
 
 
July 16, 2020 

The Honorable Alex M. Azar II 
Secretary of Health and Human Services 
200 Independence Ave S.W. 
Washington, DC  20201
 
The Honorable Lamar Alexander 
Chair, Committee on Health, Education,  

Labor and Pensions 
United States Senate 
Washington, DC  20510 

The Honorable Patty Murray 
Ranking Member, Committee on Health, Education, 

Labor and Pensions 
United States Senate 
Washington, DC  20510 

 

 

The Honorable Frank Pallone 
Chair, Committee on Energy and Commerce 
House of Representatives 
Washington, DC  20515 

The Honorable Greg Walden 
Ranking Member, Committee on Energy and 

Commerce 
House of Representatives 
Washington, DC  20515 

 
Dear Secretary Azar, Chairman Alexander, Ranking Member Murray, Chairman Pallone, and Ranking Member 
Walden: 

As the chair of the Council on Graduate Medical Education (COGME), I am pleased to provide you with the 
enclosed Issue Brief, Special Needs in Rural America: Implications for Healthcare Workforce Education, 
Training, and Practice. This is the first of three planned Briefs from the Council on strategies to develop and 
sustain the rural health workforce. COGME is an independent, non-discretionary advisory committee, 
responsible for “assessing physician workforce needs on a long-term basis, recommending appropriate federal 
and private sector efforts necessary to address these needs, and providing a forum to enable appropriate 
consideration of these needs.” COGME is authorized to make recommendations with respect to the physician 
workforce, undergraduate and graduate medical education training and financing policies, foreign medical 
school graduates, and other relevant healthcare workforce issues. 

This Issue Brief from COGME highlights how disparities in access to health care services between rural and 
urban populations have contributed to a significantly shorter life expectancy for rural residents. It summarizes 
the main drivers that have led to a demand-capacity mismatch between the needs of rural communities and the 
resources available to address those needs.  The Brief also provides some examples of programs that can serve 
as “bright spots” for the future of rural health. 

In this Issue Brief, the Council suggests that combating the nation’s rural health challenges will require a 
redesign of federal investments in rural health workforce training to place patients, their families, and their 
community needs at the center of policy interventions.  To strengthen rural health workforce training and 
improve access to health care in rural communities, the Council provides two evidence-based recommendations: 

• Federal funding for a comprehensive assessment of rural health needs to identify gaps in essential care. 
This assessment will serve to update and modify existing programs. 

• Federal training investments should follow the National Academy of Medicine recommendation to link 
GME funding to population health needs. 
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The Council also noted that the public health emergency arising from the COVID-19 pandemic is having a 
disproportionate impact on rural areas and within minority and vulnerable populations. Its recommendations 
reinforce a commitment to diversity, inclusion, and the reduction of health care disparities in these populations. 

This is the first of three planned Issue Briefs for the COGME that will focus on the topic of rural health. The 
second Issue Brief will concentrate on Graduate Medical Education in rural areas and is expected to be 
completed after the COGME meeting on July 17, 2020.  The third and final Issue Brief will focus on necessary 
investments in infrastructure and workforce and is expected by the end of this calendar year. The Issue Briefs 
will then be combined into a final Report to Congress on the rural health workforce. 

COGME would be happy to provide any further information or clarification needed on its recommendations and 
on any other matters related to improving rural healthcare access and retraining the workforce to address the 
widening gap in health outcomes and life expectancy between rural and urban communities.  We are deeply 
committed to working with you to protect and improve the health of the nation.  

Sincerely, 
/Erin Patricia Fraher, PhD, MPP/ 
Erin Patricia Fraher, PhD, MPP 
Chair, COGME 
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Rural Health Disparities 

Almost 60 million people, or one in five 

Americans live in a rural area.1  While rural 

communities have many inherent strengths and 

support a high quality of life,2 rural residents 

experience significantly worse health outcomes 

than their urban counterparts.  Compared to 

those living in urban areas, rural residents have 

higher rates of mortality from heart disease, 

respiratory disease, cancer, stroke, and 

unintentional injury which are the five leading 

causes of death in the U.S.3; higher maternal 

and infant mortality4; and higher rates of death 

by suicide.5  Overall, rural populations are older 

and sicker than those in urban areas, and face 

an increasing gap in life expectancy.  These 

disparities are increasing over time.5,6  Public 

health emergencies like the coronavirus disease 

COVID-19 pandemic will further exacerbate 

these disparities7 [see Brief Statement, page 2]. 

At the heart of many rural-urban health disparities is the lack of access to quality health care.  

Rural communities often lack basic health care facilities, and rural residents face chronic shortages of 

doctors, nurses, pharmacists, and non-physician providers.8 

Overview: 
Rural populations face increasing disparities in many health 
outcomes and a significant gap in life expectancy, compared 
to urban populations.  At the heart of these disparities is a 
lack of access to health care, which can be exacerbated by a 
public health emergency like the coronavirus disease 
(COVID-19) pandemic.  Many rural areas have a shortage of 
health care providers and lack a hospital or similar facility.  
Many rural hospitals have closed or are at financial risk of 
closure, which further impairs the local health care 
workforce.  However, the health care system as a whole is 
shifting away from acute hospital care and toward care 
provided in community- or home-based settings.  Rural 
communities need to assess their health care needs and the 
available workforce and facilities, while providers in rural 
areas must be flexible in addressing the wide-ranging needs 
of their patient population.  

Combating the nation’s rural health challenges requires a 
redesign of the investments in rural health workforce 
training to place patients, their families, and their 
community needs at the center of policy interventions.  The 
Council on Graduate Medical Education (COGME) provides 
a series of three Rural Health Policy Issue Briefs, with 
recommendations to strengthen rural health workforce 
training and improve access to health care in rural 
communities.  The recommendations address the health 
and social care needs of rural America through evidence-
based, patient- and community-centered health workforce 
investments spanning education, training, and practice.   

https://www.census.gov/library/stories/2017/08/rural-america.html
https://www.census.gov/library/stories/2017/08/rural-america.html
https://www.cdc.gov/mmwr/volumes/66/ss/ss6601a1.htm
https://www.ruralhealthresearch.org/assets/2200-8536/rural-communities-age-income-health-status-recap.pdf
https://www.cdc.gov/coronavirus/2019-nCoV/index.html
https://www.nejm.org/doi/full/10.1056/NEJMhpr1707176
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The health care landscape is changing 

rapidly.  New health and payment incentives are 

shifting care to outpatient, community, and home 

settings.  The shift from fee-for-service to value-

based payments places greater emphasis on 

ambulatory care provided in community- and 

home-based settings.  

Combating the nation’s rural health 

challenges in the context of rapid health system 

change requires radically redesigning the way we 

invest in the rural health workforce to place 

patients, their families, and their community 

needs at the center of policy interventions.9 

Recognizing the changing needs of rural America, 

the Council on Graduate Medical Education 

(COGME) provides a series of recommendations to strengthen rural health workforce training and 

improve access to health care in rural communities.  The recommendations address the health and 

social care needs of rural America through evidence-based, patient- and community-centered health 

workforce investments spanning education, training, and practice.   

Rural Disparities in Access to Care 

At the heart of many rural-urban health disparities is the lack of access to quality health care. Of 

the roughly 2,000 U.S. counties classified as rural, more than 170 lacked an in-county critical access 

hospital, Federally Qualified Health Center, or rural health clinic, collectively known as safety-net 

providers.10  As a result, travel to the nearest hospital or clinic can take over an hour.11  The problem of 

health care access is also worsening, as the rate of rural hospital closures has accelerated in the last 10 

years, further reducing access to emergency care and other health services.12  By some estimates, more 

than half of all rural counties in the United States lack a single local hospital where a pregnant woman 

can get prenatal or labor and delivery care.13,14 

Even when the necessary facilities do exist, they are frequently understaffed and suffer from 

health workforce shortages.  According to the latest data from the Health Resources and Services 

Brief Statement on COVID-19 and Rural Health Care 

As COGME was preparing this set of issue briefs on rural 
health care, the nation began to experience the COVID-19 
pandemic.  A national public health emergency will likely 
exacerbate the health care access gaps between rural and 
urban areas.  Rural hospitals and health systems will not 
have the capacity to respond on their own, and will likely 
need substantial federal assistance, at least until a vaccine 
can be developed or an effective treatment devised. 

Initial steps in the federal response are working to: 
• ease restrictions on the use of telehealth,  
• expand the health care workforce by facilitating the 

entry of recent graduates and the re-entry of retirees, 
• encourage states to allow all members of the health 

care team to work to their full scope of practice. 

COGME appreciates the efforts of all who are called to 
respond to caring for COVID-19 patients, maintaining the 
health system to respond to all persons in need of care, and 
reducing or preventing the spread of this and other 
diseases.  Lessons learned during this crisis will help inform 
COGME’s recommendations to strengthen rural health care 
access and improve rural health outcomes. 

https://www.ncbi.nlm.nih.gov/pubmed/28069138
https://www.americanprogress.org/issues/healthcare/reports/2019/09/09/474001/rural-hospital-closures-reduce-access-emergency-care/
https://carolinapublicpress.org/27485/mountain-maternity-wards-closing/
https://carolinapublicpress.org/27485/mountain-maternity-wards-closing/
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Administration, in March 2020 almost 70% of areas designated as primary medical health professional 

shortage areas were rural or partially rural areas.15  Rural hospital closures are associated with long-

term decreases in the supply of physicians in multiple specialties, including primary care physicians, 

medical specialists and surgeons.16 

With fewer health care professionals available, clinical practice in rural areas demands the 

generalist skills of a primary care provider who can treat patients with a wide range of complex physical 

and behavioral health needs.  Because the rural workforce is interdependent and interprofessional, 

shortages among one profession or specialty have a domino effect on others.  For example, general 

surgeons are essential to the provision of full-service medical care.  Lack of access to a general surgeon 

as backup limits other hospital services such as trauma care, oncology treatment, and colonoscopies.  

This interdependence is not limited to general surgeons.  Recent reports have highlighted declining 

access to maternity care in rural communities, in part because hospitals face chronic shortages of 

maternity-care providers such as family physicians, obstetricians, certified nurse midwives, and labor 

and delivery nurses, as well as surgeons and anesthesiology providers.17,18 

Primary care workforce shortages and difficulty accessing needed specialty services result in 

unnecessary trips to the emergency room, which further exacerbate the strain on hospitals that are 

already underfunded and understaffed.19 

Rural Health Workforce:  The Demand-Capacity Mismatch 

Current investments in workforce training are not adequately addressing rural health disparities or 

bolstering our rural health workforce.  The nation spends significant taxpayer dollars on workforce 

training — $14.5 billion alone on graduate medical education for physicians—but the workforce remains 

maldistributed by specialty, geography and setting.  Efforts to better distribute funding to meet rural 

health workforce needs have been unsuccessful despite the fact that residency location is a known 

predictor of a physician’s future practice location.  One study showed that 56% of family medicine 

residents practice within 100 miles of where they completed their training.20,21  The Government 

Accountability Office estimates that only 1% of residents train in rural areas.22  And while care is shifting 

from hospital to ambulatory settings, most GME funding still goes to hospitals in urban settings. 

A focus on patients and populations instead of individual provider groups is needed to redefine 

the crisis from a shortage to a demand‐capacity mismatch that could be addressed by investing in team-

based models of care that integrate behavioral, social, and community services.  Primary care capacity, 

https://data.hrsa.gov/Default/GenerateHPSAQuarterlyReport
https://data.hrsa.gov/Default/GenerateHPSAQuarterlyReport
https://www.healthaffairs.org/doi/pdf/10.1377/hlthaff.2019.00916
https://www.healthaffairs.org/doi/pdf/10.1377/hlthaff.2019.00916
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3820521/
https://www.gao.gov/products/gao-18-240#summary_recommend
https://www.gao.gov/products/gao-18-240#summary_recommend
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for example, can be greatly increased by empowering licensed personnel, including registered nurses 

and pharmacists, to provide more care, as well as by allowing medical assistants to function as panel 

managers and health coaches to address many preventive and chronic care needs.  Primary care settings 

have increasingly become a gateway for many individuals with behavioral health needs — this means, 

for example, that social workers play an important role in primary care,23 serving as: 

• Behavioral health specialists:  providing clinical interventions for behavioral health and 

substance use disorders 

• Case managers:  coordinating, monitoring, and assessing treatment plans 

• Navigators:  connecting patients with community resources for transportation, food, housing, 

employment, etc. 

Bright Spots for Rural Health 

While addressing persistent workforce shortages in rural communities may seem an intractable 

problem, significant momentum exists.  Several recent reports have identified ways in which the rural 

workforce can be strengthened, as well as “bright spots” for the future of rural health.  The HRSA 

Teaching Health Center Graduate Medical Education (THCGME) Program, launched in 2011, has had 

significant success embedding residency training in community-based, rural and primary care settings.24  

Estimates suggest that the THCGME program has the potential to yield up to $1.8 billion in public 

program savings – an estimated $1.5 billion in Medicaid savings and $284 million in Medicare savings – 

between 2019-2023.25 

The Rural Training Track Technical Assistance (RTT-TA) consortium, funded through the HRSA 

Federal Office of Rural Health Policy, supported communities, educational institutions, and others 

interested in developing rural training tracks — a 2016 review of the RTT-TA consortium found that 

more than 35% of graduates were practicing in rural areas through seven years post-graduation, 

demonstrating a stable yield of physicians in rural practice.26  Building on the RTT-TA strategy, in 2019 

HRSA awarded $20 million in Rural Residency Planning and Development (RRPD) grants to 27 

organizations to increase the rural workforce through the creation of new rural residency programs.27 

Specifically, notable “bright spots” include the Idaho Family Medicine Residency, one of the 

original 11 HRSA-funded Teaching Health Centers with the mission to “train outstanding broad spectrum 

family medicine physicians to work in underserved and rural areas,”28 and the Wisconsin Rural General 

Surgery Residency Track, with the goal of “providing excellent training for surgeons who desire to … 

practice in rural or community based hospitals.”29 

https://www.rchnfoundation.org/wp-content/uploads/2019/03/GG-IB-58-THC_3.18_Final.pdf
https://www.fmridaho.org/
https://www.surgery.wisc.edu/education-training/residencies/general-surgery-residency/rural-general-surgery-residency-track/
https://www.surgery.wisc.edu/education-training/residencies/general-surgery-residency/rural-general-surgery-residency-track/
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Conclusion 

As the U.S. health care system presses toward a value-based payment system that addresses 

health and social care, non-acute care provided in outpatient community and home settings becomes 

even more crucial to meeting patient needs.  Despite this, most health professions training occurs in 

acute settings.  Federal training investments need to shift from acute to community-based settings.  Our 

nation is increasingly focused on paying for value and placing patients at the center of health system 

reforms.30  We need to take policy action now to ensure that we derive value from publicly financed 

workforce investments so that they produce the workforce needed to meet rural health needs. 

Policy Recommendations  

Health workforce investments should be patient-centered and produce value 

All too often, conversations about rural health workforce challenges have focused on how many of 

which specific types of health care professionals are in shortage nationally.  This approach has produced 

more of the same investments in hospital-based GME in urban communities.  Instead we need to ask: 

“what are the essential health care needs of patients and populations in rural communities?”  

Furthermore, as we press toward a value-based payment system focused on health and social care 

needs in outpatient care, federal training investments need to shift from acute to community-based 

settings.  Such a patient-centered approach requires better data and better tools to identify the health 

and social care needs of rural communities.  We can build on assessments already conducted by 

hospitals, community health centers and other stakeholders but these efforts need to be augmented. 

To address the expanding disparities in health outcomes and health care access between rural 

and urban areas, the Council on Graduate Medical Education proposes the following policy 

recommendations: 

 Recommended action:  COGME recommends federal funding for a comprehensive 

assessment of rural health needs to identify gaps in essential care.  This assessment will 

serve to update and modify existing programs, such as the National Health Service Corps 

(NHSC), which targets and recruits physicians matching the needs of rural communities.  

HRSA’s National Center for Health Workforce Analysis (NCHWA) can undertake the data 

collection and analysis needed to interpret and translate findings on rural community health 

https://www.hhs.gov/about/news/2019/04/22/hhs-deliver-value-based-transformation-primary-care.html
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and workforce gaps into actionable recommendations to HRSA and CMS regarding future 

training investments. 

 Recommended action: Federal training investments should follow the National Academy of 

Medicine recommendation to link GME funding to population health needs.  Future 

investments should be targeted toward programs that yield a high return on investment in 

rural communities, including the NHSC, the Rural Residency Planning and Development, and 

other training programs funded by HRSA. 

 

 
 

This is the first of three issues briefs on rural 
health from the Council on Graduate Medical 
Education (COGME), a federal advisory 
committee. 

• Issue Brief 1: Special Needs in Rural 
America and Implications for  
Healthcare Workforce Education, 
Training and Practice 

• Issue Brief 2: The Rural Health Care 
Infrastructure and Workforce:  
Necessary Investments 

• Issue Brief 3: Training Needs to Prepare 
the Healthcare Workforce for Rural 
Practice 
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