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INTRODUCTION

Access to health care is essential, and having a usual source of care (USC) significantly enhances access by ensuring
timely and appropriate medical attention.! A USC is typically defined as a health care provider or facility that patients
visit for consistent and ongoing primary care (e.g., private doctor’s office, community health center, or clinic).? Having a
USC is associated with higher quality care, lower health care expenditures, reduced health care disparities,® better
management of chronic diseases, and fewer hospitalizations.* USC is particularly important for maintaining individual
health and preventing adverse health outcomes, especially among older people and people with disabilities.

Rural areas have higher proportions of Medicare Fee-for-Service (FFS) beneficiaries than urban areas. However, many
rural beneficiaries may face barriers to accessing and using USC because of persistent primary care provider shortages,
fewer health care facilities, limited specialty care services, and reduction of services following a hospital or practice
merger or acquisition—factors that pose significant challenges to rural residents seeking regular care.> The COVID-19
pandemic exacerbated these challenges by disrupting patterns of health care use,® and the expansion of telehealth
altered how Medicare FFS beneficiaries accessed care.’” A recent study found a decline in USC from 2018 to 2020 among
those aged 50+, likely due to the impact of the COVID-19 pandemic.® Conversely, recent policy changes, such as the
increase in the Rural Health Clinic (RHC) per visit payment limit,° may have improved health care access in rural
regions.'®

This brief describes the USC of rural Medicare FFS beneficiaries in 2021. It examines which types of facilities—private
provider offices, Rural Health Clinics (RHCs), Federally Qualified Health Centers (FQHCs), Prospective Payment System
(PPS) hospitals, and Critical Access Hospitals (CAHs)—serve as primary care providers for different demographic groups
of rural Medicare FFS beneficiaries.

KEY FINDINGS

A Usual Source of Care (USC) is typically defined as a health care provider or facility that patients visit for
consistent and ongoing primary care. This study found:

e Opverall, 89.1 percent of rural Medicare Fee-for-Service (FFS) beneficiaries had a USC, 10.9
percent did not. Most beneficiaries used private provider offices as their USC, followed by RHCs,
FQHCs, PPS hospitals, and CAHs.

e Beneficiaries more likely to lack a USC included males and those under age 65 who qualify based
on disability.

e Beneficiaries using private provider offices were predominantly from large rural areas, while RHC
use grew with increasing rurality.

e Regional patterns varied: the South had the highest use of private provider offices; the Midwest
had the greatest reliance on RHCs; and the West had the highest percentage without a USC.



STUDY METHOD

Medicare FFS beneficiaries were identified using the Centers for Medicare & Medicaid Services (CMS) Master Beneficiary
Summary File. The study included beneficiaries with 12 full months of Part A and Part B FFS coverage in 2021 and U.S.
residence (including territories). We limited the study to rural Medicare FFS beneficiaries using the 2022 rural definition
from the Federal Office of Rural Health Policy.!! This study focuses on Medicare beneficiaries aged 18 and older, as they
represent the vast majority of the Medicare population. While some children under 18 qualify for Medicare due to
specific conditions, their numbers are small, and they were excluded to maintain focus on the primary Medicare
population.

Claims data came from the 2021 Medicare Carrier and Outpatient Research Identifiable Files. This dataset included both
the claims where Medicare acted as the primary payer (covering costs directly) and as the secondary payer (covering
costs not paid by other insurance). The primary care service claims within the FFS claims data were identified according
to the criteria outlined in the Shared Savings and Losses and Assignment Methodology obtained from the CMS Medicare
Shared Savings Program.*?

Beneficiaries with primary care service claims were attributed to a specific facility National Provider Identifier (NPI) from
Medicare Carrier and Outpatient Research Identifiable Files in 2021, following the guidelines outlined in the Shared
Savings and Losses and Assignment Methodology document.'? Primary care service claims for beneficiaries were
grouped by facility NPI and the date of service. Beneficiaries were then attributed to a single facility NPl based on the
specialty codes of the rendering physicians listed on the claims. If one or more facility NPIs included primary care
providers, the facility NPl with the plurality of visits was chosen. If no primary care provider specialties were identified,
certain specialties were then used for assignment, followed by non-physicians. We did not attribute the beneficiary to a
USC if none of the specified specialties or if no primary care service claims were found for the beneficiary.

We then classified facility NPIs into different types based on the information provided in their source files and the type
of bill code associated with their claims. Claims submitted in the Carrier file were classified as private provider office.
Claims submitted for outpatient services were further classified based on the type of bill code used: Rural Health Clinics
(RHCs), Federally Qualified Health Centers (FQHCs), Critical Access Hospitals (CAHs), and Prospective Payment System
hospitals (PPS).

Note that this method assigns a USC to beneficiaries; this may be different than who the beneficiary considers their USC.
For example, a beneficiary with one visit to a primary care provider would be assigned that provider as their USC,
regardless of whether this was a “usual” source of care. Likewise, a beneficiary who received no care in a year would
have no USC even if there was a provider they thought of as their “usual” source of care. Furthermore, note that a
beneficiary who exclusively uses the Emergency Department would not be assigned a USC.



RESULTS

Usual Source of Care of Rural Medicare FFS Beneficiaries

Figure 1 shows the percent of rural Medicare FFS beneficiaries by USC in 2021. Overall, 89.1 percent of beneficiaries had
a USC, and 10.9 percent did not have a USC. The USC of most beneficiaries was private provider office settings (55.2
percent), followed by RHCs (20.1 percent), FQHCs (7.1 percent), PPS hospitals (3.7 percent), and CAHs (3.0 percent).

Figure 1. Percent of Rural Medicare FFS Beneficiaries by Usual Source of Care in 2021
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6,535,668 3,607,261 1,313,848 464,369 243,224 197,666 709,300

*Appendix 1 shows the number of rural Medicare FFS beneficiaries by USC in 2021, and Appendix 2 shows the percent of rural
Medicare FFS beneficiaries by USC in 2021.



Usual Source of Care and Rural Medicare Beneficiary Demographics

Figure 2a shows the percent of rural Medicare FFS beneficiaries by USC and sex in 2021. A higher percentage of female
beneficiaries (57.0 percent) had private provider offices as a USC in comparison with male beneficiaries (53.2 percent).
In contrast, a higher percentage of male beneficiaries had no USC (14.8 percent) in comparison with female beneficiaries
(7.4 percent).

Figure 2b shows the percent of rural Medicare FFS beneficiaries by USC and age group in 2021. A higher percentage of
beneficiaries ages 65-74 (55.0 percent), 75-84 (58.3 percent), and 285 (57.5 percent) used private provider offices as
their USC compared with beneficiaries ages 18—64 (47.2 percent), who typically qualify for Medicare due to disability,
ALS, or ESRD. In contrast, a higher percentage of 18-64 year-old beneficiaries had a FQHC (12.1 percent) as a USC in
comparison with 65-74 (6.8 percent), 75-84 (6.0 percent), and >85 (5.4 percent) year-old beneficiaries.

Figure 2. Percent of Rural Medicare FFS Beneficiaries by Usual Source of Care and Beneficiary Demographics in 2021
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Appendix 1 shows the number of rural Medicare FFS beneficiaries by USC and demographics in 2021, and Appendix 2
shows the percent of rural Medicare FFS beneficiaries by USC and demographics in 2021. Other beneficiary demographic
findings from the Appendices include:

e In comparison with other Medicare entitlement groups, beneficiaries under age 65 who qualify based on disability,
ALS, or ESRD had a lower percentage of private provider offices, a higher percentage of FQHCs as a USC, and a
higher percentage of beneficiaries with no USC.

e In comparison with beneficiaries who are not dually enrolled in Medicare and Medicaid, dual enrollees had a lower
percentage of private provider offices and a higher percentage of FQHCs as a USC.



Usual Source of Care and Rurality

Figure 3 shows the percent of rural Medicare FFS beneficiaries by USC and Rural-Urban Commuting Area (RUCA) groups
in 2021. A higher percentage of beneficiaries in large rural areas (64.3 percent) had private provider offices as a USC in
comparison with beneficiaries in small rural areas (47.7 percent) and isolated rural areas (42.4 percent). The chart shows
that RHCs as a USC increased with higher levels of rurality, from 13.2 percent in large rural areas to 28.3 percent in
isolated rural areas. FQHCs as a USC also increased with higher levels of rurality, from 6.1 percent in large rural areas to
9.5 percent in isolated rural areas.

Figure 3. Percent of Rural Medicare FFS Beneficiaries by Usual Source of Care and RUCA Group in 2021
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"Appendix 1 shows the number of rural Medicare FFS beneficiaries by USC and RUCA group in 2021, and Appendix 2 shows the
percent of rural Medicare FFS beneficiaries by USC and RUCA group in 2021.

5



Usual Source of Care and Census Region

Figure 4 shows the percent of rural Medicare FFS beneficiaries by USC and Census region in 2021. A higher percentage
of beneficiaries in the South (64.6 percent) and Northeast (60.7 percent) had private provider offices as a USC in
comparison with beneficiaries in the Midwest (48.1 percent) and West (45.8 percent). In contrast, a higher percentage
of beneficiaries in the Midwest (28.3 percent) and West (20.9 percent) had an RHC as a USC in comparison with the
South (16.0 percent) and Northeast (8.3 percent). A higher percentage of beneficiaries in the Northeast (10.9 percent)
and West (10.5 percent) had an FQHC as a USC in comparison with the South (6.5 percent) and West (4.5 percent). A
higher percentage of beneficiaries in the West (14.5 percent) had no USC in comparison with beneficiaries in the
Northeast (10.8 percent), South (9.8 percent), and Midwest (9.8 percent).

Figure 4. Percent of Rural Medicare FFS Beneficiaries by Usual Source of Care and Census Region in 2021
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DISCUSSION

Most rural Medicare beneficiaries used private provider offices as their USC, followed by RHCs, FQHCs, PPS hospitals,
and CAHs. This finding is consistent with a previous study that found most Medicare FFS beneficiaries consider a private
doctor’s office or doctor’s clinic as their primary source of care.®® This preference for private provider office settings
suggests that they could be a more accessible and convenient primary care source for many beneficiaries. Their
widespread availability and established patient-provider relationships likely contribute to their popularity, especially
during challenging times such as the COVID-19 pandemic.

RHCs were the second most common USC of rural beneficiaries, possibly due to proximity to rural communities,
acceptance of walk-in appointments, accommodation of language interpretation needs, and other factors contributing
to their accessibility.!* Additionally, RHCs may have sliding-fee scales that ensure health care affordability.'

"Appendix 1 shows the number of rural Medicare FFS beneficiaries by USC and census region in 2021, and Appendix 2 shows the
percent of rural Medicare FFS beneficiaries by USC and census region in 2021
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Males and beneficiaries under 65 qualifying due to disability were more likely to lack a USC. This study found that a
higher percentage of male beneficiaries (14.8 percent) compared to female beneficiaries (7.4 percent) had no USC.
These findings are similar to other study reports showing a higher percentage of males than females lack a USC. The
National Center for Health Statistics reports that in 2023, 84.4 percent of adult males and 90.7 percent of adult females
had a usual source of care.'® Another study of Emergency Department patients found that in 2022, 87 percent of women
compared to 77 percent of insured men aged 18-64 reported having a usual source of care.'” Other studies suggest that
men may be less likely to have a USC for a number of reasons, including: fear, avoidance, discomfort;*® societal stigma,
judgment by others;® mistrust of the medical profession;?° less likely to prioritize self-care;?! and men are more likely to
visit a general practitioner later in the course of a condition compared to women.?

Research also suggests Medicare beneficiaries with disabilities, typically those under age 65 who qualify due to
disabilities, might lack a USC for several reasons: many have complex health needs and multiple chronic conditions,
which can make it challenging to find consistent care; those with lower incomes or without supplemental coverage may
face financial barriers that prevent them from accessing regular care; many rural areas have a shortage of providers,
making it difficult for beneficiaries who are disabled to find a regular doctor; and navigating the health care system can
be particularly difficult for those with disabilities, leading to gaps in care.?

Some studies have also noted that individuals with disabilities may encounter ableist attitudes and a lack of
understanding of disability realities among some primary care providers,??> which can discourage them from seeking
consistent care. Some people with disabilities may visit specialists so frequently that these providers effectively serve as
both primary care and specialist providers. The physical and mental effort required to visit a provider, along with the
potential income loss,? can also deter individuals with disabilities from maintaining a regular source of care. Finally,
after the COVID-19 pandemic, shifting policies around mask requirements in many health care settings may have made
some people with disabilities apprehensive about exposure to unmasked individuals in care settings,?’ further reducing
their likelihood of having a USC.

Rural Medicare FFS beneficiaries using private provider offices were predominantly from large rural areas, while
isolated rural areas showed a larger proportion lacking a USC. A higher percentage of rural Medicare FFS beneficiaries
who visit private provider office settings are from large rural areas, which could indicate greater availability of offices.
Additionally, large rural areas are more connected to nearby urban clusters,?® suggesting that beneficiaries in these
areas may experience better health care access due to higher provider density?® and proximity to health care facilities,*°
compared to people in more remote areas.

In isolated rural areas, a higher percentage of rural Medicare FFS beneficiaries had RHCs as their USC, and a higher
percentage had no USC. A higher percentage of rural Medicare FFS beneficiaries in isolated rural areas rely on RHCs as
their USC due to limited availability of private providers and specialists, as well as proximity of RHCs to underserved
areas.’ For isolated rural areas, RHCs offer lower-cost, comprehensive primary care services and are a vital health care
resource. A larger percentage of those with no USC are from isolated rural areas. Many isolated rural areas are far from
health care facilities, making it difficult for residents to access care quickly, especially in emergencies. There are fewer
health care providers in isolated rural areas, which can lead to longer wait times and travel distances for patients. Rural
residents may have lower incomes and less access to health insurance, making it harder to afford care. Limited public
transportation options can also make it difficult for residents in isolated rural areas to travel to health care facilities.3!

The South had a higher prevalence of rural beneficiaries using private provider office settings, the Midwest favored
RHCs, and the West had the highest number of rural beneficiaries without a USC. These findings may be influenced by
factors such as distribution of health care facilities, patient preferences, and population movement in recent years.>?
Beneficiaries in the Midwest, where a relatively larger percentage of the population resides in rural areas, tended to use
RHCs, which may be partly due to the higher number of RHCs available in the region.?®* The West region had the highest
percentage of beneficiaries without a USC, possibly due to several factors unique to rural communities in the area, such
as a higher poverty rates, remote locations contributing to challenges in accessing care,3 and a higher prevalence of
health professional shortage areas.>”

Our study highlights key patterns in 2021 health care utilization of rural Medicare FFS beneficiaries. The COVID-19
pandemic may also have influenced USCs for rural Medicare FFS beneficiaries by disrupting care, including causing clinic



closures and reducing in-person visits. In a separate comparative study, we examine this issue by analyzing changes in
USCs before and after the pandemic.?® Understanding these impacts is essential for shaping responsive policies and
interventions that address existing disparities and guide future health care strategies.

LIMITATIONS

This study is limited to Medicare FFS (Part A and Part B) beneficiaries, who comprise about half of all Medicare
beneficiaries.3” The exclusion of Medicare Advantage enrollees is due to differences in coverage benefits and utilization
patterns between the two groups. Medicare Advantage enrollees may have different health care experiences and
utilization compared to those with traditional Medicare, which could influence their USC.3® Moreover, the study
excluded the Emergency Department (ED) from USC and did not account for other types of care such as Indian Health
Service (IHS) and Veterans Affairs (VA) care.
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APPENDICES

APPENDIX 1. Number of Rural Medicare FFS Beneficiaries by Usual Source of Care and Demographics in 2021

Demographic Total Pg)f\;ii::r RHC FQHC n CAH No USC

All FFS beneficiaries 6,535,668 3,607,261 1,313,848 464,369 243,224 197,666 709,300
Sex

Female 3,485,269 1,984,870 742,334 258,124 133,033 107,861 259,047

Male 3,050,399 1,622,391 571,514 206,245 110,191 89,805 450,253
Age Group

18-64 857,653 404,940 166,150 103,390 33,200 22,676 127,297

65-74 3,090,595 1,699,594 591,577 210,651 112,561 91,309 384,903

75-84 1,875,333 1,093,187 391,436 111,915 73,502 58,736 146,557

>85 712,087 409,540 164,685 38,413 23,961 24,945 50,543
Current Entitlement

Age 5,677,149 3,201,880 1,147,571 360,931 209,961 174,968 581,838

Disability 847,833 399,835 164,591 102,469 32,037 22,413 126,488

ESRD 7,274 3,791 1,065 646 825 189 758

Disability and ESRD 3,412 1,755 621 323 401 96 216
Dually Enrolled Status

Non-Dual 5,473,861 3,116,478 1,076,686 316,112 205,239 168,917 590,429

Dual 1,061,807 490,783 237,162 148,257 37,985 28,749 118,871

Region

South 2,498,026 1,613,188 399,254 162,662 62,862 14,178 245,882

Midwest 2,070,054 994,935 585,555 92,973 100,582 93,754 202,255

West 1,309,848 599,739 274,328 137,003 47,747 60,911 190,120

Northeast 656,742 398,806 54,667 71,665 32,019 28,818 70,767
RUCA 2010

Large rural (RUCA 4-6) 3,367,567 2,166,533 443,894 206,366 142,672 47,483 360,619

Small rural (RUCA 7-9) 1,825,005 871,055 490,111 130,751 53,720 84,598 194,770

Isolated rural (RUCA 10) 1,343,096 569,673 379,843 127,252 46,832 65,585 153,911
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APPENDIX 2. Percent of Rural Medicare FFS Beneficiaries by Usual Source of Care and Demographics in 2021

Provider
D hi Total
emographic ota Office RHC FQHC n CAH No USC

All FFS beneficiaries 6,535,668 55.19% 20.10% 7.11% 3.72% 3.02% 10.85%
Sex
Female 3,485,269 56.95% 21.30% 7.41% 3.82% 3.09% 7.43%
Male 3,050,399 53.19% 18.74% 6.76% 3.61% 2.94% 14.76%
Age Group
18-64 857,653 47.21% 19.37% 12.05% 3.87% 2.64% 14.84%
65-74 3,090,595 54.99% 19.14% 6.82% 3.64% 2.95% 12.45%
75-84 1,875,333 58.29% 20.87% 5.97% 3.92% 3.13% 7.81%
>85 712,087 57.51% 23.13% 5.39% 3.36% 3.50% 7.10%
Current Entitlement
Age 5,677,149 56.40% 20.21% 6.36% 3.70% 3.08% 10.25%
Disability 847,833 47.16% 19.41% 12.09% 3.78% 2.64% 14.92%
ESRD 7,274 52.12% 14.64% 8.88% 11.34% 2.60% 10.42%
Disability and ESRD 3,412 51.44% 18.20% 9.47% 11.75% 2.81% 6.33%
Dually Enrolled Status
Non-Dual 5,473,861 56.93% 19.67% 5.77% 3.75% 3.09% 10.79%
Dual 1,061,807 46.22% 22.34% 13.96% 3.58% 2.71% 11.20%
Region
South 2,498,026 64.58% 15.98% 6.51% 2.52% 0.57% 9.84%
Midwest 2,070,054 48.06% 28.29% 4.49% 4.86% 4.53% 9.77%
West 1,309,848 45.79% 20.94% 10.46% 3.65% 4.65% 14.51%
Northeast 656,742 60.72% 8.32% 10.91% 4.88% 4.39% 10.78%
RUCA 2010
Large rural (RUCA 4-6) 3,367,567 64.34% 13.18% 6.13% 4.24% 1.41% 10.71%
Small rural (RUCA 7-9) 1,825,005 47.73% 26.86% 7.16% 2.94% 4.64% 10.67%
Isolated rural (RUCA10) 1,343,096 42.41% 28.28% 9.47% 3.49% 4.88%  11.46%
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