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Rural versus Urban Community Health Care Organizations. Differences in resources between rural and urban settings 

affect several facets of health care, including physical and financial access, provider availability, and resources to assist with 

social needs. It is possible that these differences have affected disenrollment during the “unwinding” of continuous 

Medicaid coverage. The OCHIN network of community health organizations is poised to provide useful analyses to better 

understand the differences in the impact of Medicaid unwinding across rural and urban settings.  

For this brief, we examine disenrollment at both the organization and the patient level. We classified organizations 

based on the location(s) of their care delivery sites as: all rural, all urban or mixed for those organizations with care delivery 

sites in both rural and urban areas. We describe the percentage and volume of encounters within each organization 

classification (rural, urban, and mixed). At the patient level, we report disenrollment across patient residence (urban, large 

rural, and small rural) driven by population density, urbanization, and daily commuting. 

 

  

• Between March 2023 and January 
2024, clinics in rural areas 
experienced an increase in Medicaid-
insured encounters while those in 
urban areas experienced an increase 
in uninsured encounters. 
 

• 8.0% of patients who lived in urban 
areas lost coverage, compared to 
6.2% of patients in large rural areas 
and 7.7% of patients who lived in 
small rural areas. 

KEY FINDINGS Access to health care resources plays an important role in 
health outcomes. However, access to these resources varies 
based on patients’ health insurance coverage and where 
patients live and access care, across rural or urban settings. 
Therefore, Medicaid unwinding of eligible patients has the 
potential to negatively impact health. During the height of 
the COVID-19 pandemic (March 2020 to March 2023), 
Medicaid redetermination was paused. Redeterminations, or 
“unwinding” of continuous coverage, resumed in April 2023. 
To gain a deeper understanding of the impact of Medicaid 
unwinding in rural and urban settings, we analyzed 
encounters at the organization and patient level within the 
OCHIN network.  
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1. Rural/Urban Status Variation in Payer Mix and Encounter Volume (CA, OR, WA, WI) 
• In total, most encounters were among urban-only organizations (70.8%), and only a small number of 

organizations, all in Oregon, were classified as rural-only, representing 1.2% of encounters. 

• Encounters in urban areas tended to be slightly more frequently Medicaid-insured than those in mixed 
or rural-only areas. 

• When comparing payer mix across rural-only, urban-only, and mixed organizations, there was minimal 

variation between organizations during the unwinding of continuous coverage. 

• In California and Oregon, urban-only organizations experienced increases in uninsured encounters 
during unwinding. Rural-only organizations in Oregon and California experience an increased amount of 
Medicaid encounters during unwinding. Mixed organizations in Wisconsin experienced decreases in 
Medicaid encounters.  

 

Table 1. Encounter Volume by State and Organizational Rurality Classification 

State Total 

Pediatric Encounters by Organizational Rurality 
Classification, n (column %) 

Mixed All Urban All Rural 

All States, n (row %) 2,566,022 (100%) 1,135,856 (44.3%) 1,386,840 (54.0%) 43,326 (1.7%) 

California 1,056,899 (41.2%) 311,593 (27.4%) 745,306 (53.7%) 0 (0.0%) 

Oregon 1,397,431 (45.3%) 661,226 (58.2%) 457,973 (33.0.%) 43,326 (100.0%) 

Washington 176,798 (6.9%) 38,111 (3.4%) 138,687 (10.0.%) 0 (0.0%) 

Wisconsin 169,800 (6.6%) 124,926 (11.0%) 44,874 (3.2%) 0 (0.0%) 

 

 



 

 

Figures 1a-d. Payer Mix by Month and Organizational Rurality Classification and State 

 

 

 

  



 

 

 

  



Figures 2a-d. Encounter Volume by Month and Organizational Rurality Classification for California 

 

 

 

 



 

 

 

 



 

 

Figure 3. Percentage Point Change in Medicaid and Uninsured Pediatric Encounter Mix Between March 2023 

and January 2024, Stratified by Organizational Rurality Classification. Note that there was substantial variation 

between states, unwinding processes, and sample sizes. A direct comparison of states should be approached 

with caution.  

 

 

Interpretation: OCHIN organizations in California that served both rural and urban areas (mixed) saw a 4.26 percentage 

point decrease in uninsured encounters and a 3.14 percentage point increase in Medicaid insured encounters. Meanwhile, 

OCHIN organizations in California that only served urban areas saw a 7.74 percentage point increase in uninsured 

encounters.  

  



2. Patient-Level Rural/Urban Variation in Disenrollment from Medicaid to Uninsured 
• In total, 505,188 pediatric patients had a visit during both continuous coverage and during unwinding, with 

428,124 (84.7%) insured by Medicaid. 

• Most patients resided in urban areas (88.1%), with only 11.9% in rural areas. 

• 7.9% of pediatric patients who were Medicaid-insured during continuous coverage were uninsured for at 
least one visit during unwinding. 

• There was variation in disenrollment from Medicaid to uninsured across rural/urban categories, with a 
high of 8.03% of patients in urban areas losing coverage, compared to a low of 6.24% of patients from 
large rural areas losing coverage. 

• When considering time-to-uninsured, compared to patients in urban areas, those in large rural areas had 
less disenrollment over time, as represented by the hazard ratio (HR: 0.79 [95% CI: 0.76, 0.83]), while 
there was no difference between urban patients and patients from small rural areas. 

 

Table 2. Geographic distribution of pediatric patient addresses (stratified by Rural/Urban designation) 

Patient Rurality 
Total Pediatric Patients, n (% of all 

OCHIN pediatric patients) 

Children insured by Medicaid during 
the continuous coverage period, n (% 
of patients in rural/urban category) 

Urban 445,006 (88.1%) 384,091 (86.3%) 

Large Rural 42,432 (8.4%) 32,111 (75.7%) 

Small Rural 17,693 (3.5%) 11,889 (67.2%) 

Missing 57 (0.0%) 33 (57.9%) 

All 505,188 (100.0%) 428,124 (84.7%) 

 

Table 3. Disenrollment from Medicaid to Uninsured by Patient’s Rural/Urban Status.  

Patient Rurality Total Medicaid Disenrolled to Uninsured, n (%) 

Urban 384,091 30,831 (8.03) 

Large Rural 32,111 2,005 (6.24) 

Small Rural 11,889 909 (7.65) 

 

  



Figure 4. Time-to-Uninsured, by Patient Rurality 

 

 

Table 4. Hazard Ratios demonstrating the relationship between patient’s rurality status (Urban, Large Rural, 

Small Rural) and time-to-uninsured.  

Patient Rurality* 
Hazard Ratio (95% CI) of Disenrollment 

from Medicaid to Uninsured 

Urban Ref 

Large Rural 0.79 (0.76, 0.83) 

Small Rural 0.98 (0.91, 1.04) 

 

Interpretation: A higher hazard ratio represents a greater risk of becoming uninsured. For example, compared to patients 

living in urban areas, those in small rural areas had 0.98 times (95% confidence interval: 0.91, 1.04) the hazard of becoming 

uninsured. Missing category excluded from time-to-uninsured analysis due to small cell sizes 

  



 

Summary 
Medicaid plays an important role in coverage among urban, rural, and mixed community health 

organizations, covering between approximately 50% and 80% of encounters from January 2019 through January 

2024 in Oregon, California, Washington, and Wisconsin. It is important to note that, due to small numbers, we 

focused only on Oregon, California, Wisconsin, and Washington. In California and Oregon, Medicaid pediatric 

encounters in urban areas decreased and uninsured encounters increased. In Wisconsin and Oregon, Medicaid-

insured encounters decreased in mixed service areas. At the patient level, of those who lost Medicaid coverage 

(84.7%), 8.0% lived in urban areas, 6.24% lived in large rural areas, and 7.65% lived in small rural areas. Patients 

from large rural areas were less likely to lose coverage during the unwinding period compared to patients from 

urban areas. It is also important to note that patients may be experiencing a restoration of Medicaid coverage in 

some states.  

Factors associated with differences in rural and urban care have long been documented. In rural areas, 

patients often experience limited assistance, issues with referrals, limited transportation access to care, and 

fewer physicians (compared to urban areas).1,2 Further, criteria eligibility for certain programs, including 

Medicaid, are often unclear.1 Patients in urban areas experience difficulties with engaging in programs for which 

they are eligible, traffic and commute time, inadequate services, financial struggles, and difficulty identifying 

Medicaid participating providers.2 Patients in both rural and urban areas may also experience limited health 

literacy and unmet social and culture needs.2 The data in this brief show that patients and organizations are 

affected by the policies in their respective states and service areas in addition to their rurality classification. 

Overall, urban organizations experienced the effects of unwinding more than rural areas; however, there was 

wide variation in the effect of unwinding across states. At the patient level, patients residing in larger rural areas 

experienced fewer unwinding effects compared to patients in both urban and small rural areas. Patients 

residing in both rural and urban areas require unique solutions to address their unique health care needs, 

likely best implemented at their respective states and environments.  

 

Data Source & Methods 
This work was approved by the Advarra Institutional Review Board (IRB). 

Data Source 

 The data for this study come from OCHIN Epic electronic health record (EHR) system. As a national 
nonprofit health IT consultancy, OCHIN provides a fully hosted and shared EHR platform with tailored tools and 
expertise that are currently used by more than 33,000 providers to support connected, whole-patient care for 
more than 6 million people in rural and medically underserved communities nationwide. These EHR data are 
then supported and made research-ready by Accelerating Data Value Across a National Community Health 
Center Network (ADVANCE) Clinical Research Network (CRN) that is one of the eight partners in the PCORnet®.3  

Study Population, and Inclusion Criteria 

 To be included in these analyses, we required that patients had an ambulatory or telehealth visit during 
continuous coverage (January 1, 2021 through March 30, 2023) and during unwinding (April 1, 2023 through 
January 31, 2024). We then required that visits be with organizations that were behavioral health or mental 
health, community health centers, free clinics, public health departments, rural health centers, specialty clinics, 
tribal or Indian health, or social service organizations. Additionally, we were most interested in pediatric 
encounters, so to be included in the analyses, patients had to be between the ages of 0 and 18 at their first 
unwinding encounter. This totaled 505,188 pediatric patients with 428,124 (84.7%) insured by Medicaid.  We 
were also interested in the rurality status of OCHIN organizations at the encounter level. In total, the encounters 
were 70.8% urban, 1.2% rural, and 28.0% mixed.  



Measure Definitions 

 For this research brief, we were primarily interested in the rurality of both organizations and patients 
who became uninsured at any point during the unwinding period. At the organization level, rurality status was 
categorized based on care delivery sites and by rural-only, urban-only, and mixed representing those 
organizations that have care delivery sites in both rural and urban areas. Rurality status at the patient level was 
categorized as Urban, Large Rural, Small Rural, and Missing. We used the Rural Urban Commuting Area (RUCA) 
designation to assign patient rurality as: Urban (1.0, 1.1, 2.0, 2.1, 3.0, 4.1, 5.1, 7.1, 8.1, and 10.1) Large Rural 
City/Town (4.0, 4.2, 5.0, 5.2, 6.0, and 6.1) Small and Isolated Small Rural Town (7.0, 7.2, 7.3, 7.4, 8.0, 8.2, 8.3, 
8.4, 9.0, 9.1, 9.2, 10.0, 10.2, 10.3, 10.4, 10.5, and 10.6.) This classification was determined by the RUCA 
categorization B.4 RUCA codes are determined by population density, urbanization, and daily commuting.5 Payer 
status was captured at each encounter and categorized as: Private, Medicaid, Medicare, Other Public, 
Uninsured. For this brief, both Medicare and Other Public were dropped due to small numbers.  

Analyses 

We first determined the monthly percentage of encounters with payer types of Medicaid, private, and 

uninsured within each organization’s classification (urban-only, rural-only, and mixed). Due to small numbers 

within the rural classification, we focused on states with sufficient rural-based clinics (California, Wisconsin, 

Oregon, and Washington). We then calculated encounter volume at urban-only, rural-only, and mixed 

organization types to show differences in payer mix between March 2023 (immediately before 

redeterminations) and January 2024. At the patient level, we describe the geographic distribution (stratified by 

rurality status) of patients covered by Medicaid during the continuous coverage period. After applying this 

classification, we determined who lost coverage during the unwinding period after previously being covered by 

Medicaid. We then analyzed the time it took for patients to be disenrolled from Medicaid to uninsured using 

time-to-event Kaplan Meier curves. Finally, a hazard ratio with a 95% confidence interval was used to compare 

disenrollment variation among small rural, large rural, and urban patients. For the hazard ratio, the missing 

category was excluded due to small numbers.  

  



Author Affiliations & Acknowledgements 
Author Affiliations 

1Research Department, OCHIN, Portland, OR; 2Case Western Reserve University, Cleveland, OH; 

Acknowledgements 

Support for this research was provided by the Robert Wood Johnson Foundation. The views expressed 
here do not necessarily reflect the views of the Foundation. The research reported in this work was powered by 
PCORnet®. PCORnet has been developed with funding from the Patient-Centered Outcomes Research Institute® 
(PCORI®) and conducted with the Accelerating Data Value Across a National Community Health Center Network 
(ADVANCE) Clinical Research Network (CRN). ADVANCE is a Clinical Research Network in PCORnet® led by OCHIN 
in partnership with Health Choice Network, Fenway Health, University of Washington, and Oregon Health & 
Science University. ADVANCE’s participation in PCORnet® is funded through the PCORI Award RI-OCHIN-01-MC. 

References 
 

1. Agency for Healthcare Research and Quality. National Healthcare Quality and Disparities Report: 
Chartbook on Rural Health Care. Rockville, MD2017. 

2. Cyr ME, Etchin AG, Guthrie BJ, Benneyan JC. Access to specialty healthcare in urban versus rural US 
populations: a systematic literature review. BMC Health Serv Res. 2019;19(1):974. 

3. ADVANCE Collaborative. Who We Are. 2023; https://advancecollaborative.org/who-we-are/. Accessed 
30 October, 2023. 

4. Rural Health Research Center. Using RUCA Data. 2019. 

5. United States Department of Agriculture. Rural-Urban Commuting Area Codes. 2024; 
https://www.ers.usda.gov/data-products/rural-urban-commuting-area-codes.aspx. 

 

https://advancecollaborative.org/who-we-are/
https://www.ers.usda.gov/data-products/rural-urban-commuting-area-codes.aspx

