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Executive Summary

Despite the rising number of physicians in the U.S., even relative to the size of the
population, physicians continue to disproportionately locate their practices in urban areas. In
1965, there was one nonfederal, patient care physician for every 807 persons in the U.S.; this
ratio had reached one patient care physician for every 455 persons in 1996 (Randolph, 1997).
Rural communities, however, have not shared equitably in that increase. While 24% of
Americans live in nonmetro counties, only 11% of patient care physicians practice in those
counties; this proportion has fallen since 1980 (Randolph, 1997). Consequently, residents of
rural areas are far more likely to live in health personnel shortage areas than are urban residents.
Although allopathic and osteopathic family medicine residency graduates are much more likely
than other primary care residency graduates to locate in rural areas, the proportion and number of
family medicine graduates doing so have been declining over the past decade (American
Association of Medical Colleges, 1995). Many factors contribute to the imbalance in the
distribution of physicians, including: the type of training chosen, the location of medical training
sites, physicians’ lifestyle preferences, and aspects of rural communities such as the strength of
their economies and health care delivery systems.

Training physicians in rural areas has been advocated as one strategy to attempt to
increase the numbers of rural physicians. This report summarizes what is known about rural
graduate medical education (GME) in family medicine, general internal medicine, pediatrics,
obstetrics and gynecology, and general surgery. It identifies barriers to rural graduate medical
training and proposes actions that might be taken to reduce or remove those barriers.

Literature Review — Limited Published Data; Most Rural GME in
Family Medicine | .

A review of the literature reveals a dearth of information on either allopathic or
osteopathic graduate medical education in rural areas. Several case-reports describe elective
rotations and rural continuity clinics in general internal medicine and pediatrics residencies, and
a few of these offer anecdotal reports of outcomes concerning the practice locations of the
graduates of these programs. We found no published reports of organized rural training
experiences in general surgery or obstetrics and gynecology. The literature did show that 15% of
physicians in small rural counties are osteopathic physicians, despite their comprising only 5% of
all U.S. physicians (Simpson & Simpson, 1994). Allopathic and osteopathic family practitioners
are equally likely to choose rural practice, but only 11% of allopathic graduates become family
practitioners, whereas 46% of osteopathic graduates do so. -

A larger, but still quite modest, literature reports on rural training experiences in
allopathic family medicine. About half of all family medicine residencies offer some type of
rural experience and 40% have a required rural rotation (Bowman & Penrod, 1998). Family
medicine has developed both three-year residencies based entirely in rural areas with the
expressed mission of training physicians for rural practice, and “rural training track” (RTT)
residency programs. In RTTs, residents spend their first year of training in a larger, more urban
setting, then spend their last two years training in a much smaller, rural setting, though they
usually rotate back to the larger setting for some experiences in these latter two years. The
limited evidence available indicates that most RTT graduates establish practices in rural areas, A
survey of 96% of all family medicine residencies suggested that being located in a more rural
state, being located in a smaller population center, having an explicit mission for rural health




care, and having a required rural rotation all increased the likelihood that graduates of a program
would locate in a rural area (Bowman & Penrod, 1998).

Interviews with Persons Involved with Rural GME

We interviewed persons involved with rural graduate medical education at a number of
sites. Most of the people interviewed were in family medicine, as most rural training activity
appears to occur in family medicine, but we also spoke with persons involved with rural training
in general internal medicine, pediatrics, and general surgery.

Financial barriers related to Medicare GME funding are the biggest problem

, By far, financial obstacles present the greatest identified barriers to increasing rural
training opportunities. All GME programs depend on Medicare GME funding paid to teaching
hospitals. GME funding is directly related to the hospital volume of Medicare patients and goes
predominantly to states with large urban populations through urban hospitals. For example, for
every Medicare enrollee in New York, hospitals receive $62 in GME payments, while the
comparable amount for Idaho hospitals is $1.02.' Many aspects of the GME funding structure
were cited as barriers: funding is paid to hospitals and not to residency programs; funding is
dependent on hospital volume of Medicare patients; funding acquisition requires substantial
expertise and effort via negotiations with Medicare intermediaries that might change during the
process; and funding is subject to an initial delay, creating additional financial stress on new
programs. A number of family medicine RTT programs were not receiving some or all of the
GME payments for which they were eligible. The only allopathic rural general surgery program
that we discovered was never able to get started because of these issues. Since the costs of
applying for GME payments are the same for small and large hospitals and are independent of
the size of a hospital’s Medicare population, small hospitals and others with small Medicare
populations are effectively discriminated against because of the linking of GME payments to

Medicare payments. For residencies that are primarily based in the outpatient setting, such as
family medicine, linking GME payments to inpatient volume and to hospitals does not appear to

make sense,

The cap on new residency programs in the Balanced Budget Act of 1997 contained an
exception for new programs in underserved rural areas. However, how these areas will be
defined is as yet unknown, and could forestall the development of significant numbers of new
rural programs, whether RTTs, independent residencies, or satellite programs (three-year
programs affiliated with a larger program but having all three years of clinic and some other
training taking place in the more rural “satellite” location). If RTTs and rural satellite programs
do not qualify as new programs, then two prime mechanisms for creating new rural residency
positions will have been eliminated. Reductions in indirect medical education (IME) payments
from this act and the lack of guidelines for adequately supporting training in ambulatory sites
may destabilize fragile rural programs and inhibit the creation of new ones.

! Calculated from the AMA Physicians Characteristics and Distribution, 1996/97 edition and the AAMC
Government Relations Resource Guide for Medical Education and Research, May, 1997.




Other financial barriers

How the costs of RTTs compare to those of traditional residencies appears to vary from
site to site. Some interviewees felt that family medicine RTT programs were no more expensive,
and perhaps less expensive, than other programs. Others felt they were more expensive, citing
the extra expenses associated with administrative support at both sites, travel and lodging costs
for residents and faculty, and costs for telemedicine links. A recent study does suggest that there
are substantial costs associated with training in ambulatory settings (Boex et al., 1997).

The need for funding of rural faculty development was cited by a number of persons. To
date, only one Bureau of Health Professions training grant has focused on rural faculty
development.

Residency Review Committee réquiréments create additional barriers

Many persons interviewed cited Residency Review Committee (RRC) requirements as
significant barriers to rural GME training. A Residency Review Committee consists of
representatives appointed by the American Medical Association, the appropriate specialty board,
and, in some cases, a national specialty organization. Each specialty has a separate and
independent RRC. Requirements for multiple residencies in a hospital, for minimum numbers of
residents in programs, and for supervisors of residents to be from specific specialties rather than
having specific expertise were among the barriers cited to establishing training programs in rural
areas. In family medicine, requirements for block experiences (e.g., one continuous month of
gynecology), not always available at rural sites, conflicted with requirements for continuity of
care (i.e., being at one practice location for extended periods of time). For family medicine .
programs not located in rural areas, restrictions on the amount of time residents may spend away
from their programs limit the time that residents can spend on rural rotations. New regulations
governing the size of RTTs and restricting the ability of RTT faculty to carry out additional tasks
while precepting will increase costs of rural training in the future.

Other barriers

Several persons interviewed cited other barriers to training residents in rural areas,
including: difficulty in attracting and retaining faculty, the inherent fragility of small rural
programs, and difficulty in attracting residents. The last of these barriers emphasizes the point
that increases in graduate medical training in rural areas are dependent on the availability of
medical students desiring to participate in such rural programs. There is a need to support and
expand undergraduate medical education programs that select and nurture students with a
particular interest in rural medicine.

Conclusions and Recommendations

The majority of interest and activity in graduate medical education in rural areas aimed at
preparing physicians for rural practice appears to be in family medicine. However, other
specialties are also providing—or interested in providing—some rural exposure to residents.
Financial concerns remain the prime barrier to training larger numbers of residents in rural areas,
and much, though not all, of the concern in traceable to the current method of relating funding
for GME to Medicare and to hospitals. Other identified barriers relate to restrictive RRC
requirements—agreater flexibility on the part of the RRCs and using more outcome-based
evaluation criteria, rather than structural criteria, need to occur. Some problems relate to
inherent structural problems associated with rural areas. Clearly, a need exists for a greater




understanding of the factors that can promote rural practice location choices of residents and for
carefully-planned trials of interventions targeted at inducing greater numbers of residents to
locate in rural areas. Specific suggestions for consideration include:

de-linking Medicare GME payments from hospitals and from Medicare inpatient
volume;

simplifying the process of obtaining Medicare GME funds for small rural programs;

clarification-of the exception to the ban on Medicare funding of new graduate medical
education programs in the Balanced Budget Act of 1997 to allow new rural residency
programs with expressed missions to supply practitioners to underserved rural areas,
even if the programs themselves are not based in underserved rural areas (since
underserved rural areas will be least able to support new residency programs);

ensuring that federal and other funding continues to exist for the development of new
rural training programs; programs in fields outside of family medicine may need
special help, having few or no peer programs to ask for advice or to model themselves
on; ‘ ‘ ,

targeting enhanced Title VII funds to residency programs proposing innovative efforts

aimed at increasing the training, location, and retention of female physicians in rural
areas; :

providing faculty development funds targeted to rural programs;

revision of RRC requirements to allow greater flexibility in the training setting and in
resident supervision; and

revision of RRC requirements to address competency more than measures of structure
and process, and to be more flexible in terms of how, where, and when residents get
specific training experiences. '

A complete list of the 26 recommendations is at the end of the report on pages 26-29.




Overview

This report summarizes the results of our studies of issues relating to the graduate

. medical education of physicians in rural areas for rural practice. It includes a summary of
available published and unpublished literature as of Fall 1997 and the results of our interviews
with persons involved with rural residency training. The report summarizes what is known about
rural residency training, including costs and outcomes, difficulties, and barriers to the creation of
programs. The report emphasizes efforts in family medicine because family medicine has been
far more active in the rural training arena than other specialties. Only 8-10% of internal
medicine, pediatrics, and obstetrics and gynecology residents choose rural locations, and these
tend to be locations that are not underserved (National Rural Health Association, 1992). A
second report later this year will review more fully what is known about the effectiveness of
rural training programs.

Background on PhySician Training

Physician training takes place in two stages: undergraduate and graduate medical
education. Undergraduate medical education occurs in medical schools and involves a
combination of classroom learning and clinical education. While not the focus of this report,
studies suggest that special admission and training programs can increase the numbers of
students who choose rural practice (Rabinowitz, 1993). Students expressing interest in _
practicing in towns of under 10,000 persons were more likely to have come from such towns and
were more likely to be interested in locating their practices in socioeconomically deprived areas
(60%) than their fellow medical students (11.5%) (American Association of Medical Colleges,
1995). Efforts to increase numbers of physicians training and practicing in rural areas should
address the entire educational continuum, from pre-professional preparation (e.g., facilitating
interactions between interested high school students in rural areas and local physicians), to
medical school, to residency, through the establishment of practices in rural areas and programs
to retain these practitioners.

Graduate medical education, also known as residency, typically involves three to five
years of training after medical school and occurs predominantly in clinical settings—typically
hospitals, though there has been a gradual shift in emphasis toward training in outpatient settings,
particularly for primary care specialties. The Area Health Education Center (AHEC) program,
-for example, was initiated as a response to the 1970 report of the Carnegie Commission on -
Higher Education, which recommended that undergraduate and graduate medical education be
decentralized and that some training take place in rural areas (Carnegie Commission on Higher
Education, 1970). For each physician specialty, there is a Residency Review Committee (RRC)
that sets the conditions for residency accreditation.

Family medicine, since its inception as a specialty, has placed a much greater emphasis
on training in outpatient settings than other specialties. Many programs have offered or required
some training in rural settings. A 1987 survey of U.S. family medicine residency programs
found that 49% of the 293 responding programs offered elective rural rotations, but only 31% of
programs (n=84) required them (Blondell, Smith, Byrne & Higgins, 1989). A more recent
survey of family medicine residencies, with a 96% response rate (352/367 programs), found that
40% of programs required rural rotations, 8% offered ambulatory rural experiences, and 5%
offered rural fellowships to physicians who had finished their residency training (Bowman &
Penrod, 1998). Over the past decade, family medicine has seen the appearance of some “rural
training track” (RTT) residency positions. In these programs, rather than spend all three years of




residency in the same setting, residents spend their first year of training in a fairly large, usually
urban hospital, with the majority of their time spent on hospital-based rotations. They then
spend most of their remaining two years of training in a rural location, typically based in a rural
practice, utilizing a rural hospital for their inpatient and emergency room training but having the
majority of their education occur in a rural outpatient setting. They usually rotate back to the
larger setting for some experiences during these latter two years.

Fewer allopathic family medicine graduates are entering rural practice now than 10 years
ago, despite an increase in the number of residents. The number of RTT programs is too small to
allow a projection of whether a dramatic increase in their number could reverse this trend.
Family medicine graduates were three times more likely than other primary care residency
graduates to locate in a rural area from 1975-1985, but this has decreased to a twofold difference
(American Academy of Family Physicians, National Rural Health Association, 1992); the
absolute number of family medicine residency graduates locating in rural areas has decreased
. from 680 per year a decade agoto 580 per year more recently (American Association of Medical
Colleges, 1995). This may relate in part to the increasing proportion of female medical students
and residents and the smaller likelihood of female physicians choosing to practice in rural areas
(Doescher, Ellsbury & Hart, 1998). :

The Need for Rural GME to Address Physician Shortages in Rural
Areas .

There are two primary goals of training residents in rural areas: producing greater
numbers of physicians who will practice in rural areas and producing physicians who are better
prepared for the demands of rural practice. These two are clearly related, as providers who are
better trained to deal with the clinical demands of their practices will be more satisfied with and
more likely to stay in their practices. As long as medical students can freely choose which sites
they will apply to for their residency training, it will be difficult or impossible to know whether
some persons without a strong interest in rural practice can be induced to choose it through
training in rural locations. There is a strong feeling among educators involved in rural physician
training that, if trained in rural areas, some physicians will avoid developing ties to urban areas
that might divert them from their initial intentions to practice in a rural location. This contention
is bolstered by reports that 76% of graduates from the 13 identified family medicine RTTs
existing in 1996 have started practicing in rural areas (Rosenthal et al., 1998).

The need for greater numbers of physicians to practice in rural areas is clear. For
example, in 1975, rural counties in the U.S. held 24% of the population but only 16% of its
primary care physicians. By 1990, this had slightly worsened to 23% of the population but only
14% of primary care physicians. This occurred despite a 75% increase in the number of primary
care physicians during this time period, while the overall population grew only 17% (U.S.
General Accounting Office, 1994). The unmet need for rural physicians varies dramatically
across the rural landscape, with the unmet needs of rural populations in small remote places
being most critical (COGME, 1998). » :

A recent survey of 96% of the family medicine residencies in the U.S. identified a
number of factors associated with graduates entering practice in a rural area. The most
significant program factors included being located in a more rural state, having an explicit
mission to prepare residents for rural practice, having required rural experiences (clinics and
rotations) for residents (see Table 1), being located in a less populous area, and requiring more
months of obstetric training (see Table 2) (Bowman & Penrod, 1998).




Some evidence from Canada suggests that training specialists in rural areas may lead to
substantial numbers choosing rural practice, though again the question of how much of this is the
result of the self-selection of applicants remains unanswered (Gray, Steeves & Blackburn, 1994).

Table 1. Number of required months of rural residency experiences and rural
practice choice among family medicine residency graduates.

Required rural months 0 1 2 3 4-6 > 22
Number of programs 212 82 29 15 4 11

% of graduates locating  24% 37% 46% 52% 51% 69%
in rural areas

Table 2. Number of months of required obstetrics and rural practice choice among
family medicine residency graduates.

Number of obstetrical months 2 3 4 > 4 months
Number of programs - 141 111 71 30
% of graduates locating 24% 31% 34% 42%

in rural areas

Graduate Medical Education in Rural Areas

Summary of Allopathic Activities Outside of Family Medicine

» A goal of this report is to summarize the rural GME training activities for specialties
providing aspects of “generalist” care in rural areas (i.e., family medicine, general internal
medicine, general pediatrics, obstetrics and gynecology, and general surgery). However, review
of the literature, key informant interviews, and email postings to listservs for educators in several
of these specialties and for rural medical education suggest that the vast majority of the graduate
medical education activity taking place in rural areas to train practitioners for rural practice is
taking place in family medicine. Therefore, much of this report focuses on family medicine. As
an example of the lack of emphasis on training for rural practice outside of family medicine, the
Society for General Internal Medicine published a directory of primary care internal medicine
residencies in 1992 (Society of General Internal Medicine, 1992). The directory listed a modest
number of residencies located in rural counties (non-Metropolitan Statistical Areas [MSAs])).
Most of these were residencies for large, multispecialty groups headquartered in rural areas (e.g.,
Guthrie, Sayre, and Geisinger) and all highlighted the size of their referral areas and the
advanced technology available in their hospitals. References to their rural locations involved




avoiding the hassles of living and working in big cities, and none mentioned preparation for rural
practice as a goal. '

Some programs in fields other than family medicine do offer elective or rotational
exposure to less urban environments (though some of these are still located in metropolitan
counties, such as the Delano, California rotation of the Bakersfield, California general surgery
residency and the Toppenish rotations of the University of Washington internal medicine and
pediatrics residents). The University of Washington WAMI (Washington, Alaska, Montana,
Idaho) program was one of the pioneers in providing rural experiences to residents, and currently
internal medicine sends up to 20 residents per year on 1-2 month rotations to 5 different sites;
pediatrics also uses several sites. Overall, the literature provides sparse documentation of rural
training experiences in internal medicine (Crandall, Reynolds & Coggins, 1978; Parenti &
Moldow, 1995), pediatrics (Kairys & Newell, 1985), and general surgery (Asher, Martin,
Richardson & Polk, 1984). There is some suggestion, but no clear evidence, that these
experiences may lead to an increased likelihood of starting in rural practice (Asher et al., 1984;
Kairys & Newell, 1985).

The University of South Alabama attempted to start a residency track oriented toward

- preparing surgery residents for the practice of rural general surgery. This track, somewhat
analogous to family medicine RTTs, was approved by the Residency Review Committee (RRC)
for general surgery and would have had residents in their third and fourth years of training leave
the University setting and be trained in community hospitals (a number of them modest-sized
rural hospitals) in which there were no surgical subspecialty residents. This would have allowed
them to gain experience that would otherwise not have been available to them in gynecology,
operative obstetrics, urology, orthopedics, and otorhinolaryngology, to learn skills they would
need in rural practice. Their first two years and final year of training would still have taken place
in the traditional University teaching hospital. However, because of the University’s inability to
obtain GME funding for the community hospital rotations, and because the University hospital’s
Medicare base was too small for the University hospital to support resident time away, the
program never progressed to the point of being able to accept residents (J. Raymond Fletcher,
M.D., University of South Alabama Department of Surgery, personal communication, 10/24/97).
The Oregon Health Sciences University is considering the implementation of a residency track
oriented toward rural general surgery, but this has not progressed beyond the early planning
stage (Karen DeVeney, M.D., Oregon Health Sciences University Department of Surgery,
personal communication, 11/4/97). We could not find evidence of any other efforts to train
allopathic general surgeons for rural practice.

Allopathic Rural Family Medicine Training, Including Rural
Training Tracks and Three-Year Residencies

In contrast, family medicine has a substantial number of training opportunities in rural
areas. Some residency programs are located in rural locations; some of these are located in the
same multispecialty clinics offering rurally-located primary care internal medicine residencies,
though the descriptions these programs offer in the Directory of Family Medicine Residencies
(American Academy of Family Physicians, 1997) generally do emphasize preparation for rural
practice. As discussed above, over half of all family medicine residencies offer some sort of
rural experience and 40% have a required rural rotation. Some offer the option of a satellite site
using an office in a nearby area with rural characteristics as the site of a resident’s continuity
clinic. Furthermore, according to listings in the 1998 Directory of Family Practice Residency
Programs, 14 programs offer rural fellowships for physicians who have finished their residency
training but wish to seek additional training to better prepare themselves for rural practice
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(Norris & Acosta, 1997). By examining all entries in the Directory of Family Medicine
Residencies and an informal list of all approved “1+2” rural family medicine programs
(programs with their first year in one location and last two years in another) obtained from the
family medicine Residency Review Committee, we have assembled a list of approved family
medicine RTTs, residencies located in rural areas (non-MSA counties), and all other programs
claiming to offer some rural experience. This information is summarized in Appendix A.

To elucidate what the critical issues for RTTs and three-year rural residencies were, we
conducted telephone interviews with persons involved with both types of programs. The
interviews were more heavily weighted toward RTTs (n=10) than rural residencies (n=3) as
RTTs are a relatively new phenomenon in family medicine and the issues for them are less well-
known than for traditional, three-year residencies. Also, the RTTs are training residents in
smaller, more remote locations than the three-year rural residencies. This could lead to more and
different problems than seen in three-year programs. The interviews and the authors’

experiences revealed many problems common to both programs, and some problems unique to
each program. .

To get started, both types of programs require several years of planning and development,
and significant start-up funding (Damos et al., 1998). This funding was variously supplied by
state and federal grants and the involved hospitals. Potential loss of Title VII funding (residency
development and support grants from the Bureau of Health Professions) for family medicine
residencies was cited by a number of persons interviewed as a barrier to establishment of new
RTTs. Three-year residencies tend to build their own facilities and create their own practices,
though they often hire one or more local practitioners as faculty and utilize their practices as the
base of the residency practice. RTTs may use this model, but more frequently (in our sample)
functioned in the setting of an already-existing practice, with the partners in the practice serving
as faculty and one of them being the site director. The vulnerability of the RTTs to changes in
the local practice they were using emerged as an issue several times. For instance, if the site
director became too busy or lost interest, this could result in the practice withdrawing from
program participation and the site closing. In the larger, three-year programs, since the practice
was part of the residency, faculty teaching time was more protected and the teaching load spread
across more providers. While faculty might choose to leave and replacing them was often
difficult, such changes were less likely to threaten the viability of the program than in RTTs.

Approximately 70% of RTTs have been reported to use telemedicine links (Rosenthal et
al., 1998), and this high usage rate was borne out in our interviews. Most programs had
telemedicine links to the “parent hospital” of the program (the site where residents do their first
year of training and which sponsors and administers the RTT). In many cases, programs were
able to take advantage of pre-existing telemedicine linkages (e.g., clinical and administrative
outreach efforts from the parent hospital to surrounding rural hospitals). In some cases, grant
funds were obtained specifically for telemedicine links. Some programs felt that ongoing
support of established telemedicine links would not be a problem, while others stated that, if
grant funds disappeared, they would be unable to afford the ongoing operating costs of their link.

Telemedicine links were being used primarily to bring didactic teaching sessions to the
RTT site from the parent program. In many cases, some or all of these sessions were also open
to physicians other than the residents at the remote sites and continuing medical education credit
could be obtained by attending these sessions. One site was hoping to obtain approval from the
Residency Review Committee to use a telemedicine link to allow a resident at an RTT to be
precepted by a physician at the parent program. Some programs were hoping to provide specific
faculty development curriculum for RTT faculty via telemedicine links.
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Osteopathic Residencies and Rural Training and Practice

Proportionately, osteopathic physicians are more likely than allopathic physicians to
practice in rural areas. This appears to be the result of their much greater likelihood of choosing .
family practice as a specialty—46% of osteopathic medical graduates versus 11% of allopathic
medical graduates. However, osteopathic and allopathic family physicians are equally likely to
choose rural practice. In 1996, there were almost 600,000 allopathic patient care physicians, but
patient care osteopathic physicians comprise only about 5% of the number of allopathic
physicians, or about 30,000 osteopathic physicians. Thus, while 18.1% of osteopathic physicians
practice in rural areas versus 11.5% of allopathic physicians, even in rural areas, allopathic
physicians vastly outnumber osteopathic physicians (COGME, 1998).

The majority of accredited osteopathic medicine residency programs are family medicine
residencies. Overall, there are 24 sites offering osteopathic GME that are located in
nonmetropolitan counties (see Appendix B). There are three osteopathic obstetrics and
gynecology residency programs, two internal medicine programs, and one general surgery
program located in rural areas. Schools such as the West Virginia School of Osteopathic
Medicine and the Oklahoma State University College of Osteopathic Medicine are located in
states with few metropolitan areas, and have well-established rural family practice programs to
support their states’ rural and underserved populations. The new Pikeville College of
Osteopathic Medicine in Pikeville, Kentucky, has already established a plan to develop rural
residency training in family practice, pediatrics, and general internal medicine. John Strosnider,
Dean of the Pikeville college, anticipates no resistance to establishing “new” residency programs
under the new regulations governing the Balanced Budget Act of 1997. Because of the school’s
rural location and the college’s avowed mission to produce physicians for the Appalachian
region, the new residency programs support the intent of the new law as defined in the 1997
Balanced Budget Act. Strosnider expects the three rural residency programs to be ready to

accept residents by July, 2000, a full year before the college’s first graduating class (Zuger,
1998).

The osteopathic medical profession is also moving to create Osteopathic Postdoctoral
Training Institutions (OPTIs)—GME consortia that will establish large-scale, multi-disciplinary
rural residency training programs. The OPTI structure will attempt to create a seamless
transition between the medical school curriculum and the clinical training experiences
throughout residency, with the medical school and the residency program working in tandem to
rationalize and improve the quality and continuity of the education experience. An OPTI must
include at least one hospital accredited by the American Osteopathic Association (AOA) and at
least one AOA-accredited college of osteopathic medicine. OPTTs, as fully-organized GME
consortia, are intended to function as the organizational hubs for all GME activity and serve as
conduits for GME payment distribution in a rural setting. However, many of the proposed
OPTIs—designed to connect several colleges of osteopathic medicine and provide opportunities
for students across the nation—will extend beyond a single geographic wage area, and thus run
counter to regulation in the Balanced Budget Act of 1997. The OPTI are structured to include an
institution that operates affiliated programs at various sites nationwide, and a group of
community-based hospitals that together provide for residency training in conjunction with a
medical school. Given the purpose of these consortia, the osteopathic profession would
recommend that regulations recognize a formally organized GME consortium without
geographic limit.
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Other Programs Enhancing the Choice of Rural Practice

During the past decade, a dozen accelerated allopathic family medicine residency
programs were created that accept a few, select fourth-year medical students into university-
based residency training as first-year family practice residents. In Nebraska, this program
emphasizes rural practice. Third-year students interested in rural practice go through an
orientation and interview process. Those accepted into the program satisfy both fourth-year
medical school and first-year family practice residency requirements in the same year. These
residents also commit to rural practice, receive stipend and loan benefits, and take a fourth-year
rural fellowship as part of the program. This effectively reverses the usual four years of medical
school and three years of residency to a “3+4” year program. It accelerates the learning process
by moving clinical responsibilities earlier. In the fourth year of residency, the residents do

procedural training in community hospitals outside of Omaha. This program graduates between
60% and 80% of its residents into rural practice.

A different program at Nebraska, operated through the internal medicine department,

begins in the fourth year of medical school and allows students to choose an internal medicine or
- family medicine residency program in Nebraska through the usual method of applying to -
multiple programs and being “matched” to one through the National Resident Matching
Program. Most of the graduates of this Primary Care Track (18 total as of 1997) have chosen
rural training tracks in family medicine residencies, with from 75% to 100% of each four-person
group choosing rural practice.

Both of these programs have helped to keep some of Nebraska’s most promising medical
students in the state rather than losing them to training programs in other states. The
development of such tracks has greatly enhanced the recruitment of rural training track residents
and greatly increased the procedural training of the graduates.

Oklahoma has increased the salaries of its family practice residents, especially ones who
choose rural Oklahoma communities early, to accomplish the same goal of keeping trainees in
the state. Thus, by accelerating the location decisions of graduates, states and institutions may be
able to encourage more of them to choose rural practice. '

Similar “bridging techniques” could be used to help bring students with rural
backgrounds into early admission programs in medical schools with the hope that they will be
more likely to enter rural practice. Some programs start even before college. For example, the
Washington Academy of Family Physicians has a program to promote medical careers among
high school students in rural areas of Washington State. Residencies may bridge the gap
between residency and practice by involving residents in rural communities or by involving
communities more actively in the residency with recruitment fairs, lunches, dinners, precepting,
and ambulatory clinics. The major impediment to long-term commitments and bridging
techniques is that it is impossible to predict whether the persons recruited into these programs
will end up having spousal or other ties that preclude locating in a rural area when it comes time
to choose a practice location.

Short-Term Rural Training

Rural rotations can be formally arranged and required by the training program or
arranged as an elective by the program or resident. Elective rotations often are used by residents
to evaluate a potential practice site. Formal arrangements offer practice sites a consistent stream
of residents, enabling them to have appropriate staffing to support the residents as regular team
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members. Rural rotations may aid practitioners with after-hours coverage. Ideally, programs
might have two- or three-month rural rotations at specific sites, with another month available for
residents to evaluate potential practice sites. Because communities benefit from a dependable
source of health personnel, they are more likely to support the salary, benefits, and travel costs of
residents under such circumstances. Residents carrying out rural rotations provide services in
shortage areas and help stabilize overloaded, small rural practices that might otherwise be in
danger of having practitioners “burn out.” Interactions with residents can also help to assuage -
the sense of isolation often felt by rural practitioners.

Financial Issues

Rural graduate medical education, like urban graduate medical education, requires
money. This is true both for rurally based residencies and for rural rotations undertaken by
residents at urban programs. This report focuses on funding for rural residencies primarily
because the federal government has not played a significant role in fostering the rural rotations of
residents at urban programs, even though over 3700 months of required family medicine
residency rotations occurred in 1994 (Bowman & Penrod, 1998) and probably at least 5000
months this year. Many more months of rural training/service occur through electives and rural
satellite clinics. Ambulatory clinics, rural rotations, fellowships, and other rural programs must
obtain funding from local hospitals, the state, or practice revenues. The Rural Health Medical
Education Demonstration Project of the Bureau of Health Professions attempted to remedy this
funding problem by providing indirect medical education (IME) payments for rural experiences
of residents in the participating residency programs. A preliminary evaluation of the program
found that a number of initial applicants withdrew from the program and participating
residencies complained about the lack of payment for start-up costs, overhead costs, and the rural
hospitals’ costs (Ricketts & Woods, 1994). In addition, since the sponsoring teaching
hospitals—not the residencies or the rural hospitals—received the IME payments, the program
provided no real incentive to the residencies for participating.

Start-Up Costs for Rural Family Medicine Residencies

As mentioned above, substantial start-up costs are associated with developing a rural
training site, whether a three-year residency or an RTT (Damos et al., 1998). We were not able
to obtain estimates of start-up costs in our interviews, but both types of programs required
substantial start-up funds and several years to progress from initial planning to full
implementation. Starting an RTT is clearly much more like starting a new residency than adding
a couple of residents to an existing program, and the costs are probably similar to those of
starting a new program. One interviewee did note that, while the start-up costs for their first
RTT site were similar to those for starting up a new residency program, start-up costs for their
additional RTT sites were substantially lower as they could take advantage of the existing
infrastructure at the parent program for the additional RTTs as well as their experience from the
first RTT site (i.e., there may be economies of scale associated with starting multiple RTT sites
from one parent program). Start-up funds were obtained from a variety of sources, particularly
the federal government through Title VII grants, state government grants, funding from
sponsoring hospitals or the hospitals’ parent organizations, and private grant funds.
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Ongoing Costs for Rural Training Tracks — Unclear Whether
They Cost More, Less, Or the Same as Traditional Residencies

There was no clear consensus as to whether training residents in RTT programs was less
expensive, about as expensive, or more expensive than training them in traditional residency
settings. Estimates of the annual cost per resident in four programs ranged from $61,000 to
$100,000 in 1991 (Rosenthal et al., 1992). In general, little is known of the costs of training
residents in ambulatory settings (Boex et al., 1997).

Spokane — lower costs, but new RRC requirements may increase costs

For 1997-98, the Family Medicine Spokane residency program has estimated the annual
cost per RTT resident to be $79,202, less than half the estimated annual cost (~ $166,000) for a
resident at its Spokane (urban-based) core program. Reasons cited by the Spokane program for
these lower costs include being able to take advantage of existing facilities in their RTTs rather
than having to build them for their Spokane residency and lower personnel costs. The personnel
cost savings were attributed to having the major “fixed costs” of practice personnel already paid
for by the existing practices at the RTT sites, with the addition of one or two residents resulting
in only modest marginal cost increases. These cost savings can be very sensitive to the number
of residents. For instance, one resident may not require the hiring of additional personnel, while
a second resident might create enough additional work to require new personnel. It should be
noted that the Spokane program, as the first RTT program in the country, was given greater
flexibility by the RRC, including the ability to have only one resident at some sites at any one
time (i.e., a new resident every other year). If some of the low costs reported by the Spokane
program are the result of the one-resident sites, this will not be reproducible in other programs
and will disappear from Spokane now that the RRC has required all RTT sites to have at least
one resident each year (i.e., no less than two residents at a time).

Other sites — costs felt to be higher

Others, however, felt that there were substantial additional costs to running an RTT.
Telemedicine links were often used to reduce the need for faculty to travel to RTT sites from the
parent programs, but had substantial start-up and maintenance costs. Parent program faculty still
generally visited the RTT sites once or twice a month. RTT residents also had to travel back to
the parent program anywhere from weekly to once every three months for didactics and, in some
cases, rotations lasting one or more months. Programs paid these travel expenses and often the
lodging costs for the residents and their families as well. Costs of faculty development at RTT
sites were significantly higher than at urban programs.

Some felt that residents were roughly financially neutral for a practice (Maudlin, 1997),
with decreased productivity by faculty roughly offset by the productivity of the residents. Others
- felt that there was a significant cost to the sponsoring practice, particularly with new family
medicine RRC rules concerning supervision of residents that require a preceptor supervising one
resident to have his or her schedule reduced 50% and one supervising two residents not to be
- seeing any patients on their own during that time. It should be noted that there is no literature
relevant to the actual amount of time needed by faculty to supervise one or two residents
appropriately. However, a recent study did suggest that ambulatory sites used for health
professional student training did have significantly higher costs than nonteaching ambulatory
sites (Boex et al., 1997).
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Funding Sources for Rural Residencies
Medicare GME funding

The vast majority of GME funding comes from Medicare direct medical education

(DME) and indirect medical education (IME) payments. In fiscal year 1995, Medicare spent
about $2 billion on DME and $5 billion on IME (Vladeck, 1997), for a total of over $7 billion.
These funds dwarf the fiscal year 1997 appropriations of $293 million for the Bureau of Health
Professions, which provides some support to primary care residencies through Title VII funding.
DME funds are intended to compensate for direct, added costs related to teaching, such as
resident stipends, faculty salaries, and allocated overhead. IME funds are tied directly to
Medicare reimbursement of hospitals and are intended to compensate teaching hospitals for
factors raising their costs of providing care, such as the greater complexity of their patients and
increased costs of patient care related to teaching. DME payments provide the salary for one
full-time faculty member for every 12 residents. Since faculty members also earn clinical
-revenue from seeing patients an average of about 30% of the time, this means that DME
payments provide funding for one faculty member for every eight to nine residents. Residencies
need and have more faculty than this, generally supported by funds from their sponsoring
hospitals—which usually pass on to the residencies some, but not all, of the IME funds they -
receive—as well as state governments, often through state university appropriations. IME
payments are related to the hospital volume of Medicare patients and go predominantly to urban
states and urban hospitals. For example, for every Medicare enrollee in New York, $62 is paid
- for GME, but in Wyoming and Idaho, approximately $1.25 and $1.02 respectively is spent on
GME per Medicare recipient.

Only 5% of teaching hospitals are located in rural areas and, because these are small
hospitals, far less than 5% of residents are located in rural areas. A recently completed study of
Medicare GME funding in rural hospitals found that from 1989-1994, the number of rural
(nonmetropolitan) hospitals receiving any Medicare GME funds was fairly stable at 61-70
hospitals. Of the 70 such hospitals in 1994, 19% were in towns with less than 5000 people, 19%
were in towns with 5,000-10,000 people, and 19% were in towns with 10,0001-20,000 people.
Fourteen percent of these hospitals had fewer than 50 beds, 18% had 50-100 beds, and 39% had
101-200 beds; three hospitals had more than 400 beds. These three largest hospitals accounted
for 55% of all residents being trained in rural areas and $47 million of the $80 million total
Medicare GME funds disbursed to rural hospitals; the other 67 hospitals received a mean of
$206,000 dollars in DME payments and $365,000 in IME payments. There were no rural
hospitals receiving Medicare GME payments in the Southwest U.S., and very few in the
Midwest or the West (Slifkin, Popkin & Dalton, 1998). There are over 2,000 rural community
hospitals in the U.S. ' ‘

The calculation of GME payments including IME and DME is dependent on historic
costs or comparisons with peer institutions. Rural hospitals that act as sites for residency training
have historically lower patient care payments and education costs than institutions in urban areas,
exacerbating the asymmetric flow of GME funds to urban areas. RTTs are estimated to receive
only 25% to 50% of the IME payments per resident that traditional residency programs receive.

2‘Calculated from the AMA Physicians Characteristics and Distribution, 1996/97 edition and the AAMC
Government Relations Resource Guide for Medical Education and Research, May, 1997.
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Thus, there are serious questions regarding the equity of GME funding per rural and urban
populations.

Sources of funding for ongoing expenses were a significant problem at some sites, but
not a problem at all at others. The most commonly-voiced complaints related to Medicare GME
funding. Some RTTs receiving only DME funds reported that their rural hospitals lacked the
expertise to apply for IME funds, or the ability to pay a consultant to help them. Some
interviewees commented that it did not seem worth applying for IME funds because the IME
payments would be too small to be worth the effort. Two reasons were cited for this: first, the
rural hospitals were so small that they treated few Medicare patients, making their Medicare
- bases quite small, and second, the residents spent much of their training time outside of the
hospital and it was not clear whether this time qualified for IME payments. Basing GME
payments on these factors was felt to be prejudicial against small rural hospitals and primary care
training programs—the costs of applying for IME funds are similar whatever the size of the
hospital and regardless of the setting(s) where training takes place. Therefore, the fixed costs of -
applying are a much greater burden on small hospitals and outpatient-focused residencies.

Interviewees also reported conflicts with their state Medicare carriers about defining a
program’s Medicare base. For example, one program was fighting to have both the costs of
building its family practice center and recruiting faculty considered-as educational expenses and
thus as part of its base, but their carrier was denying this. Another program reported that, just
after they had reached agreement with their state’s Medicare carrier, the carrier changed and this
new carrier refused to recognize the agreement with the former carrier.

The recent uncertainty over what changes would be made to Medicare GME payments
was not cited by most programs as an issue. Of course, since many of them receive only DME
funding, this is not too surprising. A representative of one program that had just folded stated
that, while several issues contributed to the program’s demise, uncertainty over GME funding
was one major factor. Another program director felt strongly that continuing stable levels of
reimbursement for rural training sites was essential for the continued stability of rural programs.
While Title VII funds support primary care residency program development, the tens of millions
of dollars available pales in comparison to the billions provided through Medicare GME
payments. '

Other sources of revenue and support

The fact that Medicare GME payments all go directly to the hospital, not the program,
was an issue for RTTs. Unlike traditional, hospital-based residencies, RTTs are based primarily
in ambulatory practices. In addition, rural programs depend on volunteer community faculty to
provide teaching for specialty care, as there are not other nearby residency programs that they
can take advantage of for teaching their residents. Some programs expressed concern that, in
today’s highly-competitive market, they might not be able to continue to obtain this specialty
teaching without having funds to pay these community specialists.

Rural hospitals often do contribute funding for RTT residents, though the residencies
generally did not know how this compared to the Medicare GME funding received by the
hospitals, similar to findings of another study of primary care residency programs (Center for
Health Policy Studies, 1996). Residents were felt to provide a significant service to many rural
hospitals (Slifkin, Popkin, & Dalton, 1998). For example, they expanded the pool of physicians
available to cover the hospitals’ emergency rooms. One rural hospital was felt to have been
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saved by the initiation of a residency program that provided emergency room coverage,
stabilized the base of local physicians, and increased inpatient volume.

Public-private networking has resulted in some unique proposals to increase the amount
of rural training. Rural faculty have long noted that many residents find out about rural practice
through rural “moonlighting” opportunities. (“Moonlighting” is the practice of working extra
nights or weekend days at emergency rooms, hospitals, or physician practices by residents in
their latter stages of training in order to earn extra income.) In some programs, networks of rural
hospitals and physicians have paid residents a regular additional salary with the promise that the
residents will serve network hospitals for two to four weeks in their second or third year. Itis
hoped that this may attract them away from high-paying urban urgent care centers. This
increases the potential for recruitment, gets residents out of the cities, broadens their training,
and helps residents develop the confidence to practice on their own, a prerequisite for those
considering rural practice.

Other Effects of Medicare and Medicaid

Some rural sites also have nurse practitioners or physician assistants, and Medicare rules
specify that faculty cannot supervise these practitioners at the same time that they supervise
residents. Clearly, this requirement impedes all training programs and is particularly
burdensome for smaller programs. Given that, in most states, nurse practitioners are licensed as
independent practitioners, and that physician assistants, while required to work under the
supervision of a physician, can do so many miles away from the supervising physician, this
restriction appears to have no sound rationale and could make some otherwise viable programs
impossible. Supervision of nurse practitioners and physician assistants probably requires less
effort than supervising residents. In addition, such rules discourage rural programs from
integrating the training experiences of residents and student physician assistants and nurse
practitioners at a time when such integration is increasingly critical in rural practice, especially in
remote and underserved areas. This is not strictly a rural issue and can affect all training
programs.

Residencies tend to be more dependent on clinical income from seeing Medicaid patients
than private practices, with some residencies in poor, rural areas extremely dependent on
Medicaid reimbursement. One program director commented on the relatively low Medicaid
reimbursement and the frequent denials of payment by their state Medicaid carrier. This is again
not a problem limited to rural programs but places a strain on all training programs, especially as
cross-subsidization of care for Medicaid and unfunded patients by care for privately-insured
_ patients is disappearing. '

Financial Barriers to Rural Residency Training Outside of
Family Medicine |

Given the low level of activity related to rural training in specialties other than family
medicine, there is relatively little to report on in terms of financial barriers. As mentioned above
one program in general surgery was designed by the University of South Alabama specifically to
prepare general surgeons for rural practice. The program was approved by the RRC for surgery
and the American Board of Surgery, and endorsed by the American College of Surgeons.
However, the parent hospital has a small Medicare base (and a large proportion of patients with
Medicaid and no insurance) and could not afford to support the residents at the community
hospitals because of its limited GME payments. The community hospitals had neither the

b
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expertise nor the resources to apply for Medicare GME funding while the residents would have
- been there. Because of this lack of funding, the program was never implemented (J. Raymond
Fletcher, M.D., University of South Alabama College of Medicine, Department of Surgery,
personal communication, 10/24/97).

While the University of Washington internal medicine program has a relatively large
program offering rural electives to residents, restricted funding drastically limits its ability to
place residents in rural rotations. Funding for transportation of residents to and from the distant
rural sites and the housing costs at these sites has limited the number of sites used and rotations
offered, and such funding is becoming more difficult to obtain. Other identified needs to
strengthen and expand this program include funding for administrative support, for the
development of a defined curriculum with learning objectives, and for links between the
university and the sites (e.g., email/World-Wide-Web access to allow residents and their
preceptors to communicate with University faculty and access curricular materials and other
resources) (Dawn DeWitt, M.D., University of Washington Department of Internal Medicine,
personal communication, 10/23/97).

Residency Review Committee (RRC)-imposed Barriers
to Rural Training '

RRC-Imposed Barriers to Rural Training in Specialties Other than
Family Medicine -

: Other than the one exception in general surgery cited above, family medicine appears to
be the only specialty whose RRC has been willing to approve rural training track-type programs.
For general internal medicine, general pediatrics, obstetrics and gynecology, and general surgery,
there are a number of RRC requirements that preclude having a residency located in a small rural
hospital, though the surgery RRC was willing to be flexible enough to allow some training to
take place in such settings. Some of the major requirements that present barriers to locating a
residency for one of these specialties in a rural hospital are summarized in Table 3. For internal
medicine, for example, the sponsoring hospital must sponsor at least one other program and be a
“significant training site” for residents from still another program—difficult to impossible for a
small rural hospital. Pediatrics training requires a pediatrics intensive care unit (ICU) in the
sponsoring hospital and four to six months of level II or IT neonatal ICU experience, despite the
fact that many pediatricians do not utilize such settings.in their practices, particularly in rural
areas. In fact, there is evidence that the case mix of hospitalized pediatric patients for rural
pediatricians and family physicians is similar (Melzer et al., 1995). There is also a requirement
for four months of subspecialty training that would be difficult or impossible to obtain in a rural
area. For obstetrics and gynecology, the barriers are not so obvious, as explicit definitions of
“adequate” numbers of procedures are absent. However, the requirement to have at least two
residents/year in each of the four years of training would require a hospital with substantial
obstetrical volume, beyond what most small rural hospitals could manage. For general surgery,
the requirements for procedural volume would preclude having a small rural hospital as the
“sponsoring or integrated institution,” though having the final year back at the university
program apparently satisfied the surgery RRC about the South Alabama proposed rural general

surgery program.
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Table 3. Residency Review Committee (RRC) Barriers to Rural Training in
Specialties Other than Family Medicine

I. Internal Medicine RRC Requirements:

* Sponsoring institution must serve as a significant training site for at least 2 other
residency programs and must sponsor at least one of these

* All faculty members must be certified by the American Board of Internal Medicine
or have equivalent credentials or experience acceptable to the RRC for internal
medicine ,

* The faculty as a whole must demonstrate involvement in research, defined broadly
to include biomedical, clinical, educational, and health services research

* The program director plus at least 4 additional faculty who devote at least 20
hours/week to the program must be present ,

* Facilities must be present including those for bronchoscopy, coagulation studies,
gastrointestinal endoscopy, noninvasive cardiology studies, pulmonary function
tests, hemodialysis, and radionuclide, ultrasound, and radiologic imaging

* Medical library under the direction of a qualified medical librarian must be present

* Program must have at least 12 residents

II. Obstetrics and Gynecology RRC Requirements: .
* Program must have at least 2 residents in each year :
* OB-Gyn faculty must be in-house 24 hours/day unless residents do not have in-
house call
* No explicit definitions given of “adequate” numbers of deliveries, procedures, etc.

III. Pediatrics RRC Requirements: :
* Training must include ICU management of children
* Strongly encouraged to have at least 12 residents in a program
* 4-6 months level II or III neonatal ICU rotations '
* Four 1-month rotations in pediatric subspecialties; must be supervised by board-
certified subspecialists

- New RRC Regulations Create Additional Barriers for Rural Family
Medicine Training

The Residency Review Committee for family medicine has approved a number of RTTs,
starting with those associated with the Spokane, Washington residency about 10 years ago. They
have shown significant flexibility, which has allowed the creation of a number of RTTs.
Recently, some requirements have been issued for RTTs that some interviewees felt were
making some formerly viable sites and programs nonviable, without evidence that there is ‘a need
for these new requirements. One commonly-cited new requirement was that preceptors must
have at least half of their time freed up to supervise one resident and to be exclusively precepting
when two or more residents are seeing patients in clinic. Exclusively precepting for three or four
residents in a larger program is more affordable than for only two residents, the maximum
number at RTT sites. One suggestion to address part of this problem was to take into account the




-20-

multiple preceptors potentially available at an RTT site. Rather than demanding that a specific
preceptor reduce his or her clinical effort by 50% when one resident is present or completely
eliminate it for two residents, asking that the faculty in clinic collectively reduce their clinical
activities by an equivalent amount would allow clinic function to proceed more smoothly and
better distribute the teaching load. This approach, while facilitating clinic function, would
clearly be more difficult to document and monitor than the current, inflexible RRC requirements.

Another new requirement was for at least two residents to be present at every RTT site
(i.e., at least one per year). As far as is known, there is no evidence that graduates of one-
resident sites (in which a new resident arrives every other year, when the former resident
graduates) are not as well trained, or have had any more problems in residency, as graduates
from two-resident sites (in which a new resident arrives every year). Graduates from the one-
resident sites of the Spokane program have scored as well on their board exams as other RTT
graduates (slightly above the national average). However, the RRC has refused to reevaluate this
requirement and to use competency-based outcomes rather than process-based ones in assessing
whether such a mandate is needed. The Spokane program has had four sites start as one-resident
sites; two have subsequently gone on to accommodate one resident every year, while two have
remained as one-resident programs. A new site in Moses Lake (Washington) was planned to
initially start as a one-resident site and then expand to two residents after gaining experience
with one. Because of this RRC requirement, plans for the Moses Lake RTT have been dropped.
The Omak (Washington) site has refused to fund two residents at a time and thus will no longer
be an available RTT site, while the Goldendale (Washington) site has agreed to increase to two
residents. The Ellensburg (Washington) site closed prior to the institution of this rule for other
reasons, but it would also have been unable to accommodate two residents at a time.

Interviewees at both RTTs and three-year rural family medicine residencies commented
on another problem related to the Residency Review Committee. The family medicine RRC
requires resident experience in a variety of fields to occur in dedicated “blocks” of time. In an
isolated rural residency, obtaining such rotations requires the residents to spend months away
from the program. This requirement threatens to force programs out of compliance with RRC
requirements for continuity of care by residents. Several persons felt that the RRC needed to
exhibit greater flexibility on rotational versus longitudinal exposures and on a number of other
issues, and that, in general, the RRC needed to be more open to experimentation and innovation,
including the use of outcomes-based rather than process-based evaluation criteria.

Other Barriers to Training Residents in Rural Areas

Faculty Recruitment and Retention

The difficulties of recruiting, training, and retaining faculty for rural residencies were
commonly brought up during our interviews. As discussed above, RTTs tend to be based in
existing practices, with the members of these practices becoming the primary teaching faculty for
the RTT. The initial recruitment effort for such programs is therefore the process of carefully
selecting the right practice in the right town.

In studies of other types of rural training, taking part in a teaching program was felt to
stabilize practices. The teaching seemed to be a positive supportive and educational experience
that helped to prevent providers from feeling isolated or becoming burned out. The Spokane
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program noted that three of their RTT sites have nine faculty who have graduated from either
their RTTs or their traditional program in Spokane, and that three other RTT graduates
participate in teaching at other sites. A large, national survey of rural hospitals found that the
presence of residents led to greater success at recruitment and retention of physicians (Connor,
Hillson & Kralewski, 1994). Whether this would extend to rural practices, not owned by a
hospital, that train residents is not known. Replacement of faculty who left a practice was felt to
be enhanced by the greater attractiveness of a teaching practice and also the possibility that a
graduating resident might decide to join the practice. A couple of studies have found that
involvement of a rural practice in teaching leads to better success with recruitment and retention
(Connor et al., 1994; Krugman, Tabak & Fryer, 1982). However, one study of rural primary care
physician retention found that satisfaction with opportunities to achieve professional goals was
associated with retention, but involvement in teaching medical students or residents was not

associated with satisfaction with perceived opportunities to achieve professional goals (Pathman,
1996).

Difficulty in recruiting faculty was noted at three-year programs. One program director
stated that it had taken five years to assemble a full group of faculty. Loss of one faculty
member can be destabilizing to a program given that these are small residencies with few faculty.
Remaining faculty have great difficulty in filling the gaps left by a departing faculty member.
Longer-established programs may be less susceptible to this problem as graduates often practice
near the program and may be willing to help out or join the faculty when the need ariseés. One
program noted that 80% of the staff at its hospital were graduates of the program, as were many
of the physicians in surrounding communities who referred patients to the hospital.

Rural Faculty Development

A recurring theme in the interviews concerned the need for faculty development, both at
RTTs and three-year residencies. Residencies in university settings or affiliated with nearby
universities may have access to local resources for faculty development. For residencies in rural
areas, similar local resources do not exist, and faculty development efforts generally require the
faculty to travel to distant locations, taking more time away from their programs than might be
necessary in an urban location with local resources. Funding for faculty development was
another case in which the importance of Title VII funds was cited. Some feel that funding going

primarily to large academic centers is of little benefit to those developing or teaching in rural
programs.

Only one Bureau of Health Professions grant has targeted rural faculty development.
This funded a rural mini-fellowship program that trained five family medicine faculty a year
from 1990 to 1992 and spawned the Group on Rural Health of the Society of Teachers of Family
Medicine. Materials, workshops, and newsletters initiated with this rural mini-fellowship
program continue to assist faculty with rural training track, rural rotation, and rural satellite
training center development at a volume of about three to four new contacts a month. This
informal “Center for Rural Faculty Development” continues because of the voluntary efforts of
rural faculty and the willingness of a handful of medical schools and residency programs to
allow faculty to spend more than 25% of their time on rural medical education.

Indeed, most rural medical education programs have been created by former rural
physicians either on a voluntary basis or by using their positions as program directors. Few have
had fellowship or other educational training. Surveys of rural faculty revealed that only a
handful had more than 50% of their time invested in rural medical education. Many physicians
choose rural practice to some degree based on their love of clinical medicine and performing
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procedures. When such physicians choose to undertake a residency faculty career, most focus on
clinical teaching rather than rural research or developing new rural programs. Rural faculty
development can help prevent the repetition of common mistakes, pass on critical information on
funding and the selection of sites and faculty, provide the peer support needed for isolated rural
faculty, and facilitate the necessary funding efforts to make rural programs a reality.

Recruiting’Residents to Rural Programs

Recruitment of residents was felt to be difficult by many, but not all, of those we
interviewed. In general, they felt that their applicant pools were smaller than for nonrural
residencies (often around 4-5 applicants for a position, versus over 60 per position at the
University of Washington’s university-based family medicine residency), but these applicants
were generally very interested in rural practice. In some cases, the pool of applicants applying to
RTTs was noted to have little overlap with the pool applying to the parent programs. One '
program director remarked that being able to pay a higher resident salary than in urban areas
would help with recruitment, but that limited funds would not allow this. Some programs had
initially filled their slots with international medical graduates (some of whom intended to stay
and practice in a rural area, and some of whom intended to return to their countries of origin), but
found themselves getting more U.S. medical school graduates as the programs matured. In 1996,
30% of RTT programs reported empty positions, whereas only 2.2% of all family medicine
residency positions were unfilled nationally (Rosenthal et al., 1998), so there does appear to be
greater difficulty overall filling RTT positions.

Gender Issues

While the shortage of physicians has long been one of the most pervasive characteristics
of the rural landscape, a new twist to this enduring problem involves both rural residency
training and physician gender. While the number and percentage of women medical school and
residency graduates have increased quite dramatically during the last decade, women remain
much less likely to locate their practices in rural areas than men. For instance, although the most
recent 10-year cohort of female physicians is more likely to practice in rural areas than female
physicians finishing their training more than ten years ago, they remain underrepresented by
from 40 to 80% among family physicians and general internists, depending on the type of rural
area (Doescher et al., 1998). :

It seems clear that poor access to physicians in rural areas is likely to be exacerbated as
women continue to increase as a proportion of medical school graduating classes but are less
likely to practice in rural environs. The causes of this phenomenon are complex and not well
understood. However, it seems evident that medical schools and rural residency programs need
to develop programs that do a better job of producing rural women physicians. Such programs
might include the creation of models of rural practice that allow women to better meet their
personal and professional goals.

Implications of the Balanced Budget Act of 1997

The Balanced Budget Act of 1997 (BBA97) contained a number of provisions that will
affect GME in both rural and urban areas. Many of these effects will depend on interpretations
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of the wording of the law and are not yet clear, but we will address what appear to be the most
significant of these provisions and how they may affect rural GME.,

Limitations on Residency Slots

The BBA97 legislation limits the number of resident positions by limiting each hospital
to the number of residents they had on or before December 31, 1996 (Section 4623). This
provision could limit new programs in rural hospitals that are designed to address local provider
needs. Urban teaching hospitals often have multiple residencies so that, while they cannot
increase overall numbers of residents, they can move existing positions from one specialty to
another. As most rural teaching hospitals have only primary care residents and usually only one
program (i.e., family medicine), capping the growth of the number of residents effectively
precludes the expansion of existing rural programs and could prevent the development of new
GME programs in rural hospitals. Family medicine has increased its number of residency
positions offered from 2412 in 1988 to 3262 in 1997, while categorical and general internal
medicine positions actually declined from 3525 to 3206 (Kahn, Garner, Schmittling, Ostergaard
& Graham, 1997). The cap on residency slots will presumably stop most expansion in family
medicine, the specialty most likely to produce rural practitioners, while having little effect on
specialties less likely to produce rural practitioners, as they have generally not been expanding
their numbers of positions.

Interpretation of this freeze could also affect some existing small rural programs. For
instance, the Goldendale RTT site of the Spokane, Washington program was an approved
residency site, generally taking one resident every other year. This site is prepared to take one
resident every year and has RRC approval to do so, but had no residents on site on December 31,
1996. While a single resident had been there previously, since the RRC has now banned single-
resident programs, the pending regulatory interpretation of the statute could lead either to
allowing Goldendale to take one resident every year, or alternatively requiring it to close.

The statute does provide for an exemption to the overall freeze in some rural areas: “the
Secretary shall give special consideration to facilities that meet the needs of underserved rural
areas.” This language applies to programs that began after 1995 and may allow the development
of programs in certain rural communities and programs that meet the needs of these
communities. However, what constitutes an “underserved rural area” was not defined and will
be determined administratively. This administrative interpretation will determine whether this
provision allows new rural residency activity in appropriate areas. Many rural residency
programs are not located in underserved rural areas because such areas, by virtue of being
underserved, generally do not possess the infrastructure to support a residency program. Even if
such infrastructure is present, providers in an underserved area may be too overwhelmed by the
clinical demands on their time to consider taking on the obligations of starting and running a
residency program. However, rural residency programs often produce practitioners who locate
in communities surrounding the ones in which their programs were located as well as other rural
areas, helping to eliminate and prevent shortage areas. Interpretation of this exception needs to
be applied broadly to allow creation of new programs in rural areas that are not, themselves,
underserved, but will benefit surrounding underserved communities.

Changes in GME Funding

The passage of the BBA97 produced a nurﬁber of changes to Medicare GME funding that
will influence rural training programs. First, IME funding was reduced from 7.7% to 5.5% over
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the next five years, for an overall 28% reduction. This will affect all residency training
programs, but given the disproportionately low share of Medicare GME payments currently
received by rural programs as described above, this will “add insult to injury” and further
decrease the incentive to rural programs to try to obtain Medicare IME funding and further
decrease the attractiveness and viability of starting new rural programs.

The statute did provide for direct payment to certain community clinics and rural health
centers, allowing Medicare to pay DME funds directly to community clinics that are certified as
federally qualified health centers (FQHCs), to rural health clinics (RHCS) if they sponsor a
training program, and to other entities as approved by the Secretary of Health and Human
Services. This very important change in policy breaks the long-standing reliance on teaching
hospitals as the necessary ingredient for training. However, this will allow only partial funding
of training programs in ambulatory settings including rural communities. Without other funding
or the IME portion that will still be paid directly to the hospitals, rural residencies will not
receive enough funding to function appropriately unless they have support from the hospitals
receiving the IME funds. In addition, rural health clinics may not be willing or able to sponsor
residents in appropriate locations.

The act does allow teaching hospitals to receive IME payments for residents who rotate
to ambulatory sites (Section 4621). Predominantly ambulatory residencies can, therefore, have
access to the same level of funding as hospital-based residencies, provided the teaching hospital
will share the IME funds. '

Finally, the law authorizes a demonstration project that allows the payment of GME
funds to an organization composed of at least a teaching hospital and at least one of the
following: a medical school, another teaching hospital, an FEQHC, a medical group practice, a
managed care entity, an entity furnishing outpatient services, or any other entity that the
Secretary deems be appropriate. Depending on administrative interpretation and implementation
requirements, this could allow rural-based residencies access to increased GME funds if the other
listed entities are willing to participate.

Other Provisions that May Affect Rural Health Care

Several other provisions of the BBA97 may serve to stabilize fragile rural health care
systems and to provide additional resources to rural residency programs.

Adjusted Average Per Capita Cost (AAPCC) payment reforms

As managed care increases in rural communities, more funds will be made available for
enhanced benefits or to improve funding of current care because of adjusted average per capita
cost (AAPCC) payment reforms that partially correct the current imbalance between rural and
urban counties (McBride, 1997). Through a number of manipulations, the formula increases
reimbursement for rural residents. In many urban communities, a higher level of funding has
allowed expanded benefits and improved payment levels for the providers in those communities
(Amending Section 1853 of Title X VIII).

Resource-Based Relative Value Scale (RBRVS) conversion factor

The RBRVS conversion factor used for calculating payments to physicians is changed,
resulting in improved payments to primary care providers by setting up a single conversion
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factor (Section 4501) and by factoring in actual office overhead (Section 4505). Because most
rural physicians are primary care physicians, these providers will be relatively better reimbursed.

Managed care provisions

Managed care companies may have to ensure that services are available in rural
communities. The provision in Section 4001 requiring organizations involved in Medicare
Choice to make “benefits and services available and accessible within the plan service areas”
could require plans to improve and strengthen rural health systems thereby improving the
distribution of physicians and other providers in rural areas. The possible benefit to rural health
systems will depend on regulatory interpretation of the general legislative language. GME funds
will be carved out from the Medicare payments to managed care companies, but how these funds
are to be used has not been specified.

Summary and Discussion

It seems clear that family medicine allopathic and osteopathic programs with a strong
rural orientation, whether RTTs or 3-year residencies located in rural areas, can train well-
qualified physicians who are likely to set up practice in a rural area. It is less clear for other
specialties because the numbers of programs emphasizing rural practice are so much smaller than
in family medicine. Whether these rural programs are primarily keeping the “converted” from
being diverted or actually yielding greater numbers of rural physicians than would otherwise be
produced is unknown. The disproportionate success of osteopathic medicine relative to
allopathic medicine in producing rural practitioners, which appears to result from the much
higher proportion of osteopathic medical graduates entering family medicine, is notable and
highlights the importance of factors prior to graduate medical education (student selection and .
undergraduate medical training) in determining eventual practice location. '

A number of barriers to training residents in rural locations were identified. Not
surprisingly, a large number of these were financial. The costs of the various rural programs
depend on multiple factors that can make them more or less expensive. In addition, the structure
and administration of GME payments result in significant financial barriers, and many programs
do not receive all of the Medicare GME payments for which they are eligible. The structure of
Medicare GME funding was the key factor in preventing the University of South Alabama’s
residency track for rural general surgery from ever becoming operational. Residency Review
Committee requirements also pose substantial barriers and new RRC requirements are creating
new barriers. The recruitment of faculty and residents and the need for faculty development are
challenges for rural programs. Also, many RTT programs utilized telemedicine linkages
dependent on grant funding, and a real concern exists that these linkages cannot continue without
ongoing local or federal support.

This paper has focused on family medicine graduate medical education, primarily
because that is where most rural graduate medical education efforts have occurred. This is not
entirely by chance since, particularly for small, remote, rural areas, a family practitioner can be
supported but a-general internist or pediatrician cannot. For larger rural areas, the population is
large enough to support other providers, such as internists, pediatricians, obstetrician-
gynecologists, and general surgeons, and a clear need exists for programs to train physicians for
practice in such areas.
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Recommendations to Reduce Barriers to Training
Residents in Rural Areas

Dr. Robert Talley, dean of the University of South Dakota School of Medicine, made a
number of recommendations for changing medical education in 1990 (Talley, 1990). Among his
recommendations were:

(1) To develop a consensus definition of rural and subcategories of rural;

(2) To educate rural communities about the purpose of residency training, the need for
attending physicians to supervise residents, and opportunities to help fund rural
rotations for residents;

(3) The family medicine RRC should support rural rotations of up to six months and
more broadly define what a “family practice center” is to allow inclusion of
outreach sites;

(4) RRCs should not make the number of residents at a site a factor in approving it;
(5) RRCs should judge programs by the quality of their products, not process measures;
(6) Resident teaching should be defined by competence, not by specialty label; and

(7)  New opportunities for funding residency training in rural settings should be
explored.

Dr. Paul Young, executive director of the American Board of Family Practice, wrote a
commentary accompanying Dr. Talley’s article, agreeing with many of his points, but not with
his proposal to allow rural rotations of up to six months duration because of its negative
influence on continuity of care. Dr. Young argued that the number of residents training at a site
may, in some circumstances, materially contribute to the quality of the educational experience
(Young, 1990). Many of our recommendations below echo Dr. Talley’s recommendations, as
little seems to have changed since he wrote them. Some of our recommendations also parallel
those of the Council on Graduate Medical Education (COGME) (see Council on Graduate
Medical Education, 1992; Council on Graduate Medical Education, 1994, and especially the
most recent report that focuses on rural and underserved areas, Council on Graduate Medical
Education, 1998). Of course, many of COGME’s recommendations are less narrowly focused
than ours on barriers to rural GME. The following recommendations are directed to federal
government changes unless otherwise noted. However, it is also often possible for state
governments and others to facilitate the implementation of the recommendations.

Fiscal Recommendations

¢ Consider replacing the current, cumbersome system of DME and IME payments with a
simplified process to cover the costs of graduate medical education and eliminate
discrimination against programs utilizing small rural hospitals. Consider targeting
such GME payments to locations and specialties where the need is greatest.
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Simplify the process of obtaining Medicare GME funding to pay for residency
training. For example, provide technical assistance in the application process to rural

residency programs and issue a set of standard interpretations of rules for defining a
hospital’s Medicare base for all states and Medicare carriers.

Provide both DME and IME funds directly to residency programs sponsoring rural

residencies so that they will not be dependent on the willingness of hospitals to pass
through GME funding. '

Consider higher Medicare GME payments for small rural programs to make it
worthwhile for them to apply for GME funding—particularly IME funding—and to
pay the costs of community faculty who serve as teachers for specialty training.

Recognize and allow GME payments to “OPTI” consortia of colleges and hospitals of

osteopathic medicine that provide graduate medical education to osteopathic medicine
residents in rural areas, even if these consortia span state borders.

‘Provide greater support through allocation of enhanced Title VII funding and through
other funding sources for the development of new three-year rural family medicine
residency programs and “1+2” rural training track programs.

Encourage and support ground-breaking, experimental programs such as the rural
general surgery track proposed by the University of South Alabama.

Provide greater federal support to residency programs for the development and
maintenance of rural training experiences and fund careful evaluation of the effects of
these experiences on practice location. Family medicine rural fellowships for -
physicians who have finished their residencies but wish additional training focused on
preparation for rural practice should be included in this effort. '

Utilize enhanced Title VII funding to encourage rural faculty development efforts that
will support the development of new rural programs as well as enhance the faculty
skills of practicing physicians who will be teaching residents. “Centers for Rural
Faculty Development” could greatly enhance and organize current unfunded, volunteer
faculty development activities for a very modest investment.

Evaluate the need for continuing or increased support of rural telemedicine links for
resident education and faculty development for rural graduate medical education
programs as current grant support disappears. \ :

Relax Medicare restrictions to allow faculty preceptors to supervise up to two nurse

practitioners, physician assistants, or similar practitioners at the same time they are
supervising residents.

Medicare GME funds carved-out frorﬁ the payments to managed care entities should
be distributed so that programs successfully training providers for rural, underserved,
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and particularly underserved rural communities have a higher priority for these funds
than other programs.

The requirement in the Balanced Budget Act of 1997 for Medicare HMOs to ensure
service availability should be applied so that needed rural health services are supported
and jmproved at the most local level feasible rather than requiring unnecessary travel
to distant sites. The interpretation of this requirement will be made at the agency
regulatory level and will require careful thought so as to strengthen and not harm
fragile rural delivery systems.

The exception in the Balanced Budget Act of 1997 to the Medicare GME cap on
residency positions for new residencies in underserved rural areas should be
interpreted as broadly as possible to allow new rural residency programs to be created
that will benefit underserved rural populations. If this exception is interpreted
narrowly, new legislation will be needed to exempt new rural programs from the cap.
Similarly, expansion of existing programs in the form of rural satellites or RTT

programs should be viewed as creation of new rural programs and allowed under the
Balanced Budget Act. '

States currently using some of their Medicaid funds to support graduate medical
education should continue to do so. As more and more Medicaid becomes managed
care, these GME funds should be carved out from capitation rates and targeted to
programs addressing the needs of underserved rural (and urban) communities.

Residency Review Committee (RRC) Recommendations

Consider revising RRC requirements for residency programs to allow increased
numbers of rural training track-type programs in fields other than family medicine.
Encourage further attempts at experimentation, such as the rural general surgery
program approved at the University of South Alabama.

Revise RRC requirements for family medicine programs to permit increased
longitudinal exposure rather than required blocks in order to allow these programs to
satisfy clinical content requirements without violating continuity requirements. This
will also minimize time residents are away from their rural sites and vulnerable to
having their attachments with those sites weakened.

Consider an exception to RRC continuity requirements for residents in urban programs
to allow up to four months away when this is used for a longitudinal, rural experience.
This will clearly be controversial because of its impact on the provision of continuity
care to residents’ patients in their “home” program.

The RRCs should be more flexible in evaluating programs by using outcome and
evidence-based evaluation criteria rather than structure/process evaluation criteria.

Change RRC requirements to allow the faculty load reduction for supervision of
residents in rural program clinics to be distributed among the clinic providers rather
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than having to come from only one person. The RRCs should consider altering the
workload decrease requirements for preceptors based on the level of each resident’s
training, since residents need less intense supervision as they become more
experienced (i.e., a first-year resident would require the most supervision, a second-
year resident less, and a third-year resident the least).

Other Recommendations

e Create incentives for medical schools to take more applicants from rural areas or who
otherwise appear more likely to eventually practice in rural areas. In addition, fund
demonstration programs aimed at increasing interest in rural medicine both before and
during medical school for students from both rural and urban backgrounds. Finally,
consider making incentive payments to medical schools based on desired outcomes—
for example, proportions of graduating students who practice in rural areas for at least
two of their first four years after residency.

* Facilitate the availability and interchange of information about rural training

opportunities for programs, medical students, and others, and consider funding a
national center with this mandate.

* Further research is needed to study interventions to increase the number of physicians
who receive substantial training in rural areas and to evaluate whether they actually
lead to increased numbers of physicians practicing in rural areas, especially
underserved rural areas. Consideration should be given to “radical” experiments such
as offering financial incentives to persons without strong interest in training in rural
areas and then evaluating whether, by inducing them to train there, they are more
likely to practice in rural areas.

* Assess the need for rural general surgeons, obstetrician/gynecologists, general

internists, and pediatricians and facilitate the creation of programs to train these
practitioners in locations where they are needed.

* Enhanced Title VII funding should be targeted to residency programs for innovative
demonstration projects aimed specifically at increasing the training, location, and
retention of women physicians in rural areas.

e A final recommendation, because rural GME activities whose aims are to increase the
number of qualified rural physicians cannot be successful unless the rural medical
practice environment is stable and professionally attractive: federal and state policies
should facilitate the development of stable and attractive rural health care delivery
environments. '
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