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Abstract

The Biden administration decided to end the COVID-19 National and Public Health emergencies 

on May 11, 2023. These emergency declarations were established by the Trump Administration 

in early 2020. Under the COVID-19 emergency declarations, US citizens were provided with 

COVID-19 testing, vaccines, and treatments at little or no cost. The declarations allowed the 

federal government the option of waiving and or modifying government programs such Medicare, 

Medicaid. The emergency declarations were directly tied to other COVID-19 related provisions 

that have also expired that includes Economic Security (CARES) Act, the American Rescue 

Plan Act (ARPA), the Families First Coronavirus Response Act (FFCRA), the Coronavirus Aid, 
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Relief, and the Inflation Reduction Act (IRA), the Consolidated Appropriations Act, 2023 (CAA). 

In addition, there were other federal and state emergency programs that were provided and too 

numerous to report here. At the time of this writing, the state of Tennessee continues to have 

moderate and sporadic spikes in COVID-19 cases and hospitalizations. Tennessee has higher than 

the national average of uninsured and underinsured people in the US. In Tennessee, more than 

600,000 people are uninsured or underinsured in 2023 according to a study by the Kaiser Family 

Foundation. The ending of the PHE greatly impact coverage, cost, and access to COVID related 

services that will disproportionately affect the uninsured and medically underserved populations 

in Tennessee, the south in general, and throughout the US. Medically underserved populations 

are those groups with disparities in primary care, living in poverty, older, or having higher than 

expected infant mortality.
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1. Introduction.

The emergency declarations were in direct response to World Health Organization 

declaration of the COVID-19 pandemic on May 11, 2020 [1–4]. The Public and National 

emergency declarations during the pandemic have altered the impact of the pandemic 

since the peak of January 2022 [2]. As of February 9, 2023, approximately 270 million 

US citizens have received at least one dose of a COVID-19 vaccine. There has been a 

decline in COVID-19 cases of 92% and a subsequent decline in COVID-19 associated 

mortality of greater than over 80% [2]. The emergency declarations have been instrumental 

in providing COVID-19 treatments, vaccines, and related services. Now that the declarations 

have expired, the financial burden will disproportionately impact financially distressed 

populations in Tennessee where 10.1% of the population was uninsured in 2021 [5]. 

Tennessee ranks 9th in the US for uninsured persons [6]. Studies show that more than 

Approximately 800,000 Tennesseans (11%) are without insurance coverage [7]. In the 

nation, Tennessee ranked 4th among southern states for age adjusted death rates due to 

COVID-19 per 100,000 in the 3rd quarter of 2022 [8]. Tennessee ranks 8th in the US 

in overall deaths due to COVID-19, [9]. Among Southern states Tennessee consistently 

ranks worst in the US in overall health along with high rates of premature death and 

unmanaged chronic diseases [10–12]. High rates of smoking and sedentary lifestyles have 

contributed to high rates of obesity in southern states [13]. Southern states, especially in 

rural counties have less access to primary providers [14]. The disparities in health care in 

Tennessee have been exacerbated by the COVID pandemic. Unmanaged chronic diseases 

are more prevalent in the South and risk factors for severe COVID-19 disease. These 

uninsured communities in Tennessee that are least able to afford COVID services will be 

disproportionately burdened and may be forced to forgo medical care due to cost resulting 

in increased exposure, community spread, hospitalizations, and death especially among the 

most vulnerable individuals with chronic underlying clinical conditions.
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Research Problem

The ending of the COVID-19 related Public and National Health emergency declarations 

will greatly impact under-78 served populations in Tennessee.

Ending the National and Public Health Emergencies needs to be addressed now

The ending of the emergency declarations needs to be addressed now because the 

COVID-19 pandemic is ongoing and 82 continues to disproportionately affect underserved 

populations who have no medical insurance, live in poverty, and 83 are least able to afford 

COVID-19 vaccines and related services. Maintaining some form of these declarations 

during 84 this different phase of the pandemic is essential for the health and wellness of 

these populations. This work will help 85 to define the PHE and NHE declarations, what 

these declarations accomplished, their significance to the development of the COVID-19 

vaccines and funding for COVID related services, as well as their significance to public 

health especially for populations experiencing poverty and are uninsured in Tennessee.

2. Difference between a Public Health Emergency and a National Health 

Emergency

There are three ways in which the federal government can declare emergency declarations, 

via the secretary of HHS, the President of the US, and a disaster declared under the Stafford 

Act. [15]. These declarations provide for different types of responses and can be mobilized 

consecutively. PHE emergency declarations are issued directly from the HHS secretary or 

recommended by the President to HHS. The PHE declaration can apply to the entire US or 

to a specific state. During a PHE federal and state guidelines are waived or modified to allow 

access to financial resources from the government that are needed to meet public and private 

needs during the time of the emergency [15]. A PHE is smaller in scope when compared 

to a national health emergency. During a major disaster or public health emergencies the 

federal government has the option to enact the Stafford Act that affects both state and tribal 

communities. Under the Stafford Act the governor or chief executive may request federal 

assistance for emergency and disaster relief [16]. Under the provisions of the Stafford 

Act the federal government can provide financial assistance to communities experiencing 

public health emergencies and disasters declared by the president of the US [15]. Additional 

provisions of the Stafford Act allow the Federal Emergency Management Agency (FEMA) 

to coordinate disaster relief to affected states. A National Health Emergency (NHE) can 

mobilize large-scale financial resources from the government in a timely manner. The 

president has extended powers during an NHE such as mobilizing the National Guard to 

support public health and safety [15]. Major differences between the COVID-19 Public and 

National health emergency declarations are shown in Figure 1.

3. Major Emergency declarations enacted during the COVID-19 pandemic

COVID-19 Emergency declarations that were declared in response to the COVID-19 

pandemic, the federal government made emergency declarations under each of the following 

emergency authorities. On January 31, 2020, the Secretary declared a PHE regarding 

COVID-19 under Section 319 of the PHSA. This allowed state, tribal, and local health 
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departments greater flexibility to request HHS to authorize them to temporarily assign 

personnel to respond to the COVID-19 outbreak if their salaries are normally funded in 

whole or in part by the PHSA programs [17]. Once again, on March 13, 2020, the President 

declared a COVID-related emergency under Section 501(b) of the Stafford Act [18]. Under 

the Act FEMA supplement efforts of HHS, including the Centers for Medicare & Medicaid 

Services (CMS) and the Centers for Disease Control and Prevention (White House 2020). 

This includes emergency protective measures taken in response to the COVID-19 outbreak. 

Under this provision, FEMA assistance is provided to states with a 75% federal match for 

disaster-related costs such as cost of state emergency operation centers, use of the National 

Guard, law enforcement, and other measures necessary to protect public health and safety 

[18].

On March 13, 2020, the President declared a national emergency beginning March 1 due 

to the COVID-19 outbreak under sections 201 and 301 of the National Emergencies Act 

and Section 1135 of the Social Security Act. The declaration directs the Secretary to 

exercise authority under Section 1135 of the Act to temporarily waive or modify certain 

requirements related to Medicare, Medicaid, and State Children’s Health Insurance Program. 

The Secretary may also waive authorities related to the Health Insurance Portability and 

Accountability Act (P.L. 104-191) [19]. Some of the major government flexibilities allowed 

during the COVID-19 federal health emergencies and their contributing programs are shown 

in Figure 2.

4. COVID-19 Public and National Emergency Declarations

The COVID-19 Public Health Emergency Declaration (PHE)

The first US case of SARS-CoV-2 (COVID-19) infection was confirmed on January 20, 

2020 and on January 27, 2020, the Secretary of Health and Human Services officially 

declared a public health emergency and activated new authorities for regulators and financial 

resources to support public health to contain this novel pathogen [20,21]. The PHSA 

secretary under Section can declare a Public Health Emergency after consultations with 

health officials involving a disorder or disease that presents a public health emergency 

including significant outbreaks of an infectious disease or a bioterrorist attack. The 

declaration does not require a formal request from the state or local government. Once 

PHE is declared the US Secretary can conduct and support investigations into the causes, 

treatments, and support prevention of the disease or disorders and enhance public health 

policies that can include issuing grants, modifying the practice of telemedicine, enter into 

state and government contracts, make temporary personnel available to respond to the 

emergency, grant an extension or waiver requirements of certain substance abuse and mental 

health services administration grants on a state-by-state basis, have access to the public 

health emergency fund, and grant extensions or waive sanctions related to submission 

of data or reports required by statute. HHS Secretary Alex Azar declared the recently 

expired PHE declaration on January 31, 2020 U [22]. Under Secretary Azar, the PREP 

Act emergency declaration was also enacted. The PREP Act provided liability protections 

and extensive preemption of conflicting state-based laws, to aid in facilitation of real-time 

manufacturing of qualified new medical countermeasures through public private partner-
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ships. This PHE was enacted via the Public Health Service Act under Section 319 and must 

be renewed every 3 months. The PHE has been renewed many times by both administrations 

but expired on May 11, 2023. The (PHE) for COVID-19 declared under section 319 of 

the Public Health Service Act, is not the same as the COVID-19 National Emergency 

declared by the Trump Administration in 2020 and implicated by H.J.Res.7 [23]. The 

current functions of HHS for COVID-19 would not be constrained by the ending of the 

National emergency declarations [23]. Existing mandates in effects under the authorization 

1135 would remain in effect until the end of the PHE for COVID-19 [23].

The COVID-19 National Health Emergency

A national emergency was issued by the Trump administration in March of 2020 under 

168 the Stafford Act [24]. The Biden administration extended these declarations that 169 

broaden the federal response to the pandemic under DHS and DoD and other government 

agencies [24] The national emergency declaration declared under the Trump administration 

was, National Emergencies Act pursuant to Section 201. This declaration can only be 

terminated by the current President Biden or by an act of Congress. The President can also 

renew the declarations annually.

5. Conditions in the US that warranted emergency action for COVID-19

On December 2019, a novel human beta-coronavirus known as severe acute respiratory 

syndrome coronavirus 2 (SARS-CoV-2), the virus causes COVID-19, was first detected in 

Wuhan, Hubei Province in the People’s Republic of China in a cluster of patients with 

pneumonia of unknown cause [25–27]. This new virus was observed to be asymptomatic 

in healthy people without underlying comorbidities but caused severe life threatening and 

multi systemic disease in individuals that were immunosuppressed or had underlying clinical 

disease [28,29]. This new human coronavirus was found to be highly contagious and could 

spread mainly via respiratory secretions and was highly transmissible upon close contact. 

In addition, infections resulted in increased hospitalizations and death especially among 

the elderly and immunocompromised populations [30]. There was no treatment of vaccines 

in the early days of the pandemic and because the virus was thought to evolve from 

bats, there was the potential for genetic variants that produce more severe disease. On 

January 31, 2020, a PHE declaration under section 319 of the Public Health Service Act (42 

U.S.C. 247d), in response to COVID-19. In the US the PHE provisions included suspending 

entry of foreign nationals seeking entry who had been physically present within the prior 

14 days in certain jurisdictions where COVID-19 outbreaks have occurred, including the 

People’s Republic of China, the Islamic Republic of Iran, and the Schengen Area of Europe 

[31]. Federal, State and local governments carried out emergency measures to slow the 

spread of the virus and treat those affected. This included instituting federal quarantines 

for individuals evacuated from foreign nations, issuing a declaration pursuant to section 

319F-3 of the Public Health Service Act (42 U.S.C. 247d-6d), and releasing policies to 

accelerate the acquisition of personal protective equipment and streamline bringing new 

diagnostic capabilities to laboratories. On March 11, 2020, the World Health Organization 

(WHO) announced that the COVID-19 outbreak was a pandemic that resulted in an 

exponential increase in new infections in the US and around the world [32]. The spread 
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of COVID-19 within our Nation’s communities threatens to strain our Nation’s healthcare 

systems. As of March 12, 2020, 1,645 people from 47 States have been infected with the 

virus that causes COVID-19. It is incumbent on hospitals and medical facilities throughout 

the country to assess their preparedness posture and be prepared to surge capacity and 

capability. Additional measures, however, are needed to successfully contain and combat 

the virus in the United States. The national emergency was declared on March 13, 2020 

as part of an aggressive response to the COVID-19 pandemic. At the time, the Trump 

administration put in place aggressive regulatory flexibilities to curtail the spread of the 

novel coronavirus SARS-CoV-2 the established etiological agent for COVID-19 [33]. The 

emergency declaration gave medical providers, healthcare facilities, and states maximum 

flexibility to support public health in the US. Under the declaration, the Secretary of Health 

and Human Services (HHS) authorized the Centers for Medicare & Medicaid (CMS) to 

establish waivers to expand COVID-19 treatment and prevention services under the guidance 

of the White House Coronavirus Task Force. Under Section 1135 of the Social Security Act 

the president’s declaration allowed the HHS Secretary to waive certain Medicare, Medicaid 

and Children’s Health Insurance Program (CHIP) program as well as other safety net 

programs [34].

6. Conditions in the US that warrants ending of PHE and NHE for 

COVID-19

In the US over the past three years, there has been a historic sustained response to 

the COVID-19 pandemic. There has been more than 5 trillion dollars spent to support 

individuals and families, businesses, state and local governments including schools, and the 

healthcare industry [35]. We have more tools and resources than ever before including new 

ways to manage hospitalized patients, widespread availability of the new Omicron Bivalent 

booster, the antiviral Paxolvid, and we have at least 270 million people in the US have 

been immunized with one dose of a COVID-19 vaccine [36,37]. As of April 26, 2023, the 

Centers for Disease Control (CDC) reported approximately 104 million cases of COVID 

along with more than 6 million hospitalizations and 1.1 million deaths [38]. In 2020 and 

2021, COVID-19 was reported by the CDC to be the third leading cause of death. In 

addition, COVID-19 was found to be the fourth leading cause of death in 2022 by the CDC 

[39]. During the pandemic at the time of this writing more than 675 million COVID-19 

vaccinations have been given including more 55 million update Omicron bivalent boosters. 

In the US, we have reached an estimated 95% population immunity as of December 

2021 via vaccinations and natural infections [40]. This has led to a continual decline in 

hospitalization rates in the US going back to March 2022 [41]. Long-term expansion of the 

PHE could result in a loss of public trust in other public health agencies. In addition, if the 

PHE is expanded indefinitely it could weaken the power of an emergency declaration and 

erode public trust for future crises.

7. Termination of Public and National Health Emergencies

Among those COVID-19 services that will be affected after the ending of PHE will include 

COVID-19 testing, vaccines, and treatments. For now, COVID-19 vaccines will remain free 
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of charge from the federal government for all adults and children in the US. This may 

change based on government supplies of the vaccine. COVID-19 at-home tests may not be 

covered by insurance; however, the CDC will provide online access to a free test locating 

system to help the public find access to testing via the (ICATT) program. Paxlovid, an 

antiviral for COVID treatment, would be free of charge to the public until government 

supplies are exhausted. After supplies are exhausted treatments such as Paxlovid will no 

longer be free and the price of the medication will be determined by medication providers 

and by individual health insurance. On the date, ending the COVID-19 PHE declaration 

will transition the CDC’s authorizations to collect certain types of public health data [42]. 

Reporting frequency and certain data acquisitions will end or change. However, the CDC 

will continue to provide data required to ensure public safety, especially data to support 

at-risk populations in the US for the most severe complications of COVID-19 [42]. The 

CDC’s authorization to collect and receive certain types of data will change when the PHE 

ends. Among those metrics that the CDC will continue to provide, will include COVID-19 

hospital admissions where all hospitals are required to report data through the end of April 

2024; COVID-19 deaths, but the source of data will changed to include a new metric on 

the percent of deaths that COVID-19 deaths, but the source of data will changed to include 

additional analysis on the percent of deaths that are COVID-19-related along with vital 

statistics via the NVSS program. The weekly postings of ER patient visits will continue 

along with CDC regional COVID test positivity data as well as waste water and genomic 

surveillance [42]. The following data that will be removed by the CDC include COVID-19 

case and mortality data will no longer be available via the COVID-19 Tracking system. 

Test positivity data will no longer be reported on the COVID-19 Electronic Reporting 

CELR system data will change when the PHE ends. Among those metrics that the CDC 

will continue to provide, will include COVID-19 hospital admissions where all hospitals 

are required to report data through the end of April 2024; COVID-19 deaths, but the 

source of data will changed to include a new metric on the percent of deaths that are 

COVID-19-associated, and other metrics from the National Vital Statistics System (NVSS) 

will be reported weekly; Emergency department patient visits with diagnosed COVID-19 

will continue to be posted on a weekly basis; CDC reporting of COVID-19 test positivity 

via regional-level test positivity data from the National Respiratory and Enteric Virus 

Surveillance System (NREVSS); Wastewater surveillance and genomic surveillance; and 

Count of COVID-19 vaccines administered will remain for jurisdictions who continue to 

submit data updated monthly, instead of weekly [42]. The following data that will be 

removed by the CDC include COVID-19 case and death data will no longer be highlighted 

on COVID Data Tracker; National, county-level test positivity data from COVID-19 

Electronic Reporting (CELR) will no longer be available; and the V-safe tracking system for 

health check-ins after vaccination health check-ins will end [42]. However, adverse events 

following vaccination will still be reported to the Vaccine Adverse Event Reporting System 

(VARES) [42].
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8. Impact of termination on the COVID-19 related services among 

medically underserved populations in Tennessee

After May 11, 2023, COVID vaccines and booster’s availability and access will depend 

on federally purchased vaccines. The vaccines and booster will remain free to everyone 

regardless of insurance coverage. Providers of these federally purchased vaccines will not 

be allowed to charge individuals based on coverage or network status [42]. As long as 

federal provided vaccines last, vaccine providers will provide vaccines free or charge to 

participants. Once federal supplied vaccines are exhausted, vaccines will continue to be 

provided free of charge to most individuals with public and private insurance [42]. The cost 

burden of vaccines will be placed on uninsured and underinsured populations in the US. 

This has been exacerbated by the reluctance of some states to adopt Medicaid expansion 

(Figure 3). States that have failed to expand Medicaid largely have higher uninsured rates 

(Figure 3). In addition, failed Medicaid expansion observed especially in the South has 

likely contributed to the higher rates of uninsured populations compared to other regions 

in the US. (Figure 3). In 2021, according to the America’s Health Rankings, published by 

the United Health Foundation revealed that 10.1% of Tennesseans were uninsured compared 

to the national rate of 9.2% [43]. With a current population of 7.05 million, 712,050 

Tennesseans are without health insurance. This number does not include the number of 

underinsured people in Tennessee. Tennessee is ranked 37th among the 50 states for the 

percentage of the population that is uninsured [43]. Affordability is the most important 

reason why Tennesseans are unable to obtain health insurance [43]. The projected out-of-

pocket expenses for COVID related services among uninsured and underinsured populations 

in Tennessee will likely lead to widespread financial hardships. This will exacerbate 

conditions on the ground during periods of heightened community spread and increased 

infection rates that will likely increase the number of hospitalizations and deaths over-time 

in Tennessee. The state of Tennessee uninsured rates have been consistently higher than the 

national average (Figure 4). The COVID-19 pandemic has temporarily reduced the number 

of uninsured populations in Tennessee due the emergency declarations. Ending of the PHE 

and NHE declarations could result over time in higher rates of uninsured populations in 

Tennessee. There are 95 counties in Tennessee and Middle Tennessee represents the largest 

and most populous region with a mix of both urban and rural counties. Those populations 

in Tennessee that are uninsured are more likely to live in rural counties when compared to 

urban counties (Figure 5). The majority urban/populous counties in Tennessee are below the 

national average 10.2% who are without medical insurance (Figure 5).

The waivers and flexibilities of the declarations were meant to expire and were not designed 

to be extended indefinitely. However, what we have learned in the past is that this pandemic 

continues to evolve and the SARS-CoV-2 can be unpredictable. The end of the emergency 

declarations also means the end of Title 42, a provision used by both the Trump and the 

Biden Administrations to expel migrants and asylum seekers coming from countries where 

there could be high burden COVID infections and low vaccination rates. Even more, ending 

the public health emergency declarations on May 11, 2023, data that has been crucial to 

understanding the spread and impact of COVID-19 will be reported by government sources 

and associated agencies less frequently, or is no longer reported at all.
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The state of Tennessee has a total of 95 counties including 17 urban counties and 78 

counties designated as rural counties based on population and land development (Figure 6). 

A majority of the population of Tennessee resides in the 17 urban counties. The percentage 

of people living in poverty in urban counties in Tennessee ranges from 3.8% in Williamson 

County to 19.1% in Carter County (Figure 6) [44]. The percentage of people living in 

poverty in rural counties in Tennessee ranges from 7.8% in Wilson County to 36.5% in Lake 

County (Figure 6) [44]. Rural counties in Tennessee are more heavily impacted by poverty 

and have less access to COVID vaccines, and COVID services. Therefore, ending the PHE 

and NHE government services would more greatly impact the health status of residents of 

rural Tennessee (44). We have also previously reported higher COVID-19 vaccine hesitancy 

and lower COVID-19 vaccine uptake among populations residing in rural counties compared 

to urban counties in Tennessee [45,46].

9. Strategies to provide extended COVID services to medically 

underserved populations

The burden of having to pay for COVID related services after government supplies are 

exhausted and hospitalizations will largely impact those medically underserved populations 

that are elderly and are experiencing existing financial hardships. Strategies to provide 

extended COVID-19 services to medically underserved populations will likely include an 

extension of the previous declarations in some form. This will require legislative action 

by congress for a special allocation of funds that could be problematic with the currently 

divided congressional leadership that are highly opposed to additional government spending. 

To perform this task at scale the development of a community workforce employing 

community health care workers could be a viable alternative to primary care physicians 

for promoting and administering COVID-19 boosters, development and implementation 

COVID-19 awareness and education programs to reduce misinformation and vaccine 

hesitancy and improve vaccine confidence and uptake especially among those that are 

most vulnerable. The expansion of telehealth services including tele prescription services to 

include services provided regardless of location of the individual. We are aware that many 

communities in rural Tennessee may not have access to broadband service and would require 

telehealth access via mobile units that can be dispatched to those communities that lack 

transportation, phone, and internet service. This is especially important in rural communities 

where there is reduced healthcare infrastructure and a shortage of primary care physicians. 

In addition, extension of the Biden’s administration Health Equity Task that was developed 

to ensure an equitable COVID-19 pandemic response and recovery and preparedness for 

future pandemics. Achieving this goal will require long-term, sustained investments to 

address COVID health literacy, vaccine hesitancy, COVID care for the uninsured and those 

suffering from long COVID.

10. Limitations of the study

Limitations of this study include the poor documentation of ending of PHE and NHE 

declarations in the scientific literature and its impact on uninsured communities in Tennessee 

and the US. In addition, important details of the expired declarations have been limited to 
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federal bulletins that are not readily accessible for review. The declarations were continually 

being extended and revised in accordance with changes in public health needs during the 

pandemic. The study is limited to the state of Tennessee however, the impact of ending the 

PHE and NHE declarations impacted many states across the US. Finally, the complexity 

of all the moving parts of establishing and ending these declarations were often poorly 

presented by government and state officials.

11. Conclusion

The National and Public Health emergency declarations were essential for greatly reducing 

morbidity and mortality associated with the COVID-19 pandemic in the US. These 

declarations created no cost COVID-19 service access for economically marginalized 

communities in the US that were most heavily impacted by the pandemic. Uninsured 

populations have increased, partly due to the failure to expand Medicaid in Tennessee, 

along with disproportionate poverty and vaccine hesitancy among rural communities has 

made Tennesseans more vulnerable to COVID-19 associated morbidity and mortality. It is 

essential that some form of the existing declarations must be maintained and or extended to 

ensure the health and wellness of medically underserved populations in Tennessee and the 

US.
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Figure 1: 
Major difference between the public and National health emergency declarations
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Figure 2: 
Major government flexibilities allowed during the COVID Public and National Health 

emergency declarations and the contributing programs.
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Figure 3: 
United States uninsured rates by state in 2022, and the status of state Medicaid expansion, 

Yellow circles represent states that have not adopted Medicaid expansion in 2023. Modified 

from the Kaiser Foundation map of US uninsured rates by state.

Modified from Kaiser Foundation map of US uninsured rates by state in 2022

Status of State Medicaid Expansion Decisions: Interactive 

Map https://www.kff.org/medicaid/issue-brief/status-of-state-medicaid-expansion-decisions-

interactive-map/ (accessed May 24, 2023).
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Figure 4: 
A comparison of Tennessee uninsured population and national rates from 2017 to 2021.
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Figure 5: 
Uninsured populations in Middle Tennessee by county 2022. The yellow dots indicate 

counties with an uninsured rate of 10.2% or less (at or below the national average). Urban 

counties in Tennessee and their uninsured rates are shown in red.
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Figure 6: 
Percent of all persons living in poverty in Tennessee by county 2022. The yellow dots 

indicate the 17 urban counties in Tennessee and the percent poverty for urban counties is 

in blue text. The percent poverty in the 78 rural counties are shown in red text. A percent 

poverty table is also shown.
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