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RESULTS

BACKGROUND
• About 14 percent of the US population live in rural communities.
Compared to urban residents, rural citizens are typically older,
experience a higher frequency of chronic disease, and have poorer
health status.

Figure 1. Map of the rural primary training sites for the 27 grant recipients.

• 78% of the 2000 rural counties in the US are Health Professional
Shortage Areas (HPSAs). One of the most effective ways to reduce
this shortage is to train physicians in the rural communities.

• Identify ACGME accreditation standards that remain problematic for
rural programs to meet.
• Identify the key financial factors, and specifically revenue sources,
critical to the sustainability plan for rural programs.

METHODS
• All HRSA RRPD grantees completed a grant application with
detailed data about their community needs, background
characteristics, rural location, and anticipated financial resources.
Initial data was obtained from the grant applications.
• Additional data about the healthcare organization and community of
the rural program was obtained using national data sets.
• The TAC team defined stages of program development and detailed
objectives for each stage, and then created a scoring and tracking
tool for program planning and progress tracking. The scoring tool
uses a scaled rating, and includes weighting of the importance of
objectives based on a consensus rating among TAC team members.
• Grantees completed an initial Program Assessment, resulting in a
“program readiness” score; this Assessment was confirmed by an
assigned advisor from the TAC team.
• Specific organizational assets and barriers were identified by the
grantees.
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Family Medicine (n=22)
Internal Medicine (n=1)
Psychiatry (n=4)
Federally Qualified Health Center (n=2)
Indian/Native American Tribal Government (n=1)
Not-for-Profit Hospital (n=9)
Sole Community Hospital (n=3)
Critical Access Hospital (n=3)
Figure 2. Roadmap To Rural Residency Development
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Median Readiness Score: 21% (range 2-91%)
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• Identify barriers to development within each stage.

Stage 1

Equation

• In 2018, the Health Resources and Services Administration (HRSA)
created the Rural Residency Program Development (RRPD) grant
program to assist communities with start-up funding and technical
support, with the goal of establishing new rural programs in family
medicine, internal medicine, and psychiatry.

• Evaluate opportunities for developing new rural programs and
training tracks, describing the stages of program development with a
focus on key strategies needed to accomplish each stage.

Percentage of Programs

Program Readiness Score

• ACGME in 2019 adopted a framework to more strongly encourage
Graduate Medical Education (GME) development in multiple
specialties in rural and underserved areas.

OBJECTIVES

Program Stage

Mentions

Identifying core faculty
Appointing a Program Director (PD) with
sufficient time
Identifying a long-term PD with appropriate
training or experience
ACGME standards that currently can and
cannot be met

6
4
4
4

Program Assets

Mentions

Community
Community and Culture
Activities and Recreation
Economy
Diversity
Landscape
Professional

58
21
9
6
5
5
39

Clinical Practice and/or
Health Organization
Health Care Need
Professional Community
Partnerships
Community Support

23

Local Government
Partnerships
Other Partnerships
Academic
School Characteristics
Academic Community

8
5
37
25
6
4
13
7
6

SIGNIFICANCE
• Development of new GME programs in rural communities will impact the health of those
populations through clinical services, recruitment of residency graduates, and retention of faculty
who stay in those locations.
• Demonstrating successful pathways for development is essential, including validating the
objectives to achieve program readiness, identifying assets and barriers that are most critical to
success, and clarifying both financial and accreditation issues that demand ongoing attention
from federal and state payer systems and the ACGME.
• This data will help identify “best practices” and opportunities across multiple specialties,
including tools and strategies to enhance success, and provide a framework for other
communities to build upon in the future.
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