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than their suburban coun-
terparts.8 These factors are 
only amplified by the lack 
of funding and resources 
available to rural medicine. 
This is evident in Critical 
Access Hospitals (CAHs), 
which are acute hospi-
tals funded by Medicare 
and Medicaid programs.9 
CAHs underperform when 
compared to urban hospi-
tals in terms of the clinic 
resources, patient mor-
tality rates and treatment 
efficacy. Despite this, one 
could argue that CAHs are 
only meant to provide basic 
primary care and not spe-
cialty services available at 
urban hospitals. Because 
more complex cases are transferred from CAHs to larger hos-
pitals, CAHs may not actually be underperforming. However, 
rural CAHs have a higher 30-day mortality rate than urban 
hospitals for patients with acute myocardial infarction, con-
gestive heart failure, and pneumonia, which are all treatable 
diseases. This dilemma is amplified by Hsia and Yu-Chu’s 
research (2011), which focused on the topics of emergency 
medicine and health care market issues.10 The study reveals 
how rural residents are more likely to lack geographic acces-
sibility to trauma centers than 
urban residents.10 The difference 
between rural and urban areas 
is indicative of the inequity that 
exists in the American health 
care system. 

Medical schools are institu-
tions responsible for preparing 
future doctors for the challenges 
they will experience in health 
care, including the diversity of 
their patients. However, many doctors that practice in rural 
medicine are not originally from rural areas and possess dif-
ferent cultural values and ideals than their patients. Subse-
quently, patients and physicians may clash if this cultural gap 
is not bridged. A study conducted in Montana surveyed fam-
ily medicine doctors relating to the behavioral health needs 
of rural residents.11 The results of the study show how highly 
these physicians ranked the need for better behavioral science 
education and training in graduate and residency programs, 
especially for those interested in rural medicine programs 
and hospitals. These crucial skills include “behavioral health 
training which focuses on mental health stigma reduction 
(practice-based learning and improvement), emphasizes time 
savings and practicality (systems based practice), covers more 
severe psychiatric presentations (medical knowledge), and 
promotes cultural-sensitivity to rural values of autonomy and 
self-sufficiency (professionalism, communication).”11 

input.2 Physicians in traditional models do not adequately 
share management options with patients and do not ensure 
that patients understand their illnesses.3 In contrast, patient-
centered care is based on greater transparency, patient choice 
and responsibility and information flow.5 A growing approach 
to improving physician-patient relationships has been to cul-
tivate a mutualistic relationship, which emphasizes shared 
decision making.4 Shifting rural health care systems towards 
this modern, patient-oriented health care system will resolve 
systemic challenges that once appeared intractable. 

Patient vulnerability is a well-known term in medicine 
and is often an assumed effect of hospitalization. Andrew 
Scanlon, a researcher at Montclair State University’s School 

of Nursing, refines the notion 
of patient vulnerability by dis-
secting it into social vulner-
ability, psychological vulnera-
bility, and physical vulnerabil-
ity.6 However, in this context, 
the term patient vulnerability 
refers to the sense of helpless-
ness and uncertainty patients 
endure during the time they 
are hospitalized.

A group of qualitative studies was used to develop a better 
understanding of patient vulnerability via three aspects of a 
patient’s experience: “positive experiences, negative experi-
ences, and outcomes of communication.”7 The multitude of 
negative facets associated with patient vulnerability when 
interacting with a primary care physician included a domi-
nating biomedical culture, helplessness and unsatisfactory 
communication.7 Physicians who understand the issue of 
patient vulnerability would be able to implement appropriate 
strategies to emphasize positive experiences and to engage in 
beneficial communication with patients, which will enhance 
individual patients’ level of care. Establishing a better form 
and flow of communication between medical personnel and 
patients is at the center of the patient-centered approach to 
health care.

In addition, rural residents are more likely to live under 
the poverty line, and per capita income in rural regions 
is $9,242 lower than the average per capita income of the 
nation.1 Moreover, they are more likely to smoke and be 
obese, and are less likely to exercise and have nutritional diets 
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THE RURAL HEALTH CARE SYSTEM IN THE  
United States provides medical care to more than 
60 million Americans in some of the most remote 

regions of the nation.1 However, rural medicine is facing a 
plethora of obstacles, from a lack of medical personnel to a 
lack of proper infrastructure. For instance, the number of 
physicians per 10,000 people in urban areas is 31.2, whereas 
in rural areas it is only 13.1.1 Similarly, the number of special-
ists per 100,000 people in urban areas is 263, whereas in rural 
areas it is only 30.1

Existing critical research on the conditions of the rural 
medicine system in the U.S. discusses the financial shortcom-
ings, the shortage of primary care physicians, and the impor-
tance of physicians under-
standing rural cultural norms 
instead of imposing their own 
values and beliefs. Although 
it is thorough, the current 
research does not directly ref-
erence patient vulnerability 
even though the issues and 
solutions presented are on 
behalf of patients. As a conse-
quence, patient vulnerability 
in rural populations has not been effectively decreased.

Current solutions that aim to improve rural health care 
focus on the system, rather than on the patients in that system. 
This is a system-centered approach rather than a patient-cen-
tered approach, which leads to further patient neglect. One 
way to strengthen the fractured rural health care system at 
the patient level is by ingraining the idea of patient-centered 
care into the next generation of rural doctors. Medical stu-
dents and residents must be attracted to rural areas and medi-
cal school education must instruct students on the diversity 
of values and beliefs of rural residents. Furthermore, these 
goals must be accomplished bearing patient vulnerability in 
mind. One way to integrate the patient-centered approach 
into the health care system could be to add a “Class Com-
petence Education” course to medical school curricula that 
introduces students to the socioeconomic conditions of rural 
patients. Targeting incentive programs towards students with 
significant debt and increasing the length of rural medicine 
programs in medical schools could also increase the number 
of physicians in rural areas.

The current health care model in rural settings can be 
delineated as a “paternalistic model,” characterized by cli-
nicians deciding treatment plans for patients without their 
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The presentation and use of these skills by rural physi-
cians would not only increase their ability to help patients, 
but it would also better relationships with patients. Rocque 
and Leanza (2015) state that the exhibition of strong techni-
cal and relational skills when interacting with patients leads 
to positive patient experiences, which combat a patient’s 
sense of helplessness.7 Combining these skills with behavioral 
training that teaches the norms and culture of rural regions 
would offer a “tailored approach to care.”7 When physicians 

recognize cultural differences 
that exist within their purview, 
they are more likely to engage 
in reciprocating meaningful 
communication with patients. 
In turn, rural patients are more 
likely to respect and trust their 
doctors, leading to more effi-
cient and confident engage-
ments in an egalitarian medium. 
Additionally, this reshapes the 

overhaul of the rural health care system, focusing on patient-
centered care rather than simply pooling funds into the rural 
health care system.

The clearest example of a difference between rural and 
urban health needs lies in how rural areas have higher rates 
of mental health issues.8 Rural areas have higher suicide rates 
for men and indigenous people, with suicide rates increas-
ing as the remoteness of communities increases.1 Higher gun 
ownership rates and alcohol abuse heavily impact this issue as 
well.8 This mental health dilemma is aggravated by the small 
number of mental health professionals in rural America: 
“85% of designated mental health professional shortage areas 
are rural.”11 In addition, many rural residents possess a stigma 
towards mental health issues and treatment. As a result, medi-
cal school and residency programs sending future doctors to 
rural medical practices must include methods to detect mental 
health issues and education regarding appropriate treatment 

“Current solutions that aim to 
improve rural health care focus 

on the system, rather than on 
the patients in that system.” “It is time for rural patients 

to receive the appropriate 
attention for their unique 

vulnerability.”
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options within behavioral skills training.11 Furthermore, due 
to a lack of mental health professionals, doctors in rural areas 
are responsible for taking care of their patients’ mental health 
needs as well. Therefore, doctors must be equipped to provide 
mental health care to vulnerable patients when the system 
fails to provide for their needs. 

Providing medical students with the ambition to practice 
medicine in rural areas requires the introduction of specific 
curriculum centered around communication with individu-
als who possess different cultural values and beliefs than 
themselves. This acceptance and understanding is medically 
termed as “cultural competence”, where competence is defined 
as “the capacity to function effectively as an individual or an 
organization within the context 
of the cultural beliefs, practices, 
and needs presented by patients 
and their communities.”12 
The Association of American 
Medical Colleges (AAMC) has 
developed the Tools for Assess-
ing Cultural Competence 
Training (TACCT) framework 
to aid medical schools nation-
ally in integrating cultural 
competency programs into 
their curriculum.12 TAACT’s 
program includes a variety 
of goals medical students are 
expected to have mastered by 
the end of medical school, including understanding the ratio-
nale behind cultural competency, health disparities influenc-
ing medicine and cross-cultural communication skills. 

This program is more than a decade old, yet it is still a 
prevalent framework for medical school curriculum today. 
The outline of the curriculum attempts to broadly cover cul-
tural gaps, which mainly includes ethnic and minority bar-
riers to health care. In addition to addressing issues; such as 
sexual orientation, gender, age, race and ethnicity system-
atically, medical schools should include curriculum about 
providing care to vulnerable patients in rural areas that face 
socioeconomic issues.12 Furthermore, the guidelines do not 
explicitly include geographic location or rural status as a fac-
tor underlying health disparities, showing that this frame-
work is outdated. The closest TAACT comes to mentioning 
the rural medicine plight is vaguely citing economic disparity 
as an issue. 

The AAMC’s TAACT framework must be updated to 
include rural residents, in order for future rural doctors to 
create more positive experiences for their patients and to 
engage in better communication with them. Rural areas are 
predominantly white, socioeconomically disadvantaged 
regions. Introducing a new component into the AAMC’s 
TAACT framework, called “Class Competence Education,” 
would help train medical students for engagements with rural 
residents, who are individuals of a unique, lower social class. 

The “Class Competence Education” framework will 
address issues of a socioeconomic and cultural nature between 
rural patients and physicians. Skills taught will include 

recognizing and managing the impact of class in physician-
patient engagements and understanding the socioeconomic 
detriments to health related to lower-income households. 
The framework would also help future doctors alleviate the 
distrust of the medical system by rural residents, who have 
widely cited feeling that the American health care system is 
against them.7 This new framework would develop avenues 
that develop respect and empathy between patients and phy-
sicians and promote harmonious relationships. In addition, it 
would remove authorial power dynamics that place the medi-
cal system and physicians above rural patients and instead 
work to uphold egalitarian ideals. 

An adequate supply of primary care physicians (PCPs) who 
understand the needs of their 
uniquely positioned patients is 
imperative to boost the com-
petency of the rural health care 
system. There are preconceived 
disadvantages of working in 
rural areas for doctors, mainly 
more strenuous work sched-
ules and lower salaries, which 
deters PCPs from joining the 
rural health care system. This 
existing stigma is supported by 
the disproportionate number of 
physicians per 10,000 people in 
urban areas compared to rural 
areas: 31.2 versus 13.1.1 In an 

attempt to alleviate this grave predicament, numerous gov-
ernment and privately funded incentive programs have been 
created to attract PCPs. Incentive programs introduced by the 
federal and state governments, such as loan repayment pro-
grams (LRPs) and scholarship programs (SPs), have attracted 
more PCPs to rural areas.13 LRPs require physicians to work 
in underserved areas for one to two years to repay medical 
school debts and SPs cover a medical student’s expenses with 
the understanding that they will work in an underserved area. 
It is crucial that medical students receive information regard-
ing SP and LRP offerings. 

These government initiatives, albeit promising, are not 
alleviating this pressing health dilemma, as PCP shortages 
persist across the U.S.. These programs were introduced 
within the last decade and more research must be conducted 
before their significance can be determined. However, a few 
improvements can be made. Medical school staff may con-
sider targeting students with a significant degree of debt in 
order to enroll them in existing programs that will funnel 
these students into the rural health care system. Not only 
would pursuing this strategy increase participation in incen-
tive programs, but it would shift incentive programs from a 
system-centered initiative to a patient-centered one. Medical 
students undergoing financial stress who work in rural areas 
will be able to relate more to patients in rural areas, who are 
often low income, uninsured individuals. This solution would 
create empathy and trust between physicians and patients, an 
aspect left out of these incentive programs. Instead of making 
incentive programs for the personal, financial gain of future 

“An adequate supply of 
primary care physicians 

who understand the needs 
of their uniquely positioned 

patients is imperative to boost 
the competency of the rural 

health care system.”

doctors, these programs will 
promote interest in helping 
some of the most underprivi-
leged areas in the U.S. 

For rural medicine to 
achieve more and better physi-
cian-patient relationships, the 
existing stigma towards prac-
ticing rural medicine must be 
addressed at the educational 
level — particularly in medi-
cal schools. The most effec-
tive way to address this issue 
is to increase the exposure of 
primary care practice in rural 
areas to medical students. 
Some initiatives are already in 
place across the U.S., but some 
suggest increasing the number 
of programs offered by medical 
schools that direct future doctors towards primary care prac-
tice in underprivileged rural areas, rather than specialty fields 
in non-underserved areas.13 Moreover, the congregation of 
72 studies on medical education in rural settings showed 
that “medical students completing rural rotations were three 
times more likely to practice in a rural community compared 
with the national average.”14 Another boon is that patients in 
rural areas are communicating with more individuals who 
are eager to learn and create gratifying patient experiences. 
Barrett et al. (2011) were supported by a survey conducted at 
the University of Louisville School of Medicine.15 This medi-
cal school offers a Rural Medicine Elective (RME), which was 
analyzed to determine the effectiveness of the program. The 
study found that medical students were more likely to pursue 
careers in family medicine and in rural areas after completing 
the course than they were prior to completing the course. 

Similar to the RME, the University of Washington School 
of Medicine created the Targeted Rural Underserved Track 
(TRUST) program as a response to the shortage of physicians 
in rural areas of Washington, Wyoming, Alaska, Montana, 
and Idaho.16 This program presented an unprecedented solu-
tion to this health care crisis by connecting a medical student 
to a TRUST continuity community (TCC) for their 4 years of 
graduate training. Although it is too early to identify whether 
the program is alleviating the shortage of PCPs in the north-
western tier of rural America, this program offers a new per-
spective to the notion of fostering stronger physician-patient 
relations. Frequenting the same site repeatedly allows for “a 
true connection with the TCC and strengthens the relation-
ship between the student, his/ her TRUST site preceptors, and 
his/her continuity patients.”16 

The RME and TRUST program both offer valuable insight 
into the medical school programs that hope to expose future 
doctors to rural areas. Although both programs create a foun-
dation to increase the number of physicians in rural area, 
these programs are still too short to allow for a meaning-
ful connection to be created between medical students and 
rural practice. The RME only lasts one year and the TRUST 

program, despite technically continuing for all 4 years of 
medical school, ‘intensively runs’ for only one year as well.15, 16 
These programs only last one year because medical students 
prefer training in urban areas and have a negative percep-
tion of rural practices.15 The short length of these programs is 
even more strange when considering that both campuses are 
already located in rural areas.

The system itself, in this case medical schools, must take 
further initiative to increase the length of these exposure pro-
grams in order for future doctors to create stronger connec-
tions with rural patients and communities. Medical students 
who create a sense of familiarity with rural communities and 
patients would be more likely to practice rural medicine in 
the future, and perhaps in the communities they trained in. 
They would also be better suited to deal with patient vulner-
ability in rural areas by engaging in satisfactory communica-
tion with their patients. Furthermore, they would help their 
patients form a sense of autonomy and a feeling of partner-
ship, while also creating a secure environment where patients 
would feel more comfortable disclosing important health-
history related information.7

In conclusion, there is a need for a shift from system-
centered solutions to patient-centered solutions in the rural 
health care system in order to address and decrease patient 
vulnerability. Along with current solutions to the issues of 
PCP shortages and cultural differences in rural areas, solu-
tions directed towards achieving patient-centered care are 
necessary. These solutions include firstly, adding a “Class 
Competence Education” course to medical school curricula 
to teach students about socioeconomic conditions of rural 
residents; secondly, targeting incentive programs such as 
LRPs and SPs towards students with significant debt; and 
thirdly, increasing the duration of rural programs in medical 
schools. It is time for rural patients to receive the appropriate 
attention for their unique vulnerability.
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