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Summary

Congress has maintained a long-standing interest in improving the health status of rural populations, particularly through increasing access to health services and health workforce training. Federal regional commissions and authorities (FRCAs) are state-federal partnerships that use congressionally-provided appropriations for economic development grants and related activities. FRCAs tend to be rural relative to the overall United States' population. There are eleven FRCAs (see map below); as of the date of publication, six are active.

FRCAs have used a range of program authorities to help economically distressed regions to address health-related concerns. For instance, FRCAs can provide grants for health care facility development, health care workforce development, substance use disorder treatment, and health care business technical assistance. In addition, some FRCAs oversee health advisory councils and J-1 visa waivers for foreign physicians who provide medical services in communities with shortages of health providers. Under P.L. 118-272, enacted in FY2025, Congress expanded FRCA authorities, including authorities for health care demonstration projects. In recent years, Congress has directed other federal agencies to partner with or provide funding to FRCAs for various health care initiatives.







	Regions of the Federal Regional Commissions and Authorities (FRCAs)

(by county, parish, or borough)




	



	Source: CRS analysis of authorizing commission and authorities legislation and Esri Data and Maps.

Notes: There are no FRCAs in Hawaii. The Northwest Regional Commission is not included in the map above. P.L. 119-74 provided funding for this commission in Washington, Oregon, Idaho, and Montana, but did not provide further geographic information.






Efforts to improve individual and community health outcomes and expand health care access may align with a region's economic development objectives. Health care facilities and related businesses are often employers and may be a region's largest source of jobs. They may also contribute to state and local economic development through their direct and indirect spending and may induce other jobs in their regions. Health resources and health care institutions also contribute to public health, and are amenities that workers and businesses may consider in their location and investment decisions.

FRCAs use community-driven approaches, convene cross-sector partnerships, and are statutorily authorized to facilitate projects informed by state and local priorities, some of which may also address individual and community health. For instance, FRCAs may support workforce development efforts, which are often designed to enhance regional employment opportunities, and employment is generally correlated with improved individual and community health. Employment is associated with lower mortality in certain circumstances and conditions, and employment may also affect the health of the larger community because of the relationship between employment opportunities, insurance status, health care access, and the financial viability of health providers. FRCAs may also provide a regionally-oriented framework for addressing certain factors that contribute to health. Health care funding often flows to states, but individuals may access health care in ways that cross state boundaries. FRCAs, most of which have multistate regions, may be able to work on the complicated issue of health care access using their experience in administering regional, multistate projects and collaborating with multiple levels of government entities, including regional development organizations.

Congress may wish to evaluate how FRCAs' health-related programs are implemented and how they may further the FRCAs' and FRCA members' economic development goals. Congress may also wish to evaluate whether these programs may serve as a way to expand the reach of federal funding in different or complementary ways or if there are areas of overlapping activity. Congress may consider options to change, integrate, or otherwise coordinate FRCAs' health-related activities with other federal funding programs. Recognizing the role of state and local decisions in health outcomes, policymakers could direct FRCAs to administer economic development programs that are tailored to specific health challenges or opportunities while continuing to integrate state and local input and priorities. Should Congress be supportive of expanded FRCA roles, Congress may wish to build on the existing state and local partnerships that are central to the FRCAs' structural, governance, and operational framework. Finally, Congress may wish to evaluate existing FRCA health activities and their partnerships with other federal, regional, state, and local entities.











Introduction

Policymakers have linked health and economic development for decades (see textbox on "ARC's Health Demonstration Health Projects"). Efforts to improve health outcomes and expand health care access often align with economic development objectives for several reasons.1 Resilient regional economies—with economic development and employment opportunities—are increasingly viewed as complementary to individual and community health. Social and economic policies, including economic development efforts (e.g., entrepreneurship, workforce training), are often designed to address certain factors, employment opportunities, and living conditions that—along with other determinants—contribute to individual and community health. Such factors are referred to broadly as social determinants of health (i.e., the conditions in which people are born, grow, work, live, worship, and age) and are separate from medical interventions that tend to occur in a clinical setting.2 Individual health is also generally correlated with socioeconomic status; higher income and wealth levels are associated with greater life expectancy and improved health outcomes.3

Health care, as an industry, may also drive economic development. Health care facilities and related businesses are employers and may be a community's largest source of jobs.4 They may also contribute to state and local economic development through their direct and indirect spending and may induce other jobs in their regions. Additionally, for-profit (investor-owned) hospitals may provide regional revenue by paying state and local taxes.5 Nonprofit hospitals are required to meet a "community benefit" standard to qualify for tax exemptions; these include community building activities that are designed to improve the health of the population that the hospital serves.6 In addition to jobs, revenue, and other economic impacts, health resources and health care institutions contribute to public health, and—as amenities—contribute to an area's quality of place. Workers, retirees, and businesses generally consider proximity to and quality of amenities in location decisions.7 In some regions, health care institutions also lead or facilitate community development, education, and innovation roles and provide telehealth and other services.8

For decades, Congress has authorized federal regional commissions and authorities (FRCAs) to address economic and social disparities in designated regions of the United States. FRCAs are quasi-governmental partnerships between the federal government and the constituent state or states of the given authority or commission. FRCAs are federally chartered, receive congressional appropriations for their administration and activities, and include an appointed federal representative.9 FRCAs may award grants to further their economic goals. In addition to grant-making activities, FRCAs may partner with federal agencies on targeted health initiatives, convene public and private sector stakeholders, serve as Interested Government Agencies for J-1 visa waivers for physician recruitment (see "J-1 Visa Waiver Program for Physician Recruitment"), and coordinate research on health or health care challenges and opportunities (e.g., access to health care, workforce training).

Most FRCA regions also face health and health care challenges, which may impact economic development, health outcomes, and business location decisions in their regions.10 Generally speaking for most FRCAs, over a third of the population lives in rural areas, exceeding the national average of 20% (see Appendix A). Federal policies have long recognized the health challenges that rural areas face—through targeted grants and technical assistance supported by the Federal Office of Rural Health Policy and through payments in federal health programs that target rural hospitals, among other efforts.11

This report summarizes research on the relationships between economic development and health as context for discussing health and health care programs facilitated by federal economic development policy—with an emphasis on the six active FRCAs. FRCAs address economic development as well as health and health care priorities as key components of their overall missions to improve the economic conditions of the areas they serve. As such, Congress may consider examining, changing, or expanding the role of FRCAs in advancing health and health care objectives. It may also consider how FRCA activities complement or duplicate existing efforts undertaken by the Department of Health and Human Services (HHS), which is the lead federal health agency. This report considers some of the possible advantages of strong population health and health care resources on regional economic development, as well as the impacts of health care shortages and health-related challenges in place-making, workforce development, and business attraction. Congress may consider the federal role in addressing these challenges, as well as the value of a community- or state-led approach. This report summarizes research and program evaluations carried out by epidemiologists, health economists, social scientists, and policy analysts, where available. There is a vast literature on these topics and this report's review is not exhaustive. Appendix B provides additional sources that CRS consulted when developing its analysis.

This report focuses on the health-related initiatives carried out by place-based economic development entities and does not cover general economic policies, though these too may benefit an individual's health.12 This report does not provide a comprehensive analysis of socioeconomic disparities, health care workforce shortages, or rural hospital closures in FRCA regions.13



Why Health Is Considered a Regional Economic Development Issue

Health is multidimensional. Broadly, community and individual health conditions are linked with—and affected by—economic conditions and opportunities in a particular place.14 Also, economic development policies are often place-based and focused on improving economic mobility, employment opportunities, conditions for private investment, as well as the quality of services and amenities in a specific place or region.15 Place-based economic development considerations include, among other things, a community's health resources, human capital, and health care employers and workforce, as well as its overall population health.16 For instance, positive community health indicators are generally associated with strong regional economic conditions and vice versa.17 Elevated mortality rates of certain conditions such as substance use disorder are associated with areas experiencing economic distress, including certain FRCA regions.18 Economic development policies to expand employment opportunities, for example, may align with health policies because employment is correlated with positive individual- and community-level health outcomes.19 It is important to consider that, while certain aspects of a community's economic and population-level health are intertwined, the relationships are multifaceted, and effects vary by population, location, context, and other factors.20

Just as community  health outcomes are impacted by many factors, multiple non-medical factors also affect individual  health. Certain economic and social factors may influence individual health including health behaviors, socioeconomic factors, and physical and environmental conditions.21 Some of these factors may be referred to as social determinants of health (see text box).








	Social Determinants of Health

Factors that affect individual and population health are known as determinants of health. Determinants of individual health are varied and multifaceted. The U.S. Department of Health and Human Services (HHS) defines social determinants of health (SDOH), as "the conditions in which people are born, grow, live, work and age, and people's access to power, money and resources." When weighing all of the factors that may impact an individual's health, HHS has found that the SDOH contribute approximately 50% to health outcomes. These determinants include factors "such as housing, food and nutrition, transportation, social and economic mobility, education, and environmental conditions." In addition to clinical care and SDOH, other factors that contribute to health outcomes include genetics and health behaviors.

Sources:  CRS Infographic IG10083, Public Health Prevention and the Determinants of Health, by Johnathan H. Duff et al.; Centers for Disease Control (CDC), "Social Determinants of Health (SDOH)," https://www.cdc.gov/about/priorities/why-is-addressing-sdoh-important.html; U.S. Department of Health and Human Services (HHS), "Social Determinants of Health," https://odphp.health.gov/healthypeople/priority-areas/social-determinants-health; and Amelia Whitman et al., "Addressing Social Determinants of Health: Examples of Successful Evidence-Based Strategies and Current Federal Efforts," 2022, p. 2, https://aspe.hhs.gov/reports/sdoh-evidence-review. 








The cumulative impact of living in places with limited financial and educational resources or under persistent poverty conditions is linked to health in complex ways. Economic Research Service researchers have observed that, "the cumulative effect of being poor may lead to poor health, limited education, and other negative outcomes."22 An HHS summary of the literature on poverty notes that

Unmet social needs, environmental factors, and barriers to accessing health care contribute to worse health outcomes for people with lower incomes. For example, people with limited finances may have more difficulty obtaining health insurance or paying for expensive procedures and medications. In addition, neighborhood factors, such as limited access to healthy foods and higher instances of violence, can affect health by influencing health behaviors and stress.23

The following sections summarize select health-related opportunities and challenges and how they may be linked with regional economic development and growth. They also provide context for FRCA investments in health. Additional information on FRCAs is provided later in the report. The challenges and opportunities discussed below do not uniformly apply to all FRCA regions, but are generally relevant to many of the FRCAs' economic development priorities and activities, and particularly for rural areas in FRCA regions (see Appendix A).


Employment and Health

Employment and health are linked.24 For instance, employment is associated with lower mortality in certain circumstances and conditions.25 Unemployment is generally correlated with negative health consequences, particularly for mental health.26 Authors of a 2018 review of research found that, rather than a bidirectional causal relationship (i.e., employment causes improved health and vice versa), the relationships between employment and health are correlational and complex and depend on social contexts, such as the nature of jobs that workers occupy.27

Employment and health are often directly linked because jobs provide income and other benefits that support health.28 Depending on the rate of compensation, having a job enables individuals to pay for housing, food, and health care, which contribute to health. Jobs may provide benefits such as health insurance. They may also provide other benefits such as retirement funding and paid leave, which may also facilitate health and well-being. Jobs may also be a source of structure, social connection, and meaning, which benefit individual health.29 The nature and quality of the job may affect how employment influences individual health. Certain jobs with low security, high stress, or long hours may negatively impact health.30

One of the mechanisms through which employment may affect health is through health insurance coverage. The predominant method of health insurance coverage in the United States is employer-sponsored insurance.31 Thus employment status is directly linked to the ability to access health services as some health providers require health insurance as a condition of seeing a patient. Being uninsured generally reduces access to care and increases out of pocket costs for care.32 Individuals with concerns about cost may be less likely to seek necessary care.33 General access to health care in a given geographic area may also be influenced by the insurance coverage of the population of that area. In general, a medical facility's payer mix—its percentage of patients with private health insurance—affect the facility's financial health.34 Facilities that serve more people with private health insurance and fewer people who are uninsured are less likely to experience financial distress, and financial distress is associated with health facility closures.35 Thus, employment generally both improves individual health, but may also affect the health of the larger community because of the relationship between employment, insurance status, health care access, and the financial viability of health providers.

Health also affects employment and is correlated with income levels. Physical and mental health conditions impact individuals' ability to learn and work, which, in turn, affects their productivity, earnings, and quality of life. When individuals are healthy, they are generally able to obtain and keep jobs.36 When individuals are in poor health, they have a higher risk of job loss or unemployment.37 At the aggregate level, when workers are healthy, they are also able to be productive and thereby contribute to gross domestic product (GDP).38 In the United States, higher incomes are correlated with longer life expectancy.39 In a 2016 study researchers analyzed 1.4 billion tax records for individuals for every year from 1999 through 2014 and observed that longer life expectancies were generally associated with higher income levels.40

Relationships between education and individual health are also multifaceted. A considerable body of research has identified the relationship between health and education. However, researchers do not have a single theory or explanation for the relationships between education and health. Numerous studies point to the overall positive impact that education has on individual health outcomes. Adults with higher levels of education generally have better health.41 Education that leads to better jobs and higher income is one of several likely pathways that contribute to improved health. In other words, greater educational attainment may improve individual economic outcomes, which may, in turn, improve health through better access to health services,42 better access to healthy food, among other benefits.43



Health Care Industry Employment

Health care and health-related businesses and institutions can be a major source of employment and may generate other beneficial economic activity in certain regions.  Health care employment is often considered in regional economic development strategies for several reasons: (1) the industry's often high share of overall employment; (2) the industry's growth trend and resilience; and (3) the nature of health care wages, which tend to be higher than average than other industries.

For several decades, health care has been one of largest industries in the United States.44 Beginning in 2009, employment in health care surpassed employment in manufacturing, and in 2018, employment in health care surpassed employment in retail (see Figure 1).45







	Figure 1. U.S. Employment by Selected Industry, 1990-2025




	



	Source: CRS with data from the following U.S. Bureau of Labor Statistics (BLS) Current Employment Statistics (CES) data series IDs: CES2000000001 (construction), CES6562000101 (health services), CES7000000001 (leisure, hospitality), CES3000000001 (manufacturing), CES6000000001 (professional and business services), and CES4200000001 (retail). Retrieved February 20, 2026, from https://data.bls.gov/PDQWeb/ce.

Notes: Data are seasonally adjusted. Each line corresponds to a major industry, by North American Industry Classification System (NAICS) industry codes. This figure displays Health Services (NAICS 62 [621, 622, 623]) and does not include Social Assistance (NAICS 624). For additional information about NAICS 62, see https://www.bls.gov/iag/tgs/iag62.htm. Periods of economic recession are shaded in gray.






Health care employment is also an important share of all employment in rural areas.46 Since 2001, health care and social assistance has been one of the top four industries in rural areas in terms of employment.47 In addition, a Federal Reserve analysis noted that health care is one of the industries with the most significant employment gains in nonmetro areas in recent years.48

Health care jobs appear to be resilient to economic downturns. Analysts observe that health sector jobs—with some exceptions—are typically "recession-proof" because many health services, unlike other purchases, cannot be delayed. 49

Lastly, jobs in the health care industry generally have wages that are higher than the median annual wages for jobs in other industries.50 Health care workers include a wide range of positions and training requirements. While median wages for health care practitioners and technical occupations (e.g., dental hygienists, physicians and surgeons, registered nurses) are generally higher than the national median wage, median wages are lower than the national median wage for health care support occupations (e.g., home health and personal care aides, medical transcriptionists, and occupational therapy assistants).51



Health Care Spending and Regional Economic Effects

Health care spending is a significant and growing portion of U.S. gross domestic product (GDP).52 At the subnational level, health care spending is often an important economic factor in local and regional economies where health care businesses contribute to direct, indirect, and induced economic impacts (see Figure 2). Direct impacts include wages (employment) and operations expenses. The indirect impacts include business spending on local suppliers' goods and services, which may spin off additional jobs. Induced impacts occur when workers (and their households) spend money in the region.53




	Figure 2. Economic Impacts Associated with Health Care Spending




	



	Source: CRS. Figure based on examples of economic impact analysis provided in Federal Reserve Bank of Philadelphia, Rural Economic Development Summit: Health Ecosystems and Workforce Pipelines  (presentation), June 3, 2025, https://www.philadelphiafed.org/calendar-of-events/rural-economic-development-summit-health-ecosystems-and-workforce-pipelines; Patrick T. Harker et al., "Anchor Impact: Understanding the Role of Higher Education and Hospitals in Regional Economies," Federal Reserve Bank of Philadelphia, September 2022, https://www.philadelphiafed.org/-/media/FRBP/Assets/Community-Development/Reports/anchor-economy-report-92022.pdf; and Patricia Oslund et al., "The Importance of the Health Care Sector to the Barber County Economy," Institute for Policy & Social Research, University of Kansas, May 2025.






Direct, indirect, and induced economic impacts, when present, vary by geography (e.g., location, degree of economic distress and/or rurality), type of businesses (e.g., inpatient facilities, outpatient facilities), and other factors and considerations, which may affect the degree or scale of their impacts.54








	Anchor Institutions: Eds and Meds

In many regions, health care facilities, along with educational institutions ("eds and meds"), are considered key drivers of regional economic activity. Eds and meds are referred to as anchor institutions due to their direct impacts on local and regional economies as employers and purchasers of goods and services. Anchor institutions may provide indirect and induced effects when other companies do business with the institutions and when employees spend earnings.

There are risks to having a regional economy that is primarily focused on health care—or on any other singular industry. Analysts note that potential economic and community benefits associated with anchor institutions may be impacted by disruptions caused by pandemics (e.g., COVID-19), technology (e.g., telehealth), demographic shifts (e.g., declining populations), or public policy changes (e.g., insurance coverage). These changes are relevant to regions with eds and meds as anchor institutions because the business practices of these entities often involve a significant volume of transfer payments from the government and/or insurance industry. Policy changes that seek to constrain health care spending may be particularly challenging to areas with health care anchor institutions. For example, some hospitals are planning to reduce or cut services because of concerns about reductions in federal health payments included in the FY2025 Reconciliation Law (P.L. 119-21).

Sources; Andrew Cass, "32 Hospitals Closing Departments or Ending Services," May 1, 2026, Becker's Hospital Review, https://www.beckershospitalreview.com/finance/32-hospitals-closing-departments-or-ending-services; Patrick T. Harker et al. "Anchor Impact: Understanding the Role of Higher Education and Hospitals in Regional Economies," Federal Reserve Bank of Philadelphia, September 2022, p.3, https://www.philadelphiafed.org/-/media/FRBP/Assets/Community-Development/Reports/anchor-economy-report-92022.pdf; and CRS Report R48633, Health Provisions in P.L. 119-21, the FY2025 Reconciliation Law, coordinated by Alison Mitchell.










Talent Attraction, Human Capital, and Place-Making

Strong regional economies feature amenities that help attract and retain businesses, workers, and residents.55 For certain businesses, locating their facilities in areas with access to health care amenities may help recruit and retain employees.56 Businesses generally benefit from lower costs and higher productivity by having a healthy workforce.57 The quality of health care services and the proximity to health care facilities also factor into worker and retiree location decisions—including remote workers' location decisions.58 The effects of community health and health care resources on in-migration (i.e., people relocating to the area) appear to correlate in reverse as well. Regions experiencing high rates of economic distress and diseases of despair, including opioid and substance use disorders (SUD), may have health and health care challenges that limit private investment, economic development, and growth.59

In addition to targeted strategies to attract human capital, economic development practitioners increasingly focus on place-making strategies designed to enhance an area's suite of public and private amenities, which, in turn, contribute to an overall enhanced quality of place.60 In doing so, economic developers emphasize "attracting and retaining people," rather than—or in addition to—focusing solely on attracting and retaining businesses and private investment.61 According to this perspective, factors that contribute to an area's quality of place may include healthy individuals, health care access, various amenities, and resilient regional economies—which are mutually reinforcing.62 Creating quality places may attract businesses, which may increase an area's tax base and population. A community with residents with insurance coverage may be better positioned to support health care businesses. Stakeholder groups have identified a similar relationship between health care industry and economic development in certain communities—noting the reliance of financially sustainable health care systems on the "overarching economic prosperity and revitalization of rural communities."63



Negative Impacts of Certain Health Care Challenges

The preceding sections of this report have discussed the ways that health care and related services may contribute to a region's economy. The inverse may also be true in certain communities and circumstances, where a lack of health care access and the loss of health care providers (particularly hospitals) can have broader impacts on where people and businesses choose to locate.64

Health care shortages are particularly acute in rural areas with low population densities that lack primary and specialty providers.65 The Health Resources and Services Administration (HRSA) classifies areas as Health Professional Shortage Areas (HPSAs) annually, with areas reevaluated every three years. HPSAs are geographic areas, populations, or facilities with a shortage of primary, dental, or mental health care providers.66 As of March 31, 2026, over 101 million people (approximately 30% of the U.S. population) reside in primary care HPSAs, and approximately 62% of primary care HPSAs are in rural areas.67 The Delta Regional Authority (DRA) reports that approximately 91% of its counties are HPSAs, and a map of HPSAs by FRCA regions suggests a concentration of these areas in the Delta region (see Figure 3).68 Living in areas with low access to care means greater travel times to access health services and delayed or foregone care, which can worsen existing health conditions.69







	Figure 3. Health Care Provider Shortage Areas, by FRCA Region




	



	Source:  CRS analysis of HPSA data obtained from the Health Resources and Services Administration (HRSA) Data Warehouse, Shortage Area files obtained at https://data.hrsa.gov/data/download.

Notes: HRSA requires that individuals who receive a scholarship from the National Health Service Corps program to fulfill their requirement to provide health services in a HPSA of greatest need. HRSA annually designates the HPSA scores considered to be greatest need. For 2026, for primary care that score was 21 or above. To examine the overlap between HPSAs and FRCA areas, CRS examined HPSAs that exceeded a score of 21 in 2026. See HRSA, "Review Site HPSA Score and Job Search Requirement for NHSC Scholars," https://nhsc.hrsa.gov/scholarships/requirements-compliance/jobs-and-site-search.

There are no FRCAs in Hawaii. The Northwest Regional Commission is not included in this map. P.L. 119-74 provided appropriations for "expenses necessary to establish a Northwest Regional Commission located in Washington, Oregon, Idaho, and Montana."






One related challenge that distressed areas may face is the closure of health facilities—particularly hospitals and sole hospitals in rural areas.70 These closures—and the health policy strategies to avert closure—often tie closely to regional economic development strategies.71 Such health and economic development interests may overlap for several reasons. Hospital closures may affect access to health care and certain health outcomes,72 and may also affect worker and business location decisions.73 As noted, hospitals provide jobs and have other economic impacts (see Figure 2), and closures may decrease an area's number and quality of employment opportunities. Research findings vary as to whether, and to what extent, rural hospital closures impact a given region's long term economic growth and other measures.74 However, a 2024 summary of 21 studies on the impacts of rural hospital closures found that most of the studies reviewed reported negative economic outcomes related to income, population, poverty, and community economic growth.75 Stakeholder groups and analysts note that hospitals often have roles in community development, neighborhood revitalization, workforce training, innovation, telemedicine, and other aspects of regional economic development—particularly in rural areas—which may be impacted by hospital closures as well.76 Some researchers have suggested that focusing on broader community economic development conditions and opportunities could boost rural economies and thus potentially contribute to sustaining health care systems and facilities.77 




Overview of FRCAs

Since 1965, Congress has established various FRCAs to address instances of economic distress in geographically defined regions. FRCAs share similar structures and functions, but vary in terms of appropriations, programs, staff sizes, and service regions (see Figure 4).







	Figure 4. Regions of the Federal Regional Commissions and Authorities (FRCAs)

(by county, parish, or borough)




	



	Source: Compiled by CRS using the jurisdictional data in the authorizing legislation of the various commissions and authorities and Esri Data and Maps.

Note: There are no FRCAs in Hawaii. The Northwest Regional Commission is not included in the map above. P.L. 119-74 provided funding for a "Northwest Regional Commission located in Washington, Oregon, Idaho, and Montana" and did not identify specific sub-regions or counties within those states.






The authorized FRCAs are listed in Table 1. Six of the FRCAs are active as of the date of publication.78



Table 1. Statutory Citations for Operating Authorizations

(for active and inactive federal regional commissions and authorities [FRCAs])












	Commission or Authority

	Year Authorized

	Operating Authorization of the Commission or Authority

	FY2026 Appropriations

(P.L. 119-74)

(dollars in millions)




	Active FRCAs




	Appalachian Regional Commission (ARC)

	1965

	40 U.S.C. §14301

	$200.0




	Delta Regional Authority (DRA)

	2000

	7 U.S.C. §§2009aa-1 et seq.

	$32.0




	Denali Commission

	1998

	42 U.S.C. §3121 note

	$18.0




	Northern Border Regional Commission (NBRC)

	2008

	40 U.S.C. §§15301 et seq.

	$42.0




	Southwest Border Regional Commission (SBRC)

	2008

	40 U.S.C. §§15301 et seq.

	$5.5




	Southeast Crescent Regional Commission (SCRC)

	2008

	40 U.S.C. §§15301 et seq.

	$20.0




	Inactive FRCAs




	Great Lakes Authority (GLA)

	2022

	40 U.S.C. §§15301 et seq.

	$5.0




	Mid-Atlantic Regional Commission (MARC)

	2025

	40 U.S.C. §§15301 et seq.

	—




	Northern Great Plains Regional Authority (NGPRA)

	2002

	7 U.S.C. §§2009bb-1 et seq.

	—




	Northwest Regional Commission (NRC)

	2026

	40 U.S.C. §§15301 et seq. note*

	$1.0




	Southern New England Regional Commission (SNERC)

	2025

	40 U.S.C. §§15301 et seq.

	—







Source:  Compiled by CRS.

Notes:  The table lists citations for authorizing statutes for the FRCAs. For more information, see CRS Report RS20371, Overview of the Authorization-Appropriations Process, by Bill Heniff Jr.; and CRS Report R46497, Authorizations and the Appropriations Process, by James V. Saturno, which includes a section on "The Relationship of Appropriations to Authorizations." A dash in the FY2026 appropriations column ("—") indicates that no appropriation was provided.

* In FY2026, P.L. 119-74 provided funding "for expenses necessary to establish a Northwest Regional Commission located in Washington, Oregon, Idaho, and Montana," and noted that the funding "shall be used to carry out activities authorized for other regional Commissions by subtitle V of title 40, United States Code."





The FRCAs are quasi-governmental partnerships between the federal government and the constituent state or states of the given authority or commission. FRCAs are federally chartered, receive congressional appropriations for their administration and activities, and include an appointed federal representative in their respective leadership structures (the federal co-chair and his/her alternate, as applicable). FRCAs' state-federal partnership structure includes substantial input and efforts at the sub-state level, and represents a unique federal approach to economic development.

FRCAs use appropriations to provide economic development,79 infrastructure, workforce development, and energy reliability and security grants in their respective regions. As noted below, in recent years, in addition to annual appropriations for FRCA activities, Congress has directed several federal agencies to provide funding to support rural health and rural economic development activities in certain FRCA regions.80 In addition to grant programs, FRCAs also undertake various partnerships and initiatives unique to their regions' opportunities and challenges (e.g., leadership academies, health advisory councils).81 FRCA programs and strategic directions vary, but are generally designed to build economic resiliency or support economic restructuring in economically distressed regions.82

The President's FY2027 budget request proposed to terminate all but one (the ARC) of the FRCAs.83 FRCAs have been previously proposed for elimination in presidential budgets, but have continued to receive subsequent appropriations from Congress. For instance, in May 2025, the President's FY2026 budget request proposed closeout budgets for most of the FRCAs and the enacted FY2026 appropriations measure continued funding for FRCA programs and administrative expenses at 1% over FY2025 enacted levels.84

Eight of the authorized FRCAs received $1 million to $200 million each in annual appropriations in FY2026 for their various activities.85 For an overview of the commissions, including legislative and funding histories, see CRS Report R45997, Federal Regional Commissions and Authorities: Structural Features and Function, by Julie M. Lawhorn.



FRCAs' Health-Related Activities

In many FRCA regions, expanding health care access may also support economic development and growth by creating employment opportunities and other economic impacts (see Figure 2).86 Health and FRCA policies have been linked since the ARC's establishment (see text box).








	ARC's Health Demonstration Projects

The Appalachian Regional Development Act of 1965 (ARDA, P.L. 89-4), the Appalachian Regional Commission (ARC)'s authorizing legislation, established a demonstration health system program (i.e., Section 202 of ARDA) that focused on health center construction. A 1967 amendment to ARDA allowed funding to be used for operations as well. In a committee hearing in 1974, the federal co-chair of the ARC observed

When the Commission was formed and the statute enacted which created the Appalachian Commission in 1965, the Commission was directed to do something in the field of health because it was the feeling of the Congress that a full-scale economic development program could not be achieved in the absence of a healthy population. But there was little understanding about the direct relationship of health and economic development. And so one of the particular mandates of the Appalachian experiment was to investigate the extent to which there is such a relationship.

Since 1965, ARC's authority to administer demonstration health projects has been amended or expanded by Congress several times. In addition to the 1967 amendment to ARDA, a 1969 amendment extended the health program to include demonstration facilities for nutrition, child care, and occupational diseases (e.g., black lung). According to a history of the ARC, the House Committee on Public Works observed that the expansion of the health program in 1969 was "the greatest contribution of the Appalachian program in building institutions," and a 1986 study showed improvements in access to and number of doctors and medical staff in the ARC region. The projects contributed to improved access to health care as measured by the number of people who had a thirty minute drive to health care facilities in 332 of the ARC's 397 county region at the time. (ARC's region now covers 423 counties.) Critics of the early health programs, however, observed shortcomings in the implementation of the ARC's initial health programs. For instance, the demonstration program guidelines limited the type of health services provided, and "did not demonstrate any new approaches to medical care." Critics further noted that ARC-supported health services were insufficiently coordinated and lacked follow-up care. They also noted the slow implementation and alignment of the ARC black lung program, which may have impeded its effectiveness. Several laws have since amended Section 202 of ARDA (see 40 U.S.C. §14502).

Sources: The Appalachian Regional Development Act of 1965 (ARDA), P.L. 89-4; ARC, "Annual Report of the Appalachian Regional Commission for Fiscal Year 1968," 91st Cong., 1st sess., House Document No. 91-59 (U.S. Government Printing Office: Washington, DC, 1969);  U.S.  House of Representatives, Committee on Agriculture, "Federal Health Policies in Rural Areas, Part 1," October 1-3, 1974, 93rd Congress, 2nd sess.; David E. Whisnant, Modernizing the Mountaineer  (University of Tennessee Press, 1980), pp. 158-163; and Michael Bradshaw, in Appalachian Regional Commission: Twenty-Five Years of Government Policy (Lexington, KY: University Press of Kentucky, 1992), pp. 54, 96.








Several FRCAs have authorities, similar to that of the ARC, under which they can provide financial assistance for the development of health care facilities or related infrastructure; health care workforce training; and similar health-related activities that facilitate regional economic development and growth. Four FRCAs administer J-1 visa waiver programs (i.e., ARC, DRA, NBRC, SCRC), which provides visa waivers for physicians who are willing to provide medical services in distressed communities.

Recent FRCA grant programs and other health-related activities are highlighted in the subsections below.


Health in FRCA Strategic Plans and Investment Priorities

Most FRCAs' authorizing statutes require the development of region-wide plans and state-specific plans.

FRCAs develop regular strategic plans that outline key goals and grant priorities for the overall region.87 The plans generally cover five-year periods and include four to seven priorities that are established with input from state members. Some FRCAs' plans include priorities that focus on aspects of health or health care. For instance


	one of the six priorities in ARC's strategic plan is to "expand and strengthen community systems (education, health care, housing, childcare, and others) that help Appalachians obtain a job, stay on the job, and advance along a financially sustaining career pathway";88

	one of the Denali Commission's seven priorities is "other programs, such as sanitation, health facilities, housing, and broadband";89 and

	one of the SCRC's six priorities is to "improve health and support services access and outcomes."90



The FRCAs' state-specific plans reflect the member states' goals, objectives, and priorities, and inform implementation activities based on the specific conditions of a particular region.91 States may emphasize activities or industries, such as health care or infrastructure, in such plans. The state of South Carolina, for instance, included "Improve Health and Support Public Service Access and Outcomes" as one of its six goals for the 2023-2027 period.92



Examples of Health Related FRCA Grant Programs

FRCAs may also use grant programs to support health related activities such as health care facility development and equipment, workforce development, business technical assistance, and substance use disorder (SUD) treatment.

Since the establishment of the first FRCA in 1965 (i.e., ARC), policymakers have directed ARC—and authorized other FRCAs—to award grants to build and equip health care demonstration facilities.93 In 2022, for example, the ARC awarded a grant in eastern Kentucky to provide equipment for two long-term acute care hospitals.94 The other active FRCAs also assist with the development of health care demonstration facilities and equipment projects. The GLA, MARC, NBRC, SBRC, SCRC, and SNERC are statutorily authorized to provide economic and infrastructure grants—in addition to health demonstration projects—that fulfill a number of purposes, including "to provide assistance to severely economically distressed and underdeveloped areas of its region that lack financial resources for improving basic health care and other public services."95 In January 2026, the Denali Commission reported that it has contributed to over 175 village health clinics and two regional hospitals (see text box).96








	Rural Health Facility Construction and Environmental Health Grants:

Denali Commission Examples

Since it was established in 1998, the Denali Commission has provided grants to construct and equip rural health care facilities and to address environmental health concerns. The Denali Commission continues to partner with Alaska Native tribal communities, Native corporations, Native nonprofit entities, tribal governments, and other groups on a range of energy, infrastructure, and health projects.

The Denali Commission's statutory mission includes providing workforce and other economic development assistance to distressed rural regions in Alaska. In 1999, P.L. 106-113 amended the Denali Commission Act and established "demonstration health projects" as an authorized activity and authorized HHS to make grants to the commission to that effect. For approximately a decade thereafter, the Denali Commission co-funded the construction of rural primary care clinics, hospitals, behavioral health facilities, and rural emergency medical services. Examples include hospitals in Nome and Barrow.

In recent years, the Denali Commission has focused on energy and bulk fuel and village infrastructure protection programs—many of which address environmental health concerns pertaining to bulk fuel storage systems. The infrastructure and bulk fuel grants are designed to address threats to "health, safety, and energy security" and often involve partnerships with Alaska Native tribes, nonprofit Tribal health organizations, and federal agencies. In 2025, for example, the U.S. Environmental Protection Agency (EPA) transferred $100 million to the Denali Commission for bulk fuel facility improvements. The Denali Commission used the funding for a grant to the Alaska Native Tribal Health Consortium to assist ten rural communities with efforts to address environmental health and other concerns.

Sources: Denali Commission, "Other Programs," https://denali.gov/programs/other-programs/; "Energy," https://denali.gov/programs/energy/; "Programs," https://denali.gov/programs/energy/; "Energy & Bulk Fuel Program Fact Sheet," https://x11.6e7.myftpupload.com/wp-content/uploads/2022/01/Energy-Bulk-Fuel-Program-Fact-Sheet.pdf; and "Denali Commission Awards $100 Million to Address Urgent Fuel Infrastructure Needs in Rural Alaska," https://denali.gov/wp-content/uploads/2025/07/2025-07-17pressrelease_Final_v3.pdf.

Notes: The Denali Commission is required by law to create an annual work plan, which solicits project proposals, guides activities, and informs a five-year strategic plan. Although the Denali Commission has recently referred to them as "legacy programs," one of several allocations in the FY2023 Work Plan was for "Health Facilities."








FRCAs' grant programs may also support health care workforce development by funding projects designed to train physicians, nurses, dentists, counselors, or community health workers. These projects are often carried out in partnership with community colleges, workforce investment boards, and other partners. FRCAs may, for example, support state and local "grow your own" efforts designed to train rural residents with the goal of having health care professionals stay in rural areas.97 For instance, in 2025, DRA provided grants to fund a health care professional job training program in southern Alabama, a medical laboratory science program designed to address workforce challenges in medical laboratory sciences in south central Louisiana, and a medical coding and billing pre-apprenticeship project in southeast Missouri.98

Grants for capacity and business technical assistance may also support expanded health care access and employment objectives in FRCA regions. For example, in 2025, ARC provided grant funded technical assistance for under-resourced health care systems and providers across 66 counties in two states. According to ARC, "the project was designed to retain and create health care jobs—and facilitate the development of new payment approaches that both improve health outcomes and reduce costs for providers, patients, and communities."99  DRA, in collaboration with HHS, provided technical assistance to rural health providers throughout the region, which the DRA credits with supporting more than 73,000 jobs.100

Table 2 provides a summary of FRCA grants for health and health care strategies and project examples, and additional examples of grants for SUD are in the section on "Addressing Specific Health Conditions: The Example of Substance Use Disorder (SUD)."



Table 2. State, Local, and Regional Health and Health Care Strategies and Selected FRCA Project Examples










	Strategy

	FRCA Project Examples




	Health facility infrastructure development and equipment

	Constructing or renovating clinical facilities, including procuring high-tech equipment for medical and dental screenings and services, and for education and training purposes

Broadband planning or implementation projects to expand access to telehealth services

Infrastructure investments that also promote resiliency, health, reduce pollution and infrastructure investments in other forms, such as mobility or transportation




	Health care workforce development and training

	Establishing rural medical residency training sites

Implementing a dual-track training program involving a graduate nurse residency and a virtual nursing training model

Conducting training for professionals and paraprofessionals working in the prevention and treatment of opioid (and other substances) use disorders




	Capacity and business technical assistance

	Business technical assistance for health care enterprises




	Substance use disorder workforce recovery

	Funding program expenses for comprehensive support services for employers and individuals in recovery across multiple counties (see Figure 5)







Source: CRS, using FRCA project examples.

Notes: As  FRCAs vary in terms of programs, priorities, and governance structures, the examples are illustrative. Not all project examples apply to all FRCAs.







Addressing Specific Health Conditions: The Example of Substance Use Disorder (SUD)

Some FRCA regions have faced acute challenges with SUD-related conditions. For example, in 2024, Alaska—covered by the Denali Commission and West Virginia—covered by the ARC were the two states with the highest drug overdose mortality rates.101

SUD negatively impacts individuals and communities in several ways. In addition to effects on individual lives and families, the economic costs associated with SUD include health care costs for treatment and other medical consequences, criminal justice expenses, and lost productivity.102 A 2023 review of the economic impacts of the opioid epidemic noted that SUD reduces labor force participation and hinders economic growth due to "disability, incarceration, or death."103 SUD affects individuals' health and their capacity to obtain and maintain employment. Work is often beneficial for people seeking recovery from SUD, but many continue to face hiring challenges.104 Some employers have drug testing requirements that a significant portion of the workforce may not be able to pass in some areas due to high rates of SUD, and many individuals in SUD recovery face stigma that can affect hiring.105

Several FRCAs have supported projects that provide employment services and other efforts to address SUD. For example, in FY2024, NBRC partnered with HRSA's Federal Office of Rural Health Policy (FORHP) on the Northern Border Region Health Care Support Program to address various aspects of SUD in parts of New Hampshire, New York, Maine, and Vermont.106 In recent years, Congress has directed ARC to allocate a portion of annual appropriations to address SUD in Appalachia. Additionally, ARC's Substance Abuse Advisory Council developed a recovery ecosystem model, which the council defines as "a complex linkage of multiple sectors, including, but not limited to: recovery communities, peer support, health, human services, faith communities, criminal justice, public safety, housing, transportation, education, and employers, designed to help individuals in recovery access the support services and training they need to maintain recovery and successfully obtain sustainable employment" (see Figure 5).




	Figure 5. ARC's Recovery Ecosystem Model for Substance Abuse Disorder




	



	Source: ARC, "Report of Recommendations: Appalachian Regional Commission's Substance Abuse Advisory Council," August 2019, p. 2, https://www.arc.gov/wp-content/uploads/2020/06/SAAC-ReportofRecommendations-Sept2019.pdf.








Other FRCA Health Activities and Partnerships

In addition to their grant-making roles, FRCAs also coordinate activities and partnerships focused on addressing specific health challenges. For instance, several FRCAs administer J-1 visa waiver programs to recruit health care providers; certain FRCAs partner with federal agencies on targeted health care system strategies in their regions; and select FRCAs coordinate research on health issues or host occasional clinics in partnership with the Department of Defense (DOD). Selected examples of FRCA non-grant activity and federal partnership are described below.


J-1 Visa Waiver Program for Physician Recruitment

FRCAs may support projects designed to recruit and retain physicians.107 FRCAs may operate as interested government agencies (IGAs) for the Department of State's J-1 visa waiver program (see textbox).108








	J-1Visa Waivers

Foreign medical graduates (FMGs) may enter the United States on a J-1 visa to undertake medical residency training (called graduate medical education). These FMGs are required to return to their home countries before they can apply for certain other nonimmigrant visas or legal permanent resident status to work as physicians in the Unites States, unless they are granted a waiver of the two-year home residency requirement. A J-1 physician can receive a waiver of the two-year home residency requirement if


	an interested government agency (IGA) or state department of health requests the waiver;

	the FMG's return to their home country would cause extreme hardship to a U.S. citizen or legal permanent resident spouse or child; or

	the FMG fears persecution in the home country based on race, religion, or political opinion.



FRCAs are considered to be IGAs and a number of commissions operate J-1 visa waiver programs or are considering doing so as part of their health-related activities.

Sources: See "J-1 Visa: Exchange Visitor" section in CRS Report R47528, Immigration Options and Professional Requirements for Foreign Health Care Workers, coordinated by William A. Kandel.








J-1 visa waivers allow J-1 visa physicians (who have completed their medical training) to forgo their commitment to return to their home country if they provide care in specific geographic areas. As IGAs, FRCAs can establish programs and request J-1 waivers to meet their region's health care needs. The DRA's Delta Doctors program, for example, is designed to address the region's health disparities and high levels of health professional shortages by granting J-1 visa waivers to physicians who are willing to provide medical services in distressed DRA communities. The DRA reported that between 2019 and 2021 it had sponsored 440 physicians to work across the region, with about half of these placements in Alabama and Louisiana.109

For the J-1 visa waiver, a sponsoring entity (e.g., a health care facility) must demonstrate that it has made a good faith effort to recruit an American doctor without success. The J-1 visa waiver program involves collaboration and coordination with member states' offices of public health and/or rural health. Requests are submitted to the FRCA from the state's governor.110 As an IGA, a FRCA is not limited in the number of physician waivers. This differs from the Conrad 30 Waiver Program (also known as the Conrad State Program) for J-1 visa waivers, which limits the number of waivers each year to 30 per state.

A 2023 ARC evaluation of its J-1 program indicated that it improved patients' access to high quality care and shortened wait times.111 The medical practices surveyed indicated that the program allowed them to serve more patients, provide more comprehensive care, and diversified skills, among other impacts. The evaluation also reported several instances of physicians opting for the ARC program because the Conrad 30 program in a particular state was full.112

Table 3 summarizes the J-1 visa waiver activity of FRCA with active programs.



Table 3. Summary of FRCAs' J-1 Visa Programs






	FRCA

	Initial Year

	Priority Areas

	Type of Physician

	Fee?

	



	ARC

	1991

	Health Professional Shortage Area (HPSA) or Mental Health Professional Shortage Area (MHPSA)

	Primary or Specialty Care

	No




	DRA

	2002

	HPSA, MHPSA, or Medically Underserved Areas/Populations (MUA/P)

	Primary or Specialty Care

	No




	NBRC

	2023

	HPSA or MUA/P

	Primary or Specialty Care

	No




	SCRC

	2022

	HPSA or MUA/P

	Primary or Specialty Care

	Yes







Sources: ARC, "J-1 Visa Waivers," https://www.arc.gov/j-1-visa-waivers/ and https://www.arc.gov/wp-content/uploads/2024/04/J-1-Visa-Waiver-Program-FAQs.pdf;  DRA, "Delta Doctors," https://dra.gov/programs/human-infrastructure/health/delta-doctors;  NBRC, "NBRC J-1 Visa Waiver Program," https://www.nbrc.gov/content/J1Visa, and "NBRC J-1 Visa Waiver Expansion Program FAQ's," https://www.nbrc.gov/userfiles/files/J%201-Visa/NBRC%20J-1%20Waiver%20FAQs.pdf;  SCRC, "J-1 Visa Waiver Program Guidelines," https://scrc.gov/sites/default/files/2025-06/j1_visa_waiver_program_guidelines.pdf, and "FY2024 Congressional Budget Justification," https://scrc.gov/sites/default/files/Reports-2024/scrc-fy-2024-budget-justification-final.pdf.

Notes: ARC formally established its J-1 Visa Waiver Program in 1991 and accepted J-1 visa waiver requests on an ad hoc basis prior to 1991. DRA started a pilot J-1 program in 2002 and formalized their program in 2004.  As of the date of publication,  the SBRC  has planned for a J-1 program, but it is not active.

Most FRCAs have the authority to collect fees. As of the date of publication, SCRC is the only FRCA that charges a fee. The fee is paid by the employer (e.g., a health facility).







Selected FRCA-Federal Partnerships

FRCAs have partnered with federal agencies such as HHS, Department of Labor (DOL), and DOD on issues such as health care access, health care technical assistance for health care businesses, health care workforce development, and one-time health clinic events. For example,


	HHS funding supported village primary care clinics, residential psychiatric treatment centers, behavioral health facilities, long-term care facilities, emergency medical service and telehealth equipment, and the design of Indian Health Service replacement hospitals with the Denali Commission.113 The Denali Commission has also partnered with the Centers for Disease Control and Prevention to conduct rural Alaska health and drinking water related studies.114

	HHS HRSA funding has supported several technical assistance initiatives in the DRA and NBRC regions to help improve the administration of rural health care organizations and hospitals and to enhance health care access and health care workforce training.115

	Through the Workforce Opportunity for Rural Communities (WORC) Initiative, DOL partners with ARC, DRA, and NBRC for workforce and economic development projects. Although the WORC Initiative is not exclusively for health care-related activities, some WORC grants have supported health care workforce development and training.116

	ARC and DRA have hosted Innovative Readiness Training (IRT) medical mission events in partnership with the DOD and military reserve forces. IRTs generally provide one or more days of free medical, dental, and vision care while providing a training opportunity for medical personnel in military reserve units. IRT events provide services at scale and often prioritize economically distressed areas within FRCA regions.117 The Denali Commission partners with the DOD on IRT activities primarily for infrastructure, homeland security, and emergency response objectives.118





Health Research and Evaluation Activities

Most FRCAs face region-specific health and health care challenges, which may influence economic development, health outcomes, and business location decisions. Some FRCAs have coordinated research and evaluation projects to study health opportunities and challenges in their regions and to better understand economic and workforce development impacts. For example,


	In 2026, ARC completed an evaluation of its health grants that closed between FY2017 and FY2021. According to the report, the grants used a range of strategies such as the "procurement or purchasing of clinical equipment, technology, and/or supplies; establishing, improving, or expanding clinical services; and constructing or renovating health-related facilities."119

	In 2024, SCRC commissioned an assessment of health care needs and health care access in its region. The assessment highlighted the high concentration in the SCRC region of rural hospitals that closed nationwide during the 2011-2021 period (nearly 20% of the 76 closures were in the SCRC region).120

	In 2024, DRA reported that each "Delta Doctor" is estimated to "create five full-time jobs within their clinics and offices and an additional 3.4 full and part-time jobs within the communities where they work."121 In this context, the term "Delta Doctor" refers to a foreign physician trained in the United States who received a J-1 visa waiver to work in medically underserved areas because of the DRA's Delta Doctors program.122

	In 2017, ARC commissioned a report on the impact of diseases of despair on mortality in the ARC region. ARC made several updates to the original report since 2017. The 2025 update noted that the ARC region "has experienced a decline in the diseases of despair mortality rate since the peak in 2021," and that "[t]he 2023 data continue to demonstrate that the Appalachian Region is rebounding more quickly than the non-Appalachian U.S., despite the continued disparity and higher mortality rates in the region."123





Advisory Councils

FRCAs may convene and lead health-focused advisory councils. Such councils involve public and private sector stakeholders and provide a framework for gathering community input, analyzing options, and receiving guidance and expertise on regional health concerns. For instance, ARC's Substance Abuse Advisory Council is tasked with analyzing opportunities and challenges to developing a recovery ecosystem.124 ARC's Substance Abuse Advisory Council provided guidance on the development of ARC's INSPIRE grant program.





Selected FRCA Features, Roles, and Activities

The FRCAs' structural, governance, and operational features may facilitate collaboration and contribute to economic development—particularly in distressed, rural FRCA areas—in ways that may contribute to, or otherwise facilitate, the implementation of health-related programs.125 These features are separate from, but related to FRCAs' specifically health-focused activities discussed above, such as the economic development grant-making activities (see "Examples of Health Related FRCA Grant Programs"). Select features and examples are described below.


Links to Regional, State, and Local Organizations and Convenor Roles

FRCAs' connections to state, regional, and local development entities, health agencies, and philanthropic organizations may be used for health-related initiatives in several ways. Many FRCAs convene stakeholders from within and outside of their respective regions. FRCAs occasionally facilitate or incentivize multi-jurisdictional or regional projects involving multiple levels of government and private sector partners.126 For instance, although not focused exclusively on health policies, DRA facilitates a leadership academy for public and private sector participants. The activities involve regional economic development, government relations, and collaboration.127

Additionally, FRCAs partner with state and regional development organizations, and these partnerships could be used for expanded or new health-related initiatives.128 For instance, administratively, most FRCAs coordinate their grant-making and other activities with member states' program offices, which are generally staffed by state employees. The FRCAs' member state program offices generally coordinate activities with their states' governors' offices and other state agencies and are often based in the state-level departments of commerce, community, and/or economic development.

Most FRCAs' authorizing statutes also require planning and other collaboration with local development districts (LDDs), a type of regional development organization.129 LDDs are generally available to advise on local priorities, and to assist local and regional stakeholders with applications for federal grants, including FRCA and other federal programs.130 For instance, NBRC partners with LDDs to provide project planning, coordination, and implementation services to certain communities. NBRC notes that many of the small, rural communities in its region "rely on part-time staff and volunteer leadership" and may face other leadership and capacity constraints.131 FRCAs' LDD connections may also provide a bridge to local elected officials, philanthropic organizations, and business leaders. For example, an LDD in western North Carolina partnered with a philanthropic organization to provide non-medical supportive services to eligible Medicaid members in a multi-county health project.132



FRCAs' Capacity for Regional and Multistate Projects

FRCAs may provide grants for projects that serve multiple counties or states (see "Health in FRCA Strategic Plans and Investment Priorities").133 Similarly, health care services and workforce training may be provided in a regional or multistate manner.134 Though states license health providers and facilities, many health care issues—including access to care and workforce recruitment challenges—span multiple counties and states. FRCAs and FRCA members may identify additional collaborative options for multistate or regional initiatives as they update strategic and state plans or as new priorities or opportunities emerge.



FRCAs' Program and Funding Flexibilities

Outside groups and policymakers have noted that FRCAs are unique because of their program and funding flexibilities. FRCAs' broad-based assistance programs can be used by and for a variety of different communities, conditions, and circumstances.135 FRCAs' flexibility in providing early-stage investment and/or support for small or pilot projects may also distinguish them from other federal agencies.136 For example, FRCAs sometimes note that they are available to meet emerging needs and provide "patient capital" for rural communities that often have limited public financing options or philanthropic funding sources.137

Rural and economically distressed communities often face challenges in securing the nonfederal cost share match for federal grants due to smaller populations and tax base and/or resource constraints.138 Denali Commission, GLA, MARC, NBRC, SBRC, SCRC, and SNERC funding is considered flexible because it may be used to meet the nonfederal cost share match in other federal programs (unless otherwise prohibited), which provides an option for projects that require matching funds.139 This flexibility can be used by rural and economically distressed communities to meet match requirements for federal health facility construction in certain programs. Additionally, United States Department of Agriculture (USDA) Rural Development (RD) funding may be available for certain health facility construction projects in rural areas.140 If matching funds are required for USDA grant programs, FRCA funding can potentially provide a portion of matching funds for such projects.141

Generally, other federal funding for health facility construction is limited; a number of HHS grant programs explicitly prohibit construction activities and there are no dedicated HHS programs that support general health facility construction.142 An exception is funding that has been made available in recent appropriations laws to support community projects (e.g., Community Project Funding).143 Such funding is limited, generally available on a one-time basis, and requires sponsorship by a congressional office. As noted, FRCAs have the flexibility to fund different types of projects that address different aspects of individual and community health and some FRCAs have provided grants for health care facility construction activities. Health construction funding from FRCAs can support facilities unable to secure Community Project Funding, or it can expand the reach of existing Community Project Funding.




Recent Legislation and Policy Proposals Involving FRCAs and Health

In recent years, Congress has enacted legislation to continue or expand FRCAs' health and health care roles and partnerships. Congress also directed FRCAs to address specific health and development objectives in report language accompanying certain appropriations measures. Certain FRCAs have requested explicit authority to carry out health-related grant activities. Combined, the laws and proposals reflect a certain amount of interest in expanding the FRCAs' role in health care and economic development.

Recent notable laws include


	In January 2025, reauthorization legislation (P.L. 118-272, Division B, Title II) was enacted that expanded certain FRCAs' authority to develop health care demonstration projects (e.g., to  support the planning, construction, equipment, and operation of demonstration health, nutrition, and child care projects to serve distressed areas, including hospitals, regional health diagnostic and treatment centers, and other facilities and services). The legislation also provided authority for most FRCAs to collect fees, which may be used to support a physician waiver program (i.e., the J-1 visa waiver program) to sponsor international physicians residing in the United States.144

	In reports accompanying annual appropriations laws for each of FY2020–FY2023 and FY2026, Congress directed ARC to allocate appropriations to address issues related to substance use disorder (SUD).145

	In October 2018, the SUPPORT for Patients and Communities Act (the SUPPORT Act, P.L. 115-271) was enacted, which authorized the ARC to support projects and activities that address substance use, including opioid abuse, in the region.146



An example of an authority proposal is one made by DRA requesting grantmaking authority to align their statutory language with that of other FRCAs in terms of health care, conservation, renewable energy, and related areas. One of the requests pertained to expanded grantmaking authority in severely economically distressed areas for grants that seek to improve basic health care and other public services.147 As of the date of this report, the requested changes have not been enacted.



Considerations for Congress

Interest in rural health care, determinants of health, and the health care workforce raise a number of issues for Congress. The following sections describe some economic development policy options involving FRCAs, including options to integrate health access, health care workforce development, and health care business development with place-making and other regional economic development goals. This discussion is not comprehensive.

Broadly speaking, Congress may consider options to further integrate health and health care activities into existing FRCA investment and partnership initiatives. Congress may consider directing FRCAs to focus on particular strategies or to address specific health challenges in certain regions or communities. Congress could do so by authorizing new programs or by directing FRCAs to allocate a portion of their appropriations to address a particular strategy or initiative, for instance. Alternatively, Congress could maintain its general practice of providing FRCAs with discretion to use state and other stakeholder input to determine priorities and strategies—without providing new program authority or congressional directive to prioritize a particular health condition or strategy to address it.

Congress may also consider limiting federal-FRCA partnership activities or addressing rural health care and economic development through other policy channels. Some observers and policymakers are critical of FRCAs generally or of their current framework, arguing that they are duplicative, inefficient, and an unnecessary involvement of the federal government in local economic development. Some policymakers and outside groups that view FRCAs as duplicative have proposed phasing out, streamlining, or integrating their programs with others.148

Others have proposed enhanced coordination among federal agencies and among federal agencies and FRCAs.149 Congress may also consider legislative or oversight activities on the coordination of EDA's and FRCAs' economic development programs.150


FRCA-Federal and Other Partnership Activities

In recent years, FRCAs have partnered with federal agencies such as DOL, USDA, and HRSA, on a range of issues such as health care workforce development, health care facility development, health care access, and technical assistance for health care businesses (see "Selected FRCA-Federal Partnerships"). The FRCAs' administrative and governance structures could further be used for new or expanded FRCA-federal partnerships across one or more policy areas with the intent to improve health (e.g., agriculture, transportation, disaster recovery). Congress could direct additional agencies to partner with FRCAs in order to provide targeted funding for specific initiatives, such as broadband-enabled telemedicine or other initiatives.151 Congress could direct federal agencies to extend their partnerships to cover FRCAs not currently engaged in FRCA-federal agency partnerships or to change aspects of existing partnerships. Congress may consider evaluating aspects of current FRCA-federal agency partnerships.

As convenors, FRCAs could continue to use their existing network (e.g., federal, state, regional, and local government and private sector and philanthropic partners) to further health and economic development projects to advance health related goals.152 In addition, Congress could consider options to involve FRCAs in convening stakeholders or otherwise developing partnerships to address additional socioeconomic factors related to health (such as employment, economic mobility, and income security).

Federal agencies that address aspects of rural, health care, and health research policy could be incorporated into FRCA partnerships in various ways, and existing partnerships could be expanded. Such agencies may include the National Institutes of Health, the Department of Veterans Affairs, the DOD, the Patient-Centered Outcomes Research Institute, HRSA, the Agency for Healthcare Research and Quality, and USDA, among others. In some cases, for example, federal agencies could be required to consult with FRCAs to coordinate projects and funding. Of relevance, in recent years Congress has made community project funding available through the HRSA account to support health facility construction and renovation, among other projects. HRSA also provides funding to support rural hospitals and provides technical assistance to struggling rural hospitals. These efforts could be coordinated to expand the reach of federal funding (e.g., community project funding could be used to complete facilities supported by FRCAs or vice versa). Should mandatory coordination be pursued, it may also be useful in minimizing duplication: federal funding could be withheld from facilities that have received funds from other sources, thereby stretching the reach of federal funds.

FRCA and federal agency collaboration could be especially useful in the case where federal health agencies may provide time-limited funds to support a particular initiative; flexible FRCA funding can support the project on an ongoing basis if the project is useful. One potential opportunity for such coordination is the Rural Health Transformation fund included in the FY2025 Reconciliation law (P.L. 119-21), which provides five years of funding to states to test innovative approaches to improve rural health care.153 FRCAs could be considered in conjunction with this funding in several ways. First, the Rural Health Transformation funding is time limited and FRCA funding may be a way to sustain successful projects. Second, this funding is made available to states that were required to develop a state plan, and FRCAs—having established state partnerships—could bring together neighboring states to examine how these funds were used and lessons learned. The regional nature of FRCAs could also be useful in providing funding to expand successful projects into neighboring states.



Pilot Programs to Address Nonmedical Determinants of Health

FRCAs may provide a vehicle for implementing policies to address some of the socioeconomic  factors that contribute to health. Outside groups note that addressing SDOH requires "a holistic, cross-sector approach involving health care, education, housing, and economic development agencies."154 FRCAs currently address multiple objectives related to sub-national economic development and growth and health, and many FRCAs have existing partnerships with health care, education, housing, and economic development agencies at the state and federal levels. FRCAs also have flexible grant-making authorities and existing partnerships with regional development organizations (i.e., LDDs)—many of which provide technical and administrative assistance to community stakeholders and implement regionally oriented projects. Certain LDDs may work to expand broadband to improve access to telehealth, online education, and job opportunities.

Congress could direct FRCAs to continue or expand investments designed to address non-medical determinants of health. Existing FRCA grant programs could be used to support built environment concerns and other activities that are generally considered supportive of positive health outcomes—in addition to economic health. Such efforts could be undertaken through grants for community and economic development initiatives entities that are currently partnered with FRCAs or with additional types of partners.155

Congress could also encourage FRCAs to conduct additional, targeted outreach and engagement activities. For instance, FRCAs may be positioned to convene public and private sector stakeholders to identify specific health challenges in their respective regions. FRCAs could work with LDDs to solicit input from local stakeholders on ways to reduce longevity gaps and create interventions that are suited to communities or regions. Some researchers have noted the potential impact of such programs that focus on changing health behaviors in particular.156



Research and Evaluation

Several opportunities exist for additional research and evaluation of FRCA activities. Congress may consider encouraging FRCAs to complete regular evaluations of health resources and conditions in their region, as well as funding to support such evaluations. Additional research on the economic impact of health or health care strategies could provide insight on aspects of rural health care in the FRCA context. Research could be completed by GAO or through funding provided to FRCAs for third-party evaluators of specific programs or initiatives. Outside groups, for instance, suggest that additional research regarding the effectiveness of rural health care workforce recruitment and retention and the effectiveness of telehealth as well as a better understanding of technologies and interfaces, could be helpful to inform regional economic development policies.157 Additionally, researchers who study the relationship between education and health call for additional examination of the effects of early education as well as postsecondary enrollment and attrition.158 Outside groups also call for additional evaluations of evidence-based strategies that focus on what works in rural areas.159




Concluding Remarks

Researchers, policymakers, and federal agencies continue to study the relationships between places, social policies, economic opportunity, and health.160 In documenting the relationships between population health and socioeconomic conditions, some researchers have observed that

Improving the economic conditions of Americans at many income levels—from those who are poor to those in the middle class—could improve health and help control the rising costs of health care. Jobs, education, and other drivers of economic prosperity matter to public health.161

Health is associated with a range of medical and non-medical determinants, including place-specific economic conditions.162 Community health and economic development practitioners increasingly design strategies (e.g., assistance for health care facilities, health care workforce training, health care business assistance) to address a range of such factors—many of which intend to enhance an area's overall quality of place and seek to improve community health. These strategies may also contribute to an area's quality of place as well as business, resident, and worker location decisions. Additionally, health care facilities are considered regional amenities and public health assets and economic development practitioners view health care as a leading industry sector for employment opportunities.

Macroeconomic constraints, state and federal policies, and changes to insurance coverage contribute to some of the health care system challenges that are beyond the scope of FRCAs resources and jurisdiction. The health care system's challenges include rural hospital closures, provider shortages, and quality of care concerns. Some observers anticipate that a decline in federal funding for medical education and research may dampen the availability of new health care workers (due to fewer training resources).163 Others point to low payment rates for health services and a broader set of market-based and economic factors, including inflation, that may contribute to higher housing prices and costs for other goods and services.164 Federal and state law set economic policies that impact individuals' income and benefits (e.g., federal nutrition, education, social safety net programs that provide assistance to low-income households). Collectively, these trends and policies may add to financial pressures on health care systems and patients as well as the economic trajectory of certain regions.

As Congress considers the scope and scale of FRCAs' authorities and appropriations measures, policymakers may direct FRCAs to further integrate health-focused activities into their existing regionally-oriented and community-driven approach to economic development. FRCAs currently have a role in several aspects of community-based health and health care improvement initiatives that address place-specific opportunities and challenges for regional economies. As there are no universal remedies or one-size-fits-all road maps for improving health, some experts suggest that social and economic policies as well as community-driven implementation strategies could be helpful in addressing multiple determinants of health.165 FRCAs do not provide a panacea for health challenges; they may, however, offer a pathway for implementing economic development policies that could overlap with place-based health policies.

Appendix A. FRCAs and Rurality

Most FRCA regions face health and health care challenges, which may impact economic development, health outcomes, and business location decisions in their regions. Researchers have also documented disparities in certain health outcomes for residents of rural areas.166 Four of the FRCA regions tend to be more rural compared to the general U.S. population—see Table A-1. Most FRCA regions include rural areas.



Table A-1. Percent of FRCA Regions' Population in Rural Areas, 2020

(for active FRCAs and the United States)






	
	Total Population

	Rural Population

	Percent Rural




	U.S.

	331,449,281

	66,300,254

	20%




	Appalachian Regional Commission

	26,212,015

	11,530,222

	44%




	Delta Regional Authority

	9,957,978

	4,176,522

	42%




	Denali Commission

	733,391

	257,424

	35%




	Northern Border Regional Commission

	4,443,467

	2,576,003

	58%




	Southwest Border Regional Commission*

	36,297,312

	2,177,278

	6%




	Southeast Crescent Regional Commission

	51,352,030

	9,960,742

	19%







Source: CRS calculations on March 4, 2026, using U.S. Census Bureau (Census), 2020 Decennial Census of Housing and Population, Demographic and Housing Characteristics (DHC) File.

Notes: Population figures as of 2020. CRS assigned counties to regional commission areas and aggregated county-level population data, except for United States (national-level data) and Denali Commission (state-level data for Alaska). Some counties are part of more than one commission's region.

For definitions of "urban" and "rural," see U.S. Census Bureau, 2020 DHC Technical Documentation, April 2023, p. A-33, https://www2.census.gov/programs-surveys/decennial/2020/technical-documentation/complete-tech-docs/demographic-and-housing-characteristics-file-and-demographic-profile/2020census-demographic-and-housing-characteristics-file-and-demographic-profile-techdoc.pdf#page=77.  See definition of "rural" in Census, DHC Technical Documentation, April 2023. 

* The SBRC region includes Los Angeles, CA; Phoenix, AZ; San Antonio, TX; and San Diego, CA, which are ranked as #2, #5, #7 and #8 highest in population for all incorporated areas in the United States, 2020-2025. See Census, "City and Town Population Totals: 2020-2025," May 2026, https://www.census.gov/data/tables/time-series/demo/popest/2020s-total-cities-and-towns.html#v2025.
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