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Advocating for Our Communities

Public Affairs work combines government relations, public policy, issue 
management, information dissemination and strategic communications advice.

The Public Affairs team helps Adventist Health deliver on our mission, execute 
our strategy and achieve the goals we have established through advocacy, 
public policy and communication.
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Letter from our CEO | Scott Reiner

Adventist Health is proud to serve over 80 diverse communities 
in California, Oregon and Hawaii. The unprecedented challenges 
of 2020 have shone a spotlight on the health and well-being 
challenges facing our society. The COVID-19 pandemic and 
resulting economic and social ramifications have negatively 
impacted people and communities in ways we can no longer ignore. 

The Covid-19 pandemic has exposed the magnitude of U.S. health 
inequities — which the World Health Organization defines as 
“avoidable, unfair, or remediable differences” in health. It has also 
highlighted structural racism — institutions, practices, mores, and 
policies that differentially allocate resources and opportunities so 
as to increase inequity among racial groups. Covid-19 mortality 
rates are more than twice as high in Black, Latinx, and Indigenous 
populations as in White populations, and the data reveal a strong 
socioeconomic gradient. Adventist Health has also seen first-
hand how the pandemic has disproportionately impacted our rural 
communities. From Willits, California to Los Angeles we have seen 
how health and socioeconomic disparities are interconnected and 
associated with heightened likelihood of contracting COVID-19 
or developing severe illness. For example, the likelihood of dying 
from COVID-19 per 100,000 residents is 4.5 times higher in 
communities facing severe housing problems, 1.4 times higher 
in communities with a high poverty rate, and 1.4 times higher in 
communities facing food insecurity.

We have long known that the clinical care we receive is responsible 
for only 20 percent of our health. Our environment, socioeconomic 
conditions and our habits determine the other 80 percent. Quality 
education, geography, employment opportunities, livable wages, 
healthy food, affordable housing and safe communities are all very 
important factors in shaping our health. To achieve health equity, 
we need to reach beyond the health care system — and think big.  

We need to dismantle the structures that perpetuate health 
inequities. Hospital systems cannot do this alone. We recognize a 
need and the opportunity to bring healthcare, philanthropy, public 
health, human services, government, community members, and 
business owners together to change this trajectory. 

We also realize that health policies cannot operate in a vacuum. 
Policymakers can ensure that health and well-being considerations 
are included in all policies that involve education, transportation, 
criminal justice, built environment and other determinant factors 
not directly related to health care, because we know that health 
and well-being aren’t found at the hospital or doctor’s office, but 
instead begin in our homes, in our schools and workplaces, in our 
playgrounds and parks, and in the air we breathe and the water  
we drink. 

As you consider the outlined policy recommendations, please 
recognize our overarching objective is to foster health, equity and 
well-being through innovative policies that enhance quality, lower 
cost, improve access, and measurably and sustainably improve well-
being of individuals and communities that we serve.  

Adventist Health stands in our dedication to innovation, investment 
and policy change to see a time when every individual has the 
opportunity to live a full and flourishing life.

Scott Reiner
CEO, Adventist Health
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2021 Policy Priorities

Promote Community Well-Being and Personal 
Well-Being

• Ensure that Community Benefit regulations 
promote partnerships and incentivize hospitals 
to invest in community building activities. 

• Establish equity promoting strategies that 
reduce social disparities and result in better 
well-being for all. 

• Increase focus and funding on the social 
determinants of health with special emphasis on 
housing, employment, food security, education 
and transportation.

Advance Health Transformation and  
Cost-Effective Care

• Payment Innovation/Delivery Reform: Promote 
integrated, comprehensive strategies to reform 
care delivery and payment to bring down the 
cost to health systems and improve the well-
being of our communities.  

• Make permanent the telehealth waivers and 
flexibilities currently tied to the Public Health 
Emergency including hospital without walls.

Ensure Affordable Access and Coverage

• Fair and adequate Medicaid and Medicare 
payments and coverage: Ensure payment 
policies that preserve coverage for our most 
vulnerable populations.  

• Protect the 340B drug savings program 

• Improve access to mental health: Integrate 
mental health into medical care while improving 
access in community-based settings by 
addressing barriers, workforce shortages and 
mental health parity.  

• Support policies that make care more affordable 
and accessible especially policies that focus on 
the uninsured and underinsured.

• Improve workforce shortages.

Protect and Build the Rural Health Safety Net

• Ensure the stability of rural hospitals and rural 
health clinics. 

• Support policies that expand rural broadband 
and make it more affordable.

Called by our mission of living God’s love by 
inspiring health, wholeness and hope and 
fueled by our people we aim to:

• Empower individuals to realize their health goals by 
delivering consumer-centric solutions.

• Promote integrated, comprehensive strategies to 
reform care delivery and payment to improve health 
and reduce costs. 

• Lead transformational community movements to bring 
health and well-being within reach for everyone.

Our system is ready to partner with lawmakers on policies and legislation 
that makes these goals a reality.
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Priority: Community Benefit

We support Community Benefit regulations that promote 
partnerships and incentivize hospitals to invest in community 
building activities. 

Our nation’s health challenges cannot be solved by one entity. It is not the role of the health care 
system to be the sole expert on nonmedical factors that have significant impacts on health such as 
employment, education, and housing. Because it would be quite daunting for hospitals to shoulder 
these issues alone, harnessing the power of community champions — like schools and faith-based 
organizations — to promote health and wellness is crucial. The key is to identify vital partners and 
develop mutually reinforcing interventions and metrics of success. 

The Internal Revenue Service (IRS) mandates nonprofit hospitals to conduct a Community Health 
Needs Assessment (CHNA) every three years to retain their tax-exempt status. County health 
departments must conduct their community health assessments and develop a regional health 
improvement plan to retain their accreditation. Because the work and interests of health systems 
and public health departments overlap, collaboration between these two natural partners is 
essential. Collaborative and collective processes can help maximize programming specific to each 
partner’s area of proficiency and minimize service duplication. 

POLICY RECOMMENDATIONS:

• Incentivize health systems to 
incorporate findings and priorities 
from their community health needs 
assessments (CHNA) into hospital 
strategy, as well as aligning the 
community health process outcomes 
to outcome measures. 

• Change frequency of the CHNA from 
3 years to 5 years to align with County 
Health Departments and to give more 
time to see the change created by 
interventions.  

• Revise schedule H to relate activities 
directly to measures of benefit to 
the community, including measures 
of health status, and to recognize 
the respective allocation of funds 
to allowable categories other than 
charity care and uncompensated care.
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Priority: Establish Equity  
Promoting Strategies

POLICY RECOMMENDATIONS:

• Support workforce development 
programs in low-income communities

• Support policies that address societal 
barriers to working

• Support policies that improve the 
nutritional quality of school lunches 

• Provide access to healthy food 
opportunities to low-income 
neighborhoods

• Expand funding for low-income 
housing and rental assistance

• Influence state and federal policy 
makers to support policies that 
grow the CHW Workforce through a 
combination of direct investment and 
policies that incentivize payors and 
government to deploy them

We support establishing strategies that reduce social 
disparities and result in better well-being for all.

Income, housing, education, transportation, and access to food all play integral roles in the 
health of individuals and communities. For example, people with higher incomes may have 
more opportunities to live in safe, healthy homes and near higher quality schools. They 
are also more likely to have access to healthier food options, time for physical activity, and 
access to health care services.

Conversely, people with low-incomes are more likely to live in substandard housing or 
unsafe neighborhoods. Their communities may lack healthy food options like fresh fruits and 
vegetables, and they may lack access to outdoor recreational facilities as well. All of these 
social determinants - income, wealth, education, employment, neighborhood conditions - 
shape health. And these social determinants are shaped by policies.

Community Health Workers (CHWs) are frontline public health workers who are trusted 
members of and/or have a particularly close understanding of the community being served. 
This trusting relationship enables CHWs to serve as a liaison/link/intermediary between 
health/social services and the community, to facilitate access to services. A growing number 
of health care organizations have hired community health workers to provide social support, 
care coordination, and advocacy for high-risk patients. Several studies have described 
socio-behavioral interventions delivered by community health workers that are effective in 
improving clinical outcomes such as chronic disease control, mental health, quality of care, 
and hospital use. As vulnerable populations are disproportionately affected by COVID-19, 
Community Health Workers will be key to responding to the enormous need for social, 
material, and psychological support.
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Priority: Social Determinants of Health

POLICY RECOMMENDATIONS:

• Promote reimbursement models 
that take into consideration social 
determinants of health

• Standardize SDoH data collection 
and maintain a robust data 
exchange infrastructure at a local 
and state level to help identify 
who will need future services and 
intervene early

We will increase focus and funding on the social 
determinants of health with special emphasis on housing, 
employment, food security, education and transportation. 

The health care we receive is responsible for only 20 percent of our health. Our environment, 
socioeconomic conditions and our habits determine the other 80 percent. Quality education, 
employment opportunities, livable wages, healthy food, affordable housing and safe 
communities are all factors that can be modified to shape our health. Thus, solving social 
and economic challenges through policy changes are key to improving health outcomes and 
controlling medical costs. 

Fee for Service (FFS) models do not create the proper incentives to address non-medical factors 
since they do not adequately reimburse providers for extending care beyond the providers’ 
walls. Government and private payors need to look at reimbursement models that pay for health 
rather than volume.

Social Determinants of Health
Source: Healthy People 2030
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Priority: Payment Innovation and Delivery Reform

POLICY RECOMMENDATION:

• Modernize provider reimbursement 
by moving away from volume and 
intensity and toward quality and 
value of services.

We will promote integrated, comprehensive strategies to 
reform care delivery and payment to bring down the cost 
of care.

Our current national health investment focuses heavily on medical interventions rather than on 
strategies that address disease prevention or social and environmental conditions that affect the 
health of a population. The traditional “fee-for-service” reimbursement system pays physicians 
and hospitals for each procedure performed on a patient, financially rewarding quantity over 
quality of the care provided. In a 2018 stakeholder interview conducted with industry experts, 
researchers found that underutilization of preventive services is not the result of an information 
gap but rather that of an implementation gap. That is, most providers in the health care system 
understand the benefits of preventing chronic diseases, but do not prioritize them because 
financial incentives do not align with a focus on preventative care. According to the researchers, 
“currently, most providers, including hospitals and physicians, are paid to treat rather than to 
prevent disease.” As risk-bearing entities that provide payment models and incentives, health 
care payers (commercial health plans, Medicaid, and particularly Medicare) have influence that 
can affect the uptake of chronic disease preventive services. 

It is essential that we change provider reimbursement from one focused on volume toward one 
focused on accountability for overall cost and quality. Many valuable services - such as patient 
education, effective preventative care, and coordinated post-hospital care - are generally 
underprovided because doctors and hospitals do not have adequate financial or other resources 
to provide them. A reformed system should support providers who provide primary care and 
reward value, quality and organized delivery of care.
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Priority: Telehealth Waivers and Flexibilities

POLICY RECOMMENDATIONS:

• Remove originating site 
requirements for telehealth 
services 

• Expand telehealth coverage of 
behavioral and mental health care 

• Remove restrictions prohibiting 
RHCs and FQHCs from providing 
virtual care 

• Allow audiovisual and audio-only 
services 

• Remove established patient 
requirements 

• Create a payment solution for 
Acute Hospital Care at Home 
beyond the PHE

We support making the telehealth waivers and flexibilities 
currently tied to the Public Health Emergency permanent, 
including hospital without walls.  

In the modern health care era, telehealth is becoming an essential way for patients and providers 
to interact and communicate effectively. Telehealth services are more convenient and accessible 
than traditional office visits and can greatly benefit populations who find it difficult to manage 
their health care needs in person. Virtual visits can provide crucial access to care for high-risk 
patients who need to stay home to protect themselves, both during public health crises and in 
normal times. Telehealth also provides vital access for patients in rural communities, where in-
person clinic visits may require extraneous time and effort to schedule and attend. 

Telehealth services are an important way for traditionally disadvantaged patient populations 
to easily connect to primary and specialty care providers that may not be accessible in person. 
Virtual visits are also an essential way for patients to receive mental and behavioral health care 
services that are increasingly necessary for whole-person care, but often difficult to access. 
While telehealth is clearly a growing need for both patients and providers, many barriers stand 
in the way of implementing a robust virtual care system such as limited insurance coverage, 
regulations on modality, and restrictions for certain types of facilities like Rural Health Centers.

The Centers for Medicare and Medicaid Services (CMS) has always supported limited telehealth 
services. However, to respond to the COVID-19 Public Health Emergency, CMS released a 
multitude of temporary regulatory waivers and modified rules to equip the American healthcare 
system with more flexibility to respond to the pandemic. Many of these changes have greatly 
improved care quality for patients, allowed access to previously inaccessible care, and reduced 
disparities in care for disadvantaged and underserved populations. The benefits of these 
temporary flexibilities should be acknowledged and used to advocate for an extension of 
telehealth flexibilities post-PHE.



2020-2021 ADVOCACY AGENDA  |  10  ADVENTIST HEALTH: OUR VOICE IN ADVOCACY

Priority: Fair and Adequate Medicare & 
Medicaid Payments and Coverage

POLICY RECOMMENDATIONS:

• Preserve Medicare and Medicaid 
DSH programs

• Ensure access to outpatient 
services by reversing “site-neutral” 
payment cuts 

• Foster innovation in Medicare and 
Medicaid delivery

We will support payment policies that preserve coverage for 
our most vulnerable populations.

Medicare and Medicaid are lifelines for the communities we serve. These programs ensure that 
elderly, medically frail, low-income, minority, and other vulnerable populations can access the 
health services they need. Medicare and Medicaid account for about 75 percent of all care 
provided by Adventist Health hospitals.

A strong Medicare and Medicaid program is key to much of the work we do for our patients and 
communities. We must ensure Medicare and Medicaid maintains and enhances support for the 
many services essential hospitals provide beyond their core commitment to vulnerable patients, 
including health care workforce training, care coordination, and telehealth, all of which help reduce 
healthcare disparities. 

The graphic above shows what Adventist Health communities look like. These are the 
disadvantaged populations who depend on Medicare and Medicaid to access care.

Adventist Health Communities California

Average family income
Source: US Census Bureau

Households receiving 
food stamps

Source: USDA

Below poverty level
Source: US Census Bureau

High school graduate  
or higher

Source: Bureau of Labor
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Priority: Protect the 340B Savings Program

POLICY RECOMMENDATIONS:

• Begin assessing civil monetary 
penalties on manufacturers that 
deny 340B pricing to covered 
entities in violation of their 
obligations under the 340B statute

• Ask that the 340B program remain 
whole and that no further cuts are 
passed onto hospitals

We provide care for uninsured patients and support 
community health programs. 

340B is a drug pricing program that came out of the Medicaid drug rebate program and 
requires pharmaceutical manufacturers participating in Medicaid to sell outpatient drugs 
at discounted prices to health care organizations that care for many uninsured and low-
income patients. This program supports Adventist Health’s role as a safety-net provider 
in offering vital health care services for the communities we serve. The program is only 
for hospitals that provide a high level of services to low-income individuals or serve 
isolated rural communities. The overall purpose of this program is to enable covered 
entities to “stretch scarce federal resources as far as possible, reaching more eligible 
patients and providing more comprehensive services.”  340B promotes health equity by 
offering financial resources to providers treating high volumes of uninsured, Medicaid, 
and underinsured people - who are typically the most disadvantaged populations  
in healthcare.

2020 340B Adventist Health Hospital Stats

340B Hospitals
18 Hospitals

Cost Avoidance
$55,249,005

Revenue 
$31,042,965

Total Benefit
$86,291,970
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Priority: Improve Access to Mental Health

POLICY RECOMMENDATIONS:

• Keep the waivers in place that 
allow providers to use telehealth to 
deliver mental health services

• Integrate mental health services 
into the primary care settings

We will remove barriers to mental health services.  

Lack of access to mental health services is well documented. Barriers to mental health services 
include difficulty finding mental health care providers who are covered by insurance plans, 
expensive out-of-pocket costs for patients, heightened rates of insurance denials, and problems 
obtaining medications for psychiatric symptoms. While these issues are present in urban, 
suburban, and rural areas, rural regions experience an additional barrier: significant shortages of 
mental health providers and psychiatrists.

One solution to help meet the mental health needs of people living in underserved geographic 
locations and rural areas is telehealth. With the use of telehealth, mental health providers have 
the ability to conduct consultations alongside other health care providers and deliver mental 
health services to patients while they remain at home.

Another solution to minimize and eliminate barriers to mental health is the integration of 
behavioral and mental health into primary care settings. The integrated care model addresses a 
number of service access issues including primary care providers’ lack of comfort or knowledge 
regarding referrals for mental health issues, difficulties navigating the mental health system, 
stigma associated with obtaining mental health services, and lack of follow-through when 
making appointments. 
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Priority: Improve Access to Mental Health

POLICY RECOMMENDATION:

• Invest in more community-based 
resources for those with serious 
mental illness

We support creating alternatives to institutionalization for 
mental health issues.

Past deinstitutionalization efforts have moved chronically and severely mentally ill patients 
out of state-run psychiatric hospitals into federally funded community mental health centers. 
Because sufficient funding for long-term care did not follow these institutionalized patients 
after discharge, new generations of mentally ill Americans end up in the streets, jails, and 
emergency rooms.

Hospitals see the pain people go through every day. Behavioral health demands on the state’s 
emergency departments are increasing. Between 2016 and 2018, emergency department 
visits for behavioral health-related conditions rose 4.4% while visits for all other types of health 
conditions remained level. COVID-19 is making the situation even worse as economic insecurity, 
social isolation, and health concerns are taking their toll. In July 2020, 44% of Californians 
reported symptoms of generalized anxiety disorder or major depression since the start of the 
pandemic. For those with behavioral health conditions, the financial burden is even greater; they 
incur 3.5 times higher costs than those without behavioral health conditions.

By providing more community-based resources and education in addition to addressing barriers 
to outpatient treatment for people with serious mental illness, we can reduce homelessness, 
imprisonment, and hospital emergency department visits. It is also important to expand Crisis 
Intervention Training for law enforcement so that patients can receive proper care and relieve 
the burden on the criminal justice system.
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Priority: Improve Access to Mental Health

POLICY RECOMMENDATIONS:

• Incorporate ACE screening into 
primary care appointments

• Encourage primary care practices 
to identify community-based 
resources to help patients address 
toxic stress

We advocate for promoting early intervention.

While healthcare’s move toward disease prevention and early intervention has been slow, the 
mental health field’s adoption of these fundamental principles has been even slower. Mental 
health research has historically focused heavily on mental illness rather than well-being or optimal 
functioning, and psychiatrists are usually not accustomed to mental health promotion and 
prevention practices.

Emerging research focusing on mental health prevention strategies offers promising outcomes 
for children and youth. Specifically, these interventions are efficacious in promoting psychological 
well-being and preventing mental health disorders throughout development. In addition, 
prevention strategies are shown to alter the trajectories of people who exhibit mental health 
difficulties earlier in life by delaying the onset of mental illness or by decreasing the severity of 
mental health symptoms.

Intervening early is important for mental illness as half of mental health issues start by age 14. 
Toxic stress resulting from strong, frequent, and prolonged childhood adversity can disrupt brain 
development and impair academic performance. Early adverse life experiences are also a major 
factor in increasing risk for mental illness. According to Dr. Robert Block, the former president 
of the American Academy of Pediatrics, “Adverse Childhood Experiences (ACEs) are the single 
greatest unaddressed public health threat facing our nation today.”

There are several empirically supported strategies that can prevent or mitigate the harmful 
consequences of ACEs on children. These include economic support for children and families, 
promotion of healthy and positive social norms, development of skills for strong relationships, 
programs and activities for youth, and early-intervention approaches to minimize and prevent 
negative outcomes.
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Priority: Affordability and Accessibility

POLICY RECOMMENDATION:

• Modernize provider reimbursement 
by moving away from volume and 
intensity and toward quality and 
value of services.

We will support policies that make care more affordable and 
accessible, especially policies that focus on the uninsured and 
underinsured.

Individuals who have a regular source of primary care receive more preventive services, are more likely 
to comply with prescribed treatments, and have lower rates of illness and premature death than their 
uninsured or underinsured counterparts. People who lack health insurance are significantly less likely to 
have a regular source of primary care and are hence less likely to receive not only preventive care, but 
also treatment for major health conditions and chronic diseases. “Underinsured” people with substantial 
out-of-pocket costs are likely to forgo both necessary and elective care. These people often use 
hospital emergency departments for conditions that could and should have been treated in a primary 
care setting, which drives up costs for businesses and other patients. We urge the consideration 
of health benefit designs that encourage patients to access and use cost-effective primary care, 
especially health services shown to delay or prevent the onset of chronic conditions.

This graph shows how much more 
likely uninsured and underinsured 
individuals are to forego necessary 
care. Because people without health 
coverage are less likely than those 
with insurance to have regular 
outpatient care, they are more likely 
to be hospitalized for avoidable 
health problems and to experience 
declines in their overall health. 
Affordability and accessibility 
-promoting policies will help bridge 
these gaps and reduce health 
outcome disparities.

Barriers to Health Care, 2019
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Priority: Improve Access and Coverage

POLICY RECOMMENDATIONS:

• Early identification and mentoring of 
highly prospective candidates to serve 
in rural and HSPA areas.  

• Save spots in nursing programs 
and allied health programs for local 
students in areas of HSPA.  

• Financial support and/or loan 
forgiveness for living expenses, 
education, and training beyond high 
school for selected candidates. 

• Ongoing community support as the 
candidate transitions to an urban 
setting for undergraduate and 
graduate education 

We support policies that address health care workforce 
shortages, particularly in rural and underserved areas.

Before the pandemic our communities were facing healthcare provider shortages caused by an 
uneven distribution of workers. Rural and underserved communities tend to have fewer physicians, 
nurses, specialists, and other healthcare workers, while also facing higher rates of chronic disease, 
mental illness, and obesity than their urban counterparts. Of the 35 counties in which we operate, 
17 (Amador, Butte, Fresno, Kern, Kings, Lake, Mendocino, Napa, San Bernardino, Solano, Sonoma, 
Tehama, Tulare, Tuolumne, Lincoln, Tillamook, Yamhill) are in Medically Underserved Areas (MUA) 
or a Health Professional Shortage Area (HPSA). As the COVID-19 pandemic progresses, staffing 
shortages have been exacerbated due to exposures, illness, the need to care for family members at 
home, homeschooling and burnout. 

According to a 2018 Nursing Workforce Study by the U.S. Department of Health and Human 
Services’ Health Resources and Services Administration, by 2030 California will be facing an 
estimated deficit of 44,500 RNs, which is nearly three times the deficit in the next several states 
suffering from a shortage.

The graph below shows the gap 
between the number of providers in 
metropolitan and rural areas.

Primary Care Providers
per 100,000 Population in U.S. Counties
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Priority: Protect and Build the Rural Health 
Safety Net

POLICY RECOMMENDATIONS:

• Test new payment models of care  
in rural areas and sustainable  
system design.   

• Provide stabilizing relief for rural 
providers to abate the rural hospital 
closure crisis exacerbated by COVID-19. 

• Stopping Medicare cuts to rural providers 
and address administrative barriers. 

• Allow flexibility in grandfathered Rural 
Health Clinic’s relocation.  

• Expand eligibility requirements for 
existing RHCs located in areas that 
lose their Medically Underserved Area 
(MUA) or Health Professional Shortage 
Area (HPSA) designation because of 
population or provider changes. 

• Take into consideration geographic 
distance, provider type, patient 
transportation requirements and 
limitations, and other proven access 
considerations in evaluating access to 
health care in the certification criteria.

We will ensure the stability of rural hospitals and rural  
health clinics.

Adventist Health System/West has the largest network of rural health clinics in California, with more 
than 20 percent of California’s Rural Health Clinics as a part of the system. The Adventist Health 
Rural Health Clinic network is also one of the largest in the nation, representing about 1.5 percent. 
Our Rural Health Clinics provide care to about 315,000 individuals who mostly live in medically 
underserved communities. 

Since 2010, 135 Rural hospitals have closed. The pandemic has further compromised the long-
term sustainability of hospitals. According to The Chartis Group, 453 rural hospitals are in danger 
of closing and most (77%) have 33 days or less of cash on hand. Federal and state investments in 
rural health programs is a small portion of health care spending, but it is critical to rural Americans. 
Rural hospitals and Rural Health Clinics provide access to care, as well as jobs and other economic 
opportunities; these hospitals are often one of the largest employers in a rural community.

“Crises Collide The COVID-19 Pandemic and the Stability of the Rural Health Safety Net” The Chartis Group



2020-2021 ADVOCACY AGENDA  |  18  ADVENTIST HEALTH: OUR VOICE IN ADVOCACY

Priority: Rural Broadband Expansion

POLICY RECOMMENDATION:

• Support legislation that improves 
rural access to broadband through 
infrastructure improvement and 
expansion

We support policies that expand rural broadband and make it 
more affordable.

The COVID-19 pandemic has magnified many problems in America. One of the most important, 
yet least discussed, issues is the continued lack of access to high-speed internet in rural areas — an 
issue that profoundly affects economic growth, education, daily life and health access. Shockingly, 
more than 18 million Americans find themselves without reliable access to high-speed internet 
-nearly all of them live in rural areas. 

Federal and State investment in broadband connectivity, including grants and through a substantial 
increase in funding for the Federal Communications Commission’s Rural Health Care Program, should 
be a top priority.

The graph at left shows the 
percentage of U.S. adults who say 
they have broadband access, based 
on a 2019 poll conducted by Pew 
Research Center. 

The data shows that rural areas are 
significantly behind their suburban 
and urban counterparts when it 
comes to access to broadband and 
other technology-based services 
that are essential to telehealth.

Broadband and Technology Access, 2019

100

75

50

25

0

Urban

Home 
broadband

Smartphone Tablet Desktop/ 
laptop 

computer

Suburban

Rural

Source: Pew Research Center




