

habits, such as tobacco use and obesity.  Garcia et al. (2017) found smoking and tobacco use is 

more prevalent in rural areas than urban.  Tobacco use causes an increased risk of heart disease, 

stroke and CLRD, the top three causes of potentially excess deaths after unintentional injury.  

Self-reported obesity rates are also higher in rural areas; obesity increases a person’s risk of 

developing hypertension and diabetes, which contribute to heart disease and stroke. (Garcia et 

al., 2017). In 2014, these causes contributed to a total of 71,000 potentially preventable deaths 

in rural areas.  Table 3 shows the number of potentially preventable deaths for each of the five 

leading causes (Centers for Disease Control and Prevention, 2019). 
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Table 3 

Number of deaths among rural American that were potentially preventable, 2014 

Cause of Death Potentially Preventable Deaths 

Heart Disease 25,000 

Cancer 19,000 

Unintentional Injuries 12,000 

CLRD* 11,000 

Stroke 4,000 

Total 71,000 

 

*Chronic lower respiratory disease 
Source: (Centers for Disease Control and Prevention, 2019) 
 
 
 

Racial and Ethnic Disparities 

Additional barriers exist for racial/ethnic minorities in rural areas.  James et al. (2017) 

found that while the median age of rural residents is middle-age, minorities tend to be younger 

than non-Hispanic whites (39.7 percent 18-44 years).  Racial minorities also make less, with 66 

percent having an annual household income of less than $50,000.  These residents were more 

likely to report their health as fair or poor and had higher rates of self-report obesity.  Racial and 

ethnic minorities were also less likely to say they had a personal health care provider or have the 

ability to visit a doctor due to the financial burden.  Table 4 details selected results of the survey 

by racial or ethnic group (James et al., 2017).  
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Table 4 

Percent of adults 18 and older living in rural areas 

 Black Hispanic Asian or 
NHOPI* 

AI/AN** White 

Health status: 
fair or poor 

28.8 28.4 10.4 28.9 18.5 

Could not see 
a doctor in the 
past 12 
months 
because of 
cost 

24.5 23.1 17.2 19.1 15.0 

Obesity*** 45.9 35.5 15.5 38.5 32.0 

No leisure-
time physical 
activity in the 
past month 

38.2 35.4 27.6 29.8 27.7 

Current 
cigarette 
smoker 

23.2 17.0 10.9 36.7 24.7 

 

* native Hawaiian/other Pacific Islander 
**American Indian/Alaska Native 
***BMI greater or equal to 30kg/m2 
Source: (James et al., 2017) 
 
 
Disparities in Women’s Health 

Women in rural areas consistently fall behind in both women’s health and maternal care. 

The American College of Obstetricians and Gynecologists (ACOG) (2014) found that women 

living in rural counties have higher rates of self-reported poor or fair health, suicide, smoking, 

obesity, cervical cancer, and unintentional injury, including motor vehicle injuries.  Nearly a 

fifth (18.6 percent) of women said they put off going to the doctor due to cost, with 23.1 percent 

of women having no health care coverage.  Rural women were also less like to receive 

preventative screenings for breast and cervical cancers than urban women.  Maternal and 
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prenatal care rates were also lower.  Rural women were less likely to attend prenatal care 

appointments during the first-trimester of pregnancy and more likely to require hospitalization 

for pregnancy complications.  (American College of Obstetricians and Gynecologists, 2014).  

Distance is also a barrier for many rural women.  According to ACOG (2014), nearly half 

(49 percent) of all U.S. counties lacked an OB/GYN, impacting 10.1 million women. Thirty-one 

percent of rural women reported having to travel more than 100 miles for abortion services. 

(American College of Obstetricians and Gynecologists, 2014). 

Providers in these areas must also adapt to the needs of rural women.  A survey of 

OB/GYN practitioners by Fialkow et al. (2017) found that doctors in the Pacific Northwest 

(Washington, Oregon, Montana, Idaho, Wyoming, and Alaska) were more likely to do house 

calls (14.1 percent) and provide both OB and GYN services (39.4 percent).  Practices also said  

they would be willing to hire non-MD providers of women’s health care (80.6 percent) to extend 

services to rural women (Fialkow et al., 2017).   

 
Structural Barriers to Access 

Distance to Doctors and Hospitals 

A contributing factor to healthcare disparities can be attributed to the physical distance 

to doctors and hospitals.  Garcia et al. (2017) found that in addition to small numbers of health 

care providers, specialists and critical care units, residents in rural counties experience longer 

travel times for services and have limited public and subsidized transportation options, essential 

to particularly low-income residents.  This increased distance also impacts reaction times for 

emergency medical service providers and ambulator transport time to treat for things like 

injury, overdoes and motor vehicle accidents (Garcia et al., 2017).  A study by Lam et al. (2018) 

found that Americans living in rural areas live an average of 10.5 miles from the nearest 

hospital, with an average travel time of six minutes. Table 5 shows the average drive time to the 

nearest hospital by community type (Lam et al., 2018).  Douthit et al. (2015) found this 
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increased distance is also associated with lower vaccination rates, particularly influenza, and 

selecting radical surgery over radiotherapy for breast cancer treatment (Douthit et al., 2015). 

 

Table 5 

Average Minutes of Car Travel Time to Nearest Hospital by Community Type 

Community Type All respondents Below the 25th 
percentile 

Above the 75th 
percentile 

Rural 5.8 17.0 34.0 

Suburban 5.2 11.9 21.0 

Urban 4.5 10.4 18.7 

 

Source: (Lam et al., 2018) 
 

 

Health Literacy & Internet Access 

With barriers to preventative and primary care, rural residents also face barriers to 

evidence-based health information.  Limited health literacy has been associated with 

misunderstanding prescription instructions, nutrition labels, increase in preventable hospital 

visits and even mortality (U.S. Department of Health and Human Services, Office of Disease 

Prevention and Health Promotion, 2010). A study by Chen et al. (2019) found that higher levels 

of access to, and knowledge of health information is associated with lower levels of smoking and 

alcohol consumption, higher levels of exercise, consistent checkups and better self-rated health 

status. Rural Americans had lower rates of health literacy and reported limited access to 

information from primary care providers, dentists, federal agencies, scientists, health magazines 

and specialists. This correlates to infrastructure limitations to accessing the Internet. (Chen et 

al., 2019).  According to the 2017 ACS, 72.4 percent of rural households have broadband 



 16 

Internet, compared to 78.1 percent of all American, and 83.5 have a computer in their household 

(87.2 percent of U.S) (U.S. Census Bureau, 2017c). The study by Chen et al. suggests that the 

more access rural residents have to sound and accurate information online, the more likely they 

to be health literate (Chen et al., 2019). 

Evaluating Solutions and Opportunities 

It is clear health care disparities exist for rural residents in the United States.  While 

many disparities involve human behavior, lifestyle, and systematic shortfalls, this report will 

evaluate two areas of health care which could benefit from interventions funded 

philanthropically: distance to health care services and health literacy.   

A method of problem solving growing in popularity in the worlds of business and 

nonprofit work is the design thinking model.  For the purposes of this report, we will use the 

design thinking model to determine recommendations for interventions and philanthropic 

giving.  First, we will explore the model and its use in the area of health care.  Then we will 

specify interventions and opportunities for giving to positively impact rural healthcare access.   

The Design Thinking Model 

Designers frequently solve problems in which only the desired result, value, or goal are 

known and the means is unknown. Design professionals are faced with similar paradoxes of 

open, complex problems of business and organizations.  Dorst (2011) suggests that the key 

design principles of working backwards from a specific goal, developing and testing solutions or 

actions, and continuing evaluation of decisions can help bring to light new perspectives on 

logical problems solving in areas of business and society (Dorst, 2011).  Using this model, we can 

think creatively to impact barriers to healthcare services for rural Americans. 

Background 

According to Dorst (2011), this method of problem solving was first developed by 

architect Peter Rowe in his book, Design Thinking, published in 1987, but has since been 

expanded beyond architecture and design (Dorst, 2011).  Brown and Wyatt (2010) define design 
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thinking as problem solving which “focuses on developing solutions, products, systems, etc. that 

are empathetic, intuitive, and human-centered.” Spearheaded by David Kelley and his firm 

IDEO, design thinking has been used in the areas of public health, business, policy and beyond 

(Brown & Wyatt, 2010).  Pressman (2019) suggests that design thinking often “transcends 

conventional or obvious solutions” and “structured in a loop,” with an increase use in various 

contexts in recent years (Pressman, 2019). 

Design Thinking Framework: Three Views 

Though there is no singular definition of design thinking, there are three common views 

used to illustrate this problem-solving framework. 

Three Spaces. According to Brown and Wyatt (2010), design thinking is “best thought 

of as a system of overlapping spaces…: inspiration, ideation, and implementation.”  They suggest 

a “non-linear process” in which one explores each space, while continuing to use knowledge 

learned in later spaces to refine solutions (Brown & Wyatt, 2010). 

The typical starting point is the inspiration space.  In this space, one attempts to define 

the problem through empathy, observation, and human interaction of those affected by the 

problem.  Essential to this step is asking the people what would help them rather than assuming 

what they need.  This is the information gathering space in this process. Once the problem is 

defined, this information is used to create ideas.  One takes what was learned in the first space 

and brainstorm solutions with a diverse set of people from multiple disciplines. Finally, ideas 

are transformed into prototypes, solutions, and pilot projects.  In this space of implementation, 

ideas are tested in real-world scenarios and anything learned loops back to refine solutions or 

redefine the problem (Brown & Wyatt, 2010). 

The Five Stages. Dam and Teo (2020) take this general concept of the three spaces and 

expands it into more concrete process, in which problems are explored within five stages. 

According to authors, “the main benefits of the five-stage model is the way in which knowledge 

acquired at the later stages can feedback to earlier stages. Information is continually used both 
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to inform the understanding of the problem and solution spaces, and to redefine the 

problem(s).”  This process is illustrated in Figure 6.  While more concrete, this process lacks 

specifics on long-term evaluation in a real-world context, as suggested by Brown and Wyatt 

(2010) and Dorst (2011) (Dam & Teo, 2020). 

 

Figure 6 

Design Thinking: A Non-Linear Process 

 
Source: (Dam & Teo, 2020) 
 

Building Blocks. Rather than a linear view, design thinking can take the shape of what 

Pressman (2019) in his book Design Thinking: A Guide to Creative Problem Solving for 

Everyone calls “building blocks.”   This process can be adapted for the specific context of the 

problem and be molded and shaped to bring about the best outcomes and ideation. It is also 

“disruptive” to the status quo in its thinking, providing opportunity to discover new and 

innovative ideas. These building blocks include: information gathering, problem analysis, idea 

generation, synthesis and modeling, and critical evaluation (Pressman, 2019).   

Empathize Define Ideate Prototype Test
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Using the Design Thinking Model  

Using the principles of design thinking, we can evaluate and create recommendations for 

positively impacting rural healthcare access. This model has already been implemented in many 

projects to solve healthcare disparities.  Pressman (2019), Roberts et al. (2016), and Valentine et 

al.(2016) give examples of where this model has been successful in the broader problem of 

health care access disparities.  Examples of where this model of thinking has been used to solve 

healthcare disparities of access. Valentine et al. (2017) describes several case studies in which 

health care systems in government, public health organizations and others have implemented 

the design thinking model to address disparities in care. (Valentine et al., 2017). 

 For the purposes of this report, we have already explored the first space in terms of rural 

healthcare access: inspiration.  Previously, we extensively defined the problem of rural health 

care access and the disparities that exist for rural residents.  By combining the three views 

described, what follows is the second and third spaces: ideation and implementation.  We will 

explore and brainstorm solutions to the problem of rural health care access and then specify 

which interventions would be philanthropically advantageous to implement. Figure 7 shows how 

Brown & Wyatt’s (2010) Three Spaces and Pressman’s (2019) building blocks can be combined 

with procedural support from Dam & Teo’s (2020) five-step process. 
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Figure 7 

The Design Thinking Process  

 

Source: (Brown & Wyatt, 2010; Dam & Teo, 2020; Pressman, 2019) 
 

 

Creating an Ideal Healthcare System for Rural Americans 

The goal of this report is to make recommendations for philanthropic interventions that 

can positively impact residents in rural areas.  This is motivated by the idea that all people, 

regardless of their physical location or means, have the right to live healthy and prosperous 

lives.  One way of insuring this is creating an ideal health system.  The Centers for Medicare and 

Medicaid Services (2019) describes an ideal health system as one that is: accessible, affordable, 

risk-appropriate, high quality, patient centered, innovative, coordinated and equitable  (Centers 

for Medicare and Medicaid Services, 2019). 

For the purposes of this report, we will focus on two disparities areas: distance and 

health literacy.  These areas are recommended as their impact can be measured and evaluated, 

structural changes can be made (opposed to systematic or social changes), and interventions are 
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well documented.  As we have previously defined the problems facing rural residents in each of 

these areas, we can proceed to the second space of the design thinking model: ideation.  In this 

space, we will select existing interventions before proceeding to the implementation, or 

recommendation phase. 

Distance 

Based on the impact of distance on health care access in rural areas, the following is a list 

of possible interventions and opportunities: 

1. Increase access and implementation telehealth services between patients and healthcare 

professionals (Alonso et al., 2019; Douthit et al., 2015; NORC Walsh Center for Rural 

Health Analysis, 2019a; Telepsychology-Service Delivery for Depressed Elderly 

Veterans, 2019) 

2. To decrease the use of emergency room visits as a replacement for primary and 

preventative care for women and children, support the creation of community health 

centers (DeVoe et al., 2009; Douthit et al., 2015)  

3. Create or bolster public or subsidized transportation options in rural communities to 

diminish the impact of distance for those without their own transportation (Arcury et al., 

2005; NORC Walsh Center for Rural Health Analysis, 2019b) 

4. Create or support mobile health vehicle programs that bring services to areas in need, 

particularly communities of racial and ethnic minorities (Mobile Women’s Health Unit, 

2019) 

Health Literacy 

The following is a list of potential solutions to decrease disparities of health literacy:  

1. Increase high-speed and broadband Internet infrastructure (Douthit et al., 2015) 

2. Increase update-to-date resources in local libraries concerning health and wellness 

3. Public health fairs and events providing services and information 
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4. Partnerships with educational organizations, schools, universities, community colleges 

and childcare facilities to bolster health education in schools 

Recommendations 

The final step in the design thinking model is the implementation space.  This space 

includes the finalization of solution and evaluation of those solutions.  Once implemented, 

evaluating solutions in the real-world can help redefine the problem or refine solutions to be 

more impactful.  For the purpose of this report, recommendations for implementation is divided 

into two sections.  First, we will explore the state of philanthropy in rural areas in the United 

States.  Then, we will select interventions discovered in the previous section and make financial 

recommendations for giving. 

State of Rural Philanthropy 

As we have shown, disparities exist for rural Americans in the area of health care and 

health care access.  Additionally, disparities exist in philanthropy as well.  A study by Pender 

(2015) found in a sample of large foundations, only 5.5 percent of the real value of domestic 

grants by large foundations went to rural-based organizations. In contrast, in 2009 it was found 

that 7.0 percent of the real value of grants by smaller organizations when to rural organizations. 

The study suggests there is typically “an urban focus in large-foundation grantmaking.” The 

study found that between 2005 and 2010, the mean real value of grants from foundations was 

$124/person ($88/person in nonmetro areas and $192/person in metro counties). Figure 8 

shows giving by large foundations in selected areas for rural and urban organizations (Pender, 

2015).  
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Figure 8 

Percent of real grant value by large foundations grants to domestic rural and urban-based 

organizations, 2005 – 2010 

 

Source: (Pender, 2015) 
 

Although 19% of the U.S. population lives in rural areas, this population receives less 

foundation funding overall and in specific purpose areas. (Pender, 2015)  This speaks to a 

neglected area of need philanthropically and a market somewhat untapped by foundations by 

large and small. 

Swiersewski (2007) suggests several obstacles that may “deter foundations from 

engaging in more aggressive rural grantmaking.” These obstacles include misperceptions of 

rural populations (they don’t need help); the return on investment is too low to justify the work; 

foundations, particularly large-scale and well-funded, are located within urban areas; and the 

differences in infrastructure, forcing foundations to creatively manage and engage with local, 

rural populations (Swierzewski, 2007). 

Rural 9.0%

0.6%

1.5%

1.8%

Urban 10.5%

3.7%

1.3%

3.3%

Health

Medical Research

Mental Health

Science/Technology Research
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Philanthropic Opportunities by Disparity Area 

Using information gathered while defining rural healthcare access disparities, 

brainstorming solutions based on previous interventions, and examining the state of rural 

philanthropy generally, the following are recommendations for philanthropic investment to 

positively impact rural health outcomes.   

Fund Further Research 

One theme that was made clear while researching disparities in rural health as the lack of 

extensive data concerning rural health access.  Just as philanthropic giving seems sidelined by a 

disinterest in rural issues, data can be difficult to obtain, particularly survey data of rural 

residents.  While federally funded surveys such as the Behavioral Risk Factor Surveillance 

System (BRFSS) survey conducted by the CDC gives insight into rural health, other surveys are 

sparse, if nonexistent.  The first recommendation, and priority of this report, is to invest in 

research to glean more insight into health-related issues facing rural Americans, particularly 

organizations and higher education within rural counties.   

The following is a list of recommended areas of research:  

1. Rural health care access on a global scale 

2. Disparities in health care access for people of color, American Indians, and the poor in 

both urban and rural areas. 

3. Health care systems and operations management reform and innovation; federal health 

care policy reform to address inequities in private and for-profit health care facilities and 

health insurance providers. 

4. Expansion of public health coverage or services, i.e. universal health care managed by 

the federal government, universal Medicare expansion in all 50 states, bolstered state-

level departments of health. 
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Interventions 

In addition to research, the following interventions are recommended to begin closing 

the access gap in rural communities. 

Telehealth Programs.  One way to decrease the impact of physical distance on 

healthcare in rural areas is to establish and/or support alternative methods of care, including 

telehealth program.  Telehealth program allow patients to access health care professionals 

across long distances using everything from phone calls to smartphone apps to video conference 

calls.  According to the Rural Health Information Hub, at-risk populations such as people with 

disabilities, minorities, older adults, and those with limited English can highly benefit from 

telehealth programs (Specific Rural Populations That May Benefit from Telehealth - RHIhub 

Toolkit, n.d.).  Supporting telehealth programs can provide an alternative path for those in rural 

areas to receive primary care, particularly at-risk populations, and those without transportation. 

Education Initiatives to Increase Health Literacy.  Health education and literacy 

can go well beyond traditional centers of learning, such as public schools.  To raise levels of 

health literacy, and consequently health outcomes, investment is recommended.  Temple (2017) 

gives a few examples of impactful health literacy interventions.  We recommend investment in 

rural journalism and library services.  Newspapers provide a hyper-local platform for health 

information and can help bridge the online gap for people in rural areas.  In the same way, 

support local libraries provides other means to access health information (Temple, 2017). 

Access to high-speed Internet.  At the foundation of both of these interventions is 

the access to high-speed or broadband Internet.  While a majority of Americans in rural areas 

have access to high-speed Internet, just under a quarter do not (U.S. Census Bureau, 2017c). 

Further, Parker et al. (2018) found that 24 percent of rural residents said lack of high-speed 

Internet was a major problem in their communities. Perhaps an infrastructure problem is 

beyond the scope of these recommendations, continued effort in this area should be considered.   
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Consistent and periodic evaluation 

A key element of the design thinking model is the last space or step: implementation and 

evaluation (Dorst, 2011; Pressman, 2019).  Once foundation spending has been distributed and 

programs in place, it is essential to reevaluate and look critically at outcomes, impact and 

effectiveness periodically overtime.   

Budget Recommendations 

Table 6 details financial investment in the previous implementation areas. 

Table 6 

Percent of total giving 

Further Research 50% 

Telehealth Programs 25% 

Education Initiatives 25% 
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