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Overview  
We are pleased to present the first edition of the Rural Veterans Health Care Atlas, a comprehensive resource guide 
produced by the GeoSpatial Outcomes Division. Our team operates directly under the Veterans Rural Health Resource 
Center- Eastern Region located in Gainesville, Florida. Our division was founded by Dr. Diane Cowper Ripley in 2007 
when the VHA Office of Rural Health (ORH) was created in order to better serve rural Veterans. Dr. Cowper Ripley served 
as the project lead on the production of the VHA Health Care Atlas, which was first published in 2003, followed by 
updated editions produced in 2005 and 2010.  This serves as precedence for the content of the Rural Veterans Health 
Care Atlas, but addresses disparities in the availability of health care to Veterans living in rural areas of the United States. 
Our team members, who come from a variety of educational and professional backgrounds, each bring unique talents to 
the production of this volume. This resource guide is designed to assist VA researchers, planners, and policy decision 
makers formulate best practices and programs to enhance delivery of health care to rural Veterans.  

This first edition focuses on information and data from Fiscal Year 2014. It is important to note that since the start of FY-
2015, several critical changes took place affecting VHA operations, planning, and policy, including enactment of the 
Veterans Access, Choice, and Accountability Act of 2014, which directed the establishment of the Veterans Choice 
Program1, changes to the definition of ‘rurality’ from a census-based to RUCA-based system2, 3, and changes to the site 
classifications based on the guidelines established the Continuum of Care workgroup4.  While the first edition does not 
contain data based on these changes, regularly updated editions to this volume will be necessary to reflect the vast 
organizational changes and its resulting impact on the delivery of health care to rural Veterans. This edition provides a 
sound baseline for later editions in this volume.  

Staff Biographies  
Diane C. Cowper Ripley, Ph.D. 
Dr. Cowper Ripley has her Ph.D. in Health Services Research, Management, and Policy. Dr. Cowper Ripley was a 
founding Co-Director of the VA Information Resource Center (VIReC) in Hines, Illinois where she was also a Research 
Assistant Professor at the Institute for Health Services Research and Policy Studies, Northwestern University. She is 
presently Co-Site Director of the HSR&D-funded Center of Innovation on Disability and Rehabilitation Research 
(CINDRR) and the Director of the Veterans Rural Health Resource Center-Eastern Region’s GeoSpatial Outcomes 
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Division. Dr. Cowper Ripley is an influential and recognized expert on VA Data Information Systems and using 
Geographic Information Systems (GIS) tools in health services research. She has spent over 30 years in the VA 
examining Veterans’ access to and utilization of health care services. 
 
Justin K. Ahern, B.A. 
Mr. Ahern received a Bachelor of Arts in Geography and has been with the VA since 2012, where he has served as a 
project coordinator for human subject research studies and clinical demonstration projects in the  
HSR&D-funded Center of Innovation on Disability and Rehabilitation Research (CINDRR). Prior to employment at the VA, 
Mr. Ahern was employed with Northrop Grumman Corporation in their Advanced GEOINT Operating Unit for 8 ½ years 
where as part of team efforts he helped produce a variety of high-profile GEOINT map and imagery products and services 
that supported military, government, and civil works programs. Mr. Ahern is the newest member of the GeoSpatial 
Outcomes Division, and hopes to bring his diversity of skills and experiences to satisfy the GSOD’s mission of supporting 
both Research and Operations related to improving access to health care for rural Veterans.  
 
Eric R. Litt, B.A. 
Mr. Litt is a geographer and has been with the VA since 2006. He also serves as Deputy Director of the GeoSpatial 
Outcomes Division. Mr. Litt has a strong interest and deep commitment to assisting our Veterans. He and Dr. Cowper 
Ripley have recently headed up the ORH Broadband Initiative to determine what and where broadband services are 
available for use in VHA Telehealth Services throughout the nation. He is also responsible for compiling and geo-coding 
non-VA healthcare services across the country, such as Military Treatment Facilities (MTFs), Rural Hospitals (RHs), 
Critical Access Hospitals (CAHs), Rural Health Clinics (RHCs), Federally Qualified Health Centers (FQHCs), AHA-
associated Community Hospitals (AHAs), and Indian Health Services (IHS) for use in numerous  
projects that require this information, including those in which VA is looking for potential partnerships. 

Lauren K. Wilson, B.S. 
Ms. Wilson serves as the program coordinator and GIS Analyst with the GeoSpatial Outcomes Division. She has  
been employed with the VA since 2009 and has been using GIS tools since 2005. Her main focus is geospatial analyses 
and geostatistics and their myriad uses for evidence-based research and policy influence for meaningful change in access 
for Veterans to health care. She, along with Mr. Litt and Dr. Cowper Ripley, are members of the 10P GIS Healthcare 
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Enterprise Support and Services (GHESS) which is an organization created by and for VHA 10P Program Office, 
"complementing and leveraging a robust healthcare centric Enterprise 
Geographic Information System (GIS) to foster teamwork, enhance analyses, and advance the use of spatial data to 
assist decision-making within the VHA and beyond." Ms. Wilson sits on the GIS Advisory Board for the 10P GHESS ELA 
Initiative, as well as a number of other committees dedicated to standardization of policies and procedures involving GIS 
and data continuity. 

Contact Us  
To learn more about the GeoSpatial Outcomes Division (GSOD), please visit our VHA SharePoint Page here: 
https://vaww.vha.vaco.portal.va.gov/sites/RuralHealth/GSOD/default.aspx  

For inquiries and requests regarding geospatial products and services, please contact Lauren.Wilson1@va.gov or submit 
a GIS services request here: 
https://vaww.vha.vaco.portal.va.gov/sites/RuralHealth/GeoSpatialServRequest/Forms/Public%20Default.aspx 

Acknowledgements  
This Atlas was supported by the VHA Office of Rural Health and the Veterans Rural Health Resource Center-Eastern 
Region. The team is grateful for the ongoing support of both entities.  
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Introduction and Background  
The Veterans Health Administration (VHA) within the Department of Veterans Affairs is the largest healthcare system in 
the United States. VHA facilities, located from coast to coast in the contiguous United States, Hawaii, Alaska, Puerto Rico, 
and sites of care around the vast Pacific Rim, provide health services to VA enrollees and eligible Veterans throughout the 
continuum of care. As of EOFY-2014, the VA oversaw the operations of a total of 1,376 stations, and comprise of the 
following: 150 medical centers (VAMCs), 791 Community-Based Outpatient Clinics (CBOCs), 2 Community Living 
Centers (CLCs), 6 Domiciliary Residential Rehab Treatment Programs, 6 Independent Outpatient Clinics (IOCs), 11 
Mobile Outreach Clinics (MOCs), 40 Multi-contract Sites/ Secondary Sites, 70 Mobile Vet Centers (MVCTRs), and 300 
Vet Centers (VCTRs).1  

VA has electronically captured data on the VA patient population for decades and the massive amounts of data available 
can be overwhelming to individuals who need to utilize and make sense of the data. The VA Health Care Atlas, FY-2000 
that was published in 2003 was produced to synthesize information that was frequently requested by field researchers, 
planners, and individuals in leadership. With the founding of the VHA Office of Rural Health in 2007, the emphasis on 
enhanced health care access and delivery to our nation’s rural Veterans became an important focus for the VHA 
community.  

Purpose and Objectives  
The Rural Veterans Health Care Atlas 1st Edition FY- 2014 is produced to serve as a similar comprehensive resource 
guide to enhance the knowledge of rural Veterans, rural enrollees, and rural patients and their health care needs. The 
resource will include tabular data with FY-2014 statistics, as well as maps created using current Geographic Information 
Systems (GIS) technology to display geographically relevant information.  GIS is an interdisciplinary computer-based tool 
for organizing and displaying data. Moreover, it can be used to examine population-level effects of services as reflected in 
geographic and spatial distribution of populations and allows predictive modeling.  It can also associate, for example, 
patients with the nearest medical facility or provider, locate under-served areas, measure access to care (distance/travel 
time) to medical facilities in a Veterans Integrates Service Network (VISN), and many other analyses relevant to VA. GIS 
has been used in the health care industry for epidemiological studies, disease tracking, program evaluation, epidemic 
outbreak investigations, site location and patient distribution analyses, and community needs assessment.  
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Methodology  
Tabular data were extracted from the VHA Support Service Center (VSSC) and displayed at the Veterans Integrated 
Service Network (VISN) level. The geographic units for the national-scale maps are VISN, State, and county level.  The 
geographic unit for the VISN-scale maps is county level.  These units provide sufficient detail to assess patterns in VA, 
while at the same time protect patient confidentiality and privacy. The team took further measures to ensure VA privacy 
standards by creating maps that combined data of highly rural and rural patients, as highly rural patients generally 
represent a low number nationwide. It was crucial especially when creating the disease condition maps to ensure that 
patient in a low number group could not be identified at any geographic level of detail.  
 
When creating the maps, the team used break values to display different value ranges with particular symbology, which 
breaks down values in a dataset into quartiles, or four different classes of statistically equal values. The ArcGIS Desktop 
program used to create the maps computed the data and selected these values. If the first set of values of the four 
classes contained less than 12 patients, the team then selected three classes, which divided the dataset into thirds, 
instead of quarters. If the first of three class values still contained less than 12 patients, two classes were then selected. If 
the first of two class values still contained less than 12 patients, then the specific field in the attribute data table was 
examined. If less than 80% of the VISNs, States, or Counties contained less than 12 patients (for example, if fewer than 
2,582 out of the 3,227 counties in the U.S. had less than 12 patients), then two manual break values would be used: the 
first class named ‘Less than 12’ (patients) and the second class named ’12 or Greater’ (patients). Conversely, if 80% or 
more of the VISNs, States, or Counties contained less than 12 patients (for example, if 2,582 or greater out of the 3,227 
counties in the U.S. had less than 12 patients), then maps were not generated at that level of aggregation. This is 
particularly important when mapping out subgroups of patients such as females and those age 65 and over, where low 
numbers in large-scale geographic areas (county-level and zip-code) are more likely than those maps for general or 
overall groups of patients in small-scale geographic areas (VISN and state level).  
 

References  
1) VHA Support Service Center (VSSC), VAST Snapshot 1 - VHA Station Listing pre-FY15 report, extract date on 9-30-
2014: 
http://reports2.vssc.med.va.gov/Reports/Pages/Report.aspx?ItemPath=%2fApps%2fVAST%2fProduction%2fVAST_Snap
shot 
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Overview   
One of the challenges regarding the rural Veteran population as a whole is that there is no registry of all Veterans living in 
the United States. While the numbers of rural and highly rural enrollees and patients are available through the VA data 
systems, this breakdown of the total Veteran population has not been available. The Office of Rural Health requested the 
VA Office of the Actuary (OACT) to provide estimated number of Veterans living in the rural and urban areas.  Based on 
the most recent Veteran Population Projection Model (VetPop2014) and the most recent American Community Survey 
(ACS) data, OACT developed the estimation of the Veteran population. The data presented in this chapter on the total 
Veteran population comes from the OACT and is presented at the National and State level. For VHA Enrollees and 
patients, maps are presented at the VISN, State, and county levels. Enrollee data were accessed through the VHA 
Support Service Center (VSSC) FY-14 Current Enrollment Cube and patients were extracted from the VSSC Diagnostic 
Cube.  

Organization of Data Tables and Maps  
The organization of the data tables and maps for the total Veteran population, VHA Enrollees and VHA patients is 
organized into 3 sections. The first section (Section I) focuses on the total numbers of Veterans. We first present an 
overview of the data at the National and State levels. The OACT data do not contain a separate category for highly rural 
Veterans; therefore, the data are presented as a combined “rural” category. Table 1 contains the data used in the 
narrative summary. Following the table, two maps visually illustrates the data.  

• Map 1: Number of Rural Veterans by State, FY-2014 
• Map 2: Percent of Rural Veterans by State, FY-2014 

 
Section II of the chapter focuses on the VHA Enrollees by the following rurality categories: highly rural, rural, urban, and 
unknown. Since the highly rural and rural categories are of particular interest in this volume, numbers and percentages 
are distinctively highlighted in shades of blue in Table 2. National, VISN, State, and county overviews are presented 
focusing on the rural and highly rural Enrollees. We combined the rural and highly rural Enrollees for mapping purposes. 
Table 2 provides Enrollee information by VISN and rurality. Maps for the Enrollee section include: 

• Map 3: Number of Rural and Highly Rural Enrollees by VISN, FY-2014 
• Map 4: Percent of Rural and Highly Rural Enrollees by VISN, FY-2014 
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• Map 5: Number of Rural and Highly Rural Enrollees by State, FY-2014 
• Map 6: Percent of Rural and Highly Rural Enrollees by State, FY-2014 
• Map 7: Number of Rural and Highly Rural Enrollees by County, FY-2014 
• Map 8: Percent of Rural and Highly Rural Enrollees by County, FY-2014 

 
Table 3 provides information on subgroups of Enrollees, specifically: gender, age categories, and priority category. Maps 
in this section are: 

• Map 9: Number of Female Veteran Enrollees in Rural and Highly Rural Areas by VISN, FY-2014 
• Map 10: Rural and Highly Rural Female Veterans Enrollees as a Percentage of all Rural and Highly Rural 

Enrollees by VISN, FY-2014 
• Map 11: Number of Rural and Highly Rural Female Veteran Enrollees by State, FY-2014 
• Map 12: Rural and Highly Rural Female Veteran Enrollees as a Percent of all Rural and Highly Rural Enrollees by 

State, FY-2014 
• Map 13: Number of Rural and Highly Rural Female Veteran Enrollees by County, FY-2014 
• Map 14: Rural and Highly Rural Female Veteran Enrollees as a Percent of all Rural and Highly Rural Enrollees by 

County, FY-2014 
• Map 15: Number of Enrollees 65 years of Age and Older  in Rural and Highly Rural Areas by VISN, FY-2014 
• Map 16: Rural and Highly Rural Enrollees 65 years of Age and Older as a Percentage of all Rural and Highly Rural 

Enrollees by VISN 
• Map 17: Number of Enrollees 65 years of Age and Older  in Rural and Highly Rural Areas by State, FY-2014 
• Map 18: Rural and Highly Rural Enrollees 65 years of Age and Older as a Percentage of all Rural and Highly Rural 

Enrollees by State, FY-2014 
• Map 19: Number of Enrollees 65 years of Age and Older  in Rural and Highly Rural Areas by County, FY-2014 
• Map 20: Rural and Highly Rural Enrollees 65 years of Age and Older as a Percentage of all Rural and Highly Rural 

Enrollees by County, FY-2014 
• Map 21: Number of Rural and Highly Rural Enrollee Priority Group 1-3 by VISN, FY-2014 
• Map 22: Percent of Rural and Highly Rural Enrollees Priority Group 1-3 of Total Rural and Highly Rural Veteran 

Enrollees by VISN, FY-2014 
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• Map 23: Number of Rural and Highly Rural Enrollee Priority Group 1-3 by State, FY-2014 
• Map 24: Percent of Rural and Highly Rural Enrollees Priority Group 1-3 of Total Rural and Highly Rural Veteran 

Enrollees by State, FY-2014 
• Map 25: Number of Rural and Highly Rural Enrollee Priority Group 1-3 by County, FY-2014 
• Map 26: Percent of Rural and Highly Rural Enrollees Priority Group 1-3 of Total Rural and Highly Rural Veteran 

Enrollees by County, FY-2014 
• Map 27: Number of Rural and Highly Rural Enrollee Priority Group 5 by VISN, FY-2014 
• Map 28: Percent of Rural and Highly Rural Enrollees Priority Group 5 of Total Rural and Highly Rural Veteran 

Enrollees by VISN, FY-2014 
• Map 29: Number of Rural and Highly Rural Enrollee Priority Group 5 by State, FY-2014 
• Map 30: Percent of Rural and Highly Rural Enrollees Priority Group 5 of Total Rural and Highly Rural Veteran 

Enrollees by State, FY-2014 
• Map 31: Number of Rural and Highly Rural Enrollee Priority Group 5 by County, FY-2014 
• Map 32: Percent of Rural and Highly Rural Enrollees Priority Group 5 of Total Rural and Highly Rural Veteran 

Enrollees by County, FY-2014 
 
Table 4 provides overall rural and highly rural patient information by VISN, and Table 5 provides information on subgroups 
of patients, specifically: gender, age categories, and priority category. Maps on VHA patients in rural areas include: 

• Map 33: Number of Rural and Highly Rural Patients by VISN, FY-2014 
• Map 34: Percent of Rural and Highly Rural Patients by VISN, FY-2014 
• Map 35: Number of Rural and Highly Rural Patients by State, FY-2014 
• Map 36: Percent of Rural and Highly Rural Patients by State, FY-2014 
• Map 37: Number of Rural and Highly Rural Patients by County, FY-2014 
• Map 38: Percent of Rural and Highly Rural Patients by County, FY-2014 
• Map 39: Number of Female Veteran Patients in Rural and Highly Rural Areas by VISN, FY-2014 
• Map 40: Rural and Highly Rural Female Veterans Patients as a Percentage of all Rural and Highly Rural Patients 

by VISN, FY-2014 
• Map 41: Number of Rural and Highly Rural Female Veteran Patients by State, FY-2014 
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• Map 42: Rural and Highly Rural Female Veteran Patients as a Percent of all Rural and Highly Rural Patients by 
State, FY-2014 

• Map 43: Number of Rural and Highly Rural Female Veteran Patients by County, FY-2014 
• Map 44: Rural and Highly Rural Female Veteran Patients as a Percent of all Rural and Highly Rural Patients by 

County, FY-2014 
• Map 45: Number of Patients 65 years of Age and Older  in Rural and Highly Rural Areas by VISN, FY-2014 
• Map 46: Rural and Highly Rural Patients 65 years of Age and Older as a Percentage of all Rural and Highly Rural 

Patients by VISN 
• Map 47: Number of Patients 65 years of Age and Older  in Rural and Highly Rural Areas by State, FY-2014 
• Map 48: Rural and Highly Rural Patients 65 years of Age and Older as a Percentage of all Rural and Highly Rural 

Patients by State, FY-2014 
• Map 49: Number of Patients 65 years of Age and Older  in Rural and Highly Rural Areas by County, FY-2014 
• Map 50: Rural and Highly Rural Patients 65 years of Age and Older as a Percentage of all Rural and Highly Rural 

Patients by County, FY-2014 
• Map 51: Number of Rural and Highly Rural Patient Priority Group 1-3 by VISN, FY-2014 
• Map 52: Percent of Rural and Highly Rural Patients Priority Group 1-3 of Total Rural and Highly Rural Veteran 

Patients by VISN, FY-2014 
• Map 53: Number of Rural and Highly Rural Patient Priority Group 1-3 by State, FY-2014 
• Map 54: Percent of Rural and Highly Rural Patients Priority Group 1-3 of Total Rural and Highly Rural Veteran 

Patients by State, FY-2014 
• Map 55: Number of Rural and Highly Rural Patient Priority Group 1-3 by County, FY-2014 
• Map 56: Percent of Rural and Highly Rural Patients Priority Group 1-3 of Total Rural and Highly Rural Veteran 

Patients by County, FY-2014 
• Map 57: Number of Rural and Highly Rural Patient Priority Group 1-3 by VISN, FY-2014 
• Map 58: Percent of Rural and Highly Rural Patients Priority Group 1-3 of Total Rural and Highly Rural Veteran 

Patients by VISN, FY-2014 
• Map 59: Number of Rural and Highly Rural Patient Priority Group 1-3 by State, FY-2014 
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• Map 60: Percent of Rural and Highly Rural Patients Priority Group 1-3 of Total Rural and Highly Rural Veteran 
Patients by State, FY-2014 

• Map 61: Number of Rural and Highly Rural Patient Priority Group 1-3 by County, FY-2014 
• Map 62: Percent of Rural and Highly Rural Patients Priority Group 1-3 of Total Rural and Highly Rural Veteran 

Patients by County, FY-2014 
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Section I: Rural Veteran Population  
 

National Overview  
Table 1 presents the OACT data by State and rurality. OACT developed the estimation using the geography definition that 
is consistent to the Census  Bureau. The Census Bureau's urban areas represent densely developed territory and 
encompass residential, commercial, and other nonresidential urban land uses. The Census Bureau identified two types of 
urban areas: “urbanized areas” of 50,000 or more people and “urban clusters” of at least 2,500 and less than 50,000 
people. “Rural” encompassed all population, housing and territory not included within an urban area1.  Using ACS2012 
5‐year data (2008‐2012) from the US Census and OACT Veteran Population Projection Model (VetPop2011)2, OACT 
estimated the Veteran population living inside the urbanized area, the urban cluster, and the rural area, at both the 
national level and by state. As of 9/30/2014, there were an estimated 21,884,800 Veterans living in the United States 
(including all 50 States, District of Columbia, and Puerto Rico). Seventy-six percent (76%) of them lived in the urban area 
(65% inside urbanized area and 11% in urban cluster).  An estimated 5,232,400 (24%) Veterans lived in rural America.   

State Overview  
In terms of volume, the State of Texas had the largest number of rural Veterans (N=354,560). Other states with more than 
200,000 rural Veterans were: North Carolina (N=276,077), Pennsylvania (N=220,161), Georgia (N=216,127), Virginia 
(N=211,811), Michigan (N=205,437), and Ohio (N=201,176). States with the highest proportion of Veterans living in rural 
areas included: Maine (65.1%), Vermont (63.8%), West Virginia (51.8%) and Mississippi (50.0%). Areas that had less 
than 10% of their Veteran population residing in a rural area were: the District of Columbia (0.0%), Puerto Rico (4.5%), 
Hawaii (8.0%), California (8.3%), Nevada (8.4%) and Massachusetts (8.9%). The number of rural and highly rural 
Veterans are presented by state in Map 1. Map 2 shows the percent of rural and highly rural Veterans of the total Veteran 
population in the state. 
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Section II: Rural Enrollee Population  
Section II of the chapter focuses on the VHA Enrollees by the following rurality categories: rural (includes both rural and 
highly rural) and urban (includes a small percentage of “unknown” rurality). Since the rural category is of particular interest 
in this volume, numbers and percentages are distinctively highlighted in shades of blue in Table 2. National, VISN, State, 
and county overviews are presented focusing on the rural and highly rural Enrollees. 

National Overview  
In FY-2014, the number of VHA Enrollees totaled over 9 million. Of the 9.1 Enrollees, approximately 3 million, or about a 
third, lived in rural or highly rural areas and 6 million resided in urban areas (Table 2). 

VISN Overview  
The percentages of Enrollees by VISN who resided in rural or highly rural areas ranged from a low of 5.28% in VISN 3 
(New York/New Jersey) to a high of 58.63% in VISN 23 (Midwest). Other VISNs with over 50% of their Enrollees residing 
in rural or highly rural areas are: the Mid-South (VISN 9) with 51.84% rural or highly rural Enrollees and the Heartland 
Network (VISN 15%) at 54.85%. 

State Overview  
The State of Texas had the largest volume of rural and highly rural Enrollees of all States (N=194,309). Rural and highly 
rural Enrollees in Texas represented 27.43% of its total Enrollee population. Other states with high volumes of rural and 
highly rural Enrollees included: North Carolina (N=137,357), Ohio (N=124,726), Pennsylvania (N=118,383), New York 
(N=111,522), California (N=108,650), Missouri (N=105,855), Georgia (N=96,154), Michigan (N=95,933) and Tennessee 
(N=93,937). As a portion of the total patient population, Vermont had the highest percentage of rural and highly rural 
Enrollees. The total number of VHA Enrollees in Vermont was 21,220 in FY-2014. Of that number, 18,511 Enrollees 
resided in rural or highly rural areas; therefore, 87.23% of Vermont’s VHA Enrollees are classified as rural/highly rural. 
Other smaller, rural States also showed a high percentage of rural or highly rural Enrollees including: Maine (75.07%), 
Montana (73.52%), Wyoming (68.00%), South Dakota (67.11%), Mississippi (64.36%), Iowa (62.09%), West Virginia 
(60.90%), North Dakota (60.38%) and Kentucky (57.97%). 
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County Overview  
Four counties in Arizona were among the top ten counties with the largest rural and highly rural Enrollees population: 
Maricopa County (N=10,174), Mohave County (N=8,587), Yavapai County (N=8,151), and Pima County (N=8,054). 
California had two counties, San Bernardino County (N=5,873) and Humboldt County (N=4,077). The other five in the top 
ten counties with the largest rural and highly rural Enrollees population were: San Bernardino County (N=9,391) and Kern 
County (N=6,376) in the State of California and Douglas County, Oregon (N=8,637), Kennebec County, Maine (N=6,678), 
Snohomish County, Washington (N=6.329) and Charles County, Maryland (N=6,322). County maps are presented by 
quartile for volume of Enrollees.  For the percentage of rural and highly rural Enrollees as a percentage of the total 
Enrollees population in the county, the breakdowns are presented as LE 25%, 26% - 50%, 51% - 75%, and GE 76%. 

The maps below are presented following Table 2: 

• Map 3: Number of Rural and Highly Rural Enrollees by VISN, FY-2014 
• Map 4: Percent of Rural and Highly Rural Enrollees by VISN, FY-2014 
• Map 5: Number of Rural and Highly Rural Enrollees by State, FY-2014 
• Map 6: Percent of Rural and Highly Rural Enrollees by State, FY-2014 
• Map 7: Number of Rural and Highly Rural Enrollees by County, FY-2014 
• Map 8: Percent of Rural and Highly Rural Enrollees by County, FY-2014 

 
 

 



 

 13 

 

 



 

  14 

 

Map 3 

 



 

 15 

 

Map 4 

 



 

  16 

 



 

 17 

 



 

  18 

 



 

 19 

 

Map 8 



 

  20 

Rural and Highly Rural VHA Subgroups of Enrollees  

GENDER 
Table 3 further illustrates Enrollees in each VISN, broken down by patient gender and the same rurality categories as in 
Table 2 (urban and rural). Female Enrollees are a growing segment of the total Enrollee population, as more and more 
women are both in active duty and now joining the Veteran population. This is a high priority group for the Office of Rural 
Health, Office of Policy and Planning, and the Veterans Health Administration as a whole. Female Enrollees in rural and 
highly rural areas comprised of less than 8% of the total number of rural and highly rural Enrollees in each network, and 
only 5.65% nationally. The Capital Newtork (VISN 5) had the highest percentage, with 8.02% of rural or highly rural 
Enrollees being female Veterans. This VISN as a whole had relatively few rural or highly rural Enrollees (N=48,560). The 
other VISN with a relatively high percentage of female Veterans the Desert Pacific (VISN 22) at 7.01%. 

The map series from Map 9 to Map14 provide visual displays of rural and highly rural female Veteran Enrollees by VISN, 
State and County.  
 

• Map 9: Number of Women Veteran Enrollees in Rural and Highly Rural Areas by VISN, FY-2014 
• Map 10: Rural and Highly Rural Women Veterans Enrollees as a Percentage of all Rural and Highly Rural 

Enrollees by VISN, FY-2014 
• Map 11: Number of Rural and Highly Rural Women Veteran Enrollees by State, FY-2014 
• Map 12: Rural and Highly Rural Women Veteran Enrollees as a Percent of all Rural and Highly Rural Enrollees by 

State, FY-2014 
• Map 13: Number of Rural and Highly Rural Women Veteran Enrollees by County, FY-2014 
• Map 14: Rural and Highly Rural Women Veteran Enrollees as a Percent of all Rural and Highly Rural Enrollees by 

County, FY-2014 
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AGE GROUP 
Examining the age groups of highly rural and rural Enrollees is also of particular interest to the policy and planning 
community within the VHA. The 65-74 age group, on the national level, had the highest percentage of rural and highly 
rural Enrollees (30.93%). The 65-74 age category had the highest representation for most VISNs.  Two exceptions were 
in VISN 3 (New York/New Jersey) and VISN 23 (Midwest), where Enrollees in the over 75 years of age category had 
slightly more representation than the 65-74 age bracket. Enrollees in the 45-54 age category had the lowest 
representation nationwide (10.20%) and this held true across all VISNs. The maps in the next series focus on rural and 
highly rural Enrollees who are 65 years of age and older at the VISN, State and county levels of aggregation. The 
denominator for the percentages is the total number of rural and highly rural Enrollees. The maps include: 

• Map 15: Number of Enrollees 65 years of Age and Older  in Rural and Highly Rural Areas by VISN, FY-2014 
• Map 16: Rural and Highly Rural Enrollees 65 years of Age and Older as a Percentage of all Rural and Highly Rural 

Enrollees by VISN 
• Map 17: Number of Enrollees 65 years of Age and Older  in Rural and Highly Rural Areas by State, FY-2014 
• Map 18: Rural and Highly Rural Enrollees 65 years of Age and Older as a Percentage of all Rural and Highly Rural 

Enrollees by State, FY-2014 
• Map 19: Number of Enrollees 65 years of Age and Older  in Rural and Highly Rural Areas by County, FY-2014 
• Map 20: Rural and Highly Rural Enrollees 65 years of Age and Older as a Percentage of all Rural and Highly Rural 

Enrollees by County, FY-2014 
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SERVICE CONNECTION AND LOW INCOME ENROLLMENT PRIORITY GROUPS 
Selected enrollment priority groups and the percentages of the VHA Enrollees residing in rural and highly rural areas is 
the focus on this section. On the national level, rural and highly rural Enrollees with a Service-Connected disability 
represented 42/75% of the total number of rural and highly rural Enrollees in the VA system. At the VISN, the networks 
with the highest proportion of rural and highly rural Service-Connected Enrollees in their total rural and highly rural 
Enrollee population were located in VISN 20 at 49.64%, VISN 6 at 48.86% and VISN 7 at 48.18%.   

The Ohio Network (VISN 10) had the highest percentage of low-income (Priority Group 5) rural and highly rural Enrollees  
in its rural and highly rural patient population (27.43%). Nationally, 23.41% of rural and highly rural Enrollees were in 
Priority Group 5.  

The map series examines the numbers and percentages of rural and highly rural Service-Connected Enrollees 
(numerator) of the total rural and highly rural Enrollees population (denomintor) in Map 21 – Map 26. Similar information is 
presented for the Low Income (Priority 5) Enrollees in Map 27 – Map 32. 

• Map 21: Number of Rural and Highly Rural Enrollee Priority Group 1-3 by VISN, FY-2014 
• Map 22: Percent of Rural and Highly Rural Enrollees Priority Group 1-3 of Total Rural and Highly Rural Veteran 

Enrollees by VISN, FY-2014 
• Map 23: Number of Rural and Highly Rural Enrollee Priority Group 1-3 by State, FY-2014 
• Map 24: Percent of Rural and Highly Rural Enrollees Priority Group 1-3 of Total Rural and Highly Rural Veteran 

Enrollees by State, FY-2014 
• Map 25: Number of Rural and Highly Rural Enrollee Priority Group 1-3 by County, FY-2014 
• Map 26: Percent of Rural and Highly Rural Enrollees Priority Group 1-3 of Total Rural and Highly Rural Veteran 

Enrollees by County, FY-2014 
• Map 27: Number of Rural and Highly Rural Enrollee Priority Group 5 by VISN, FY-2014 
• Map 28: Percent of Rural and Highly Rural Enrollees Priority Group 5 of Total Rural and Highly Rural Veteran 

Enrollees by VISN, FY-2014 
• Map 29: Number of Rural and Highly Rural Enrollee Priority Group 5 by State, FY-2014 
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• Map 30: Percent of Rural and Highly Rural Enrollees Priority Group 5 of Total Rural and Highly Rural Veteran 
Enrollees by State, FY-2014 

• Map 31: Number of Rural and Highly Rural Enrollee Priority Group 5 by County, FY-2014 
• Map 32: Percent of Rural and Highly Rural Enrollees Priority Group 5 of Total Rural and Highly Rural Veteran 

Enrollees by County, FY-2014 
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Map 22 
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Map 26 
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Map 27 
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Section III: Rural Patient Population  
Section III of the chapter focuses on the VHA patients by the following rurality categories: rural (includes both rural and 
highly rural) and urban (includes a small percentage of “unknown” rurality). Since the rural category is of particular interest 
in this volume, numbers and percentages are distinctively highlighted in shades of blue in Table 4. National, VISN, State, 
and county overviews are presented focusing on the rural and highly rural patients in FY-2014. 

National Overview  
On the national level, approximately one-third of VHA patients resided in a rural or highly rural area (34%) in FY-2014. 

VISN Overview  
There is a wide range in the percentage of rural patients by VISN. On the low end, VISN 3 (NY/NJ) and VISN 22 (Desert 
Pacific), both highly urban geographic areas, had 5.93% and 7.84% of their patients residing in rural areas respectively. 
By contrast, VISN 23 (Midwest) had the largest proportion of rural/highly rural patients at 57.66%. Two other Networks 
also had over half of their patient population residing in rural areas: VISN 15 (Heartland) had 53.83% and VISN 9 (Mid-
South) had 51.92%. 

State Overview  
The State of Texas had the largest volume of rural and highly rural patients of all States (N=135,832). Rural and highly 
rural patients in Texas represented 31.0% of its total patient population. Other states with high volumes of rural and highly 
rural patients included: North Carolina (N=99,190), Ohio (N=85,806), Pennsylvania (N=84,390), Florida (N=82,399), 
Missouri (N=75,526), California (N=73,041), New York (N=72,768), Georgia (N=70,060) and Tennessee (N=66,634). As a 
portion of the total patient population, Vermont had the highest percentage of rural and highly rural patients. The total 
number of VHA patients in Vermont was 14,767 in FY-2014. Of that number, 13,060 patients resided in rural or highly 
rural areas; thus, 88.44% of Vermont’s VHA patients are classified as rural or highly rural. Other smaller, rural States also 
showed a high percentage of rural or highly rural patients including: Maine (80.27%), Montana (75.26%), South Dakota 
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(69.82%), Wyoming (68.17%), West Virginia (68.01%), Mississippi (67.74%), Iowa (64.41%), Arkansas (62.48%), and 
North Dakota (62.20%). 

County Overview  
Three counties in Arizona were among the top ten counties with the largest rural and highly rural patient population: 
Yavapai County (N=6,233), Pima County (N=6,150) and Mohave County (N=5,784). California had two counties, San 
Bernardino County (N=5,873) and Humboldt County (N=4,077). The other five in the top ten counties with the largest rural 
and highly rural patient population were: Douglas County, Oregon (N=6,525, ranked #1), Marion County, Florida 
(N=5,784), Kennebec County, Maine (N=4,817), Butler County, Pennsylvania (N=4,427) and Chautauqua County, New 
York (N=3,974). County maps are presented by quartile for volume of patients.  For the rural and highly rural patients as a 
percentage of the total patient population in the county, the breakdowns are presented as LE 25%, 26% - 50%, 51% - 
75%, and GE 76%.  
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VHA patients in rural areas are visually displayed by VISN, State and County in the following maps: 

• Map 33: Number of Rural and Highly Rural Patients by VISN, FY-2014 
• Map 34: Percent of Rural and Highly Rural Patients by VISN, FY-2014 
• Map 35: Number of Rural and Highly Rural Patients by State, FY-2014 
• Map 36: Percent of Rural and Highly Rural Patients by State, FY-2014 
• Map 37: Number of Rural and Highly Rural Patients by County, FY-2014 
• Map 38: Percent of Rural and Highly Rural Patients by County, FY-2014 
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Map 34 

 



 

 55 

 



 

  56 

 

Map 36 

 



 

 57 

 

Map 37 
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Rural and Highly Rural VHA Subgroups of Patients  
GENDER 
Table 5 further illustrates patients in each VISN, broken down by patient gender and the same rurality categories as in 
Table 4 (Urban and Rural). Female patients in highly rural and rural areas comprised of less than 8% of the total number 
of rural and highly rural patients in each network, and only 6.04% nationally. The Desert Pacific (VISN 22) had the highest 
percentage, with 7.62% of rural or highly rural patients being female Veterans. This VISN as a whole had very few rural or 
highly rural patients (N=25,801). Other VISNs with a relatively high percentage of female Veterans include: The Southeast 
(VISN 7) at 7.00%; the Sunshine Network (VISN 8) at 7.22%; the Heart of Texas (VISN 17) at 7.39%; and the Southwest 
(VISN 18) at 7.44%. 

The map series from Map 37 to Map 42 provide visual displays of rural and highly rural female Veteran patients by VISN, 
State and county.  

• Map 39: Number of Female Veteran Patients in Rural and Highly Rural Areas by VISN, FY-2014 
• Map 40: Rural and Highly Rural Female Veterans Patients as a Percentage of all Rural and Highly Rural 

Patients by VISN, FY-2014 
• Map 41: Number of Rural and Highly Rural Female Veteran Patients by State, FY-2014 
• Map 42: Rural and Highly Rural Female Veteran Patients as a Percent of all Rural and Highly Rural Patients by 

State, FY-2014 
• Map 43: Number of Rural and Highly Rural Female Veteran Patients by County, FY-2014 
• Map 44: Rural and Highly Rural Female Veteran Patients as a Percent of all Rural and Highly Rural Patients by 

County, FY-2014 
 

Rural and highly rural female Veterans are a high priority for the Office of Rural Health, and the Veterans Health 
Administration as a whole.  
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AGE GROUP 
Examining the age groups of highly rural and rural patients is also of particular interest to the policy and planning 
community within the VHA. The 65-74 age group, on the national level, had the highest percentage of rural and highly 
rural patients (33.33%). The 65-74 age category had the highest representation for each of  the VISNs. Patients in the 45-
54 age category had the lowest representation nationwide (10.20%) and for most of the VISNs. The only exception is in 
the Sunshine Network (VISN 8) where patients under the age of 45 had the lowest representation. The maps in the next 
series focus on rural and highly rural patients who are 65 years of age and older at the VISN, State and county levels of 
aggregation. The denominator for the percentages is the total number of rural and highly rural patients. The maps include: 

• Map 45: Number of Patients 65 years of Age and Older  in Rural and Highly Rural Areas by VISN, FY-2014 
• Map 46: Rural and Highly Rural Patients 65 years of Age and Older as a Percentage of all Rural and Highly Rural 

Patients by VISN 
• Map 47: Number of Patients 65 years of Age and Older  in Rural and Highly Rural Areas by State, FY-2014 
• Map 48: Rural and Highly Rural Patients 65 years of Age and Older as a Percentage of all Rural and Highly Rural 

Patients by State, FY-2014 
• Map 49: Number of Patients 65 years of Age and Older  in Rural and Highly Rural Areas by County, FY-2014 
• Map 50: Rural and Highly Rural Patients 65 years of Age and Older as a Percentage of all Rural and Highly Rural 

Patients by County, FY-2014 
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SERVICE CONNECTION AND LOW INCOME ENROLLMENT PRIORITY GROUPS 
Selected enrollment priority groups and the percentages of the patient population residing in highly rural and rural areas is 
the focus on this section. On the national level, highly rural and rural patients with a Service-Connected disability 
represented 47.51% of the total number of rural and highly rural patients in the VA system. At the VISN, the networks with 
the highest proportion of highly rural and rural Service-Connected patients in their total rural and highly rural patient 
population were located in VISN 17 at 53.9%. VISN 20 at 53.01%, VISN 7 at 52.59% and VISN 23 at 50.89%.   

The Ohio Network (VISN 10) had the highest percentage of low-income (Priority Group 5) rural and highly rural patients in 
their rural and highly rurual patient population (26.40%). Nationally, 21.91% of rural and highly rural patients were in 
Priority Group 5.  

The map series examines the numbers and percentages of rural and highly rural Service-Connected Veterans 
(numerator) of the total rural and highly rural patient population (denomintor) in Map 49 – Map 54. Similar information is 
presented for the Low Income (Priority 5) patients in Map 55 – Map 60. 

• Map 51: Number of Rural and Highly Rural Patients Priority Group 1-3 by VISN, FY-2014 
• Map 52: Percent of Rural and Highly Rural Patients Priority Group 1-3 of Total Rural and Highly Rural Veteran 

Enrollees by VISN, FY-2014 
• Map 53: Number of Rural and Highly Rural Patients Priority Group 1-3 by State, FY-2014 
• Map 54: Percent of Rural and Highly Rural Patients Priority Group 1-3 of Total Rural and Highly Rural Veteran 

Enrollees by State, FY-2014 
• Map 55: Number of Rural and Highly Rural Patients Priority Group 1-3 by County, FY-2014 
• Map 56: Percent of Rural and Highly Rural Patients Priority Group 1-3 of Total Rural and Highly Rural Veteran 

Enrollees by County, FY-2014 
• Map 57: Number of Rural and Highly Rural Patients Priority Group 5 by VISN, FY-2014 
• Map 58: Percent of Rural and Highly Rural Patients Priority Group 5 of Total Rural and Highly Rural Veteran 

Enrollees by VISN, FY-2014 
• Map 59: Number of Rural and Highly Rural Patients Priority Group 5 by State, FY-2014 
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• Map 60: Percent of Rural and Highly Rural Patient Priority Group 5 of Total Rural and Highly Rural Veteran 
Patients by State, FY-2014 

• Map 61: Number of Rural and Highly Rural Patients Priority Group 5 by County, FY-2014 
• Map 62: Percent of Rural and Highly Rural Patient Priority Group 5 of Total Rural and Highly Rural Veteran 

Patients by County, FY-2014 
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(Upper 25%) 
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Map 59 
(Upper 25%) 
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Map 62 

(Lower 25%) 

(Upper 25%) 
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OVERVIEW   

The Department of Veterans Affairs (VA) maintains the largest health care system in the United States. In FY-2014, the 
Veterans Health Administration (VHA) had 150 VA Medical Centers, 791 Community Based Outpatient Clinics, six 
Domiciliary Residential Rehab Treatment Programs, two Community Living Centers, six Independent Outpatient Clinics, 
11 Mobile Outpatient Clinics and 40 Multi-Contract Site/Secondary Sites. VHA facilities are located in every State and in 
the outlying territories of Puerto Rico, U.S. Virgin Islands, American Samoa, Guam and Manilla in the Philippines.  

Facility Definitions  

VA Hospitals: A VA Hospital is a type of medical center (health care site with two or more services) that is owned, staffed 
and operated by VA and whose primary function is to provide inpatient services. 

VA Domiciliary Residential Rehabilitation Treatment Program (DRRTP): A VA Domiciliary Residential Rehabilitation 
Treatment Program provides comprehensive health and social services in a VA facility for eligible veterans who are 
ambulatory and do not require the level of care provided in nursing homes. 

VA Community Living Centers (CLCs): A dynamic array of programs and services are available in VA CLCs although 
not all VA CLCs are able to provide every program or service. VA CLCs may provide specialty units or programs for 
groups of residents with special needs, such as: skilled nursing, rehabilitation, or care for residents with dementia. 
Development of specialty programs is based on local needs, resources and staff competencies. 

Community-Based Outpatient Clinic (CBOC): A CBOC is a VA-operated, VA-funded, or VA-reimbursed health care 
facility or site geographically distinct or separate from a parent medical facility. This term encompasses all types of VA 
outpatient clinics, except hospital-based, independent and mobile clinics. Satellite, community-based, and outreach clinics 
have been redefined as CBOCs. Technically, CBOCs fall into the following categories:  

(1) VA-owned. A CBOC that is owned and staffed by VA.  
(2) Leased. A CBOC where the space is leased (contracted), but is staffed by VA. NOTE: This includes donated 
space staffed by VA.  
(3) Contracted. A CBOC where the space and the staff are not VA. 
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Independent Outpatient Clinic (IOC): An IOC is a full-time, self-contained, freestanding, ambulatory care clinic that has 
no management, program, or fiscal relationship to a VA medical facility. Primary and specialty health care services are 
provided in an outpatient setting. 

Mobile Outpatient Clinic (MOC): A MOC is a specially equipped van that makes multiple scheduled stops providing 
outpatient care. A mobile clinic is under the jurisdiction of a parent medical facility.1 

Process of Data Compilation   

Data for the tables and map for this section were extracted from the VA Site Tracking System (VAST), a database 
maintained by the VHA Support Service Center (VSSC). The purpose of this database is to maintain profiles of all VHA 
service sites.  Congressionally approved dates and operation dates are maintained, in addition to demographic and 
functional data (e.g., VA Hospital, Community Based Outpatient Clinic, contracted, etc.). VAST data can be accessed via 
the VSSC data cube. The data presented in this chapter focuses on VHA facilities in FY-2014*. It is important to recognize 
that the number of facilities in the VHA is dynamic, changing when a facility no longer provides services, closes, loses its 
VA contract, or merges with another facility.  For the Rural Veterans Health Care Atlas, facilities are designated by a “U” 
indicating an urban setting or “R” indicating a rural setting.  

*Note: Starting at the beginning of FY-2015, the VA changed its site classifications based on the guidelines established 
the Continuum of Care workgroup. Future editions of the Rural Veterans Health Care Atlas will use the updated 
classification system based on the FY-2015 directive with the following seven site classifications: VA Medical Center 
(VAMC), Residential Care Site (MHRRTP/DRRTP) (Stand-Alone), Extended Care Site (Community Living Center) (Stand-
Alone), Health Care Center (HCC), Multi-Specialty CBOC, Primary Care CBOC, and Other Outpatient Services (OOS).2 
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VA Hospitals by State and Rurality  
Table 1 lists all VA Hospitals by State and rurality. As Table 1 shows, the majority of VA Hospitals were located in urban 
areas. In FY-2014, the following 21 sites were listed as rural hospitals (highlighted in light blue): Tuskegee (Alabama), 
Lake City (Florida), Carl Vinson (Georgia), Marion (Indiana), Dwight D. Eisenhower (Kansas), Maine VA (Maine), Oscar 
G. Johnson (Michigan), John J. Pershing (Missouri), Ft. Harrison (Montana), Bath (New York), Chillicothe (Ohio), Jack C. 
Montgomery (Oklahoma), Roseburg (Oregon), Ft. Meade (South Dakota), Hot Springs (South Dakota), Kerrville (Texas), 
George H. O'Brien, Jr. (Texas), White River Junction (Vermont), Louis A. Johnson (West Virginia), Tomah (Wisconsin), 
and Sheridan (Wyoming).
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Table 2 provides information on the types of rural facilities by VISN. The Midwest network (VISN 23) had the largest 
number of rural facilities (N=48) that included 40 rural Community Based Outpatient Clinics (CBOCs), 6 contracted 
outpatient clinics and 2 rural VA Hospitals. The Heartland network (VISN 15), ranking second largest in number of rural 
facilities (N=40), had 38 rural CBOCs and 2 rural VA Hospitals, followed by the South Central network (VISN 16), which 
had the third largest number of rural facilities (N=35) that included 33 CBOCs, 1 contracted outpatient clinic and 1 VA 
Hospital.  
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National & VISN Maps of VA Facilities  
 
The maps for the following section display all VA facilities by rurality, first at the national level (Map 1); and Maps 2 – 22 
provide closer views at the VISN level.  For each VISN, the number of rural facilities by type is summarized in a small 
table within each map. The majority of facilities in rural areas were VA Community Based Outpatient Clinics (N=350). 
Three VISNs (VISNs 1, 4, and 6) used Mobile Outpatient Clinics to reach Veterans in rural areas as an alternative to 
traditional brick-and-mortar sites. 
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OVERVIEW   
In this chapter, the number and percentages of rural patients treated at VA Hospitals is examined. The location of VA 
Hospitals alone does not indicate the makeup of the rurality of the patients it serves. Although rural hospitals do have the 
highest number and percentage of rural patients, urban hospitals can also attract a large number of rural patients. VA 
Hospitals are divided into 5 complexity categories: 1a, 1b, 1c, 2, and 3 based on numerous factors, including the level of 
care provided by their intensive care unit (ICU).  ICUs are categorized based on the national VA ICU survey and range 
from highly complex (level 1) to basic (level 4) levels of care1. The most complex VA facilities in turn are designated as 
Complexity 1a. These are facilities with the largest levels of volume and patient risk with significant teaching and research 
activities and have the highest volume and greatest breadth of specialty care. Complexity 1a facilities contain level 1 
ICUs. The levels of complexity decrease in Complexity Levels 1b and 1c, although these are still high volume facilities 
with teaching and research missions. Complexity Level 2 VAMCs are considered medium complexity, with a medium 
patient volume and risk, some teaching and research, and level 2 and 3 ICUs. Complexity Level 3 facilities are low 
complexity hospitals with the lowest volume and levels of patient complexity. There is generally little or no 
teaching/research at these sites and they have the lowest number of physician specialists per patient. ICUs in this 
category are level 4. All VA Hospitals have at least some capacity to treat patients, although Complexity 1 hospitals have 
a much greater specialty care capacity. Most of VHA’s tertiary care hospitals (Complexity 1) are located in urban areas 
and are the facilities where smaller rural hospitals (generally Complexity 2 or 3) refer patients in need of specialty care. 

  

Process of Data Compilation   

To obtain data on the patient rurality by facility, the Current Enrollment cube from the VHA Support Service Center 
(VSSC) was accessed using the parameters: Users (patients), closest VAMC facility, and rurality (http://vssc.med.va.gov/) 
for FY-2014. Numbers of patients in highly, rural, urban, and insular islands areas were extracted, with calculations made 
for number and percentage of the combined rural and highly rural patients to patients in all four rurality categories. This 
data is presented in Tables 1 through 3 and graphically displayed in Maps 1 through 22.  

 

http://vssc.med.va.gov/
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Rural Patients Treated at VA Hospitals    

Table 1 lists the top 10 VA hospitals with the highest percentages of rural patients in descending order. Unsurprisingly, the 
top ten VA facilities with the largest percentage of rural patients were designated as rural (‘R’) facilities. The percentage of 
rural patients in each of these hospitals was over 90%.  
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To access more specialized care than what may be available in their communities, rural Veteran patients often travel long 
distances to services in urban areas. The top 10 VA Hospitals in urban areas (‘U’) with the highest percentage of their 
patient population classified as rural are displayed in descending order in Table 2. The VA Hospital in a designated urban 
area with the largest proportion of rural patients (78.78%) was the Lexington VA – Cooper Division in Lexington, 
Kentucky, followed by the Harry S. Truman VA in Columbia, Missouri. VISN 23 (the Midwest Network) had three urban 
facilities in the top 10: the VA Hospitals in Iowa City, Iowa, Sioux Falls, South Dakota, and St. Cloud, Minnesota. 
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Table 3 shows 150 VAMCs with the amount of unique patients that were served in FY- 2014, from each rurality 
classification. Those facilities highlighted in light blue are located in rural areas. All columns were added together to create 
the “Total” column. Rural and highly rural columns were combined to create the “Rural Total” column. Finally the “Rural 
Total” column was divided by the “Total” column and the results were multiplied by 100 to create the “Rural Patients (%)” 
column.   

In terms of volume the Maine VA in VISN 1 had the largest number of rural patients (N=16,917), followed by St. Cloud VA 
in VISN 23 (N=16,101). Other VA Hospitals with a large volume of rural patients included: Harry S. Truman (N=14,328) in 
Columbia, Missouri; Fayetteville, Arkansas (N=14,110), James H Quillen in Mountain Home, Tennessee (N=13,849), and 
G.V. (Sonny) Montgomery in Jackson, Mississippi (N=13,081). 
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Maps of Proportion of Rural Patients Treated at all VA Medical Facilities    

Maps 1 through 21 show all facility types in each VISN and their “rural percentage” divided into quintiles (or five 
statistically equal classes), which overlays areas outlined by the U.S. Census as the urban, rural, and highly rural. The 
maps visually portray the information in Table 3, particularly a relationship between the designated rurality of a VA 
Medical Center (urban, rural, or highly rural) and the percentage of rural or highly rural patients that the VAMC serves. In 
addition to the labeled VAMCs, Community Based Outpatient Clinics (CBOCs), Domiciliary Residential Rehab Treatment 
Programs (DRRTPs), Community Living Centers (CLCs), Independent Outpatient Clinics (IOCs), and Mobile Outpatient 
Clinics (MOCs) are also displayed on the maps.  
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OVERVIEW   
For some Veterans who live in rural areas, it is necessary to use other medical facilities not managed by the VHA. This is 
where partnerships with non-VHA entities become crucial. These non-VA facilities may provide Veterans with needed 
medical attention without having to travel long distances to the closest VHA medical facility. 

At the time of this edition, according to multiple sources, there are 5,951 Federally Qualified Health Centers (FQHCs) 1, 
4,055 Rural Health Clinics (RHCs) 2, 734 Indian Health Services (IHSs) 3, 96 Military Treatment Facilities (MTFs) 4, and 
1,328 Critical Access Hospitals (CAHs) 5. These different partnerships are defined in more detail in the Types of 
Partnerships section. In this chapter, we aim to show what, where and how many possible partnerships are located in 
rural and highly rural areas that could be accessed by the rural and highly rural Veteran Enrollee population. 

Types of Non-VA Facilities   
Federally Qualified Health Center (FQHC): From the HRSA Website: “Federally qualified health centers (FQHCs) 
include all organizations receiving grants under Section 330 of the Public Health Service Act (PHS). FQHCs qualify for 
enhanced reimbursement from Medicare and Medicaid, as well as other benefits. FQHCs must serve an underserved 
area or population, offer a sliding fee scale, provide comprehensive services, have an ongoing quality assurance program, 
and have a governing board of directors. Certain tribal organizations and FQHC Look-Alikes (an organization that meets 
PHS Section 330 eligibility requirements, but does not receive grant funding) also may receive special Medicare and 
Medicaid reimbursement.” 

Rural Health Clinic (RHC): From the Rural Assistance Center Website: “The Rural Health Clinic (RHC) program is 
intended to increase access to primary care services for Medicaid and Medicare patients in rural communities.  RHCs can 
be public, nonprofit, or for-profit healthcare facilities, however, they must be located in rural, underserved areas. They are 
required to use a team approach of physicians working with non-physician practitioners such as nurse practitioners (NP), 
physician assistants (PA), and certified nurse midwives (CNM) to provide services. The clinic must be staffed at least 50% 
of the time with a NP, PA, or CNM. RHCs are required to provide outpatient primary care services and basic laboratory 
services.” 
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Indian Health Service (IHS): From the Indian Health Service Website: “The Indian Health Service (IHS), an agency 
within the Department of Health and Human Services, is responsible for providing federal health services to American 
Indians and Alaska Natives. The provision of health services to members of federally-recognized Tribes grew out of the 
special government-to-government relationship between the federal government and Indian Tribes. This relationship, 
established in 1787, is based on Article I, Section 8 of the Constitution, and has been given form and substance by 
numerous treaties, laws, Supreme Court decisions, and Executive Orders. The IHS is the principal federal health care 
provider and health advocate for Indian people, and its goal is to raise their health status to the highest possible level. The 
IHS provides a comprehensive health service delivery system for American Indians and Alaska Natives who are members 
of 566 federally recognized Tribes across the U.S.” 

Military Treatment Facility (MTF): Facility found on DoD (Department of Defense) military facility. From the Tricare 
Website: “TRICARE is the health care program for almost 9.5 million beneficiaries worldwide—including active duty 
service members, National Guard and Reserve members, retirees, their families, survivors, certain former spouses and 
others registered in the Defense Enrollment Eligibility Reporting System (DEERS).” 

Critical Access Hospital (CAH): From the HRSA Website: “A Critical Access Hospital (CAH) is a hospital certified 
under a set of Medicare Conditions of Participation (CoP), which are structured differently than the acute care hospital 
CoP. Some of the requirements for CAH certification include having no more than 25 inpatient beds; maintaining an 
annual average length of stay of no more than 96 hours for acute inpatient care; offering 24-hour, 7-day-a-week 
emergency care; and being located in a rural area, at least 35 miles drive away from any other hospital or CAH (fewer in 
some circumstances). The limited size and short stay length allowed to CAHs encourage a focus on providing care for 
common conditions and outpatient care, while referring other conditions to larger hospitals.” 

Process of Data Compilation   
Data of non-VA facilities were collected from their respective sources (see References section). Tables 1 through 5 show 
the total number of non-VA medical facilities, displaying detailed counts and percentages for all five facility types in all 
rural categories (as described in the next section).  Maps 1 through 22 graphically display VA Medical Centers (VAMCs), 
Community Based Outpatient Clinics (CBOCs) and non-VA medical facilities, with urban areas shaded and only those 
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facilities located in rural and highly rural areas mapped. Because of the nature of some of the facilities chosen (Rural 
Health Clinic, Federally Qualified Health Centers, etc.) they are mostly located in rural or highly rural areas. A few facility 
types (e.g., Military Treatment Facilities), may be located in an urban area however, due to the small number of facilities 
they still could provide non-VA health care to rural and highly rural patients. Due to the nature of data availability no non-
VA facilities could be located on the island of Puerto Rico.  

Non-VA Partnerships and Medical Facilities in Rural and Highly Rural Areas  
This section focuses on the inventory of non-VA medical facilities across the U.S., broken down by the following rurality 
categories: highly rural, rural, urban, and unknown. Beginning with Fiscal Year 2011, the repository from where these data 
were extracted obtained the rural designation data from the most recent geocoded rurality table provided by VHA’s 
Planning System Support Group (PSSG). If not available from this source, the repository’s algorithm then looks to the 
Office of Rural Health’s (ORH) ZIP-based file located on the ORH website.1 In FY-2014*, the VHA’s definition of rurality 
was based on the U.S. Census definition for rural and urban, with an added category of Highly Rural. In FY-2014*, the 
VHA based their definition on the U.S. Census definition for rural and urban and added an additional category of Highly 
Rural. The definition of these categories is as follows: 
 
 urban - areas defined by U.S. Census as an urbanized area.   
 rural - all other areas excluded in U.S. Census defined urbanized areas   
 highly rural - any rural area within a county with less than 7.0 civilians per square mile 

Since the highly rural and rural categories are of particular interest in this volume, numbers and percentages are 
distinctively highlighted in shades of blue in Tables 1-6. The subsequent maps in this section are displayed at VISN level 
and illustrate graphically the non-VA medical facilities in rural and highly rural areas.  

*Note: Starting at the beginning of FY-2015, the VA changed its definitions based on Rural-Urban Commuting Area 
(RUCA) Codes. Future editions of the Rural Veterans Health Care Atlas will use the new definition of rurality: Urban Area: 
Census tracts with at least 30 percent of the population residing in an urbanized area as defined by the Census Bureau; 
Rural Area: Land areas not designed as urban or highly rural. Highly Rural Area: Sparsely populated areas — less than 
10 percent of the working population commutes to any community larger than an urbanized cluster, which is typically a 
town of no more than 2,500 people. 
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National Overview  
As noted in Chapter 2, the VHA had 150 VA Medical Centers6 (VAMCs) at the end of FY-2014 across the U.S. which 
certainly does not provide the coverage needed to care for and treat all Veteran Enrollees, particularly those residing in 
rural and highly rural areas.  Examining each of the five different types of facilities (as focused on in Tables 1 through 5) in 
only the rural and highly rural areas, Rural Health Clinics (RHCs) rank the highest in number, with 378 in highly rural 
areas and 3,495 in rural areas. Proportionally speaking, however, RHCs rank the second highest in rural and highly rural 
areas, representing a combined 95.5%, while Critical Access Hospitals (CAHs) ranking highest proportionally at a 
combined 99% in rural and highly rural areas. CAHs rank moderately in number, 265 in highly rural areas and 1,048 in 
rural areas. Very few CAHs are located in urban areas. A relatively small number of Military Treatment Facilities (MTFs) 
exist only in rural and highly rural areas at 96. Map 1 displays VA Medical Centers at the national scale and their proximity 
to non-VA medical facilities (excluding the CNHs), as well as location in urban, rural and highly rural areas. Indian Health 
Service (IHS) facilities are also few in number, with 23 in highly rural areas and 48 in rural areas; however, IHSs represent 
the highest proportionally in highly rural areas at 39.2%, but the second lowest proportionally in rural areas at 51.5%. All 
of the highly rural IHSs are located in the western and Midwestern regions of the U.S., including VISNs 18, 19, 20, 21, 22, 
and 23.  

VISN Overview  
In Table 1, the Rocky Mountain network (VISN 19) has the highest number of FQHCs in a defined highly rural area at 52, 
which represents 23.3% of the total number of FQHCs in that network. The South Central network (VISN 16) has the 
highest number of FQHCs in a defined rural area at 280, which represents 57.7% of the total number of FQHCs in that 
network. Of note is that eight of the 21 VISNs, almost one-third, have a higher proportion of combined highly rural and 
rural FHQCs compared to urban FHQCs: VISN 2 (Upstate New York), VISN 6 (Mid-Atlantic), VISN 7 (Southeast), VISN 9 
(Mid-South), VISN 15 (Heartland), VISN 16 (South Central), VISN 18 (Southwest), and VISN 19 (Rocky Mountain). 
In Table 2, the Midwest network (VISN 23) has the highest number of RHCs in a defined highly rural area at 110, which 
represents 21.0% of the total number of RHCs in that network. The South Central network (VISN 16) has the highest 
number of RHCs in a defined rural area at 586, which represents 91.0% of the total number of RHCs in that network. All 
networks have the vast majority of combined highly rural and rural RHCs compared to urban RHCs, except for VISN 3 
(New York New Jersey), which has no RHCs. 
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In Table 3, the Northwest network (VISN 20) had the highest number of IHSs in a defined highly rural area at 216, which 
represents 75.5% of the total number of IHSs in that network. The Southwest (VISN 18) had the highest number of IHSs 
in a defined rural area at 74, which represents 74.0% of the total number of IHSs in that network. Of the 21 networks, 
fifteen have a proportion of one half or greater of combined highly rural and rural IHSs compared to urban IHSs, VISN 7 
(Southeast) has only 1 IHS that is located in an urban area, and five VISNs do not have an IHS facility.  
 
In Table 4, only two networks have MTFs in a defined highly rural area - the Northwest network (VISN 20) with 2, 
representing 28.6% of the total number of MTFs in that network, and the Sierra Pacific network (VISN 21) with 3, 
representing 50% of the total number of MTFs in that network. However, the remaining networks (with the exception of 
Great Lakes network (VISN 12) which has zero MTFs), have MTFs located in only defined rural areas.  
 
In Table 5, the Rocky Mountain network (VISN 19) has the highest number of CAHs in a defined highly rural area at 88, 
which represents 77.2% of the total number of CAHs in that network. The Midwest network (VISN 23) had the highest 
number of CAHs in a defined rural area at 269, which represents 80.3% of the total number of CAHs in that network, 
although there are quite a few networks where the numbers are smaller but the proportion of rural and highly rural 
facilities is higher. All networks have the vast majority of combined highly rural and rural CAHs compared to urban CAHs.   
 
VA Medical Centers and Community Based Outpatient Clinics are displayed at the VISN-scale in Maps 2 - 22. 
Additionally, their proximity to non-VA medical facilities and their location in urban, rural and highly rural areas are 
provided. 
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OVERVIEW   

This chapter examines the overall outpatient utilization (encounters) of VHA patients in rural and highly rural areas, as 
well as for specific subgroups of patients: gender, age, and priority status in rural and highly rural areas. An encounter is 
defined as a professional contact between a patient and a practitioner vested with primary responsibility for diagnosing, 
evaluating, and/or treating the patient’s condition.  Contact can include face-to-face interactions or those accomplished via 
telemedicine technology.  Encounters occur in both the outpatient and inpatient setting.  This report focuses on Outpatient 
Encounters during FY-2014. 

Process of Data Compilation   

Using the VSSC and Proclarity Desktop Professional Version 6.3.129.200, data were extracted from the Diagnosis Cube.  
Prevalence and demographic data were queried on a broad level and then drilled down to specific ruralities. The 
following parameters were entered in different combinations to present various scenarios: 

• Measures: Unique Patients 
• DXDate Date: FY-2014 
• Diagnosis ICD9 Desc: All 
• Home County VISN: V01, V02, V03, V04, V05, V06, V07, V08, V09, V10, V11, V12, V15, V16, V17, V18, V19, 

V20, V21, V22, V23 
• DiagnosisPosition: Primary Diagnosis, Secondary Diagnosis 
• Priority: 1 Svc Con 50% +, 2 Svc Con 30%-40%, 3 Svc Con 20%/POW/Special, 5 Non Service Con Below Income 
• Rurality: Highly Rural, Rural, Urban, Unknown 
• Gender: Female, Male, Unknown 
• Age: <25, 25-34, 35-44, 45-54, 55-64, 65-74, 75-84, 85+, Unknown 

 

The following parameters were entered to extract outpatient encounters and were used in different combinations to 
present various scenarios: 

• Measures: Frequency 
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• DXDate Date: FY 14 
• Diagnosis ICD9 Desc: All 
• Home County VISN: V01, V02, V03, V04, V05, V06, V07, V08, V09, V10, V11, V12, V15, V16, V17, V18, V19, 

V20, V21, V22, V23 
• DiagnosisPosition: Primary Diagnosis, Secondary Diagnosis 
• Rurality: Highly Rural, Rural, Urban, Unknown 
• Source: Outpatient Encounters 

 
ESRI ArcGIS Desktop 10.1/10.2 was used to import the tabular data and create custom maps at National and VISN 
scales. The tabular data is broken down by rows of FIPS codes (county level geographic units), State, VISN, examining 
Outpatient encounters broken down by rurality (HR/R/U/total), with HR/R combined into RHR for the purposes of patient 
confidentiality. 

Organization of Data Tables and Maps  

Table 1 displays the number of Outpatient Encounters by Rurality. The map series associated with this table contain the 
following maps: 
 

• Map 1: Number of Rural and Highly Rural Outpatient Encounters by VISN, FY-2014 
• Map 2: Percent Rural and Highly Rural Outpatient Encounters of All Outpatient Encounters by VISN, FY-2014 
• Map 3: Number of Rural and Highly Rural Outpatient Encounters by State, FY-2014 
• Map 4: Percent Rural and Highly Rural Outpatient Encounters of All Outpatient Encounters by State, FY-2014 
• Map 5: Number of Rural and Highly Rural Outpatient Encounters by County, FY-2014 
• Map 6: Percent Rural and Highly Rural Outpatient Encounters of All Outpatient Encounters by County, FY-2014 

 
Table 2 shows the number of Rural and Highly Rural Outpatient Encounters broken down by gender, age group, and 
Enrollment Priority Group. The maps illustrating the patterns geographically are as follows:  
 

• Map 7: Number of Rural and Highly Rural Female Outpatient Encounters by VISN, FY-2014 
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• Map 8: Percent Rural and Highly Rural Female Outpatient Encounters of All Rural and Highly Rural Outpatient 
 Encounters by VISN, FY-2014 

• Map 9: Number of Rural and Highly Rural Female Outpatient Encounters by State, FY-2014 
• Map 10: Percent Rural and Highly Rural Female Outpatient Encounters of All Rural and Highly Rural Outpatient 

 Encounters by State, FY-2014 
• Map 11: Number of Rural and Highly Rural Female Outpatient Encounters by County, FY-2014 
• Map 12: Percent Rural and Highly Rural Female Outpatient Encounters of All Rural and Highly Rural Outpatient 

 Encounters by County, FY-2014 
• Map 13: Number of Rural and Highly Rural Outpatient Encounters by Age 65 and Older by VISN, FY-2014 
• Map 14: Percent Rural and Highly Rural Outpatient Encounters by Age 65 and Older of All Rural and Highly Rural 

 Outpatient Encounters by VISN, FY-2014 
• Map 15: Number of Rural and Highly Rural Outpatient Encounters by Age 65 and Older by State, FY-2014 
• Map 16: Percent Rural and Highly Rural Outpatient Encounters by Age 65 and Older of All Rural and Highly Rural 

 Outpatient Encounters by State, FY-2014 
• Map 17: Number of Rural and Highly Rural Outpatient Encounters by Age 65 and Older by County, FY-2014 
• Map 18: Percent Rural and Highly Rural Outpatient Encounters by Age 65 and Older of All Rural and Highly Rural 

 Outpatient Encounters by County, FY-2014 
• Map 19: Number of Rural and Highly Rural Outpatient Encounters Priority Groups 1 - 3 by VISN, FY-2014 
• Map 20: Percent Rural and Highly Rural Outpatient Encounters Priority Groups 1 - 3 of All Rural and Highly Rural 

 Outpatient Encounters by VISN, FY-2014 
• Map 21: Number of Rural and Highly Rural Outpatient Encounters Priority Groups 1 - 3 by State, FY-2014 
• Map 22: Percent Rural and Highly Rural Outpatient Encounters Priority Groups 1 - 3 of All Rural and Highly Rural 

 Outpatient Encounters by State, FY-2014 
• Map 23: Number of Rural and Highly Rural Outpatient Encounters Priority Groups 1 - 3 by County, FY-2014 
• Map 24: Percent Rural and Highly Rural Outpatient Encounters Priority Groups 1 - 3 of All Rural and Highly Rural 

 Outpatient Encounters by County, FY-2014 
• Map 25: Number of Rural and Highly Rural Outpatient Encounters Priority Group 5 by VISN, FY-2014 
• Map 26: Percent Rural and Highly Rural Outpatient Encounters Priority Group 5 of All Rural and Highly Rural 

Outpatient Encounters by VISN, FY-2014 
• Map 27: Number of Rural and Highly Rural Outpatient Encounters Priority Group 5 by State, FY-2014 
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• Map 28: Percent Rural and Highly Rural Outpatient Encounters Priority Group 5 of All Rural and Highly Rural 
Outpatient Encounters by State, FY-2014 

• Map 29: Number of Rural and Highly Rural Outpatient Encounters Priority Group 5 by County, FY-2014 
• Map 30: Percent Rural and Highly Rural Outpatient Encounters Priority Group 5 of All Rural and Highly Rural 

Outpatient Encounters by County, FY-2014 
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National Overview  
The VA Health Care System performed over 168 million outpatient encounters during FY-2014. Rural and highly rural 
encounters represented 34.54% of all outpatient encounters at the National level.  

VISN Overview   
The Sunshine Network (VISN 8) had the largest number of outpatient encounters (N=17,255,468), representing over 10% 
of all outpatient encounters nationally. The Southeast (VISN 7) and South Central (VISN 16) Networks also had a 
relatively high number of outpatient encounters when compared to other VISNs, with approximately 10.6 million and 13.3 
million outpatient encounters respectively (Table 1). The number of rural and highly rural encounters was greatest in VISN 
16, with over 6 million encounters performed. VISN 7 (Southeast), VISN 9 (Mid-South), and VISN 23 (Midwest) each had 
over 4 million rural/highly rural encounters. Rural/highly rural encounters as a percentage of total encounters was greatest 
in VISN 23, with well over half of the encounters by patients residing in rural areas (56.47%). VISN 9 (Mid-South) and 
VISN 15 (Heartland) were the other VISNs that had over half of the total encounters from rural and highly rural patients at 
53.83% and 52.83% respectively. 

State Overview  
The State of Texas had the largest number of rural/highly rural encounters, numbering approximately 3.7 million. Other 
states with a volume of rural/highly rural encounters over 2 million included Ohio (N=2.72 million), North Carolina (N=2.69 
million), Florida (N=2.6 million), New York (N=2.29 million), Pennsylvania (N=2.10 million) and Missouri (N=2.03 million). 
Not surprisingly, smaller, rural States had the largest percentage of rural/highly rural encounters. For example, Vermont’s 
rural/highly rural encounters comprised 89.34% of total encounters in that State.  Other high percentage states included 
Maine (82.03%), Montana (75.25%), South Dakota (66.22%), West Virginia (65.95%), Wyoming (65.46%), Mississippi 
(64.96%), Oklahoma (60.70%), Iowa (59.39%) and Kentucky (58.92%). 
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County Overview  
When examining the rural and highly rural encounters, the counties with the largest volume, in rank order, were: Douglas 
County, Oregon (N=208,083), Pima County, Arizona (N=183,691), Marion County, Florida (N=181,140), Yavapai County, 
Arizona (N=172,005), Kennebec County, Maine (N=161,502), Columbia County, Florida (N=158,980), San Bernardino 
County, California (N=151,336), Muskogee County, Oklahoma (N=149,464), Ross County, Ohio (N=148,802) and 
Alachua County, Florida (N=145,702). The maps in this series provide a visual display of the rural and highly rural 
encounters by VISN, State and county.  County maps are presented by quartile for volume of encounters. For the maps 
that show the percentage of rural and highly rural encounters to the total outpatient encounters in the county, the 
breakdowns are presented as LE (less than or equal to) 25%, 26% - 50%, 51% - 75% and GE (greater than or equal to) 
75%. 

• Map 1: Number of Rural and Highly Rural Outpatient Encounters by VISN, FY-2014 

• Map 2: Percent Rural and Highly Rural Outpatient Encounters of All Outpatient Encounters by VISN, FY-2014 

• Map 3: Number of Rural and Highly Rural Outpatient Encounters by State, FY-2014 

• Map 4: Percent Rural and Highly Rural Outpatient Encounters of All Outpatient Encounters by State, FY-2014 

• Map 5: Number of Rural and Highly Rural Outpatient Encounters by County, FY-2014 

• Map 6: Percent Rural and Highly Rural Outpatient Encounters of All Outpatient Encounters by County, FY-2014 
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Outpatient Encounters for Rural and Highly Rural VHA Patient Subgroups   

GENDER 
Table 2 further illustrates rural and highly rural outpatient encounters in each VISN, broken down by patient gender and 
the same rurality categories as in Table 1 (Urban and Rural). Encounters by female patients in rural and highly rural areas 
comprised of less than 8% of the total number of rural and highly rural outpatient encounters  in each network, and only 
6.49% nationally. The Desert Pacific (VISN 22) had a relatively low volume of rural and highly rural encounters, but had 
the highest percentage of those encounters by female patients, with 7.73%. Other VISN with a relatively high percentage 
of rural/highly rural female encounters of the total rural and highly rural encounters include: VISN 8 (7.70%), VISN 17 
(7.46%), and VISN 7 (7.45%) 

The map series from Map 7 to Map 12 provide visual displays of rural and highly rural female encounters by VISN, State 
and county.  
 

• Map 7: Number of Rural and Highly Rural Female Outpatient Encounters by VISN, FY-2014 

• Map 8: Percent Rural and Highly Rural Female Outpatient Encounters of All Rural and Highly Rural Outpatient 
Encounters by VISN, FY-2014 

• Map 9: Number of Rural and Highly Rural Female Outpatient Encounters by State, FY-2014 

• Map 10: Percent Rural and Highly Rural Female Outpatient Encounters of All Rural and Highly Rural Outpatient 
Encounters by State, FY-2014 

• Map 11: Number of Rural and Highly Rural Female Outpatient Encounters by County, FY-2014 

• Map 12: Percent Rural and Highly Rural Female Outpatient Encounters of All Rural and Highly Rural Outpatient 
Encounters by County, FY-2014 
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Map 7 
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Map 9 
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Map 11 
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Map 12 
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AGE GROUP  
The 65-74 age group, on the National level, had the highest percentage of rural and highly rural encounters (35.13%). The 
65-74 age category had the highest representation across all VISNs.  The less than 45 age category had the lowest 
representation nationwide (10.22%), but VISNs were split between this and the 45-54 age category. The maps in the next 
series focus on rural and highly rural encounters made by patients who are 65 years of age and older at the VISN, State 
and county levels of aggregation. The denominator for the percentages is the total number of rural and highly rural 
outpatient encounters. The maps include: 

• Map 13: Number of Rural and Highly Rural Outpatient Encounters by Age 65 and Older by VISN, FY-2014 

• Map 14: Percent Rural and Highly Rural Outpatient Encounters by Age 65 and Older of All Rural and Highly Rural 
Outpatient Encounters by VISN, FY-2014 

• Map 15: Number of Rural and Highly Rural Outpatient Encounters by Age 65 and Older by State, FY-2014 

• Map 16: Percent Rural and Highly Rural Outpatient Encounters by Age 65 and Older of All Rural and Highly Rural 
Outpatient Encounters by State, FY-2014 

• Map 17: Number of Rural and Highly Rural Outpatient Encounters by Age 65 and Older by County, FY-2014 

• Map 18: Percent Rural and Highly Rural Outpatient Encounters by Age 65 and Older of All Rural and Highly Rural 
Outpatient Encounters by County, FY-2014 
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Map 14 
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Map 15 
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Map 16 
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Map 17 
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Map 18 
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SERVICE CONNECTION AND LOW INCOME ENROLLMENT PRIORITY GROUPS  
Selected enrollment priority groups and their percentages of rural and highly rural outpatient encounters is the focus on 
this section. On the National level, Service-Connected (Priority Groups 1 – 3) represented 55.74% of the total number of 
rural and highly rural outpatient encounters in the VA system. At the VISN level, the networks with the highest proportion 
of Service-Connected rural and highly rural outpatient encounters were located in VISN 23 at 60.54%, VISN 17 at 59.77% 
and VISN 7 at 59.61%.   

The Ohio Network (VISN 10) had the highest percentage of low-income (Priority Group 5) rural and highly rural 
encounters  of the total rural and highly rural outpatient encounters (26.70%). Nationally, 22.32% of rural and highly rural 
encounters were made by Priority Group 5 patients.  

The map series examines the numbers and percentages of rural and highly rural Service-Connected encounters 
(numerator) of the total rural and highly rural encounters (denomintor) in Map 19 – Map 24. Similar information is 
presented for the Low Income (Priority 5) patients in Map 25 – Map 30. 

• Map 19: Number of Rural and Highly Rural Outpatient Encounters Priority Groups 1 - 3 by VISN, FY-2014 

• Map 20: Percent Rural and Highly Rural Outpatient Encounters Priority Groups 1 - 3 of All Rural and Highly Rural 
Outpatient Encounters by VISN, FY-2014 

• Map 21: Number of Rural and Highly Rural Outpatient Encounters Priority Groups 1 - 3 by State, FY-2014 

• Map 22: Percent Rural and Highly Rural Outpatient Encounters Priority Groups 1 - 3 of All Rural and Highly Rural 
Outpatient Encounters by State, FY-2014 

• Map 23: Number of Rural and Highly Rural Outpatient Encounters Priority Groups 1 - 3 by County, FY-2014 

• Map 24: Percent Rural and Highly Rural Outpatient Encounters Priority Groups 1 - 3 of All Rural and Highly Rural 
Outpatient Encounters by County, FY-2014 

• Map 25: Number of Rural and Highly Rural Outpatient Encounters Priority Group 5 by VISN, FY-2014 

• Map 26: Percent Rural and Highly Rural Outpatient Encounters Priority Group 5 of All Rural and Highly Rural 
Outpatient Encounters by VISN, FY-2014 
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• Map 27: Number of Rural and Highly Rural Outpatient Encounters Priority Group 5 by State, FY-2014 

• Map 28: Percent Rural and Highly Rural Outpatient Encounters Priority Group 5 of All Rural and Highly Rural 
Outpatient Encounters by State, FY-2014 

• Map 29: Number of Rural and Highly Rural Outpatient Encounters Priority Group 5 by County, FY-2014 

• Map 30: Percent Rural and Highly Rural Outpatient Encounters Priority Group 5 of All Rural and Highly Rural 
Outpatient Encounters by County, FY-2014 
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Map 29 
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Map 30 
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OVERVIEW  

The staff at the GeoSpatial Outcomes Division accessed data repositories available through the VHA Support Service 
Center (VSSC) to query and extract the Rurality data.1 The County Health Rankings from 2014 were downloaded from 
their web site2. This annual report is “a collaboration between the Robert Wood Johnson Foundation and the University of 
Wisconsin Population Health Institute.”2 Some of the factors that are measured annually in the County Health Rankings 
across the Nation include vital indicators such as graduation rates, obesity, smoking, unemployment, access to healthy 
foods, income, birth rates and more. For this chapter, we focus on the Access to Care measures, specifically the Percent 
[Population] Uninsured, Primary Care Provider Rates, Dentist Rates, and Mental Health Provider Rates.  

According to a canned report available in the VSSC Current Enrollment Cube, there are over 9 million VHA Enrollees, with 
approximately 3 million of those Enrollees living in rural and highly rural areas. This represents a need for analysis of not 
only where these Access to Care measures show the greatest need for improvement in the general population by county, 
but also those counties’ relationship to where the rural and highly rural VHA Enrollees reside. Since the Access to Care 
measures are not specific to the VHA Enrollee or patient population, but to the general population as a whole, we included 
the 2014 VHA Enrollee dot density layer (rural and highly rural Enrollees only) in our analyses to assess the location of 
the FY-2014 VHA Enrollees in relation to the general population in the Access to Care measures from the County Health 
Ranking report. 

Process of Data Compilation  

Using the VSSC and Pyramid Analytics Version 5 2010-2014 cloud software, data were extracted from the Current 
Enrollment Cube.  Demographic data were queried on a broad level and then drilled down to specific ruralities. The 
following parameters were entered to extract the data for analysis: 

• Measures: Unique Enrollees 
• Enrollment Date: FY-2014 
• Current County: County 
• Rurality: Highly Rural, Rural, Urban, Insular Island, Unknown 
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Then the following parameters were used to extract the Access to Care measures from the County Health Rankings 2014 
Annual Report: 

• Measures: Percent [population] Uninsured, Primary Care Provider (PCP) Rates, Dentist Rates, Mental Health 
Provider (MHP) Rates 

• Report Date: FY-2014 
• County: County/FIPS  
• Source: Ranked Measure Data tab (Clinical Care) 

 
ESRI ArcGIS Desktop was used to import the tabular data and create custom maps at regional scales. The tabular data 
were broken down by rows of FIPS codes (county level geographic units), State, and then by columns of the following:   

• Percent [population (<65 years of age)] Uninsured within the county. 
• Primary Care Provider (PCP) Rate [(Number of PCP /population)*100,000] within the county. 
• Dentist Rate [(Number of dentists/population)*100,000] within the county. 
• Mental Health Provider (MHP) Rate [(Number of MHP/population)*100,000] within the county. 
 

Rural and highly rural Enrollees were combined into a single group and displayed as a dot density layer across the 
country. For the purpose of this chapter’s analysis Urban, Insular Island, and Unknown rurality categories were excluded, 
though the total number of Enrollees per county was noted for percentage purposes. 

• Each Access to Care measure was categorized by quartile (25th percentiles,) and values were displayed by county 
using polygon shapefiles. 

• The maps were broken out into multi-VISN regions for ease of viewing and the measure quartiles were categorized 
within those regions.  

• The rural and highly rural Enrollee dot density layer was overlayed on the maps to depict the location of rural and 
highly rural Enrollees in relation to the counties for each map. A dot density layer is an aggregate layer that takes 
the count of Enrollees within a geographic area (e.g., county) and displays it randomly within that area 
proportionally using dots. For example, 1:100 is where 1 dot represents 100 rural and highly rural Enrollees; and 
there may be 100 dots randomly drawn within a county area for a population of 100,000 rural and highly rural 
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Enrollees total in that county. 
 

Organization of Data Tables and Maps  
The data tables and maps for Veterans are organized into five sections. The first section (Section I) is an overview of 
Access to Care measures (averaged by State) by the following rurality categories: total Enrollees, rural, highly rural 
and combined rural/highly rural. The urban, insular island and unknown rurality categories were not included in this 
chapter’s analyses as they were not applicable to the focus. 

• Table 1: Average County Health Ranking Access to Care Measures table by State 
• Table 2: Average Rurality Table by State (focusing specifically on the rural and highly rural FY-2014 Enrollee 

Population). 
 

Section II focuses on the percent of the population under age 65 without health insurance. The following maps depict 
the percent uninsured by county, and also show the number of rural and highly rural Enrollees living in those areas. 

• Map 1: Percent Uninsured by County, FY-2014 (VISNs 1, 2, 3, 4, 5, 10)  
• Map 2: Percent Uninsured by County, FY-2014 (VISNs 6, 7, 8, 9) 
• Map 3: Percent Uninsured by County, FY-2014 (VISNs 15,16,17) 
• Map 4: Percent Uninsured by County, FY-2014 (VISNs 11, 12, 23) 
• Map 5: Percent Uninsured by County, FY-2014 (VISNs 18, 19) 
• Map 6: Percent Uninsured by County, FY-2014 (VISNs 20, 21, 22, HI inset, AK inset) 

 

Section III focuses on the Primary Care Provider (PCP) rate in the U.S. The following maps depict the PCP rate 
[(Number of PCP/population) * 100,000] by county, and also show the number of rural and highly rural Enrollees living 
in those areas. 

• Map 7: Primary Care Providers Rate by County, FY-2014 (VISNs 1, 2, 3, 4, 5, 10)  
• Map 8: Primary Care Providers Rate by County, FY-2014 (VISNs 6, 7,8, 9) 
• Map 9: Primary Care Providers Rate by County, FY-2014 (VISNs 15,16,17) 
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• Map 10: Primary Care Providers Rate by County, FY-2014 (VISNs 11, 12, 23) 
• Map 11: Primary Care Providers Rate by County, FY-2014 (VISNs 18, 19) 
• Map 12: Primary Care Providers Rate by County, FY-2014 (VISNs 20,21,22, HI inset, AK inset) 

 
Section IV focuses on the Dentist rate in the U.S. The following maps represent the dentist rate [(Number of 
dentists/population) * 100,000] by county, and also show the number of rural and highly rural Enrollees living in those 
areas. 

• Map 13: Dentists Rate by County, FY-2014 (VISNs 1, 2, 3, 4, 5, 10)  
• Map 14: Dentists Rate by County, FY-2014 (VISNs 6, 7,8, 9) 
• Map 15: Dentists Rate by County, FY-2014 (VISNs 15,16,17) 
• Map 16: Dentists Rate by County, FY-2014 (VISNs 11, 12, 23) 
• Map 17: Dentists Rate by County, FY-2014 (VISNs 18, 19) 
• Map 18: Dentists Rate by County, FY-2014 (VISNs 20,21,22, HI inset, AK inset) 
 

The final section (Section V) focuses on the Mental Health Provider (MHP) rate in the U.S. The following maps 
represent the MHP rate [(Number of MHP/population) * 100,000] by county, and also show the number of rural and 
highly rural Enrollees living in those areas. 

• Map 19: Mental Health Providers Rate by County, FY-2014 (VISNs 1, 2, 3, 4, 5, 10)  
• Map 20: Mental Health Providers Rate by County, FY-2014 (VISNs 6, 7,8, 9) 
• Map 21: Mental Health Providers Rate by County, FY-2014 (VISNs 15,16,17) 
• Map 22: Mental Health Providers Rate by County, FY-2014 (VISNs 11, 12, 23) 
• Map 23: Mental Health Providers Rate by County, FY-2014 (VISNs 18, 19) 
• Map 24: Mental Health Providers Rate by County, FY-2014 (VISNs 20,21,22, HI inset AK inset) 
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Section I Highlights: Overview of Access to Care Measures (Average by State)    

National Overview  
In this analysis, 3,141 counties were ranked by the four Access to Care County Health Ranking measures: percent 
uninsured, primary care provider rate, dentist rate, and mental health provider rate. The minimum value for the percent 
uninsured measure was 0 (Kalawao County, Hawaii), while the maximum value was 46% (Aleutians East County, Alaska). 
The mean value for this measure was 18%, with a standard deviation of 5. The counties performing in the top 10th 
percentile for the percent uninsured measure had a score of 11% or lower. For the PCP rate the minimum value was 0 
occurring in 205 different counties (to be discussed in the State Overview section below) and the maximum value was 
508 (Montour County, Pennsylvania). The mean PCP rate was 53, while the median was 49 with a standard deviation of 
35. The counties in the top 10th percentile were those with PCP rates of 94 or higher. The minimum value for the dentist 
rate was 0, occurring in 220 counties, while the maximum rate was 286 (Falls Church City County, Virginia). The mean 
dentist rate was 38 and the median was 35, with a standard deviation of 25. Counties with a Dentist rate of 69 or greater 
fell into the top 10th percentile. The minimum value for Mental Health Provider rate was 0, occurring in 476 counties 
across the country and the maximum was 1,388 (Quay County, New Mexico). The mean MHP rate was 75, the median 
was 48 and the standard deviation was 97. Counties with an MHP rate of 170 or greater fell into the top 10th percentile for 
this measure. Of the three, Mental Health Providers are the health care providers that show the greatest access gaps as 
evidenced by their low rates (per 100,000 population). 
  
State Overview  
The top ten States for highest average percent uninsured (< age 65) measure, by county, in rank order were: Alaska 
(N=27.74%), Texas (N=26.55%), Montana (N=24.05%), New Mexico (N=23.42%), Nevada (N=23.29%), Florida 
(N=23.22%), Oklahoma (N=22.91%), Georgia (N=22.31%), Idaho (N=21.75%) and Mississippi (N=21.60%). As previously 
mentioned, provider rates of 0 occurred in numerous counties across the country for the PCP rate, Dentist rate, and MHP 
rate measures. The top ten States with the highest number of counties with PCP rates of 0 in rank order were Texas 
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(N=35), Nebraska (N=21), North Dakota (N=21), South Dakota (N=17), Georgia (N=14), Montana (N=11), Kansas (N=8), 
Virginia (N=8), Alaska (N=7), and both Colorado and Illinois had 5 counties. For the Dentist rate measure, the top ten 
States with the highest number of counties with a rate of 0 in rank order were Texas (N=44), Nebraska (N=19), Georgia 
(N=17), North Dakota (N=17), Kansas (N=16), Montana (N=13), South Dakota (N=13), Colorado (N=11), Virginia (N=7), 
and Alaska, Arkansas, Illinois, and Mississippi (N=5). The MHP rate measure had more than twice the number of counties 
with rates of 0 than the Dentist or PCP Rates (N=476), at the National level. The top ten States with the highest number of 
counties with a MHP Rate of 0 in rank order were Texas (N=101), Georgia (N=41), Kansas (N=36), South Dakota (N=35), 
North Dakota (N=33), Nebraska (N=31), Iowa (N=23), Montana (N=16), and Illinois, Mississippi, and Tennessee (N=14).  

County Overview  
The top ten counties with the highest percentages of uninsured persons under the age of 65 with the highest numbers of 
rural and highly rural Enrollees residing in those counties were: Aleutians East, Alaska (46%), Hidalgo County, Texas 
(39%), Presidio County, Texas (37%), Cameron County, Texas (36%), Hendry County, Florida (35%), Atkinson County, 
Georgia (34%), Desoto County, Florida (33%), McKinley County, New Mexico (32%), Titus County, Texas (31%), and 
Cherokee County, Texas (30 %). Of the States with the counties ranking in the top ten (multiple counties rated those 
percentages; only the counties with the highest number of rural and highly rural Enrollees residing within those counties 
are listed). Texas rated the highest by number with 49 counties having percentages between 30-39% of uninsured 
persons under the age of 65. Conversely, Massachusetts had 9 out of 10 of the top ranking counties for lowest rates of 
uninsured persons under the age of 65. Hawaii’s Kalawao County was the only county in the U.S. to have no persons 
under the age of 65 uninsured. 

The top ten counties with the lowest PCP rate of 0, approximately 100% rurality, and highest rural and highly rural 
Enrollee population by volume in rank order were: Galax City, Virginia  with 735 rural and highly rural Enrollees, Long 
County, Georgia (N=711), Grundy County, Tennessee (N=512), Elbert County Colorado (N=505), McLean County, North 
Dakota (N=485), Keokuk County, Iowa (N=476), Crawford County, Indiana (N=465), Marion County, Texas (N=464), 
Coosa County, Alabama (N=456), and Lexington City, Virginia (N=444). As of FY-2014, approximately 30,000 rural and 
highly rural Enrollees resided in the 205 counties across the country that had PCP rates of 0 with an average rural and 
highly rural Enrollee population rate of 98.94%.  
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The top ten counties with the lowest dentist rate of 0, approximate 100% rurality, as well as the highest number of rural 
and highly rural Enrollees by volume in rank order were: Martinsville City, Virginia (N=1,352), Long County, Georgia 
(N=711), Jones County, North Carolina (N=656), Brantley County, Georgia (N=593), Perry County, Arkansas (N=513), 
Grundy County, Tennessee (N=512), Coosa County, Alabama (N=456), Newton County, Texas (N=439), Morrow County 
Oregon (N=413), an Pulaski County, Illinois (N=383). As of FY-2014, 30,752 rural and highly Enrollees resided in the 220 
counties across the country that had dentist rates of 0 with an average rural and highly rural Enrollee population rate of 
98.47%. 

The top ten counties with the lowest MHP rate of 0, approximately 100% rurality, and highest number of rural and highly 
rural Enrollees by volume in rank order were: Henry County, Virginia (N=1,763), Chambers County, Alabama (N=1,298), 
Campbell County, Virginia (N=1,148), Dickinson County, Kansas (N=1,098), Marshall County, Mississippi (N=1,016), 
Miller County, Missouri (N=918), Leon County, Texas (N=896), Benton County, Iowa (N=846), Bosque County, Texas 
(N=826), and Winston County, Alabama (N=815). As of FY-2014, 117,005 rural and highly rural Enrollees resided in the 
476 counties across the country that had MHP rates of 0 with an average rural and highly rural Enrollee population rate of 
99.21%.  
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Table 1: Average County Health Ranking Access Measures by 
State
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Table 2: Total Enrollee Numbers by State, Total Numbers of Rural and Highly Rural Enrollees by State and 
Percentage of Rural/Highly Rural Enrollees by State, FY-2014 

 
Note: An asterisk (*) signifies a low number of Enrollees. 
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Section II Map Highlights: Uninsured Patients  

Map 1 displays the percentage of uninsured patients (general population) under the age of 65 by county. The northeast 
region of the U.S. (VISNs 1, 2, 3, 4, 5 and 10) includes counties in all or portions of 17 States, including Connecticut, 
Delaware, District of Columbia, Indiana, Kentucky, Maine, Maryland, Massachusetts, New Hampshire, New Jersey, New 
York, Ohio, Pennsylvania, Rhode Island, Vermont, Virginia and West Virginia. The highest 25% uninsured is designated 
by the darkest color.  In this geographic  area, the top 10 counties with the highest percent of the population under the age 
of 65 that were uninsured were in Hampshire, West Virginia (23%), Holmes, Ohio (23%), Harrisonburg City, Virginia 
(23%), Manassas Park City, Virginia (23%), Pendleton, West Virginia (22%), Calhoun, West Virginia (22%), Gilmer, West 
Virginia (22%), Hudson, New Jersey (22%), Morgan, West Virginia (21%), and Braxton, West Virginia (21%).  Seven of 
those counties also had very large rural and highly rural Enrollees to all Enrollees percentages (all are 100% rural or 
highly rural).  Those counties, the majority of which were located in West Virginia, represent an important geographic area 
show where there is a significant need for rural Enrollee populations to gain access to health insurance and, 
subsequently, health care services.  

Map 2 displays the percentage of uninsured patients (general population) under the age of 65 by county in the southeast 
region of the U.S. (VISNs 6, 7, 8, and 9). This geographic area includes counties in all or portions of 14 U.S. States and 
territories, including Alabama, Arkansas, Florida, Georgia, Indiana, Kentucky, Mississippi, North Carolina, Ohio, Puerto 
Rico*, South Carolina, Tennessee, Virginia, and West Virginia. The highest 25% uninsured is designated by the darkest 
color. In the southeast region, the top 10 counties with the highest percent of the population under the age of 65 that were 
uninsured were in Echols County, Georgia (35%), Hendry County, Florida (35%), Atkinson County, Georgia (34%), Miami-
Dade County, Florida (34%), Glades County, Florida (33%), Hardee County, Florida (33%), Desoto County, Florida (33%), 
Okeechobee County, Florida (29%), Rabun County, Georgia (29%), and Collier County, Florida (29%).  Seven of those 
counties also had a very large proportion of rural and highly rural Enrollees to all Enrollees, all representing exactly 100%. 
Those counties, the majority of which were located in southern Florida, represent an important geographic area where 
there is a significant need for rural Enrollees to be able to receive and access care using health insurance. *NOTE: While 
the VHA does collect data on Enrollees in Puerto Rico, the County Health Rankings does not and, therefore, Puerto Rico 
is not mapped and is excluded from the County Health Ranking portion of analysis.   
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Map 3 displays the percentage of uninsured patients (general population) under the age of 65 by county. This geographic 
area is the south central region of the U.S. (VISNs 15, 16, and 17) which includes counties in all or portions of 12 U.S. 
States and territories, including Alabama, Arkansas, Florida, Illinois, Indiana, Kansas, Kentucky, Louisiana Mississippi, 
Missouri, Oklahoma, and Texas. The highest 25% in terms not having insurance is designated by the darkest color. In this 
geographic area, the top 10 counties with the highest percent of the population under the age of 65 that were uninsured 
were in Hidalgo County, Texas (39%), Cameron County, Texas (36%), Webb County, Texas (36%), Edwards County, 
Texas (35%), Maverick County, Texas (35%), Real County, Texas (35%), Zapata County, Texas (35%), Starr County, 
Texas (35%), Menard County, Texas (34%), and Kimble County, Texas (33%).  Four of those counties also had a very 
large proportion of rural and highly rural Enrollees (100% of Enrollees are either rural or highly rural). Those counties, all 
located in southern Texas near the U.S. Mexican border, represent an important geographic area where there is a 
significant need for rural Enrollee populations to be able to obtain health insurance. 

Map 4 displays the percentage of uninsured patients (general population) under the age of 65 by county in the north/mid-
west region of the U.S. (VISNs 11, 12, and 23). This geographic area includes counties in all or portions of 13 States and 
territories, including Illinois, Indiana, Iowa, Kansas, Michigan, Minnesota, Missouri, Nebraska, North Dakota, Ohio, South 
Dakota, Wisconsin, and Wyoming. The highest 25% in terms of being uninsured is designated by the darkest color. In this 
geographic area, the top 10 counties with the highest percent of the population under the age of 65 that were uninsured 
were in Dewey County, South Dakota (26%), LaGrange County, Indiana (25%), Blaine County, Nebraska (23%), Rock 
County, Nebraska (23%), Hayes County, Nebraska (22%), Grant County, North Dakota (22%), Buffalo County, South 
Dakota (22%), Jackson County, South Dakota (22%), Lyman County, South Dakota (22%), and Mellette County, South 
Dakota (22%).  Nine of those counties also had a very large proportion of rural and highly rural Enrollees to all Enrollees, 
all representing 100%. Those counties, the majority of which were located in the central parts of South Dakota and 
Nebraska, represent important geographic areas where there appears to be an access gap in the ability to health 
insurance. 

Map 5 displays the percentage of uninsured patients (general population) under the age of 65 by county in the Rocky 
Mountain/southwest region of the U.S. (VISNs 18 and 19). This area includes counties in all or portions of 13 States; 
specifically: Arizona, Colorado, Idaho, Kansas, Montana, Nebraska, Nevada, New Mexico, North Dakota, Oklahoma, 
Texas, Utah, and Wyoming. The highest 25% in terms of uninsured population is designated by the darkest color. In this 
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geographic area, the top 10 counties with the highest percent of the population under the age of 65 that were uninsured 
were in Hudspeth County, Texas (37%), Presidio County, Texas (37%), Briscoe County, Texas (36%), Hall County, Texas 
(36%), Collingsworth County, Texas (36%), Dallam County, Texas (35%), Castro County, Texas (34%), Cochran County, 
Texas (34%), Culberson County, Texas (34%), and Foard County, Texas (34%).  Nine of those counties also had a very 
large proportion of rural and highly rural Enrollees to all Enrollees at 100%. Those counties, the majority of which were 
located in the panhandle of Texas, point to geographic areas where rural Enrollees may have difficulty in obtaining health 
insurance. 

Map 6 displays the percentage of uninsured patients (general population) under the age of 65 by county in the Pacific 
coastal region of the U.S. (VISNs 20, 21, and 22). This area includes counties in all or portions of 8 States: Alaska, 
California, Hawaii, Idaho, Montana, Nevada, Oregon, and Washington. The highest 25% in terms of uninsured population 
is designated by the darkest color. In this geographic area, the top 10 counties with the highest percent of the population 
under the age of 65 that were uninsured were in Aleutians East, Alaska (46%), Aleutians West, Alaska (36%), Lake and 
Peninsula, Alaska (36%), Yukon-Koyukuk County, Alaska (36%), Esmeralda County, Nevada (34%), Owyhee County, 
Idaho (32%), Yakutat County, Alaska (31%), Dillingham County, Alaska (30%), Wade Hampton County, Alaska (30%), 
and Kodiak Island, Alaska (30%).  Eight of those counties contained only rural and highly rural Enrollees (100% of 
Enrollees). Those counties, the majority of which were located in remote areas of central and Aleutian Islands Alaska, 
represent important geographic areas where obtaining health insurance is problematic. 
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Section III Map Highlights: Primary Care Providers  

Map 7 displays the rate of primary care providers [(number of PCPs/population) * 100,000] by county in the northeast 
region of the U.S. (VISNs 1, 2, 3, 4, 5 and 10) which includes counties in all or portions of 17 States: Connecticut, 
Delaware, District of Columbia, Indiana, Kentucky, Maine, Maryland, Massachusetts, New Hampshire, New Jersey, New 
York, Ohio, Pennsylvania, Rhode Island, Vermont, Virginia and West Virginia. The lowest 25% in terms of primary care 
provider rates is designated by the lightest color.  In this focus area, the top 10 counties with the lowest rate of primary 
care providers were in Ohio County, Indiana (N=0), Robertson County, Kentucky (N=0), Forest County, Pennsylvania 
(N=0), Sullivan County, Pennsylvania (N=0), Manassas Park County, Virginia (N=0), Morgan County, Ohio (N=7), Vinton 
County, Ohio (N=7), Switzerland County, Indiana (N=9), Fairfax City, Virginia (N=9), and Ripley County, Indiana (N=10).  
While examining those top 10 counties, 8 of those particular counties also had a very large proportion of rural and highly 
rural Enrollees, representing 99.67%-100% of the total Enrollee population. These counties, with their high rural 
populations and very low PCP rates, represent important geographic areas which may exhibit a significant need for 
increased access to primary care. 

Map 8 displays the rate of primary care providers [(number of PCPs/population) * 100,000] by county in the southeast 
region of the U.S. (VISNs 6, 7, 8, and 9). This geographic area includes counties in all or portions of 14 States and 
territories; specifically: Alabama, Arkansas, Florida, Georgia, Indiana, Kentucky, Mississippi, North Carolina, Ohio, Puerto 
Rico*, South Carolina, Tennessee, Virginia, and West Virginia. The lowest 25% in terms of primary care provider rates is 
designated by the lightest color. Because so many counties throughout the southeast region had both PCP rates of 0 and 
a 100%, or near 100%, rural and highly rural Enrollee population, the counties along with their rural and highly rural 
population numbers and percentages have been listed in the Appendix A, Section I. These counties, the majority of which 
were located in Georgia (N=14), with 99-100% rural and highly rural Enrollee populations and PCP rates of 0, represent 
important geographic areas which may exhibit a significant need for increased access to Primary Healthcare Providers. 
*NOTE: While the VA does collect data on Enrollees in Puerto Rico, the County Health Rankings does not, and therefore, 
Puerto Rico is not mapped and is excluded from the County Health Ranking portion of analysis.  

Map 9 displays the rate of primary care providers [(number of PCPs/population) * 100,000] by county in the south central 
region of the U.S. (VISNs 15, 16, and 17) which includes counties in all or portions of 12 States and territories: Alabama, 
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Arkansas, Florida, Illinois, Indiana, Kansas, Kentucky, Louisiana Mississippi, Missouri, Oklahoma, and Texas. The lowest 
25% in terms of PCP rates is designated by the lightest color. Because so many counties throughout the south central 
region had both PCP rates of 0 and 100%, or near 100%, rural and highly rural Enrollee population, the counties along 
with their rural and highly rural population numbers and percentages have been listed in the Appendix A, Section I. Those 
counties, the majority of which were located in eastern and southern Texas (N=19), with 99-100% rural and highly rural 
Enrollee populations and PCP rates of 0, represent important geographic areas which may exhibit a significant need for 
increased access to primary care.  

Map 10 displays the rate of primary care providers [(number of PCPs/population) * 100,000] by county in the 
north/Midwest region of the U.S. (VISNs 11, 12, and 23). This geographic area includes counties in all or portions of 13 
States and territories; specifically: Illinois, Indiana, Iowa, Kansas, Michigan, Minnesota, Missouri, Nebraska, North Dakota, 
Ohio, South Dakota, Wisconsin, and Wyoming. The lowest 25% in terms of PCP rates is designated by the lightest color. 
Because so many counties throughout the north/Midwest region had both PCP rates of 0 and a 100%, or near 100%, 
rural and highly rural Enrollee population, the counties along with their rural and highly rural population numbers and 
percentages have been listed in the Appendix A, Section I. Those counties, the majority of which were located throughout 
Nebraska and North Dakota (both N=21), as well as through South Dakota (N=17), with 98-100% rural and highly rural 
Enrollee populations and PCP rates of 0, represent important geographic areas which may exhibit a significant need for 
increased access to primary care. 

Map 11 displays the rate of primary care providers [(number of PCPs/population) * 100,000] by county in the Rocky 
Mountain/southwest region of the U.S. (VISNs 18 and 19) including counties in all or portions of 13 States: Arizona, 
Colorado, Idaho, Kansas, Montana, Nebraska, Nevada, New Mexico, North Dakota, Oklahoma, Texas, Utah, and 
Wyoming. The lowest 25% in terms of PCP rates is designated by the lightest color. Because so many counties 
throughout the Rocky Mountains/southwest region had both PCP rates of 0 and a 100%, or near 100%, rural and highly 
rural Enrollee population, the counties along with their rural and highly rural population numbers and percentages have 
been listed in the Appendix A, Section I. Those counties, the majority of which were located in northwestern Texas 
(N=22), with 98-100% rural and highly rural Enrollee populations and PCP rates of 0, represent important geographic 
areas which may exhibit a significant need for increased access to primary care. 
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Map 12 displays the rate of primary care providers [(number of PCPs/population) * 100,000] by county in the Pacific 
coastal region of the U.S. (VISNs 20, 21, and 22) which includes counties in all or portions of 8 U.S. States; specifically: 
Alaska, California, Hawaii, Idaho, Montana, Nevada, Oregon, and Washington. The lowest 25% in terms of proportion is 
designated by the lightest color. Because so many counties throughout the Pacific coastal region had both PCP rates of 0 
and a 100%, or near 100%, rural and highly rural Enrollee population, the counties along with their rural and highly rural 
population numbers and percentages have been listed in the Appendix A, Section I. Those counties, the majority of which 
were located in remote areas of Alaska and its coastal areas (N=6), with 98-100% rural and highly rural Enrollee 
populations and PCP rates of 0, represent important geographic areas which may exhibit a significant need for increased 
access to primary care. 
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Section IV Map Highlights: Dentists  

Map 13 displays the rate of dentists [(number of dentists/population) * 100,000] by county. This focus area of the 
northeast region of the U.S. (VISNs 1, 2, 3, 4, 5 and 10) consists of counties in all or portions of 17 States, including 
Connecticut, Delaware, District of Columbia, Indiana, Kentucky, Maine, Maryland, Massachusetts, New Hampshire, New 
Jersey, New York, Ohio, Pennsylvania, Rhode Island, Vermont, Virginia and West Virginia. The lowest 25% in terms of 
proportion is designated by the lightest color.  In this geographic area, the top 10 counties with the lowest dentist rates 
were in Union County, Indiana, (N=0), Robertson County, Kentucky (N=0), Hamilton County, New York (N=0), Forest 
County, Pennsylvania (N=0), Fairfax City County, Virginia (N=0), Manassas Park County, Virginia (N=0), Doddridge 
County, West Virginia (N=0), Switzerland County, Indiana (N=9), Gilmer County, West Virginia (N=9), and Ripley County, 
Indiana (N=10). Eight of those counties also had a very large proportion of rural and highly rural Enrollees, representing 
98.77%-100% of the total Enrollee population. These counties, with their high rural populations and low dentist rates, 
represent important geographic areas which may exhibit a significant need for increased access to dental services. 

Map 14 displays the rate of dentists [(number of dentists/population) * 100,000] by county. This focus area of the 
southeast region of the U.S. (VISNs 6, 7, 8, and 9) comprises counties in all or portions of 14 States and territories, 
including Alabama, Arkansas, Florida, Georgia, Indiana, Kentucky, Mississippi, North Carolina, Ohio, Puerto Rico*, South 
Carolina, Tennessee, Virginia, and West Virginia. The lowest 25% in terms of proportion is designated by the lightest 
color. Because so many counties throughout the southeast region had both dentist rates of 0 and 100%, or near 100%, of 
the Enrollee population residing in rural and highly rural areas, the counties along with their rural and highly rural 
population numbers and percentages have been listed in the Appendix A, Section II. Those counties, the majority of which 
were located in Georgia (N=16), with 98-100% rural and highly rural Enrollee populations and dentist rates of 0, represent 
important geographic areas which may exhibit a significant need for increased access to dental care. *NOTE: While the 
VA does collect data on Enrollees in Puerto Rico, the County Health Rankings does not, and therefore, Puerto Rico is not 
mapped and is excluded from the County Health Ranking portion of analysis.  

Map 15 displays the rate of dentists [(number of dentists/population) * 100,000] by county. This focus area of the south 
central region of the U.S. (VISNs 15, 16, and 17) encompasses counties in all or portions of 12 States and territories, 
including Alabama, Arkansas, Florida, Illinois, Indiana, Kansas, Kentucky, Louisiana Mississippi, Missouri, Oklahoma, and 
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Texas. The lowest 25% in terms of proportion is designated by the lightest color. Because so many counties throughout 
the south central region had both dentist rates of 0 and a 100%, or near 100%, rural and highly rural Enrollee population, 
the counties along with their rural and highly rural population numbers and percentages have been listed in the Appendix 
A, Section II. Those counties, the majority of which were located in eastern and southern Texas (N=21) and Kansas 
(N=16), with 98-100% rural and highly rural Enrollee populations and dentist rates of 0, represent important geographic 
areas which may exhibit a significant need for increased access to dental care.  

Map 16 displays the rate of dentists [(number of dentists/population) * 100,000] by county. This focus area of the 
north/Midwest region of the U.S. (VISNs 11, 12, and 23) covers counties in all or portions of 13 States and territories, 
including Illinois, Indiana, Iowa, Kansas, Michigan, Minnesota, Missouri, Nebraska, North Dakota, Ohio, South Dakota, 
Wisconsin, and Wyoming. The lowest 25% in terms of proportion is designated by the lightest color. Because so many 
counties throughout the north/mid-west region had both dentist rates of 0 and a 100%, or near 100%, rural and highly 
rural Enrollee population, the counties along with their rural and highly rural population numbers and percentages have 
been listed in the Appendix A, Section II. Those counties, the majority of which were located throughout Nebraska (N=19) 
and North Dakota (N=17), as well as through South Dakota (N=13), with 98-100% rural and highly rural Enrollee 
populations and dentist rates of 0, represent important geographic areas which may exhibit a significant need for 
increased access to dental care. 

Map 17 displays the rate of dentists [(number of dentists/population) * 100,000] by county. This focus area of the Rocky 
Mountain/southwest region of the U.S. (VISNs 18 and 19) contains counties in all or portions of 13 States, including 
Arizona, Colorado, Idaho, Kansas, Montana, Nebraska, Nevada, New Mexico, North Dakota, Oklahoma, Texas, Utah, and 
Wyoming. The lowest 25% in terms of proportion is designated by the lightest color. Because so many counties 
throughout the Rocky Mountains/southwest region had both dentist rates of 0 and a 100%, or near 100%, rural and highly 
rural Enrollee population, the counties along with their rural and highly rural population numbers and percentages have 
been listed in the Appendix A, Section II. Those counties, the majority of which were located in northwestern Texas 
(N=35), with 98-100% rural and highly rural Enrollee populations and dentist rates of 0, represent important geographic 
areas which may exhibit a significant need for increased access to dental care. 
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Map 18 displays the rate of dentists [(number of dentists/population) * 100,000] by county. This focus area of the Pacific 
coastal region of the U.S. (VISNs 20, 21, and 22) comprises counties in all or portions of eight States, including Alaska, 
California, Hawaii, Idaho, Montana, Nevada, Oregon, and Washington. The lowest 25% in terms of proportion is 
designated by the lightest color. Because so many counties throughout the Pacific coastal region had both dentist rates of 
0 and 100%, or near 100%, rural and highly rural Enrollee population, the counties along with their rural and highly rural 
population numbers and percentages have been listed in the Appendix A, Section II. Those counties, the majority of which 
were located in remote areas of central and coastal Alaska (N=4), as well as central Idaho (N=4), with 98-100% rural and 
highly rural Enrollee populations and dentist rates of 0, represent important geographic areas which may exhibit a 
significant need for increased access to dental care. 
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Section V Highlights: Mental Health Providers  

Map 19 displays the rate of mental health providers [(number of MHPs/population) * 100,000] by county. This focus area 
of the northeast region of the U.S. (VISNs 1, 2, 3, 4, 5 and 10) encompasses counties in all or portions of 17 States, 
including Connecticut, Delaware, District of Columbia, Indiana, Kentucky, Maine, Maryland, Massachusetts, New 
Hampshire, New Jersey, New York, Ohio, Pennsylvania, Rhode Island, Vermont, Virginia and West Virginia. The lowest 
25% in terms of proportion is designated by the lightest color.  In this focus area, the top 10 counties with the lowest rate 
of Mental Health Providers (MHP) were Union County, Indiana (N=0), Robertson County, Kentucky (N=0), Vinton County, 
Ohio (N=0), Cameron County, Pennsylvania (N=0), Grand Isle County, Vermont (N=0), Manassas Park City County, 
Virginia (N=0), Calhoun County, West Virginia (N=0), Wirt County, West Virginia (N=0), Hardin County, Ohio (N=6), and 
Madison County, Virginia (N=7). Nine of those counties also had a very large proportion of rural and highly rural Enrollees, 
representing 91.4%-100%. Those counties, with their high rural populations and drastically low MHP rates, represent 
important geographic areas which may exhibit a significant need for increased access to mental health care 

Map 20 displays the rate of mental health providers [(number of MHPs/population) * 100,000] by county. This focus area 
of the southeast region of the U.S. (VISNs 6, 7, 8, and 9) comprises counties in all or portions of 14 States and territories, 
including Alabama, Arkansas, Florida, Georgia, Indiana, Kentucky, Mississippi, North Carolina, Ohio, Puerto Rico*, South 
Carolina, Tennessee, Virginia, and West Virginia. The lowest 25% in terms of proportion is designated by the lightest 
color. Because so many counties throughout the southeast region had both MHP rates of 0 and a 100%, or near 100%, 
rural and highly rural Enrollee population, the counties along with their rural and highly rural population numbers and 
percentages have been listed in the Appendix A, Section III. Those counties, the majority of which were located in 
Georgia (N=38), with 98-100% rural and highly rural Enrollee populations and MHP rates of 0, represent important 
geographic areas which may exhibit a significant need for increased access to mental health care. *NOTE: While the VA 
does collect data on Enrollees in Puerto Rico, the County Health Rankings does not, and therefore, Puerto Rico is not 
mapped and is excluded from the County Health Ranking portion of analysis.  

Map 21 displays the rate of mental health providers [(number of MHPs/population) * 100,000] by county. This focus area 
of the south central region of the U.S. (VISNs 15, 16, and 17) consists of counties in all or portions of 12 States and 
territories, including Alabama, Arkansas, Florida, Illinois, Indiana, Kansas, Kentucky, Louisiana Mississippi, Missouri, 
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Oklahoma, and Texas. The lowest 25% in terms of proportion is designated by the lightest color. Because so many 
counties throughout the south central region had both MHP rates of 0 and a 100%, or near 100%, rural and highly rural 
Enrollee population, the counties along with their rural and highly rural population numbers and percentages have been 
listed in the Appendix A, Section III. Those counties, the majority of which were located in eastern and southern Texas 
(N=58) and Kansas (N=36), with 98-100% rural and highly rural Enrollee populations and MHP rates of 0, represent 
important geographic areas which may exhibit a significant need for increased access to mental health care.  

Map 22 displays the rate of mental health providers [(number of MHPs/population) * 100,000] by county. This focus area 
of the north/Midwest region of the U.S. (VISNs 11, 12, and 23) encompasses counties in all or portions of 13 States and 
territories, including Illinois, Indiana, Iowa, Kansas, Michigan, Minnesota, Missouri, Nebraska, North Dakota, Ohio, South 
Dakota, Wisconsin, and Wyoming. The lowest 25% in terms of proportion is designated by the lightest color. Because so 
many counties throughout the north/Midwest region had both MHP rates of 0 and a 100%, or near 100%, rural and highly 
rural Enrollee population, the counties along with their rural and highly rural population numbers and percentages have 
been listed in the Appendix A, Section III. Those counties, the majority of which were located throughout South Dakota 
(N=35), North Dakota (N-35), Nebraska (N=30), as well as through Iowa (N=23), with 98-100% rural and highly rural 
Enrollee populations and MHP rates of 0, represent important geographic areas which may exhibit a significant need for 
increased access to mental health care. 

Map 23 displays the rate of mental health providers [(number of MHPs/population) * 100,000] by county. This focus area 
of the Rocky Mountain/southwest region of the U.S. (VISNs 18 and 19) covers counties in all or portions of 13 States, 
including Arizona, Colorado, Idaho, Kansas, Montana, Nebraska, Nevada, New Mexico, North Dakota, Oklahoma, Texas, 
Utah, and Wyoming. The lowest 25% in terms of proportion is designated by the lightest color. Because so many counties 
throughout the Rocky Mountains/southwest region had both MHP rates of 0 and a 100%, or near 100%, rural and highly 
rural Enrollee population, the counties along with their rural and highly rural population numbers and percentages have 
been listed in the Appendix A, Section III. Those counties, the majority of which were located in northwestern Texas 
(N=67) as well as parts of Montana (N=16), with 98-100% rural and highly rural Enrollee populations and MHP rates of 0, 
represent important geographic areas which may exhibit a significant need for increased access to mental health care. 
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Map 24 displays the rate of mental health providers [(number of MHPs/population) * 100,000] by county. This focus area 
of the Pacific coastal region of the U.S. (VISNs 20, 21, and 22) consists of counties in all or portions of 8 States, including 
Alaska, California, Hawaii, Idaho, Montana, Nevada, Oregon, and Washington. The lowest 25% in terms of proportion is 
designated by the lightest color. Because so many counties throughout the Pacific coastal region had both MHP rates of 
0 and a 100%, or near 100%, rural and highly rural Enrollee population, the counties along with their rural and highly rural 
population numbers and percentages have been listed in the Appendix A, Section III. Those counties, the majority of 
which are located in Idaho (N=5), as well as remote parts of Alaska (N=4), with 98-100% rural and highly rural Enrollee 
populations and MHP rates of 0, represent important geographic areas which may exhibit a significant need for increased 
access to mental health care. 
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Appendix A 

 OVERVIEW 
Because so many counties throughout each region (except those in the Northeast) had both provider rates of 0 and one 
hundred percent, or near one hundred percent, rural and highly rural Enrollee (as a percentage of the county’s total 
Enrollee population), these counties along with their rural and highly rural Enrollee numbers and percentages have been 
listed, by Section, for provider rate measures (Primary Care Providers, Dentists, and Mental Health Providers). In the 
table, we limited the information to those counties that had at least 100 Enrollees residing within the county. 

Section I: Primary Care Providers Rate by County 
• Map 8: Primary Care Providers Rate by County, FY-2014 (VISNs 6, 7,8, 9) 
• Map 9: Primary Care Providers Rate by County, FY-2014 (VISNs 15,16,17) 
• Map 10: Primary Care Providers Rate by County, FY-2014 (VISNs 11, 12, 23) 
• Map 11: Primary Care Providers Rate by County, FY-2014 (VISNs 18, 19) 
• Map 12: Primary Care Providers Rate by County, FY-2014 (VISNs 20,21,22, HI inset, AK inset) 

 

Section II: Dentists Rate by County 
• Map 14: Dentists Rate by County, FY-2014 (VISNs 6, 7,8, 9) 
• Map 15: Dentists Rate by County, FY-2014 (VISNs 15,16,17) 
• Map 16: Dentists Rate by County, FY-2014 (VISNs 11, 12, 23) 
• Map 17: Dentists Rate by County, FY-2014 (VISNs 18, 19) 
• Map 18: Dentists Rate by County, FY-2014 (VISNs 20,21,22, HI inset, AK inset) 

 

Section III: Mental Health Providers Rate by County 
• Map 20: Mental Health Providers Rate by County, FY-2014 (VISNs 6, 7,8, 9) 
• Map 21: Mental Health Providers Rate by County, FY-2014 (VISNs 15,16,17) 
• Map 22: Mental Health Providers Rate by County, FY-2014 (VISNs 11, 12, 23) 
• Map 23: Mental Health Providers Rate by County, FY-2014 (VISNs 18, 19) 
• Map 24: Mental Health Providers Rate by County, FY-2014 (VISNs 20,21,22, HI inset AK inset) 
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OVERVIEW   
A promising way to address the access to care gap in rural areas is with the use of technology. The Department of 
Veterans Affairs has embraced telehealth and health care encounters with patients via this mode of communication have 
risen exponentially in the past 5 years.  There are three distinct national telehealth platforms used in the Veterans Health 
Administration: Home Telehealth (HT), Clinical Video Telehealth (CVT), and Store-and-Forward Telehealth (SFT). These 
platforms are in place across 150 VAMCs and over 400 CBOCs.1   The VSSC report on telehealth visits for FY-2014 
shows there were 1,080,919 HT, 652,918 CVT and 399,441 SFT or just over 2 million encounters on the national level.2 
By contrast, FY-2012 data show, the number of telehealth encounters was 1.4 million.2 The VHA is a national leader in 
the use of telehealth, but in order to continue to move health care access from “bricks and mortar” into patients’ homes 
requires adequate broadband speed. According to the Federal Communication Commission (FCC)  2015 Broadband 
Progress Report, 55 million Americans still do not have access to broadband speed Internet access, which includes more 
than half of rural Americans.3 This chapter examines the broadband coverage nationally and by VISN and provides data 
on the number of VHA Enrollees outside of recommended broadband speed by rurality. 

Process of Data Compilation   
To map the broadband coverage across the United States, data were downloaded from the National Broadband website: 
http://www.broadbandmap.gov/.  The broadband data were merged to provide information at the census block level, as 
this was the unit of geography that was consistent across the United States.  In 2010, the FCC used 4 Megabit per 
second (download) and 1 Megabit (upload) as the standard for evaluating adequate speed. However, the FCC 2015 
broadband progress report acknowledges that this standard is outdated and will be using the parameters of 25 Megabit 
per second (download) and 4 Megabit (upload) as the new standard in FY-2015. Mapping broadband coverage in future 
Atlas editions will use the updated parameters. 

 

 

http://www.broadbandmap.gov/
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For this report, the parameters used to map the data are (http://www.broadbandmap.gov/blog/wp-
content/uploads/2011/02/Transfer_Model_Tech_Spec.html#DomainAll_Speed_Tiers): 

All_Speed_Tiers Domain 
DomainName  All_Speed_Tiers 
Description   All Allowable Speed Tier Codes 
FieldType   String 
Domain Type  CodedValue 
 
Code Name 
1  Less than or equal to 200 kilobits per second. 
2  Greater than 200 kilobits per second and less than 768 kilobits per second. 
3  Greater than or equal to 768 kilobits per second and less than 1.5 megabits per second. 
4  Greater than or equal to 1.5 megabitss per second and less than 3 megabits per second. 
5  Greater than or equal to 3 megabits per second and less than 6 megabits per second. 
6  Greater than or equal to 6 megabits per second and less than 10 megabits per second. 
7  Greater than or equal to 10 megabits per second and less than 25 megabits per second. 
8  Greater than or equal to 25 megabits per second and less than 50 megabits per second. 
9  Greater than or equal to 50 megabits per second and less than 100 megabits per second. 
10  Greater than or equal to 100 megabits per second and less than 1 gigabit per second. 
11  Greater than or equal to 1 gigabit. 
 

Codes 6 and higher are used as the benchmark for adequate broadband speed because the lower range (code 5) had 3 
Megabits within its range, which is below the standard of 4 that was set by the FCC.  Additionally, typical (not advertised) 
download speeds are used. Lower speeds are included, but are shown in a different (lighter) color on the maps. The 
number of Enrollees by ZIP Code was overlaid on the maps (but not shown) to determine the number inside and outside 
of the broadband speed of greater than or equal to (GE) 6 megabits per second for populating Table 1. The total number 
of Enrollees in Table 1 is slightly less than in Chapter 1 (9,049,230 versus 9,093,511) because we did not include the 

http://www.broadbandmap.gov/blog/wp-content/uploads/2011/02/Transfer_Model_Tech_Spec.html%23DomainAll_Speed_Tiers
http://www.broadbandmap.gov/blog/wp-content/uploads/2011/02/Transfer_Model_Tech_Spec.html%23DomainAll_Speed_Tiers
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“unknown” category (N=33,256) and there were some Enrollees whose ZIP codes did not match (N=11,025). The 
difference in the total numbers is less than half of one percent (0.49%).   

Organization of Tables and Maps  

Table 1 contains the data used in the narrative summary. Following the table, 22 maps visually illustrates the data: 

Map 1: Broadband by VISN, Greater than or Equal to 6 Megabits per Second, Typical Download Speed, FY – 2014 
(National View). Map 2 – Map 22 provide zoomed views of broadband coverage for each VISN. 

National Summary  

Of the approximately 9 million VHA Enrollees, only about 4 million (N=3,969,985), or less than half,  lived in areas with 
typical broadband download speeds of 6 megabits per second or greater.  This result includes both urban and rural 
Enrollees. Urban Enrollees have a lower percentage who live outside typical broadband speeds of greater than or equal to 
(GE) 6 megabits per second (52.13%) than rural Enrollees (64.24%). 

VISN Summary  

Since the broadband speeds in rural areas are of particular interest in this volume, numbers and percentages rural 
Enrollees inside and outside of the benchmarked broadband speed used in this analysis are distinctively highlighted in 
shades of blue in Table 1. As mentioned above, 64.24% of rural Enrollees live outside the recommended broadband 
speed at the National level. However, there is tremendous vtion across VISNs, ranging from 99.56% in VISN 3 (New York/ 
New Jersey) to 30.78% in VISN 11 (Vets in Partnership). The Northeast networks (VISNs 1, 2 and 3), in general, has 
extremely poor broadband coverage, with over 90% of rural Veterans outside of the GE 6 megabit per second download 
speed coverage area. 
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For more information, 
please contact:  
 
GeoSpatial Outcomes Division 
VHA Office of Rural Health 
1601 SW Archer Road, 151-B 
Gainesville, FL 32608-1197 
 
Diane Cowper Ripley, GSOD Director 
Email: Diane.Cowper2@va.gov 
 
Justin K. Ahern, GIS Analyst 
Email: Justin.Ahern@va.gov 
 
Eric R. Litt, GIS Analyst 
Email: Eric.Litt@va.gov 
 
Lauren K. Wilson, GIS Analyst and 
GSOD Program Coordinator 
Email: Lauren.Wilson1@va.gov 
 
*High-resolution versions of the maps 
featured in this Atlas are available upon 
request by contacting the GSOD Team. 
 

 

 

The Rural Veterans Health Care Atlas, 1st edition 
aims to collect, compile, and disseminate information 
on health care access and delivery for the rural 
Veteran Enrollee and patient population. The atlas 
represents information as of end of FY-2014 for 
seven types of VA health care facilities, five types of 
non-VA health care facilities, and outpatient 
utilization in rural and highly rural areas in all VISNs, 
States, and counties in the United States.  
Additionally, this first edition analyzes and describes 
Enrollee access to high-speed Internet for patients 
who could utilize telehealth to receive care. Ten 
medical disease cohorts and their prevalence in rural 
and highly rural areas illustrate the health care needs 
and access for each group. This first edition 
represents a baseline of robust and valuable data 
that can be compared with future editions to show 
evidence of improvement of health care resources 
for the Veteran Enrollee and patient population within 
the dynamic landscape of the VHA health care 
system. 
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