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Introduction

This report ties together two important threads of work with a focus on rural
America: (1) access to paid family and medical leave and paid sick time in rural
communities; and (2) the distances to particular types of important health
services, specifically hospital-based maternity/obstetrics care, neonatal intensive
care unit (NICU) and neonatal care, hospital-based pediatric care, hospital-based
cardiology services, hospital-based cancer screenings and cancer treatment
services, and skilled nursing facilities in rural areas of the United States.

We show that access to paid leave should be considered a social
determinant of health just as access to health care and other economic
stability indicators are. Like access to and affordability of health care, people's
ability to affordably and securely take time away from work to receive and seek
health services or care for ill loved ones is critical to healthy people, families and
communities—and because of long distances to important types of health care
services in rural America, the need for paid leave is greater yet access is lower.

Policy discussions about health, economics, community development, and job
quality are often siloed. Yet workers’ expanded access to paid leave is deeply
connected to improved community health and reduced health disparities,
workforce retention, and economic growth and competitiveness. Paid family and
medical leave for serious personal and family caregiving needs and access to paid
sick time to recover from a routine illness or seek preventive health services
contribute to better individual and population health, reduce health care costs,
improve workforce retention and earnings, improve well-being, and boost the
economy.

Rural communities are often excluded from discussions that tie together health,
economics, and jobs. Paid leave and other policies that make it easier and more
affordable for people to find care for children, loved ones with disabilities, and
older adults have unique importance for people living in rural communities, who
face longer distances to travel to seek health services for themselves or a loved
one and are often concentrated in poorer-quality jobs that do not offer paid leave.

In this report, we show that rural America—which tends to be older and to
have populations with more caregiving and health needs than people in
other parts of the United States—has been left behind relative to
metropolitan communities with respect both to access to paid family, medical,
and sick leave and to hospital-based health care services; and, to a lesser extent,
to skilled nursing facilities. Rural workers have less access to both paid leave for
serious family and medical needs and paid sick time than people in metropolitan
areas. And, as our data demonstrate, people in rural areas must typically travel
three to four times further to critical hospital-based health care services than
people in urban areas—and much, much further in isolated rural areas.

newamerica.org/better-life-lab/reports/health-work-and-care-rural-america/



Communities in persistent poverty, many of which have concentrated
populations of Black, Latine, Asian and Native American populations,
face greater barriers on both fronts. People in rural areas with high
concentrations of Latine populations are especially burdened with long travel
distances to important types of hospital-based health care and reduced access to
paid leave and paid sick time. This is likely to affect the health, economic security
and well-being of rural populations and the economic competitiveness and
attractiveness of rural areas, and it exacerbates existing disparities in economic
opportunity between rural and non-rural areas of the United States.

newamerica.org/better-life-lab/reports/health-work-and-care-rural-america/



Key Findings

Below, we summarize the key findings from our research. These findings make a
clear and compelling case for policy interventions to guarantee access to paid
family and medical leave and paid sick time as both health and economic
development imperatives.

- Among U.S. states with more than 20 percent of the population living in
rural areas, none guarantee workers access to paid family and medical
leave and only two (Vermont and New Mexico) guarantee access to paid
sick time.

- Fewer than half of prime-age workers in rural communities (47.9 percent)
are estimated to have unpaid, job-protected leave through the federal
Family and Medical Leave Act (FMLA) because rural businesses are more
likely to be small and fall outside the FMLA’s coverage and because rural
workers are more likely to work part-time and therefore not meet the
FMLA’s hours-worked requirements.

- In the absence of legislative requirements or programs, just over half of
workers in rural communities (55.7 percent) report having employer-
provided paid sick time through their jobs, and both men and women in
rural communities are seven percentage points less likely than
metropolitan-area workers to have access to paid sick time. Fewer than
half of rural workers with a recent cancer diagnosis reported access to
paid sick days (49 percent).

« Only six-in-ten women in rural communities (61 percent) report having
paid time off of any kind that they can use to care for a new child, an ill
loved one, or their own serious health issue—and rural women are about
six percentage points less likely than women in metropolitan areas to have
access to paid time off to use for these serious family and personal
medical needs. Women’s access to paid leave is significant because
women continue to do more family caregiving than men. Through the
pandemic, other data shows that rural mothers report being particularly
stretched, and less likely to have access to paid leave or other types of
workplace or caregiving supports.

- People in the rural census tracts that are closest to hospital-based health

care services are still further away than people in urban census tracts are
to the same kind of health care services.

newamerica.org/better-life-lab/reports/health-work-and-care-rural-america/



- Residents of rural communities must travel, on average, far greater
distances than people in metropolitan areas to access hospital-based
health care services, including:

o Hospital-based obstetrics care (about three times as far, 24.7 miles
for rural census tracts, compared with 8.4 miles for urban census
tracts);

o Neonatal care (nearly five times as far, §0.6 miles for rural census
tracts, compared with 10.8 miles for urban census tracts);

o Hospital-based pediatric care (three times as far, 32.5 miles in rural
census tracts compared with 10.7 miles for urban census tracts);

o Hospital-based cardiology services (nearly four times as far, 30.6
miles for rural census tracts, compared with 8.0 miles for urban
census tracts);

o Hospital-based cancer screenings (nearly three times as far, 20.4
miles for rural census tracts, compared with 7.4 miles for urban
census tracts); and

o Hospital-based cancer treatments (more than three times as far,
26.8 miles for rural census tracts, compared with 7.9 for urban
census tracts).

- Skilled nursing facilities are also further distances (three times as far, on
average) from rural areas than metropolitan areas, though mileage is
much more reasonable than from most hospital-based health care services
(10.3 miles for rural census tracts compared to 3.8 miles for urban census
tracts).

- People living in rural areas with a high percentage of Latine residents have
even further to travel to hospital-based health services than rural residents
overall—and rural Latine residents are among the least likely to have
access to paid sick time or paid leave for serious family and medical needs.

- People living in areas of persistent poverty face greater challenges, as lack
of access to paid leave, combined with longer distances to travel to health
care may create greater burdens related to income loss and risks of job
loss. We find that rural areas with persistent poverty are slightly further
than other rural census tracts from hospital-based obstetrics care and
cancer screening and moderately further from hospital-based cancer
treatment.

newamerica.org/better-life-lab/reports/health-work-and-care-rural-america/



National public paid family and medical leave and paid sick time policies would
be the most efficient and fair way to create baseline access to paid leave for all
working people in the United States, no matter where they live or their job. State
policy interventions and private sector initiatives are also important building
blocks to workers’ expanded access to paid leave. Private sector policy and
culture changes are especially critical for creating workplaces that are more
favorable to workers with caregiving responsibilities or needs.

Expanded access to paid sick time and paid family and medical leave should be a
priority for rural policymakers and employers. Ensuring that policies are
designed with the needs of diverse rural communities in mind—to cover workers
in businesses of all sizes including in small businesses with paid, job-protected
leave that replaces a substantial share of income and covers caregiving for
extended family members—is essential.

In addition to individual-level reasons to expand workers’ access to paid leave,
rural areas are seeking to attract new, younger residents and build vibrant
communities with high-quality services. Access to paid leave may further these
goals by helping to attract workers, boost labor force participation, and
contribute to economic development.

newamerica.org/better-life-lab/reports/health-work-and-care-rural-america/
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A Snapshot of America’s Rural Communities

This first section of the report puts into context the factors in rural communities
that make paid family and medical leave and paid sick time uniquely important.
Paid family and medical leave is defined as a period of weeks or months a
worker may need to care for a new child, a seriously ill, injured or disabled loved
one, or their own serious health issue. Paid sick time is defined as hours or days
away from work to address a routine personal or family health need—most
commonly to stay home with an uncomplicated but contagious cold or flu or to
seek preventive health services. These are two policies among several, including
child care, home- and community-based care, higher wages and better job quality
for paid care workers, and flexible and predictable work schedules, that can help
working people manage paid work and unpaid caregiving responsibilities.

The factors we discuss below: (A) the demographics of rural communities, (B) the
job and industry composition or rural communities, (C) the health status of rural
populations, and (D) caregiving needs in rural communities, all heighten the
need for expanded access to paid leave and paid sick time. These policies help
ensure that rural workers can provide or receive care and seek health services
that they or a loved one need without jeopardizing their jobs or harming their
household’s financial stability or longer-term economic security. The
implications of access to paid leave go beyond individuals and their families.
Better access to paid leave boosts labor force participation and reduces gender,
racial, and economic inequities and contributes to overall community economic
opportunity and well-being.

Due to data limitations, our analysis relies on varying definitions of “rural”—
national government surveys may use the U.S. Census Bureau definition or the
Office of Management and Budget definition; some random sample surveys use
respondents’ self-reported residential location. Other researchers in their
analyses of rural demographic, labor, health, and economic conditions use a
similar array of definitions according to their data availability and research
purpose. We acknowledge that, if we had the ability to use a consistent definition,
the analyses could look different. The Methodology section at the end of the
report provides more detail and resources for more information.

A. Demographics

Rural counties account for nearly 63 percent of all counties in the United States,
but they house a minority of the U.S. population. An estimated 46 million people
lived in 1,969 rural counties in 2020, but they comprised just 14 percent of the
United States’ population.’ We note that census-tract based definitions of rural
communities, rather than counties, yield a higher estimate of 62.2 million rural

newamerica.org/better-life-lab/reports/health-work-and-care-rural-america/ 1



residents by pulling in some “metro fringe” areas—non-densely populated areas
on the edge of metro areas—that look more like suburbs and benefit from urban
economies.”

Figure 1 | Definitions of “Rural” Include Different Areas and Communities

Areas classified as rural under the
nonmetro rural definition

Areas classified as rural under the
census rural definition

M Rural [] Not rural M Rural [] Not rural

Source: 2010 rural classification by the US Census
CENTER ON RURAL INNOVATION CENTER ON RURAL INNOVATION

Source: Center on Rural Innovation

NEW AMERICA-

Our analysis tends to focus more on counties and uses the metropolitan/non-
metropolitan distinction most often because of the sources available for analysis;
when we deviate, we specify the definition we are using. We take solace in
guidance from the Center on Rural Innovation (CORI) that, “When forced to
choose these two definitions, we believe the nonmetro definition best describes
places that share common characteristics, better represents the diversity of rural
America, and reflects the critical social and economic dynamics of smaller
economies that link open land areas and small towns.”

Residents who identify their own location as rural are more likely than people in
urban and suburban areas to report living in their community for an extended
period of time (54 percent) and to live near the community where they grew up
(42 percent); a full quarter (26 percent) report they have always lived in their
community. Family is a main reason to stay or return.* Rural communities are far
less densely populated than non-rural areas, with about one-tenth the number of
people in a typical rural county as in a typical metropolitan county.’

1. Population Changes—and an Aging Population—Over Time

Prior to the pandemic, the share of the U.S. population living in rural counties
was declining (14 percent in 2016 versus 16 percent in 2000), with half having
fewer residents in 2016 than in 2000, and population growth in urban and
suburban counties is many times that of rural counties.® From 2010 to 2020,
migration decreased and the number of births only slightly exceeded the number
of deaths.” Increased remote work opportunities for white collar workers during

newamerica.org/better-life-lab/reports/health-work-and-care-rural-america/
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the pandemic and other factors led to a spike in non-metropolitan population
growth, but it remains to be seen whether this is a blip or will endure.®

Areas of persistent poverty in rural communities—defined as a poverty rate of 20
percent or more in each of four or more consecutive U.S. Census Bureau
measurements since 1980—have suffered sharp population losses, and this
contrasts with population trends in non-persistently poor counties. Persistently
poor rural counties lost population over the past 10 plus years (5.7 percent
population decrease), whereas other rural counties have grown their populations
slightly (.1 percent increase). However, both persistently poor and non-
persistently poor rural counties lag in population growth relative to metropolitan
counties, where both persistently poor and non-persistently poor counties saw
population increases between 2010 and 2020 (5.8 percent and 8.9 percent,
respectively).’

newamerica.org/better-life-lab/reports/health-work-and-care-rural-america/
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Table 1| Metropolitan and Non-Metropolitan Counties' Population
and Population Change, 2010-2020

Not
Persistent Persistent
Overall Poverty Poverty
Non-Metro Counties

Number of counties 1,976 1,675 301
2020 Population 46,005,635 40,262,942 5,742,693
Change from 2010 -287,771 +57,720 -345,491
Percent change, 2010-2020 -0.6% +0.1% -5.7%

Metropolitan Counties
Number of counties 1,166 1,114 52
2020 Population 285,443,646 273,754,113 11,689,533
Change from 2010 +22,991,514 +22,351,930 +639,584
Percent change, 2010-2020 +8.8% +8.9% +5.8%

Counties are considered persistently poor if 20 percent or more of the population lived at or
below the federal poverty line during four consecutive U.S. Census measurements dating back to
1980.

Counties are classified as metropolitan vs. non-metropolitan and persistently poor vs not
persistently poor using the USDA Economic Research Service 2015 County Typology Codes,
https://www.ers.usda.gov/data-products/county-typology-codes/

Population data is from the U.S. Department of Commerce, Bureau of the Census, PL-94,
decennial census files, 2010 and 2020

Source: Dobis et al., Rural America at a Glance, 2021 Edition, USDA Economic Research Service

NEW AMERICA

Rural population decline has implications for employers, the provision of health
services to older, ill and disabled people, and the tax base needed to fund
essential services and thriving, effective public institutions like schools and
libraries.'® One of the main areas of focus for rural communities is attracting
younger workers and families by creating good jobs—something that may be
made easier by establishing baseline benefits through public policies.

Rural counties are not only losing population and lagging in population growth,
they are also aging more rapidly than metro areas. Some rural areas have also
attracted retirees. Overall, rural counties have a higher share of residents aged 65
and older relative to urban and suburban areas (18 percent compared to 13
percent and 15 percent, respectively)—and that share has grown since 2000."

newamerica.org/better-life-lab/reports/health-work-and-care-rural-america/



This has societal implications: An aging population requires more caregiving
from family members or paid caregivers. The share of 35-to-64 year-olds in rural,
urban, and suburban areas is constant (39 percent of the population in each),
which means that the ratio of working age-to-older people in rural areas is lower
than in urban and suburban areas. As a result, working-aged people in rural
counties must care for a larger group of older adults than their urban and
suburban counterparts.

Figure 2 | Distribution of the population by age in rural, suburban
and urban counties (2012-2016 American Community Survey)

[l Rural [l Suburban [ Urban

39% 39% 39%

30

PR oo, 23% 23%

Younger than 18 18-34 35-64 65+
County categories are based on the National Center for Health Statistics Urban-Rural
Classification Scheme for Counties, https://www.cdc.gov/nchs/data_access/urban_rural.htm.

Source: Parker et al., What Unites and Divides Urban, Surburban and Rural Communities, Pew Research Center,
2018 (analyzing 2012-16 American Community Survey data).

NEW AMERICA

At the same time, the population of 18-to-34 year-olds is lower in rural counties
than in urban and suburban areas (21 percent versus 26 percent and 23 percent,
respectively)—which means a smaller number of births per capita in these
counties simply due to a smaller population; this fact is potentially also
exacerbated by greater difficulties accessing good jobs with living wages, child
care, paid family and medical leave, and health care. The share of children under
18 in rural counties as a percentage of the total population is also slightly lower
than in other areas—22 percent versus 23 percent.'” Between 2010 and 2020, the
number of births only slightly exceeded the number of deaths, whereas in the
prior decade, there were more than a million more births than deaths.”

Attracting younger people to rural communities and incentivizing births is an
economic development and community-well-being strategy for the future—
provided that supports and systems are in place to allow people to raise happy,
healthy, cared-for children. Paid leave could be one of several policies and

newamerica.org/better-life-lab/reports/health-work-and-care-rural-america/
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investments—including in housing, community services, and more—that helps
attract workers and families to rural communities.

2. Race, Ethnicity, and Native Populations—and Poverty

The racial and ethnic composition of rural counties differ from urban and
suburban areas. Whereas the white population is now a minority in urban
counties and a declining share of suburban counties’ population, most rural
counties have populations that are majority white, and the decline in the white
population has been smaller in rural counties than in other areas. As of 2018, 79
percent of rural residents were white, 8 percent were Black, 8 percent were
Hispanic or Latine, and smaller shares were Asian and Native American, but a
higher share of the Native population lived in rural counties than in suburban or
urban counties.**

As CORI explains, however, there is tremendous variation in racial and ethnic
diversity within different types of rural communities—and portraying rural
America as overwhelmingly white misses important nuances. Small towns—high-
population areas within non-metropolitan areas that the U.S. Census Bureau’s
definition of “rural” excludes but that the Office of Management and Budget’s
definition includes and which are shrinking relative to other areas classified as
rural (open lands and low-population-density areas on the fringe of metropolitan
areas)—are more diverse than other rural places: CORI’s analysis shows that 10.7
percent of residents of small towns identify as Black and 13.1 percent identify as
Hispanic or Latine.”

Rural counties are poorer than suburban and urban areas. In 2019, the rural
poverty rate was 15.4 percent, compared to 11.9 percent in metro areas—and the
gap is largest in the southern United States (19.7 percent in non-metro counties
versus 13.8 percent in metro counties). Although metro and non-metro poverty
rates declined from 2013 to 2019, non-metro rates declined less.'® Non-metro
counties in the Mississippi Delta (which tend to be disproportionately populated
by residents who are Black), in Appalachia, on Native American lands, as well as
in the Southwest and the northern Midwest have the highest concentrations of
poverty.”

Child poverty is also higher in non-metro areas: 21.1 percent compared to 16.1
percent, according to the USDA’s analysis of Census data from 2015-2019. Of the
138 counties in the United States with poverty rates of 40 percent or higher, 127
were in non-metro counties—disproportionately concentrated in the South
(especially in counties with high concentrations of Black people), upper Midwest,
and in South Dakota, where Native Americans make up the majority of the
population.'®

Poverty in rural America is also more entrenched than in metropolitan areas.
About 12.5 percent of rural residents live in counties with persistent poverty

newamerica.org/better-life-lab/reports/health-work-and-care-rural-america/
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compared to just 4.1 percent of residents in metropolitan counties.'® Race,
ethnicity, poverty, and opportunity intersect dramatically: Black, Latine, Native
and Asian rural residents are concentrated geographically and more likely to live
in areas with persistent poverty, exacerbating the overlapping work, health, and
care challenges they face.

White people are under-represented in rural counties that are persistently poor,
making up just 53 percent of the population in these counties (compared to 79
percent of the population in counties that are not persistently poor). Black people
make up 25 percent of the population in persistently poor counties but they are
just 5 percent of the population in rural counties that are not persistently poor; the
share of Latine and Native American residents is also substantially higher in
persistently poor versus non-persistently poor counties.”® Concentrations of
Black people in persistent poverty rural counties tend to be in the Southeast;
Latine concentrations are in the Southwest; Native populations are in the
Southwest and the Plains and Midwest; and Asian persistent poverty is
concentrated in the Southeast, especially in Georgia.”

newamerica.org/better-life-lab/reports/health-work-and-care-rural-america/
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Map 1| Rural Areas with Persistent Poverty, with Concentrations of
BIPOC Groups

Nonmetro counties by persistent poverty status and predominant race or ethnicity

Il White
I Hispanic -
Black
I American Indian/Alaskan Native
Not persistent poverty
[ Metro area

Note: Predominant race or ethnicity was determined at the State level and indicates the race or ethnicity that has been historically
predominant in those locations.

Sources: USDA, Economic Research Service using 2015 County Typology Codes and data from the U.S. Department of Commerce,
Bureau of the Census, PL-94 decennial census files, 2020.

Source: USDA Economic Research Service

NEW AMERICA

— IMPLICATIONS OF TRAVEL DISTANCES ON FAMILY ECONOMIC
SECURITY WHEN THE NEED FOR SICK TIME OR FAMILY OR MEDICAL
LEAVE ARISES

For all workers in rural communities, travel for specialized health care
services is burdensome, and inadequate paid time off for treatments is an
additional barrier. Among states with more than 20 percent of the population
living in rural areas, none guarantees workers access to paid family and
medical leave and only two (Vermont and New Mexico) guarantee access to
paid sick time.?

newamerica.org/better-life-lab/reports/health-work-and-care-rural-america/
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Map 2 | States with Paid Leave and/or Paid Sick Days Laws by Share
of the Population in Rural Areas

O Paid Sick Days Law @ Paid Medical and Family Leave Program @ Both

-
0% rural 61% rural

Source: U.S. Census Bureau (2010)
NEW AMERICA

The stress of managing work and treatment when long travel distances are
involved takes a toll. One study that focuses on female cancer survivors in
rural lllinois revealed the intersecting challenges posed by work and
distances to care and treatment.?*> Women in higher-quality jobs with access
to paid time off and flexibility to work from home were better able to
continue working through treatment and beyond. For example, Paula, an
accountant explained the commute she had to treatment. She was working at
the time she spoke with a researcher, and credited her continued
employment to her employer’s willingness to accommodate her need for paid
time off and flexibility—but the travel still took a toll:

During the radiation treatments, | would leave [my house], drive to
work, drive to [nearby city] [for radiation], and drive home. And that
was like an 85-mile round trip every day for seven weeks. So, it really
wore me out. — Paula, Accountant, White, Age 67, Breast Cancer
Survivor

Two other cancer survivors who were able to continue working had a similar
experience with a very long commute on top of work and treatment. Yet,
thanks to paid leave and employer flexibility, they were able to retain their
jobs throughout—creating stability for their households.

newamerica.org/better-life-lab/reports/health-work-and-care-rural-america/
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| would drive thirty-five miles to my work. | would work for like six or
seven hours and then | would go forty miles to my radiation. Then
thirty-five miles back home. It was like in a big triangle. That's a lot of
driving. — Marie, Nurse, White, Age 62, Breast Cancer Survivor

| had 30 sessions of radiology. And | went over there every afternoon.
I would work during that period. | would come in every morning, and |
think I left at 12:30 or something, because my appointments were
always at 2pm. That's how they set it up. Same time, every day. So, |
did that for 30 sessions, which took a period of a month and a half.
So, I did that Monday through Friday. My husband was able to take
me for a good portion of my appointments. | did drive at the end the
last couple weeks...| probably had to go over there 10 times for
injectable chemo. From my house, it's probably 50 miles. Because, on
the interstate from here to St. Louis, it's 45 miles. — Misty, Health
Department, White, 41, Brain Cancer Survivor

Having caregivers available to help with driving and support is also important
but can be challenging, especially for patients who are disabled as a result of
their cancer and cannot drive themselves.

My sister would basically just be like transportation every time we
had to go to Chicago or that area [for treatment]. She would take me
places | needed to go, but she also had a job at the time too. So she
would take off some work that she was allowed to take off, but she
couldn't take off too much. — Cynthia, Disabled on SSDI due to
osteoporosis from cancer treatment, White, Age 61, Reproductive
Cancer System Survivor

The challenges are even greater for workers whose work is physically
demanding and those who are paid low wages and in families with low
incomes. For example, among the lllinois cancer survivors, a cafeteria lunch
room worker, a crane operator, and a taxi driver all faced challenges
maintaining work after cancer treatments because of the work’s physical
demands; several others faced discrimination when seeking jobs with
prospective employers; others noted that the job market in their rural area
was just too limited to make finding new work possible.

Among the 610 counties in 40 states plus Puerto Rico with poverty rates at 20
percent or above in 2020, only 40 counties are covered by state protections
providing access to paid leave or paid sick time, which exacerbates
employment and health challenges.24 Only Washington state, New York,
Colorado and California have paid family and medical leave programs and
paid sick days guarantees; Arizona, Maryland and New Mexico have paid sick
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day laws.?® No other state with a high-poverty county requires employers to
provide workers with paid sick days or has established a statewide paid
family and medical leave program that provides paid leave to new parents,
family caregivers or workers with their own serious health condition. In
addition, people who live in poverty and are employed most often work in
low-wage jobs that do not offer paid leave—as we discuss more in the next
section. Employed people in rural counties with high poverty may be
especially likely to risk their jobs or their income when they need time to seek
or provide care, and unemployed people may have lost or left jobs as a result
of care needs.

The consequences of going without pay are significant: Even a few days of
work without pay means people making tough choices about buying food or
gas, housing, utility costs and more. Nationally, in 2017, for workers who were
paid low wages, lost wages from two unpaid days away from work was
roughly equivalent to a month’s worth of gas. Three unpaid days away from
work accounted for a family’s entire monthly grocery budget or a household’s
monthly utilities.?® The cost of missed wages in terms of affording basic
expenses is likely to be even greater now since wages have not kept up with
inflation for lower-wage households.?’ In rural counties, the costs may be
greater and the hardship even more severe because of longer travel distances
to work and higher costs of gas, food and utilities, especially in a time of
rising prices.”®

Similarly, the need for a longer leave for family or medical needs exacts a high
price. Nationally, among families who are not in economic hardship before
the need for a longer, six-week family or medical leave, 18 percent—including
26 percent of Hispanic and Black families and 25 percent of Native families—
are estimated to fall below 200 percent of the poverty line.?° For those
already in economic hardship—which people in rural counties are more likely
to be—the effects of an unpaid leave on families’ financial security and well-
being can be even greater. People who do not have paid leave and people
who are low-income are more likely to forgo a family or medical leave they
need and are more likely to suffer other forms of economic hardship—the
inability to pay bills, the need to borrow from savings or to borrow from
friends or family—and to use public assistance programs.30

B. Jobs, Wages, and Work

Jobs, wages, and work are central to thriving economies and vibrant
communities. After the Great Recession in the late 2000s caused historic job
losses, employment in rural areas did not rebound as quickly as in metropolitan
counties.
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Figure 3 | Employment Since the Great Recession

U.S. employment in metro and nonmetro areas, 2007—-21
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Note: Employment is based on annual average total employment by county; metro and
nonmetro designations are based on the 2013 definition of metropolitan counties, as
determined by the U.S. Office of Management and Budget.
Source: USDA, Economic Research Service using data from the U.S. Department of Labor,
Bureau of Labor Statistics, Local Area Unemployment Statistics program (April 15, 2022
release).

Source: USDA Economic Research Service
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One analysis from 2015 showed that the average number of jobs available to the
typical resident of a rural community is 52 times smaller than in the largest metro
areas.”

By 2017, while metropolitan areas exceeded their pre-2007 employment rates,
rural counties had only recovered about 95 percent of theirs; labor force
participation rates in rural counties dropped by about 6 percent over that same
time period, while labor force participation rates in metropolitan counties
rebounded and exceeded pre-2007 levels.?* One study found that, among people
of “prime working age” (25-54) in rural counties, just 71 percent were employed,
compared to 77 percent in urban and suburban counties, as of 2016.%

The COVID-19 pandemic substantially affected employment in rural
communities in the United States. While initial evidence showed that rural
employment recovered from the effects of the COVID-19 pandemic more quickly
and resiliently than metropolitan areas,** more recent data tells a different story:
Nearly six-in-ten rural counties (58.4 percent) had fewer jobs in July 2022 than

three years before. Overall, rural counties had 210,000 fewer jobs than before
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the pandemic, and rural counties are adding jobs back at half the rate of
metropolitan areas.”

“...The average number of jobs available to the
typical resident of a rural community is 52 times
smaller than in the largest metro areas.”

Wages are also lower in rural areas than in urban and suburban counties. In 2016,
rural workers were paid just $35,171, while urban workers were paid an average of
$49,515 annually and suburban workers were paid just over $46,000—though the
cost of living in rural areas is also different across these areas—higher for some
expenses and lower for others.*®

The rural employment story differs by region. Counties and areas with access to
natural resources, both for recreation and tourism and for harvesting and trade
have fared better over the last two decades (and in pandemic recovery), as have
those that are centers for innovation in agriculture and particular types of
manufacturing.’” Unemployment in these areas tends to be lower, job growth has
been more swift, and wages are growing faster.?®

However, as of 2015, a plurality of employment in the 704 counties that are
entirely rural was focused on human services—health care, education and social
assistance (22.3 percent)—as well as retail trade (10.9 percent) and leisure and
hospitality (arts, entertainment, recreation, accommodation and food services)
(7.3 percent). Another segment with high shares of employment were
manufacturing (12.1 percent), agriculture (9.6 percent) and construction (8.4
percent). Just 4.3 percent of rural employment was focused on finance and
insurance, 2.3 percent on wholesale trade and 1.3 percent in information.’® A
similar industry distribution was true for all non-metropolitan counties as of
2019.%°

Notably, with implications for health and caregiving, overall in the United States,
jobs in human services, retail, and leisure tend to be held by women, tend to pay
lower-than-average wages, and tend to be less likely to offer benefits like paid
leave, short-term disability insurance, or paid sick time. Among higher wage
industries with better benefits, women tend to be a minority of workers—finance
and insurance is the one exception.* (See Table 2.)

newamerica.org/better-life-lab/reports/health-work-and-care-rural-america/

23



Table 2 | Selected Industries by Share of Women, Average Wage
and Access to Types of Paid Leave (National data)

Women Paid Short-

(as  Average family term
percent weekly leave disability Paid sick
of all wage access access time
civilian (private (private (private (private
workers, sector, sector, sector, sector,
2021)  2021) 2022) 2022) 2022)
All Workers 47.0% $1,308 24% 43% 77%
Construction 11.0% $1,343 12% 30% 69%
Manufacturing 29.2% $1,473 23% 63% 79%
Wholesale 29.8%  $1,737 25% 54% 88%

trade

Retail trade 48.6% $764 24% 34% 68%

Transportation

and 25.1% $1,115 9% 49% 84%

warehousing

Utilities 23.1% $2,302 49% 60% 95%

Information 39.3% $2,936 51% 74% 93%

Finance and

. 53.4% $2,531 50% 76% 98%

insurance

Professional

and technical 43.1% $2,199 41% 63% 94%

services

Administrative

and waste 41.6% $965 13% 23% 65%

services

Educational 69.1%  $1,124 30% 40% 80%

services

Health Care

and Social 77.6% $1,117 29% 38% 86%

Assistance

Leisure and o , o o
s 50.9% $549 10% 19% 53%

hospitality

Totals for U.S. wages come from here:
https://data.bls.gov/cew/apps/table_maker/v4/table_maker.htm#type=1&year=2021&qtr=A&own=5!

Industry wages for U.S. private industry come from here:
https://data.bls.gov/cew/apps/table_maker/v4/table_maker.htm#type=6&year=2021&qtr=A&own=5

Leisure and Hospitality are here:
https://data.bls.gov/cew/apps/table_maker/v4/table_maker.htm#type=1&year=2021&qtr=A&own=5!

Share of women are here: https:/www.bls.gov/cps/cpsaat18.htm

Paid leave, paid sick time and SDI come from here (excel tables):
https://www.bls.gov/ncs/ebs/benefits/2022/home.htm
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There is perhaps no greater illustration of the differing experiences of workers in
rural America than the influx of knowledge workers who telecommuted to their
jobs during the pandemic in relative safety juxtaposed against the
disproportionate share of in-person, Black and Latine workers in schools, on
farms and in factories, who suffered higher rates of COVID-19 and faced higher
rates of death.*

— ON-SITE WORK, LACK OF PAID LEAVE = DEATH

In 2021, Jacqueline Lowery, a 28-year old teacher and mother, died of
CQOVID-19. Her cousin told the New York Times, “She had not yet tested
positive for the virus, and she needed to before she could qualify for Covid
pay from her employer. In the meantime, she was using up valuable sick days
... She was the sole provider, and she had to pay bills, and she wasn’t going to
get paid because she’d missed a solid week of school ... They kept telling her
she needed proof of positive Covid status.”**

The ability to find and maintain good employment is a concern to rural residents.
More than four in 10 rural residents (42 percent), including 53 percent of non-
white rural residents, identified the availability of jobs as an area of major
concern for them in 2018—a far higher share than urban or rural residents overall
(34 percent and 22 percent, respectively) and urban residents by race. And rural
residents were less optimistic than suburban and urban residents about the
availability of jobs improving over the next 10 years.** When people are
concerned about being able to find jobs, they tend to focus less on the quality of
the jobs that are available—and that means employers can pay low wages and
offer few benefits. This harms workers’ health and community well-being in the
long run.

More specifically, there may be some connection between poorer rural health,
discussed below, the limited job market and employment rates. A large study of
workers in Vermont found that rural workers were more likely to retire early after
a cancer diagnosis; one hypothesis is that the prevalence of physically demanding
work creates fewer return-to-work opportunities, as a larger share of rural
residents than urban residents work in agriculture, forestry, fishing, mining, and
construction.®

A second qualitative study of women cancer survivors in rural Illinois identified
the limited rural job market as a barrier to employment after cancer treatment.

newamerica.org/better-life-lab/reports/health-work-and-care-rural-america/

25



Cancer survivors who left work—most of whom had insecure employment prior
to their cancer diagnosis and treatment—cited as barriers to rejoining the
workforce the lack of job opportunities in their local area, limited remote work
opportunities, and the dominance of physically taxing manufacturing and service
jobs with few protections, which cancer survivors could not physically do without
harming themselves or further compromising their health.*® Notably, none of
these industries are likely to provide paid leave as a workplace benefit.*’

All of this underscores the importance of paid leave provided to everyone,
regardless of their job or their employer. Rural economic development requires
focusing on creating good jobs across a range of sectors and investing in policies
to support a healthy workforce. Boosting rural labor force participation rates is an
important goal for rural economic and community development. Access to
higher wages, workplace benefits, and the ability to manage work and family
demands can help boost labor force participation rates.

Both nonprofit organizations and for-profit management consultants are aligning
around solutions that require greater government and private sector investments
in creating livable communities and higher-quality workplace practices.* The
health care sector has been an important focal point of conversations about
equitable and inclusive economic development, and has potential to marry
conversations about health, work and care.*

C. Health

The health of rural populations, especially those in persistently poor counties and
among people of color, is concerning and heightens the need for access to
workplace leave for both workers and caregivers. Prior to the COVID-19
pandemic, 81 percent of persistently poor counties were in the bottom quartile of
U.S. counties in terms of health outcomes, and—as noted above—these counties
are disproportionately located in rural areas.’® The spread of COVID-19 in rural
counties, where Black, Latine, and Native residents comprised a disproportionate
share of deaths, was exacerbated by factors that affect rural population health
overall, including more in-person work in industries with high rates of
transmission, less access to and awareness of vaccines, further distances to
health care, and more.’*

The health of people in rural communities is affected by the social determinants
of health, including higher poverty rates and lower incomes, lesser job quality,
and lesser access to health care services.” The prevalence of unhealthy behaviors
like smoking and lack of aerobic exercise (likely due to lack of walkability in
many rural communities) is higher in rural areas than in metro areas. Lower rates
of privately provided health insurance and higher average ages are also among
the drivers of health disparities and overall poorer rural population health.”
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For nearly two decades, the distance to health care services has been identified as
a barrier to preventive care and treatment for people in rural communities.** The
closure of rural hospitals and reduced accessibility to health care providers
between 2012 and 2018 mean that rural people must travel even longer distances
to receive health care evaluations, treatments, and care.”® Researchers at the
North Carolina Rural Health Research Program examined closures over time and
found that rural counties with hospital closures in the past decade were more
likely to border metro areas and have higher shares of Black and Latine residents,
and that—overall—counties with hospital closures have higher levels of income
inequality, lower per capita income, and higher unemployment compared to the
median rural county, and that they tend to be in the South.’® Closures are likely
affecting residents’ perceptions and experiences: Two-thirds of rural residents
identified access to good doctors and hospitals as a major or minor problem in
2018, whereas the opposite was true elsewhere: 64 percent of suburban residents
said access to good doctors and hospitals was not a concern.” Distances to health
care and reduced access to health care services, which contribute to lower rates
of preventive care and screenings, mean missed opportunities for early
interventions that could eliminate or ameliorate more serious health problems in
the future.

“Two-thirds of rural residents identified access to
good doctors and hospitals as a major or minor
problemin 2018.”

As aresult of the myriad factors that affect rural health, deaths from serious
conditions are higher in rural counties. Heart disease, cancer, respiratory disease,
and stroke are more prevalent and death rates are higher in rural communities.®
One study found that, after hospitalization, Medicare patients in rural areas are
more likely to die within 30 and 90 days than residents of urban areas, less likely
to receive home health services in their community post-discharge, and less
likely to be readmitted to the hospital. The study authors hypothesize that these
poorer outcomes may be related to travel distances for home health aides and
from rural communities to hospitals when readmission might otherwise be
advisable.’” Rural counties also see more deaths that are considered preventable
for each of these common conditions because they occur at a younger age than
would normally be expected.®
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Table 3 | Deaths from Selected Conditions, Non-Metro vs. Metro
Areas (2014)

Age adjusted death rates per Percentage of Potentially
100,000 population Preventable Deaths
Non-metro Metro Non-metro Metro
Heart disease 194 162 42.6% 27.6%
Cancer 176 158 24.2% 13.5%
Chronic Lower
Respiratory 54 38 54.3% 30.9%
Disease
Stroke 42 35 37.8% 26.1%

Source: Rural Health Information Hub, Rural Health Disparities (2019), with data from 2014 compiled from the
Centers for Disease Control and Prevention.

NEW AMERICA

“Heart disease, cancer, respiratory disease, and
stroke are more prevalent and death rates are higher
in rural communities.”

Rural health outcomes related to pregnancy and childbirth are also poor relative
to urban areas—and the implications of this are likely to become even more dire
in the wake of newly restricted access to reproductive health care, including
contraception and abortion care services. At least half of rural areas do not have
hospital-based obstetrics services, and 2.4 million women of reproductive age
live in these counties. These counties, which are disproportionately more rural
and geographically isolated than counties that have obstetrics services, also have
fewer family physicians per capita than other rural counties and urban areas.
Difficulty accessing obstetrics care is most acute in rural counties with higher
percentages of non-Hispanic Black women, lower median income, and less
access to publicly-funded health insurance due to restrictive Medicaid eligibility
rules. During a 10 year period from 2004 to 2014, these were the same counties
where access became even more limited due to hospital obstetrics department
closures, potentially exacerbating racial and income-based disparities in
maternal and infant health outcomes."
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Perhaps in part due both to overall poorer health and more difficulty accessing
obstetrics care, maternal mortality rates are considerably higher in rural counties,
with 19.8 pregnancy-related deaths per 100,000 live births in micropolitan
counties (counties with 2,500 t0 49,999 people) and nearly 23.8 in smaller rural
counties, compared to 14.6 in large urban areas and 16.2 in medium and small
metropolitan counties. Maternal mortality rates for Black women in
smaller rural counties are the highest of any group—59.3 per 100,000 live
births and the same is true for Black women in micropolitan counties (52.8 per
100,000 live births). American Indian and Alaska Native women’s maternal
mortality rates are also significantly higher than rates for other rural women (37.5
in smaller rural counties and 32.3 in larger counties per 1000,000 women).%

The same higher mortality risk is true for rural babies, as well: neonatal
mortality and infant mortality rates are 8 percent and 20 percent higher,
respectively, in rural areas than in large urban counties, and rural infant
mortality rates increase dramatically by maternal age—from 8 percent higher
among mothers in their 20s, 30 percent higher among mothers in their 30s, and
54 percent higher for mothers in their 40s or beyond. In contrast, infant mortality
rates are lower, and distinctions by maternal age for mothers in their 20s and 30s
are absent, in urban areas.® Infant mortality is a particular concern in
Appalachia, which comprises West Virginia and some counties in Alabama,
Georgia, Kentucky, Maryland, Mississippi, New York, North Carolina, Ohio,
Pennsylvania, South Carolina, Tennessee, and Virginia. This is likely due to
higher rates of preterm birth, low birth weights, maternal diabetes, and maternal
hypertension in Appalachia than in other areas—in combination with higher
poverty, lower employment and education levels, and lower rates of physician
availability relative to need.®*

Difficulty accessing high-quality maternal, neonatal, and maternal health
services in rural areas is likely a significant factor in these substantial differences.
Practitioners and state-based stakeholders cite prohibitive costs for travel long
distances, transportation challenges, lack of financial resources that affect a
person’s ability to get care, lack of insurance coverage, and lack of skilled
obstetrics providers as among the factors affecting maternal mortality.* Some
data in the United States and internationally show that access to paid sick time
and paid leave may play a role t00.%° For example, the introduction of paid family
leave in California was associated with a 12 percent reduction in post-neonatal
mortality rates between 2004 when California’s program went into effect and
2008.%7 Further research should examine the extent to which maternal lack of
access to paid sick time for prenatal care and lack of access to paid maternity and
parental leave affects maternal and infant mortality and health in rural areas.
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D. Care and Caregiving

The aging U.S. population and the shrinking number of younger, working age
people available to provide care to older and disabled loved ones is creating
pressures for millions of working people and their families. One-in-five
Americans—an estimated 53 million people—provided care to an older or
disabled adult or to a child with disabilities in 2020, up from 43.5 million
caregivers in 2015. Six-in-ten caregivers are also employed, and most report at
least one work-related impact including late arrivals and early departures or

. . 68
taking time away from work to manage a loved one’s care.

Family caregiving is a staple of life in rural communities in the United States. In
2021, nearly one-in-four rural residents (23 percent) report having provided care
to a family, friend, or loved one within the past 30 days, according to analysis of
the caregiver module in the Behavioral Risk Factor Surveillance System CDC

Survey (BRFSS), which is a survey module administered to adults in most states.
69

According to the National Alliance for Caregiving (NAC)/AARP study, Caregiving
in the United States 2020 report and additional analysis of that data, a slightly
higher share of caregivers reporting that they care for someone who lives in a
rural area are employed, compared to non-rural caregivers (63 percent compared
to 61.2 percent), but they tend to work just under two hours a week less, on
average, than non-rural caregivers (34 hours per week compared to 35.9 hours per

week), and a lower share of rural caregivers work a full-time 40-hour a week job.
70

In rural counties, the need for caregiving is exacerbated by a relatively high share
of people aged 65 and older and shrinking shares of working age and younger
adults. A typical caregiver to a rural adult is 47.6 years old, which is two years
younger than the typical adult caregiver in the non-rural areas (49.6), and their
care recipient is also typically slightly younger than other adults who are cared
for across the United States.”*

Rural adults receiving care from a loved one are about as likely to have a long-
term physical condition as non-rural residents (64 percent rural and 62 percent
non-rural), but are slightly more likely to have a short-term physical condition (32
percent rural vs. 29 percent non-rural), a memory problem (35 percent vs. 30
percent), an emotional or mental health issue (31 percent vs. 28 percent), a
developmental or intellectual disorder (11 percent vs. 8 percent), or a behavioral
issue (10.3 percent vs. 7.4 percent). Children in rural areas who are receiving
special health-related care are also more likely to have a short-term physical
condition (31 percent vs. 26 percent).”” Short-term physical health issues may
require a period of time away from work for caregivers, and short-term physical
health issues, ongoing disability, mental health, and behavior issues may
necessitate caregivers’ presence at medical visits, a more unpredictable need for
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leave and episodic care—all of which are difficult without access to paid leave and
paid sick time.

Many rural caregivers do not live in a rural area themselves: Just 12 percent of the
nation’s caregivers live in rural areas (about 6.4 million caregivers to adults),
while 31 percent of care recipients are reported to have rural residency. This
means care must be coordinated remotely or the caregiver must take time from
work to travel to provide care.”? Rural counties also have higher shares of adults
with disabilities who may struggle to find employment that provides paid leave,
or who require care.”*

Expectations about future caregiving responsibilities are higher in rural areas.
Analysis of the 2021 BRFSS data shows that nearly 15 percent of rural residents
compared to 13 percent non-rural residents believe that they will be called on to

provide care to a family member or loved one in the next two years.”

— SPOTLIGHT ON WOMEN, ALL CAREGIVERS, AND WORK

Women, particularly mothers, in rural areas may have particular challenges
due to work and caregiving—both in terms of perceptions and actual
navigation of work and care. In 2018, 62 percent of rural women said it is
harder for women to get ahead, compared to 43 percent of rural men."®

In the wake of the COVID-19 pandemic, women with children under 18 and
women with both children and other family caregiving responsibilities who
work for pay outside their homes have been especially stretched—both
nationally and in rural areas. According to a recent survey commissioned by
the Bipartisan Policy Center, nearly six in ten rural mothers to children under
18 who had jobs in the past 12 months (57 percent) say they feel less
economically secure than before the pandemic, significantly more than the
shares of suburban and urban women who say the same.”” At a time when
both illness and caregiving forced people to take time away from work, more
than two-thirds of rural mothers (68 percent) said they could not afford four
or fewer weeks off without pay (compared to 59 percent of women overall),
including one-third of rural mothers (34 percent) who said they could not
afford even one week without pay and still meet their family’s financial needs
(compared to 26 percent of women overall).”®

More than one-third of working rural mothers and mothers overall (37
percent) reported that caregiving has made it hard to remain in the
workforce. A full one-quarter (25 percent) of rural mothers reported quitting
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a job because of caregiving in the past two years—more than mothers overall
(20 percent).79

Rural mothers were less likely than mothers nationally to report having
access to paid vacation time (71 percent versus 75 percent), paid sick days
(64 percent versus 70 percent), paid parental leave to care for a new child (42
percent versus 48 percent), flexible work from home options (39 percent
versus 45 percent), or affordable childcare or financial assistance for child
care (13 percent versus 17 percent). Working mothers’ access to paid family
caregiving leave is about the same in rural communities as nationally—32
percent or rural mothers and 34 percent of mothers overall report access.
About half of all mothers nationwide who do not have paid parental or family
caregiving leave say these supports would positively impact their ability to
stay in the workforce, their financial security, their ability to fulfill their family
responsibilities, and their mental health and stress levels.®°

Among caregivers overall, the NAC/AARP survey also shows concerning
information about caregivers’ labor force detachment: 7.5 percent of rural
caregivers reported leaving work entirely or retiring early.81 The reasons they
provide are illuminating: More than half (51.7 percent) said they needed more
time to provide care, nearly one-in five (18.8 percent) said their job did not
allow flexible hours, and more than one in ten (12.5 percent) said their job did
not allow time off without pay. All of these are more common answers among
rural caregivers than non-rural caregivers. And indeed, rural caregivers are
less likely to report access to paid family leave and paid sick days than non-
rural caregivers: 33 percent of rural caregivers report having access to paid
family leave, compared to 40 percent in non-rural areas; and 55 percent
report access to paid sick days compared to 58 percent in non-rural areas.
Only the affordability of paid care seems to be much less of a factor in rural
areas compared to non-rural locations (4.1 percent rural versus 13.9 percent
non-rural).®?

Figure 4 | Family Caregivers' Reasons for Leaving the Labor Force or

Retiring Early

W Rural ] Non-Rural

Needed more time to provide care

Non-Rural

Job did not allow flexible work hours

Non-Rural

Job did not allow time off with pay

Non-Rural

Could not afford paid help

Rural . 4%

Non-Rural &%

"Rural" is based on survey respondents' self-reporting of location.

Source: AARP and the National Alliance for Caregiving, Caregiving in the United States 2020 (Original data
analysis of question N15 conducted by Yiging Qian and Dr. Erin Kent)
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Lack of Paid Leave as a Barrier to Care, Health, and
Economic Security

A. The Importance of Paid Leave

Access to paid time away from work to provide care or seek health services for a
loved one or one’s self'is critically important for promoting good health,
economic security, and well-being. Access to paid time away from work helps
patients and caregivers access the treatments patients need.

For workers who are sick with contagious illnesses or need preventive health care
services, access to paid sick time facilitates staying home, keeping sick children
home, getting recommended immunizations and health screenings, and reduces
rates of workplace injuries.83 Access to paid sick time also promotes efficient use
of health care services and reduces emergency department use.**

For workers with serious health issues—and for workers who are family
caregivers to loved ones with serious health issues—access to paid family and
medical leave promotes compliance with treatment recommendations and
reduces nursing home use.® For example, nationally, an American Cancer
Society-Cancer Action Network survey of employed cancer patients with access
to paid leave found that workers who have and use paid leave are significantly
more likely than others to complete treatment, go to medical and treatment
appointments, manage symptoms and side effects, exercise choice over where to
get treatments and which treatments to get, and afford treatment.*® A small
qualitative study of women cancer survivors in rural Illinois found that access to
paid sick time and paid medical leave was one contributor to remaining
employed during and after treatment; in contrast, employed cancer patients who
used FMLA unpaid leave—who tended to be in lower-quality jobs with less secure
employment—were more likely to use the leave and then exit work.” For
caregivers of cancer patients, having and using paid leave is associated with a
higher likelihood of going to a loved one’s appointments and treatments, helping

with a loved one’s care, and addressing their own health issue.®®

For new parents, access to paid family leave results in more time spent with
children, which contributes to better child and maternal health, greater
engagement by fathers in their children’s lives, and higher rates of women’s
employment, and higher earnings.® Paid leave also plays an important role in
promoting health for babies in the NICU and children who are hospitalized.”®
One meta-analysis of NICU children found that more maternal care in a NICU

contributes to maternal-child bonding, better infant health outcomes, better
maternal mental health and more success with breastfeeding.”
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B. Prior Research on Access to Paid Leave Nationally and in Rural
America

The United States is one of the only countries in the world that does not

guarantee any form of paid sick time or paid family and medical leave to workers.

The Family and Medical Leave Act of 1993 (FMLA) provides job-protected,
unpaid leave for up to 12 weeks per year, but only to certain workers with serious
health conditions or who are caring for a new child or a parent, spouse, or child
with a serious health condition.

Nationally, the FMLA only covers an estimated §6 percent of the workforce,
because its requirements that employees be provided job-protected leave and
continued health insurance benefits only apply to worksites with 50 or more
employees within a 75-mile radius. Furthermore, even within covered worksites,
employees must have worked for at least one year for the employer and logged
1,250 hours in the past year to be eligible for FMLA protections.”

Rural workers’ FMLA coverage rates are estimated to be lower, primarily due to
the firm size requirements: A simulation of FMLA access for workers aged 25-54
in rural communities estimates FMLA access for just 47.9 percent of rural
workers compared to §1.4 percent for workers aged 25-54 overall under current
law, and predicts expanded access with a reduction in the hours-worked
requirements to 1,000 hours (49.7 percent coverage and eligibility for rural
workers), a drop in the business size threshold to 10 employees (58.5 percent
coverage and eligibility for rural workers), or both (60.8 percent coverage and
eligibility for rural workers).”?

Figure 5 | Family and Medical Leave Act (FMLA) coverage estimates
for rural workers, aged 25-54

Current estimated FMLA coverage

for rural workers 47.9% |

Reducing hours-worked requirement
from 1,250 to 1,000 hours in prior 47.9% == 49.7%

year

Reducing business-size threshold

from 50 to 10 employees in 75-mile  47.9% > 58.5%
radius

Reducing both hours-worked and
business-size thresholds

47.9% > 60.8%

The FMLA guarantees job-protected leave and health benefits continuation to workers in
establishments with 50 employees within a 75-mile radius and have been employed with their
employer for at least one year and have worked 1,250 hours in the past 12 months.

Source: Kelly Jones and Farah Tasneem. (January 2022). FMLA Eligibility of Underserved Communities, prepared
for the U.S. Department of Labor Chief Evaluation Office.
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Some U.S. states have done better than the federal floor. Twenty states and the
District of Columbia have adopted more generous job protection requirements
that apply to employees in smaller workplaces and workers with fewer hours or
less job tenure.”* Eleven states and the District of Columbia have created paid
family and medical leave social insurance programs, to guarantee paid leave to
working parents and family caregivers and to workers with their own serious
health issues through worker and/or employer-funded social insurance
programs.” And more than a dozen states, the District of Columbia, and two
dozen localities have adopted their own paid sick days laws, which require
employers to provide earned paid sick time to employees based on the number of
hours an employee works.*®

Notwithstanding state progress, without federal requirements or systems in
place, most workers’ access to paid leave is left to the discretion of their
employers. Overall in the United States, as of March 2022, 25 percent of civilian
workers and 24 percent of private-sector workers had paid family leave through
their jobs to care for a new child or a seriously ill loved one; 41 percent (civilian)
and 43 percent (private sector) had temporary disability insurance, which is a
form of personal medical leave, for extended personal serious health needs,
including pregnancy and recovery from childbirth; 79 percent (civilian) and 77
percent (private) had paid sick leave. Access to benefits varies dramatically by
wage level, industry and employer size—with lower-wage workers, service- and
front-line occupations and workers in smaller companies less likely to have

access.97

“Just 24 percent of private-sector workers
nationwide had dedicated paid family leave through
theirjobsin 2022.”

Demographics, industry, business size, and unionization have been found to
significantly affect workers' access to paid time away from work for health and
caregiving needs in rural communities, but geography itself also plays a role in
workers’ access to paid leave and other family-supporting benefits. For example:

+ A 2009 study, using data from 2000-2006, found sizeable gaps in rural
mothers’ access to paid sick and vacation days—as well as lower median
earnings, lower levels of education, and lower unionization rates, but
similar average labor market experience, hours worked, and share
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employed by the public sector. The study analyzed disparities in working
mothers’ access to leave and found that about half of the difference was
due to work establishment size, occupation, industry, and unionization.
Even controlling for these factors, however, there were still significant
differences in access among workers in sales occupations and among
mothers in both very small (under 25 employees) and very large (500 or
more employees) work establishments, with rural mothers’ access
significantly less common than urban mothers’ access.®®

- Researchers analyzed 2008 data from the National Study of the Changing
Workforce and found that rural workers were significantly less likely to
report having access to at least five paid sick days, and that rural parents
were less likely to report having at least five paid sick days to care for a sick
child. The gaps were especially pronounced in the private- and non-profit
sectors. Disparities were reduced but not eliminated when controlling for
full-time work hours and persisted when controlling for workplace and
demographic characteristics, leading researchers to conclude that

geography itself was a significant factor in the different rates of access.””

- A 2014 study of cancer patients in Vermont found that a smaller share of
rural patients reported using paid disability leave relative to urban patients
(12.3 percent versus 17.9 percent). Even after controlling for age,
education, and cancer stage, rural workers were 33 percent less likely to
use paid disability leave. The study authors noted that the types of manual
labor jobs in rural communities are less likely to offer paid medical leave
and that this may increase the negative impact of cancer diagnoses on
rural workers and contribute to their 66 percent greater likelihood to retire
early after a diagnosis, controlling for age, education, and cancer stage.'*°

« A 2015 analysis of a multi-decade longitudinal pooled sample of women
surveyed as part of the National Longitudinal Study of Youth, from 1989
through 2020, provided insights on access to a range of family-supportive
benefits. Researchers found that rural women’s odds of reporting access to
paid maternity leave was 24 percent lower than urban women; the odds of
rural women reporting access to paid vacation time was 20 percent lower,
paid sick leave 13 percent lower, and flexible work scheduling 11 percent
lower than urban women. For each benefit other than paid sick leave,
workplace factors did not explain the disparities, while for paid sick leave,
the size of employer and unionization explained the differences.'”*

Additionally, a recent analysis of the 2020 National Health Interview Study,
which we also use in one of our analyses below, examined full-time rural
workers’ access to paid sick time and found that rural workers’ access to paid sick
days was 10 percentage points lower than urban workers’ access (68.1 percent
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versus 77.1 percent). Significant and large differences persisted even after
adjusting for socio-demographic characteristics including age, gender, marital
status, race and ethnicity, education, health status, and hours worked."*.

The 2020 NHIS data analysts concluded, “The geographic inequities we
identified in access to paid leave compound other structural barriers to good
health that rural residents experience.”'*® They found that the workers least likely
to have access to paid sick leave are 18-24 year olds, never-married people,
Hispanic people, adults with a history of diabetes or stroke, and people who rate
themselves as in fair or poor health. Rural workers with less than a high school
degree, who make up a small but disproportionate share of the rural workforce,
have particularly low rates of access, and experience significant gaps relative to
their urban counterparts; lower predicted probabilities persist even at higher

levels of educational attainment controlling for other factors."**

C. Additional Insights on Access to Paid Leave in Rural America

Our original analyses below add to the evidence that rural workers, and
particularly rural Hispanic/Latine workers, have less access to paid sick time and
paid family and medical leave than non-rural workers. We examined data from
the 2019 National Health Interview Survey (NHIS) to examine access to paid sick
time and the 2017-2018 American Time Use Survey (ATUS) to examine access to
paid leave for family and medical reasons consistent with the FMLA.'® In
addition to analyzing access between rural or "non-metropolitan" areas and
metropolitan areas overall and by gender and race, we also examined access
among residents of areas with a high share of people in poverty and within 200
percent of the federal poverty line. We use the terms Hispanic and Latine
interchangeably in our analysis, though we note that the surveys use the
terminology "Hispanic."

We note that both the NHIS and the ATUS have limitations in terms of the
questions that are asked. We are unable to assess the quality or duration of the
paid sick leave provided through the question asked on the NHIS. The ATUS asks
about any paid time off that can be used for particular purposes, not whether that
time is specifically designated for a unique purpose or the duration of the
available paid leave. In addition, we note that the definition of “rural” each study
uses is different because of the different rural definitions used by the Census
Bureau and the U.S. Department of Health and Human Services, so these results
cannot be compared to one another. In the final section of this report, we
recommend better surveys for data collection on these topics.

1. Paid Sick Time

The NHIS asks respondents whether they have paid sick leave at the job or
business they worked in during the past seven days. The NHIS data for all
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workers in rural counties (“non-metropolitan counties”), similar to the Henning-
Smith NHIS analysis of full-time workers discussed above, shows a statistically
significant 7-percentage point difference in access to paid sick time among rural
and non-rural workers. Just over half of rural workers (55.7 percent) compared to
more than six-in-ten workers in metropolitan areas (62.3 percent) reported access
to paid sick time at the job they spent the most time at in the previous week.

Figure 6 | Paid Sick Days Access by Non-Metropolitan and
Metropolitan Counties

Respondents indicating whether they had paid sick days at their job or business in the past
seven days.

[ Yes |l No
Non-Metropolitan counties FtiydZ 44.3%
Metropolitan counties 62.9% 371%

1)/

Non-metropolitan and metropolitan counties are defined using the 2013 NCHS Urban-Rural
Classification Scheme for Counties. https://www.cdc.gov/nchs/data/series/sr_02/sr02_166.pdf

Source: National Health Interview Survey, Centers for Disease Control and Prevention, 2019 (original data
analysis)
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Women and men were about equally likely to report access to paid sick time in
both rural and metropolitan areas and to experience the same 7-point rural-
metropolitan gap. Access is lowest among rural Hispanic workers (just 45 percent
report access to paid sick leave), and the rural-metropolitan gaps are largest
among Hispanic workers (9.6 percentage points) and non-Hispanic white
workers (8.5 percentage points). Black workers’ access to paid sick time is about
the same in rural and non-rural areas. There are big gaps among Asian people in
rural versus non rural areas, but the small sample size means that the 16-
percentage point gap is not statistically significant; differences in rural versus
non-rural access are smaller for American Indian and Alaska Natives (AIAN) (6
percentage points) and not statistically significant. When Asian people, AIAN
people and “others” are combined, the gap between rural and non-rural access is
large, with rural people 11 percentage points less likely to have access to paid sick
time, and it is a statistically significant difference.

The gap between rural and urban workers persists, but does not grow, among
people whose household income is at the federal poverty line or at 200 percent of
the federal poverty line. Access to paid sick leave among lower-income rural and
metropolitan workers is low: fewer than one-third report access to paid sick time
at their jobs. But for rural workers, who must travel further for health care
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services, lack of access to paid time off may involve particular economic burdens
and employment risks.

Table 4 | Access to Paid Sick Days in Past Seven Days, by
Demographics and Non-Metropolitan vs. Metropolitan Counties

Respondents indicating that they had paid sick days at their job or business in the past

seven days.
Non-Metropolitan
Counties Metropolitan Counties
All Workers 55.7% 62.9%*
Gender
Women 55.8% 63.1%*
Men 55.5% 63.0%*
Race/Ethnicity
Hispanic 45.2% 54.9%*
White, Non-Hispanic 55.7% 64.2%
Black, Non-Hispanic 66.2% 64.0%
Asian, Non-Hispanic 55.8% 71.8%
American Indian/Alaska o o
Native, Non-Hispanic 55.3% 60.8%
Poverty
Household income o o
below 100% of poverty 29.0% s1.2%
Household income o o
below 200% poverty 39.1% 4.3%
L)
Household 200% 62.6% 68.9%

poverty or above

* Indicates statistically significant difference between metro and non-metro counties.

Non-metropolitan and metropolitan counties are defined using the 2013 NCHS Urban-Rural
Classification Scheme for Counties. https://www.cdc.gov/nchs/data/series/sr_02/sr02_166.pdf

Source: National Health Interview Survey, Centers for Disease Control and Prevention, 2019 (original data
analysis)
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We also examined whether workers with serious health issues in rural and
metropolitan areas had differential access to paid sick time. Importantly, we
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found that workers who reported having a cancer diagnosis in the past year were
less likely than those who did not to have paid sick leave, and for rural workers,
access was even lower. Just under half of rural workers who reported a cancer
diagnosis in the past year said they had access to paid sick leave at their job (49
percent), compared to rural workers who were cancer-free (56 percent) and
compared to both metropolitan area workers with a recent cancer diagnosis (60
percent) and metropolitan workers without a recent cancer diagnosis (63
percent). We did not find any similar geographic associations with workers who
have cardiovascular diseases like strokes or heart disease—though smaller shares
of both urban and rural workers with cardiovascular disease report access to paid
sick leave; this is likely the result of socioeconomic status, industry, and
occupation.

Figure 7 | Access to Paid Sick Days Among Workers With and
Without Select Serious Health Issue, in Non-Metropolitan vs.
Metropolitan Area

Respondents whether they had paid sick days at their job or business in the past seven
days.

[ Metropolitan Counties [l Non-Metropolitan Counties
Cancer diagnosis in past year
49%

Yes, cancer diagnosis*
60%

56%

No cancer diagnosis
62%

History of stroke, heart attack or heart disease

49%
Yes, history of stroke or heart issue

52%

56%
No history of stroke or heart issue

63%

* Indicates statistically significant difference between metro and non-metro counties.

Non-metropolitan and metropolitan counties are defined using the 2013 NCHS Urban-Rural
Classification Scheme for Counties. https://www.cdc.gov/nchs/data/series/sr_02/sr02_166.pdf

Source: National Health Interview Survey, Centers for Disease Control and Prevention, 2019 (original data
analysis)
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2. Paid Leave for Family or Medical Needs

Workers’ inability to access paid leave during a period of serious illness or care
needs has implications for most families and households. In 2018, a national
public opinion survey asked voters across the country how likely they would be to
face a “serious financial hardship” if they had to take up to a few months of
unpaid time off from their job because of a serious illness or injury, to care for a
new child, or to care for a family member with a serious illness, injury, or
disability. More than half of rural residents said they would be “very likely” to
face a serious financial hardship—12 percentage points more than people in
metropolitan areas."*®

The ATUS provides the only federally-collected data at a large enough scale to
analyze access to paid leave by rural and non-rural communities. The questions
asked are imperfect for the purposes of quantifying access to designated paid
family and medical leave; respondents are asked whether they have access to
“any paid leave” and then a series of questions about the purposes for which they
can use the leave, including the birth or adoption of a child, eldercare, the illness
or medical care of a family member, or their own illness or medical care, but
respondents may be thinking about paid vacation, personal or sick time that can
be used for these purposes and which may be of a limited duration.

We find that 64 percent of workers in rural areas said they would have paid leave
to use for these family and medical leave-type purposes if they needed it,
compared to 67 percent of metropolitan area workers. Rural men and
metropolitan men have about equal access, whereas just 61 percent of rural
women report paid leave access compared to 67 percent of metropolitan women.

Figure 8 | Access to Paid Leave for Family and Medical Purposes

Respondents indicating whether they would have “any paid leave” at their job to use for
the birth or adoption of a child, eldercare, the illness or medical care of a family member,
or their own illness or medical care.

B Yes @i No
Non-Metropolitan Counties 284 36%
Metropolitan Counties 67% 33%

Counties were coded as metropolitan or non-metropolitan based on 2010 census definitions for
metropolitan statistical areas (MSAs). https:/www.bls.gov/tus/atuscpscodebk18.pdf

See technical note about questions here: https:/www.bls.gov/news.release/leave.tn.htm and
data dictionary here: https:/www.bls.gov/tus/Ilvmintcodebk1718.pdf

Source: American Time Use Survey, 2017-18, U.S. Bureau of Labor Statistics and U.S. Census Bureau.
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Hispanic people in both rural and non-rural areas report low levels of access—just
53 percent of rural Latine people and 51 percent of metropolitan Latine people
report access to paid leave to use for family and medical needs. However, there
are statistically significant and substantial gaps among rural white people
compared to metropolitan-area white people (64 percent access in rural areas
compared to 72 percent in metro areas). There are also gaps for people of other
races, including Native, Asian, Pacific Islanders, and multiracial people (65
percent access in rural areas compared to 71 percent in metro areas), but these
are not statistically significant. Black people are an outlier, and this may be
related to public-sector versus private sector employment: rural Black workers
have higher access rates compared to metro-area Black workers (68 percent
versus 64 percent), but this difference is also not statistically significant.

People who live at the poverty level are equally unlikely to have paid leave for
family and medical reasons, whether in rural or metropolitan areas (36 percent)
or at 200 percent of the poverty level (49 percent in rural counties and 50 percent
in metropolitan counties), but the barriers to providing care may be greater in
rural areas because of travel distances and a shortage of care providers.

Workers in rural areas of the west (59 percent), south (61 percent) and Midwest
(65 percent) have less access to paid leave than Northeastern rural workers (73
percent). There is also a sizable differential between rural and non-rural workers
in the west (59 percent versus 67 percent) and a smaller but still meaningful
difference among rural and non-rural southern workers (61 percent versus 66
percent).
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Table 5 | Access to Paid Leave for Family and Medical Purposes, by
Demographics and Non-Metropolitan vs. Metropolitan Areas
Respondents indicating whether they would have “any paid leave” at their job to use for

the birth or adoption of a child, eldercare, the illness or medical care of a family member,
or their own illness or medical care.

Non-Metropolitan Metropolitan
Counties Counties

All Workers 63.8% 67.3%
Gender

Women 61.0% 66.7%*

Men 66.2% 67.9%
Race/Ethnicity

Hispanic/Latine 52.8% 50.7%

White, Non-Hispanic 64.4% 72.3%

Black, Non-Hispanic 67.7% 63.4%

Other, Non-Hispanic 64.9% 71.1%
Poverty

::)%u;ect}o;i:::;me below 36. 4% 36.3%

533;922\'2;1',‘,’”"”9 Calow 49.3% 50.1%

S:}:z;hf:ld 200% poverty 73 o 73 7%
Region

Northeast 73.0% 68.9%

Midwest 65.0% 66.6%

South 61.4% 65.6%

West 59.2% 67.3%

* Indicates statistically significant difference between metropolitan and non-metropolitan areas.

Counties were coded as metropolitan or non-metropolitan based on 2010 census definitions for
metropolitan statistical areas (MSAs). https://www.bls.gov/tus/atuscpscodebk18.pdf

See technical note about questions here: https://www.bls.gov/news.release/leave.tn.htm and
data dictionary here: https://www.bls.gov/tus/lvmintcodebk1718.pdf

Source: American Time Use Survey, 2017-18, U.5. Bureau of Labor Statistics and U.S. Census Bureau.
NEW AMERICA
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Distances to Travel to Hospital-Based Health Care

Rural workers’ lower levels of access to paid leave benefits, greater and growing
caregiving needs, and overall worse health relative to metropolitan areas—
combined with greater financial insecurity and lower incomes—means that long
distances to health care may pose significant challenges for rural workers who
need health services for themselves or a loved one.

Our work builds on literature focused on rural hospital closures and distances to
particular types of health services, for example breast cancer and lung cancer
imaging. We add to this research for particular populations, with a lens on the
intersections between lack of access to paid leave and long distances to receive
hospital-based health care services and treatments.'”” We specifically examined
hospital-based obstetric care, neonatal intensive care units (NICUs) and other
neonatal care, pediatric care, cardiac care, and cancer screening and treatment
services, comparing mileage-based distances from rural and urban census tracts
for each. We also analyzed distances to hospital facilities for rural census tracts
with persistent poverty, rural census tracts with high concentrations of Black
residents and rural census tracts with high concentrations of Hispanic/Latine

residents. Finally, we completed the same analysis for Skilled Nursing Facilities.
108

It is important to note that our analyses reflect the availability of hospital-based
services, but some types of services (such as mammography, colonoscopies, and
other cancer screenings) are frequently available in outpatient settings and so
access may be greater than these analyses would suggest, though people may
sometimes require hospital-based care. For other services that nearly always
occur in a hospital (neonatal care and neonatal intensive care units, for example),
this limitation is less of a concern. It is also important to note that mileage-based
distances may understate the difficulty of travel on rural roads in certain areas of
the country; for example, in Appalachia, windy roads and poor road quality—
especially in bad weather—may make traveling even short distances quite slow
and onerous.
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Figure 9 | Distances to Selected Hospital-Based Health Care
Services and Skilled Nursing Facilities (average miles to care from
center of census tract)

[l Rural census tracts [l Urban census tracts

—

Obstetrics care

Neonatal/NICU care

Pediatrics care

|

30.6
Cardiac care

Cancer screening

Cancer treatment

Skilled Nursing Facility

111

Sources: Data on services offered by each hospital came from the American Hospital Association
Survey. Data on Skilled Nursing Facility (SNF) locations from LTCFocus; LTCFocus is sponsored
by the National Institute on Aging (1PO1AG027296) through a cooperative agreement with the
Brown University School of Public Health. Files used for mapping came from the National
Historical Geographic Information System (NHGIS)
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We find that people in rural census tracts must travel much further
distances than people in urban areas to access hospital-based health care
services: often three-to-four times as many miles on average and, for
people in remote rural areas, much further than that. We find that many of
the closest rural census tracts to health care services are further away from
hospital-based health care services than the most distant urban census tracts are
to the same kind of health care service.

Our analysis shows that Hispanic/Latine residents in rural communities
are the worst off —they have further distances to travel than any other
group and, as discussed in the previous section, they have less access to
paid sick time and to paid family and medical leave. Census tracts with
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concentrations of Black residents are slightly closer to the hospital based health
care services we examined, likely because a smaller share of Black residents than
Latine residents and rural residents overall live in isolated rural census tracts—
but health disparities and risk factors (for example, black maternal mortality)
make quick access to care an important health imperative, and even shorter
distances for this population are still quite significant. Distances for Hispanic/
Latine residents and Black residents are also a function of geography: People in
rural areas of the West, where Latine populations are concentrated, have further
to travel than people in the South, where many Black residents are concentrated.

We find that rural areas with persistent poverty are slightly further than
other rural census tracts from hospital-based obstetrics care and cancer
screening and moderately further from cancer treatment. Even where
distances are similar for all rural areas and areas with persistent poverty, the
effects of that travel distance may be greater for low-income households whose
workers are far less likely to have access to paid sick time or paid leave.

A. Obstetrics & Neonatal Care

Because maternal health and mother’s labor force participation are key issues for
both the health and economic well-being of their children and families—and
because pregnancy and parental leave is associated with better outcomes—we
look at the distances to hospital-based obstetric care and neonatal units.

Rural women are less likely to have paid leave they can use to recover from
childbirth and care for a new child than other women—and the barriers they face
to seek care due in part to longer distances are greater. For Black women, who
have higher maternal mortality rates and face well-documented bias in the
health care system, the ability to get to a high-quality hospital quickly may be a
matter of life and death. Moreover, every state in which abortion access is
severely limited or has been eliminated entirely has a 20 percent or greater share
of rural residents.'®® In these states, lack of access to abortion care, plus long
distances to hospital-based obstetrics care for births that may not be by choice,
create one more hurdle to mental and physical health for birthing people—
potentially compounded by lack of paid leave.

1. Obstetrics Care

Our analysis shows that the mean travel distance to a hospital providing any
obstetrics services is nearly three times further for rural census tracts than for
urban ones: 24.7 miles for rural census tracts, compared with 8.4 miles for urban
census tracts. Distances to more advanced obstetrics services are likely even
more limited and distances even longer for rural residents, but too few hospitals
provide information on the level of obstetric care they provided to be more
precise.
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Table 7 | Distance (miles) to the Nearest Hospital with Any
Obstetrics Services

Rural, Rural,
290th Rural, 290th with
percentile percentile Persistent
Urban Rural Black Hispanic/Latine Poverty
Mean 8.4 247 22.6 25.5 27.3
(SD) 9.7) (32.4) (19.4) (24.6) (52.3)
Median 5.5 (1893?- 21.0 2041 21.8
(IQR) (31-10.0) 32' 5) (6.9-32.6) (5.2-36.4) (4.4-36.6)

SD: Standard Deviation; IQR: Interquartile range, the 25th to 75th percentiles.
Rural and urban are defined using census tracts.

Sources: Data on services offered by each hospital came from the American Hospital Association
Survey; data on demographic characteristics of census tracts came from the American
Community Survey (2015-2019 estimates); data on persistent poverty came from the National
Cancer Institute’s Surveillance, Epidemiology, and End Results (NCI SEER) file on time-dependent
census tract attributes; and files used for mapping came from the National Historical Geographic
Information System (NHGIS).
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Among rural census tracts, we examined differences in mean travel distance to
hospital-based obstetrics care between rural census tracts with persistent poverty
compared to those without persistent poverty, those with high concentrations of
Black residents compared to those without, and high concentrations of Latine/
Hispanic residents compared to those without. We did not find significant
differences in travel distances among these subgroups, yet the economic and
health effects of long distances to travel to health care may be more pronounced
for these communities given lower income, less access to wealth, and—for people
in poverty and Hispanic/Latine people—less access to paid leave.
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Figure 10 | Travel Distances to Hospitals with Any Obstetrics
Services in All, Urban, and Rural Areas, including in Areas with
Concentrated Black and Latine Rural Communities

-« All LS. census tracts == Urban census tracts == Rural census tracts
«= Rural census tracts with concentrated Black population

== Rural census tracts with concentrated Hispanic/Latine population

20.9% of rural census tracts with
concentrated Hispanic/Latine
population are at least 40 miles
from the nearest hospital with

. obstetrics services.

0
at least O miles away 20

"Concentrated Black" and "Concentrated Hispanic/Latine" census tracts are the top 10% of rural
census tracts nationwide in propertion of the population that identifies as Black or
Hispanic/Latine, respectively.

Source: Data on services offered by each hospital came from the American Hospital Association Survey; data on

demographic characteristics of census tracts came from the American Community Survey (2015-2019 estimates);
and files uzed for mapping came from the Mational Historical Geographic Infermation System (MHGIS).

NEW AMERICA

There is significant geographic variation in travel distance. Rural areas in the
west experience the highest travel burden, with many of those census tracts more
than 100 miles away from the nearest hospital with obstetrics services. In the
eastern half of the country, distances are shorter on average, though parts of
northern Maine, Michigan, and Minnesota and other spots farther South still face
significant travel burdens of more than 50 miles.
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Map 3| Travel Distance to Nearest Hospital with Any Obstetrics Services
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Sources: Data on services offered by each hospital came from the American Hospital Association Survey; data on
demographic characteristics of census tracts came from the American Community Survey (2015-2019 estimates);
data on persistent poverty came from the National Cancer Institute’s Surveillance, Epidemiology, and End Results
(NCI SEER) file on time-dependent census tract attributes; and files used for mapping came from the National
Historical Geographic Information System (NHGIS).

NEW AMERICA

2. Neonatal Care

Access to neonatal care and neonatal intensive care units (NICUs) is rarer than
obstetrics care, with fewer hospitals reporting that they offer neonatal care or
NICUs. The average distance to a hospital with neonatal services in rural areas is
nearly five times greater for rural residents than urban residents: 50.6 miles,
compared with 10.8 in urban areas. This has implications: one study of dyads
composed of mothers and preterm infants which looked at travel times rather
than distances is illustrative—mothers who had to travel more than 30 minutes to
get to a NICU spent fewer days per week visiting their hospitalized preterm
babies."® For parents whose children must remain in the NICU for periods of
days, weeks or months, long distances and long travel times may force impossible
choices between work and spending time with and caring for a baby in the NICU.
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Table 8 | Distance (miles) to the Nearest Hospital with Neonatal and

NICU Services
Rural, Rural,
290th Rural, 290th with
percentile percentile Persistent
Urban Rural Black Hispanic/Latine Poverty
Mean 10.8 50.6 351 56.4 48.8
(SD) (16.9) (54.4) (20.8) (40.1) (35.9)
Median 6.2 (g;'g_ (gg'g_ 473 43.5
(IQR) (3.3-12.3) 60.4) 48.3) (30.0-72.2) (27.4-61.8)

SD: Standard Deviation; IQR: Interquartile range, the 25th to 75th percentiles.
Rural and urban are defined using census tracts.

Sources: Data on services offered by each hospital came from the American Hospital Association
Survey; data on demographic characteristics of census tracts came from the American
Community Survey (2015-2019 estimates); data on persistent poverty came from the National
Cancer Institute’s Surveillance, Epidemiology, and End Results (NCI SEER) file on time-dependent
census tract attributes; and files used for mapping came from the National Historical Geographic
Information System (NHGIS).

NEW AMERICA

While there were less significant differences in distances to hospital NICUs and
neonatal care between rural tracts with persistent poverty and those without,
there were differences by demographics. Rural tracts with higher proportions of
Black residents have considerably shorter travel distances on average, while
those with high Hispanic/Latine populations have longer travel distances on
average.
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Figure 11 | Travel Distances to Hospitals with Neonatal/NICU
Services in All, Urban, and Rural Areas, including in Areas with
Concentrated Black and Latine Rural Communities

.-« All U.S. census tracts - Urban census tracts - Rural census tracts
- Rural census tracts with concentrated Black population

— Rural census tracts with concentrated Hispanic/Latine population

35.1% of rural census tracts with
concentrated Hispanic/Latine
population are at least 60 miles
from the nearest hospital with
necnatal or NICU services.

0
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"Concentrated Black" and "Concentrated Hispanic/Latine” census tracts are the top 10% of rural
census tracts nationwide in proportion of the population that identifies as Black or
Hispanic/Latine, respectively.

Source: Data on services offered by each hospital came from the American Hospital Association Survey; data on

demographic characteristics of census tracts came frem the American Community Survey (2015-2019 estimates);
and files used for mapping came from the National Historical Geographic Information System (MHGIS).

NEW AMERICA

These findings likely reflect the heterogeneity of rural populations across the
country. Rural areas with the largest proportion of Black residents are
concentrated in the South, while there are more Hispanic/Latine people in the
rural West, where travel burden is greater. As with obstetrics services, many
census tracts in the rural West are more than 100 miles aways from the nearest
hospital with neonatal services, with only a few areas on the east coast having
similar distances.

newamerica.org/better-life-lab/reports/health-work-and-care-rural-america/

51



Map 4 | Travel Distance to Nearest Hospital with Neonatal/NICU
Services

Miles to Hospital
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Sources: Data on services offered by each hospital came from the American Hospital Association Survey; data on
demographic characteristics of census tracts came from the American Community Survey (2015-2019 estimates);
data on persistent poverty came from the National Cancer Institute’s Surveillance, Epidemiology, and End Results
(NCI SEER) file on time-dependent census tract attributes; and files used for mapping came from the National
Historical Geographic Information System (NHGIS).
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B. Pediatric Care

Access to care for children with serious health issues is essential. Hospitalized
children recover more quickly and with fewer complications if a parent is able to
be with them.™

of access to paid leave creates even more strain on working parents. While all

Distances to care can be a barrier for working parents, and lack

hospitals may provide care to children who require it, these results show the
distance to hospitals that specifically report providing pediatric health care, are a
pediatric hospital, or who have a pediatric ICU.

Table 9 shows that the mean distance from a rural census tract to a hospital that
provides pediatric health services is three times further than in urban census
tracts: 32.5 miles compared with 10.7 miles. Median distances are nearly four
times greater for rural versus urban census tracts. Distances are not substantively
different in rural areas with persistent poverty compared to all other rural census
tracts.
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Table 9 | Distance (miles) to the Nearest Hospital with Pediatric
Health Services

Rural, Rural,
290th Rural, 290th with
percentile percentile Persistent
Urban Rural Black Hispanic/Latine Poverty
Mean 10.7 32.5 RO 38.6 324
(SD) (10.6) (41.4) (18.2) (31.5) (29.8)
Median 7.3 (?gf- 24.3 32.3 26.8
(IQR) (3.8-13.8) 42‘ N (9.5-37.2) (15.2-52.4) (9.5-44.1)

SD: Standard Deviation; IQR: Interquartile range, the 25th to 75th percentiles.
Rural and urban are defined using census tracts.

Sources: Data on services offered by each hospital came from the American Hospital Association
Survey; data on demographic characteristics of census tracts came from the American
Community Survey (2015-2019 estimates); data on persistent poverty came from the National
Cancer Institute’s Surveillance, Epidemiology, and End Results (NCI SEER) file on time-dependent
census tract attributes; and files used for mapping came from the National Historical Geographic
Information System (NHGIS).

NEW AMERICA

Rural census tracts with concentrated Black populations have substantially lower
mean travel distances than rural census tracts overall, but the median is much
closer to the median for all rural census tracts. This likely reflects the distribution
of census tracts with concentrated Black populations in the South rather than the
West. Rural areas with concentrated Hispanic/Latine populations have higher
mean and median distances to travel when compared to rural census tracts as a
whole, with higher proportions of those areas having to travel in excess of 60
miles for pediatric hospital care, as seen in Figure 12.
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Figure 12 | Travel Distances to Hospitals with Pediatric Care
Services in All, Urban, and Rural Areas, including in Areas with
Concentrated Black and Latine Rural Communities

--- All U.S. census tracts = Urban census tracts — Rural census tracts
- Rural census tracts with concentrated Black population

== Rural census tracts with concentrated Hispanic/Latine population

100%

38.6% of rural census tracts with
concentrated Hispanic/Latine
population are at least 40 miles
from the nearest hospital with
pediatric care services.
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"Concentrated Black” and "Concentrated Hispanic/Latine” census tracts are the top 10% of rural
census tracts nationwide in proportion of the population that identifies as Black or
Hispanic/Latine, respectively.

Source: Data on services offered by each hospital came from the American Hospital Association Survey; data on

demaographic characteristics of census tracts came from the American Community Survey (2015-2012 astimates);
and files used for mapping came from the National Historical Geographic Information System (NHGIS).
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The largest distances are found in the western half of the United States, but areas
in northern Maine, Minnesota, and Michigan also have travel distances greater
than 100 miles. Many other rural areas still have distances between 50 to 100
miles, which still places a substantial burden on families in need of pediatric
health services and especially on working parents.
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Map 5 | Travel Distance to Nearest Hospital with Pediatric Care
Services
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Sources: Data on services offered by each hospital came from the American Hospital Association Survey; data on
demographic characteristics of census tracts came from the American Community Survey (2015-2019 estimates);
data on persistent poverty came from the National Cancer Institute’s Surveillance, Epidemiology, and End Results
(NCI SEER) file on time-dependent census tract attributes; and files used for mapping came from the National
Historical Geographic Information System (NHGIS).
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C. Cardiology Services

Because cardiovascular disease is pervasive in rural communities and is a leading
cause of premature death—and because people with cardiovascular disease have
lower rates of access to paid sick leave, according to our analysis of NHIS data—
we looked at distances to hospitals with cardiac services, including hospitals that
report providing adult cardiac care as well as those reporting that they have
cardiac intensive care unit. There is variation among these hospitals in the level
of cardiac care provided, which means higher level or more specialized services
may require further travel than the estimates below.

Table 10 shows that rural census tracts are about four times as far from hospitals
that offer cardiology care as urban census tracts: The mean distance from a rural
census tract to a hospital that provides cardiology health services is 30.6 miles,
compared with 8.0 miles in urban census tracts. The median distances are 22.3
miles and 5.1 miles for rural and urban census tracts, respectively. People in rural
census tracts with persistent poverty have similar travel distances.
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Table 10 | Distance (miles) to the Nearest Hospital with Cardiology
Services

Rural, Rural,
290th Rural, 290th with
percentile percentile Persistent
Urban Rural Black Hispanic/Latine Poverty
Mean 8.0 30.6 241 32.5 30.1
(SD) (13.6) (51.2) (19.0) (28.9) (29.8)
Median 51 (123'; 231 27.6 25.5
(IQR) (2.9-9.4) 37'3) (9.1-35.0) (8.9-46.4) (6.2-40.2)

SD: Standard Deviation; IQR: Interquartile range, the 25th to 75th percentiles.
Rural and urban are defined using census tracts.

Sources: Data on services offered by each hospital came from the American Hospital Association
Survey; data on demographic characteristics of census tracts came from the American
Community Survey (2015-2019 estimates); data on persistent poverty came from the National
Cancer Institute’s Surveillance, Epidemiology, and End Results (NCI SEER) file on time-dependent
census tract attributes; and files used for mapping came from the National Historical Geographic
Information System (NHGIS).

NEW AMERICA

Rural census tracts with concentrated Black populations have lower mean travel
distances, but the median distance is closer to overall rural mean distance. Rural
areas with concentrated Hispanic/Latine populations have higher mean and
median distances to travel when compared to rural census tracts as a whole. As
seen in Figure 13, areas with both concentrated Hispanic/Latine and Black
populations are more likely to have very short travel distances (<10 miles) but are
also more likely to have distances between 25 to 40 miles. A greater proportion of
census tracts with concentrated Hispanic/Latine populations have travel
distances greater than §o miles when compared to all rural census tracts—a
distance that may be prohibitively far for workers with cardiac conditions who
require ongoing or periodic hospital-based care and for caregivers to cardiology
patients.
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Figure 13 | Travel Distances to Hospitals with Cardiology Services in
All, Urban, and Rural Areas, including in Areas with Concentrated
Black and Latine Rural Communities

All U.S. census tracts - Urban census tracts - Rural census tracts
— Rural census tracts with concentrated Black population

= Rural census tracts with concentrated Hispanic/Latine population

31.6% of rural census tracts with
concentrated Hispanic/Latine
population are at least 40 miles
from the nearest hospital with
cardiology services.

at least O miles away 20 40 60 80 100

"Concentrated Black" and "Concentrated Hispanic/Latine"” census tracts are the top 10% of rural
census tracts nationwide in proportion of the population that identifies as Black or
Hispanic/Latine, respectively.

Source: Data on services offered by each hospital came from the American Hospital Association Survey; data on

demographic characteristics of census tracts came from the American Community Survey (2015-2019 estimates);
and files used for mapping came from the Mational Historical Geographic Information System (NHGIS).

NEW AMERICA

There are many parts of the country which are more than 100 miles from the
nearest hospital that provides cardiology services. This map reflects similar
findings to previous sections of this report, with people in the West most likely to
experience the greatest travel burdens. For cardiac health needs in particular,
long distances to hospitals that provide cardiology services may have direct
detrimental effects on health outcomes for people who need emergency care.
Even among hospitals that provide cardiology services, patients requiring more
intensive care may be transferred to other hospitals that may be quite a distance
away, so the travel burden on patients and caregivers may be even greater than

what is reflected in the map below."*
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Map 6 | Travel Distance to Nearest Hospital with Cardiology Services
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Sources: Data on services offered by each hospital came from the American Hospital Association Survey; data on
demographic characteristics of census tracts came from the American Community Survey (2015-2019 estimates);
data on persistent poverty came from the National Cancer Institute’s Surveillance, Epidemiology, and End Results
(NCI SEER) file on time-dependent census tract attributes; and files used for mapping came from the National
Historical Geographic Information System (NHGIS).
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D. Cancer Screening and Cancer Treatment

Because cancer is a leading cause of rural death, we examined distances to
cancer screenings and treatments. Cancer screenings and cancer treatments
both require time away from work; workers are more likely to get screenings on
time when they have access to paid sick time, and outcomes from disease are
better when both patients and caregivers have and use paid time off."* We
examine distances to hospital-based cancer care services in rural communities
(defined as providing at least one of optical colonoscopies, endoscopic
ultrasounds, and mammograms)—recognizing that longer distances to travel
may combine with lack of access to paid leave to adversely affect patient
compliance and treatment, or may slow recovery processes due to the fatigue of
traveling long distances while working.

1. Cancer Screening

Overall, mean and median distances to hospitals with cancer screening services
are further in rural areas than urban ones, but the difference is somewhat smaller
than for the other types of hospital-based services analyzed in this report. Rural
census tracts are still more than twice as far from cancer screening services as
urban ones, and median distances are nearly three times as far (mean: 20.4 miles
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for rural census tracts vs. 7.4 miles for urban census tracts; median: 14.6 miles vs.
5.0 miles). Rural census tracts with persistent poverty are slightly further away
from hospital-based cancer screening services.

Table 11 | Distance (miles) to the Nearest Hospital with Cancer
Screening Services

Rural, Rural,
290th Rural, 290th with
percentile percentile Persistent
Urban Rural Black Hispanic/Latine Poverty
Mean 74 204 17.5 23.3
(SD) (8.5) (31.4) (13.9) (24.5) 25ti2s)
Median 5.0 14.6 15.5 17.0 16.6
(IQR) (2.8-9.0) (6.0-26.1) (4.9-25.9) (4.2-32.7) (3.6-29.7)

SD: Standard Deviation; IQR: Interquartile range, the 25th to 75th percentiles.
Rural and urban are defined using census tracts.

Sources: Data on services offered by each hospital came from the American Hospital Association
Survey; data on demographic characteristics of census tracts came from the American
Community Survey (2015-2019 estimates); data on persistent poverty came from the National
Cancer Institute’s Surveillance, Epidemiology, and End Results (NCI SEER) file on time-dependent
census tract attributes; and files used for mapping came from the National Historical Geographic
Information System (NHGIS).

NEW AMERICA

As with other services, distances to hospital-based cancer screenings are slightly
larger for areas with concentrated Hispanic/Latine populations and slightly
shorter for areas with concentrated Black populations.
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Figure 14 | Travel Distances to Hospitals with Cancer Screening
Services in All, Urban, and Rural Areas, including among Areas with
Concentrated Black and Latine Rural Communities

--- All U.S. census tracts — Urban census tracts — Rural census tracts
- Rural census tracts with concentrated Black population

== Rural census tracts with concentrated Hispanic/Latine population
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17.9% of rural census tracts with
concentrated Hispanic/Latine
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from the nearest hospital with
cancer screening services.
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"Concentrated Black" and "Concentrated Hispanic/Latine” census tracts are the top 10% of rural
census tracts nationwide in proportion of the population that identifies as Black or
Hispanic/Latine, respectively.

Source: Data on services offered by each hospital came from the American Hospital Association Survey; data on

demographic characteristics of census tracts came from the American Community Survey (2015-2019 estimates);
and files used for mapping came from the Mational Historical Geographic Information System (NHGIS).
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Overall, far fewer rural census tracts have more than 100 miles, or more than 50
miles, between them and the nearest hospital with cancer screening services,
compared to other types of health services, yet there are still a nontrivial number
places in which residents face significant travel burdens to access these cancer
screening services.
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Map 7| Travel Distance to Nearest Hospital with Cancer Screening
Services
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Sources: Data on services offered by each hospital came from the American Hospital Association Survey; data on
demographic characteristics of census tracts came from the American Community Survey (2015-2019 estimates);
data on persistent poverty came from the National Cancer Institute’s Surveillance, Epidemiology, and End Results
(NCI SEER) file on time-dependent census tract attributes; and files used for mapping came from the National
Historical Geographic Information System (NHGIS).
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2. Cancer Treatment

Distances from rural census tracts to hospitals that provide cancer treatment (at
least one of chemotherapy, radiation, or other oncology treatment) are greater
than distances to cancer screening, with a mean of 26.8 miles to the nearest
hospital in rural area and a mean of 20.9, and these are three-to-four times as far
from rural areas than from urban ones in terms of mean and median distances,
respectively: Urban residents must travel just 7.9 miles, on average, to cancer
treatment. Rural areas with persistent poverty have higher travel burdens to
those without, with travel distances of about five additional miles to receive
cancer treatment at a hospital.
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Table 12 | Distance (miles) to the Nearest Hospital with Cancer
Treatment Services

Rural, Rural,
290th Rural, 290th with
percentile percentile Persistent
Urban Rural Black Hispanic/Latine Poverty
Mean 7.9 26.8 23.5 37.3 31.6
(SD) (9.5) (31.7) (16.8) (31.8) (42.9)
Median 51 (290;‘9_ 22.6 30.9 254
(IQR) (2.8-9.4) 3 4' 6) (9.5-33.3) (13.0-52.4) (7.8-40.4)

SD: Standard Deviation; IQR: Interquartile range, the 25th to 75th percentiles.
Rural and urban are defined using census tracts.

Sources: Data on services offered by each hospital came from the American Hospital Association
Survey; data on demographic characteristics of census tracts came from the American
Community Survey (2015-2019 estimates); data on persistent poverty came from the National
Cancer Institute’s Surveillance, Epidemiology, and End Results (NCI SEER) file on time-dependent
census tract attributes; and files used for mapping came from the National Historical Geographic
Information System (NHGIS).

NEW AMERICA

Rural census tracts with concentrated Hispanic/Latine populations have much
higher mean (37.3 miles) and median (30.9) travel distances compared to rural
census tracts overall. The difference between census tracts with concentrated
Hispanic/Latine populations and other rural census tracts is more than 10 miles
for both mean and median travel distances, the largest difference for all health
care services. This excess distance places greater burden on rural Hispanic and
Latine populations who have cancer or are caregivers for people undergoing
cancer treatment. The finding for rural census tracts with concentrated Black
populations is mixed, with a lower mean distance and a higher median.
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Figure 15 | Travel Distance to Hospitals with Cancer Treatment in
All, Urban and Rural Areas, including in Areas with Concentrated
Black and Latine Rural Communities

— All U.S. census tracts — Urban census tracts == Rural census tracts
— Rural census tracts with concentrated Black population

— Rural census tracts with concentrated Hispanic/Latine population

39.1% of rural census tracts with high
Hispanic population are at least 40
miles from the nearest hospital with
cancer treatment services.
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"Concentrated Black" and "Concentrated Hispanic/Latine" census tracts are the top 10% of rural
census tracts nationwide in proportion of the population that identifies as Black or
Hispanic/Latine, respectively.

Source: Data on services offered by each hospital came from the American Hospital Association Survey; data on

demographic characteristics of census tracts came from the American Community Survey (2015-2019 estimates);
and files used for mapping came from the Mational Historical Geographic Information System (MHGIS).
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Rural areas in the West and Southwest, and some areas in the northern plains,
Midwest and Northeast, face the highest travel burden to hospitals that provide
cancer treatment, with much of it more than 100 or 50 miles from care. As many
types of cancer care require regular, frequent trips, and care may continue for
months, longer distances may be especially burdensome for those undergoing
treatment for cancer and the caregivers they may rely on to get to and from
treatments.
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Map 8 | Travel Distance to Nearest Hospital with Cancer Treatment
Services
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Sources: Data on services offered by each hospital came from the American Hospital Association Survey; data on
demographic characteristics of census tracts came from the American Community Survey (2015-2019 estimates);
data on persistent poverty came from the National Cancer Institute’s Surveillance, Epidemiology, and End Results
(NCI SEER) file on time-dependent census tract attributes; and files used for mapping came from the National
Historical Geographic Information System (NHGIS).
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E. Skilled Nursing Facilities

Family caregivers are better able to continue to work when their loved ones are
able to access paid care. Skilled nursing facilities (SNFs) are often used after a
hospital discharge, but the continued attention of a loved one can be key to better
outcomes.

Distances to SNFs are smaller compared to distances to hospitals because there
are 14,400 SNFs with location data available, compared with 3,351 hospitals with
information on the types of services they provide. To better reflect the vast
majority, we exclude 157 census tracts (out of 73,041 tracts where distance could
be calculated) in Alaska where the calculated driving distance is more than 00
miles in the results for Table 13, as they significantly skew the mean distance
when included. While both mean and median distances are shorter for SNFs than
distances to hospitals for any health care services, rural census tracts still have
greater mean travel distance by a factor of about three (10.3 miles vs. 3.8 miles)
and median travel distance (6.9 miles vs. 2.4 miles), likely creating pressures for
family members who are working and providing oversight and care.
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Table 13 | Distance (miles) to the Nearest Skilled Nursing Facility

Rural, Rural,
290th Rural, 290th with
percentile percentile Persistent
Urban Rural Black Hispanic/Latine Poverty
Mean 3.8 10.3 7.5 12.5 9.9
(SD) (4.4) (12.8) (12.2) (17.0) (15.6)
Median 24 6.9 5.0 57 4.4
(IQR) (1.3-4.6) (2.8-12.9) (2.2-10.9) (21-16.5) (1.8-11.8)

SD: Standard Deviation; IQR: Interquartile range, the 25th to 75th percentiles.
Rural and urban are defined using census tracts.

Sources: Data on demographic characteristics of census tracts came from the American
Community Survey (2015-2019 estimates); Data on Skilled Nursing Facility (SNF) locations from
LTCFocus; data on persistent poverty came from the National Cancer Institute’s Surveillance,
Epidemiology, and End Results (NCI SEER) file on time-dependent census tract attributes; and
files used for mapping came from the National Historical Geographic Information System
(NHGIS). LTCFocus is sponsored by the National Institute on Aging (1IPO1AG027296) through a
cooperative agreement with the Brown University School of Public Health.

NEW AMERICA

Similar to travel distances to hospitals, rural census tracts with concentrated
Black populations have slightly lower mean and median travel distances, while
census tracts with concentrated Hispanic/Latine populations have slightly higher
mean and median travel distances.
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Figure 16 | Travel Distances to Skilled Nursing Facilities in All,
Urban, and Rural Areas, including in Areas with Concentrated Black
and Latine Rural Communities

--- AllUS. census tracts - Urban census tracts — Rural census tracts
— Rural census tracts with concentrated Black population

== Rural census tracts with concentrated Hispanic/Latine population

19.2% of rural census tracts with

concentrated Hispanic/Latine
population are at least 20 miles
from the nearest skilled nursing
facility.
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"Concentrated Black” and "Concentrated Hispanic/Latine" census tracts are the top 10% of rural
census tracts nationwide in proportion of the population that identifies as Black or
Hispanic/Latine, respectively.

Source: Data on demographic characteristics of census tracts came from the American Community Survey (2015-
2019 estimates); Data on Skilled Nursing Facility (SNF) locations from LTCFocus; ; and files used for mapping
came from the Mational Histerical Geographic Information System (MHGIS). LTCFocus is spensored by the

National Institute on Aging (IPOHAG027296) through a cooperative agreement with the Brown University School
of Public Health.
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Overall, the travel burden to SNFs is significantly lower when compared to the
travel burden for hospital-based health care. There are still areas, however,
particularly in the western half of the country, where the nearest SNF is more
than 50 or even 100 miles away, making access to skilled nursing services more
difficult or entirely inaccessible. These are also likely to be areas where home
health services and other non-institutional support services are less accessible
because low population density and long travel times between patients may
hinder care providers from practicing there. This may increase burdens on family
caregivers and make paid employment and caregiving very challenging or
impossible.
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Map 9 | Travel Distance to Nearest Skilled Nursing Facility
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Sources: Data on demographic characteristics of census tracts came from the American Community Survey
(2015-2019 estimates); Data on Skilled Nursing Facility (SNF) locations from LTCFocus; files used for mapping
came from the National Historical Geographic Information System (NHGIS). LTCFocus is sponsored by the National
Institute on Aging (1PO1AG027296) through a cooperative agreement with the Brown University School of Public
Health.
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Implications

Lack of access to paid leave is a significant barrier to health care access and to
work retention for parents, caregivers, and workers with serious health issues.
Because of'its high correlation with income, race, economics, labor force
participation and job quality, access to paid leave should be considered a
social determinant of health for rural workers just as access to health
care facilities and other economic stability indicators are. For rural women
of reproductive age, the overlapping effects on abortion restrictions, low levels of
access to paid leave, and long distances to travel for hospital-based obstetrics
care creates particular barriers—and this is especially true and dangerous for
Black women whose maternal mortality rates are high.

The private sector has not increased access to paid leave at the scale needed,
except when required by public policy interventions like earned paid sick days
laws and the establishment of statewide paid family and medical leave programs.
Employers can, of course, provide access to job-protected paid sick time and paid
family and medical leave on their own, but if history is a guide, access to these
protections are seen as fringe benefits rather than as essential to a healthy,
thriving workplace within a vibrant community, a mechanism to attract workers
to a particular geography, and a retention tool. While higher-wage, professional
workers may be offered paid leave, middle- and lower-wage workers generally
are not—even though their needs may be greater and going without pay is more
difficult. The rural employment outlook—the types of jobs that are likely to be
created, especially in leisure and hospitality, retail, and (to a lesser extent)
education, health and social services where wages tend to be low and benefits are
typically sparse—makes significant expansion of paid leave access unlikely
without public policy interventions.

We therefore recommend as a rural health and economic imperative,
public policies that provide access to paid sick time and paid family and
medical leave either through federal legislative action or at the state level.
Fortunately, there are strong models to learn from and build on. Eleven states
plus the District of Columbia have paid family and medical leave programs in
place or in the process of implementation; these are social insurance programs
that guarantee new parents, family caregivers, and most workers access to paid
family and medical leave. Fourteen states and 26 localities have paid sick time
laws, that entitle workers to earn an hour of paid sick time for health and medical
needs of their own or a loved one for every 30-to-40 hours they work, up to a cap.
Federal legislation could create these policies at the national level, and states can
continue to adopt policies on their own.

Rural people are highly supportive of public investments and requirements that
guarantee access to paid leave. In November 2020, 78 percent of rural voters said
they supported a national paid sick days law and 80 percent expressed support
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for a permanent paid family and medical leave program for people with illness or
child or family care—support equal to that of voters overall."'* The same was true
in 2018 with respect to a national paid family and medical leave plan, with 80
percent of rural voters saying it is important to create a national policy that makes
paid leave available and affordable for higher wage, management-level people in
aworkplace as well as for middle-level and lower-wage, front-line workers, and
76 percent said they supported a national fund paid for by small payroll
deductions that would guarantee paid leave for up to 12 weeks to new parents,

family caregivers, workers with serious health issues, and military family care."

“In November 2020, 80 percent of rural voters
said they supported a permanent paid family and
medicalleave program and 78 percent said they
supported a national paid sick days law.”

How policy is designed will matter substantially for rural workers. In particular:

- The higher share of part-time workers and the higher share of
smaller businesses in rural areas mean that eligibility rules must
be expansive to include workers in non-traditional and part-time
jobs, and that businesses of all sizes must be included—with paid
leave that is job-protected. For example, a qualitative study of women
cancer survivors in rural Illinois concluded that existing federal policies
meant to protect workers with serious illnesses—the Family and Medical
Leave Act and the Americans With Disabilities Act—do not protect rural
workers effectively because these policies do not apply to smaller
workplaces or, in the case of the FMLA, to workers with temporary or
limited work histories at their current jobs. Researchers found that paid
leave, workplace flexibility, and supportive workplaces, along with
informal decision-making by managers and supervisors, were facilitators
of continued employment for cancer survivors, whereas those in
temporary or informal jobs did not have access to these supports and were
more likely to leave work. They identified more inclusive workplace
policies, including paid medical leave for all workers, as supporting
employment for cancer survivors. They noted that informal workplace
accommodations, as opposed to standardized, universal baseline policies,
are unequally applied and not subject to oversight, which harms cancer

. . . 6
survivors in lower-quality jobs."
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- The higher share of lower-wage jobs and lower-income
households in rural areas mean that wage replacement rates for
public paid leave programs must be high. Most newer state paid
family and medical leave programs guarantee 80 to 100 percent wage
replacement for low-wage workers and an average of about two-thirds for
most other workers, up to a cap."” Wage replacement at this level will help
ensure that taking paid leave is affordable for rural workers over a multi-
week span. Paid sick days should replace 100% of workers' usual wages
for the limited number of days a law requires.

- The growing share of the aging population and the smaller share of
younger people to provide care in rural areas means that itis
important for policies to cover caregiving for a range of family
members and loved ones. The ability to care for extended family and
loved ones is especially important for rural families where substance use
disorders among parents mean children are living with relatives, or where
extended family members are caring for adults with substance use
challenges. All but one state program (Delaware) allows workers to take
leave to care for their grandparents, and many include a provision that
allows workers to care for extended family, including “chosen” family as

well. 18

— CHECKLIST: ELEMENTS OF PAID LEAVE PROGRAMS AND PAID SICK
TIME POLICIES THAT MEET THE NEEDS OF RURAL COMMUNITIES

e Cover workers in businesses of all sizes for both paid leave and
paid sick time

e Cover part-time, hourly and contract workers, as well as providing
paid leave access to self-employed people

e Replace a substantial share or all of workers’ wages

e Make paid leave available to care for extended and chosen family

e Protect workers from losing their jobs and against other forms of
workplace retaliation, even if they work for a small business

e Continue health benefits for workers in businesses of all sizes
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o Include outreach tailored to specific communities and to
community-based institutions that can help workers' navigate paid
leave

Outreach to rural communities will also be important—and there are likely to be
lessons learned from the implementation of paid family and medical leave
programs in the rural counties of California, New Jersey, New York, Washington,
and Massachusetts, as well as from the roll-out of Medicaid expansion and the
Affordable Care Act. There may also be applicable lessons to draw from the
federal emergency paid sick and child care leave provisions that were briefly in
place in 2020 to address the COVID-19 pandemic and applied to most workers in
businesses with fewer than 500 employees.""? These are areas for future study,
pilots, and innovation.
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Areas for Future Research

The questions raised in and limitations of this study illustrate many areas for
further research. Among them, there is a need for:

- Better national surveys with questions about workers’ access to paid sick
time and designated paid family and medical leave, with more detail
about what level of wage replacement workers are offered, for how long,
and whether they have faced consequences for using that time—and with
samples big enough to disaggregate rural residents and workers from
others.

More data collection nationally and in concentrated areas of high Native,
Asian, and Pacific Islander populations so that their access to leave and
the distances they must travel to receive health care can be better studied
and understood.

The ability to cross-match individual-level data on paid leave access and
distances or travel time to various types of healthcare facilities at a
granular level.

Qualitative research, including rural-resident-led ethnographic research,
as well as quantitative research, focused on rural workers’ and caregivers’
unique challenges accessing care, and any issues caused by distances to
work and to health care—including the extent to which challenges finding
or receiving care lead to reduced work, missed work, or quits or discharges
from work.

Research focused in rural areas on whether the prime-age employment
gap between rural and non-rural areas is attributable, in part, to caregiving
responsibilities.

Research focused in rural areas on the relationship between paid leave
and labor force participation, part-time versus full-time employment or
underemployment, and modeling that examines how family-supportive
interventions might strengthen employment, the tax base, and individual,
sub-population and community health outcomes.

Paid leave implementation research in states with paid family and medical
leave programs, with a particular focus on barriers, opportunities, and
nuances that apply to rural communities and rural health systems—
including especially for Black, Latine, Native, and Asian communities.
Research that projects the needs of rural people in states with substantial
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rural populations that are considering paid leave (e.g., Maine, New Mexico
and Minnesota) would also be beneficial.

- Research on health and economic outcomes in paid leave states among
rural residents.

It would also be helpful to understand the ways in which community
organizations, businesses, public health authorities and departments, and
policymakers might intervene in expanding access to paid leave and in helping to
build a case for public policies and public investments from health, job quality,
and economic development perspectives. Work could be done to assess these
stakeholders’ views on opportunities and challenges. There is also a need for
research on employer best-practices in creating supportive work environments
across jobs and industries in rural communities.
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Methodology and Data Sources

Defining “Rural”

Rural literature uses differing definitions of “rural” or “non-metro” areas and
different data sources also define “rural” in different ways. The United States
Department of Agriculture’s (USDA) “What Is Rural” page includes definitions
for the most common—Office of Management and Budget definitions and U.S.
Census Bureau definitions. An explanation of each is . We also recommend
the Center on Rural Innovation’s explaining how the
different definitions of rural can lead to different conclusions about the
composition and conditions in rural communities.

The report cited throughout this report used
respondents’ self-descriptions of their communities for their survey data and U.S.
Census Bureau Data on county-level classifications created by the National
Center for Health Statistics at the Centers for Disease Control and Prevention for
the demographic analysis.

The study used respondents’ self-
descriptions of their communities and the community of their care recipient to
identify rural respondents. The USDA sources cited throughout this paper use
rural and non-metro interchangeably and use the metro and non-metro
definition defined by the Office of Management and Budget.

Our original data analysis of the

, the
and the
used to code individual respondents to non-metropolitan (used
interchangeably with rural) and metropolitan counties. We used the data within
the survey to identify access and experiences among subgroups of interest (e.g.,
poverty level, race/ethnicity).

Our original data analysis of distances traveled to different types of hospital-
based health care services used data from the American Hospital Association
Survey to determine which services were available at each hospital and to
determine each hospital’s location. Each census tract’s location was defined as
the geographic center of the census tract, with data coming from the 2019 U.S.
Census Gazetteer files. Census tracts were defined as urban or rural using Rural
Urban Commuting Area (RUCA) Codes, which assign a value of 1 (Metropolitan
Core) to 10 (most rural), with RUCA codes of 1-3 being considered urban and
codes of 4-10 being considered rural. Demographic information (such as race/
ethnicity, poverty level) on all census tracts was obtained from the U.S. Census
and from the 2019 American Community Survey §-year estimates.
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https://ruralinnovation.us/blog/defining-rural-america/
https://www.pewresearch.org/social-trends/wp-content/uploads/sites/3/2018/05/Pew-Research-Center-Community-Type-Full-Report-FINAL.pdf
https://www.aarp.org/content/dam/aarp/ppi/2020/05/full-report-caregiving-in-the-united-states.doi.10.26419-2Fppi.00103.001.pdf
https://www.atusdata.org/atus/2017_18_leave_module.shtml
https://www.atusdata.org/atus/2017_18_leave_module.shtml
https://www.cdc.gov/nchs/nhis/data-questionnaires-documentation.htm
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https://www.census.gov/geographies/reference-files/time-series/geo/gazetteer-files.2019.html

Information on skilled nursing facility locations was obtained from
Geographic files used in maps were obtained from

at the census tract level. LTCFocus is
sponsored by the National Institute on Aging (1P01AG027296) through a
cooperative agreement with the Brown University School of Public Health. Travel
distances were calculated using the
in Stata 17 and R.

High Concentrations of Black, Hispanic/Latine, and Poverty

There are multiple ways to define a high concentration of minoritized
populations, including using fixed cutoffs (like 20 percent) or using a percentile
of the distribution like the 9oth or 95th, which has been done in prior studies. For
this study we defined highly concentrated Black and Hispanic/Latine areas as
being in the g9oth or 95th percentile by proportion of Latine or Black population
in the census tract. The 9oth and 95th percentile cutoffs were calculated
separately for urban and rural areas. Analysis using both the 9oth and 9s5th
percentiles yielded similar findings, so we reported only the 9oth percentile
figures in the report. Census tracts classified as having persistent poverty were
census tracts where 20 percent or more of the population was below the poverty
line in the 1980, 1990, 2000 censuses, and 2007-2011 American Community
Survey five-year average.'*® To date, Rural Urban Commuting Area (RUCA) codes
are only available for the census tracts as they were defined from 2010-2019 with
new RUCA classifications for the 2020 revised census tracts forthcoming, so we
used 2019 data for all census-related data, including estimates from the American
Community Survey on racial/ethnic composition and census tract locations.
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