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Health disparities between rural and urban America have been well-
documented. Although drivers of these disparities are multifaceted, a key 
determinant of poorer health in rural populations is lower access to 
timely, quality healthcare. One proven strategy for addressing the rural-
urban mortality gap is increasing physician supply in rural communities. 
Evidence for a residency program-based strategy to boost rural physician 
supply is strong.1 As a result, both HRSA and ACGME have adopted 
strategic policies and resources to support development of rurally-located 
GME programs. The HRSA Rural Residency Planning and Development 
(RRPD) program has completed two years across three grant cycles, now 
with 46 grantees in Family Medicine (n=35), Internal Medicine (n=4), 
Psychiatry (n=6), and General Surgery (n=1). The Technical Assistance 
Center developed a model to guide grantees through the stages of 
development, and to help inform effective initiatives and address barriers 
for development.2

BACKGROUND

The RRPD Technical Assistance Center, comprised of content experts 
who have helped launch over 100 rural residencies, is funded by HRSA to 
support and track the grantees of the RRPD program, now with its third 
cohort, in the specialties of family medicine, internal medicine, general 
surgery, and psychiatry.  A roadmap for program development across six 
domains was developed and published, with detailed goals and 
objectives by stage of development.2 Grantee progress has been tracked 
quarterly through a tracking tool and rating scale tied to those 
objectives, also noting key barriers and short-term outcomes over time. 
The Center has now accumulated two years of progress tracking data on 
Cohort 1 (funding awarded 2019)  and one year on Cohort 2 (funding 
awarded 2020). Quarterly and summative results are now available 
demonstrating trajectories and timelines by initial stage of development, 
including overall measures as well as specific barriers related to the 
stages.

• Describe the rural residency program development of the HRSA RRPD 
grantees, including anticipated vs actual “milestones” and timelines for 
progress.

• Identify the critical opportunities and barriers unique to rural 
environments as identified by the RRPD grantees for creating programs 
that will meet rural physician workforce needs. 

• Compare and contrast the unique challenges in rural program 
development across different specialties.

Development of new GME programs in rural communities will impact the health of those populations directly through provision of clinical services, recruitment of residency graduates, and retention of 
faculty who stay in those locations, and indirectly in many other ways. Demonstrating successful pathways for development of these programs is essential, including validating the objectives to achieve 
program readiness, identifying assets and barriers that are most critical to success, and clarifying both financial and accreditation issues that demand ongoing attention from federal and state payer 
systems and the ACGME. This data provides specific results that identify those barriers and opportunities across multiple specialties, including tools and strategies to enhance success, and supports 
validation of a "roadmap" framework for rural program development for other communities to use in the future. This work seeks to strengthen the rural residency-to-workforce pipeline for rural 
communities in the United States.
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not necessarily represent the official views of, nor an endorsement, by HRSA, HHS, or the U.S. Government.
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RESULTS
Data obtained during quarterly assessments was analyzed and tracked for two cohorts whose awards were made in 2019 (Cohort 1) and 2020 (Cohort 2). Program readiness scores demonstrated measurable 
program development over time with variability related to initial stage of readiness at entry and local factors. Program readiness scores are calculated as the sum of completed objectives (weighted by level 
of difficulty) / sum of all weighted objectives; below shows the baseline and current median readiness scores for Cohorts 1 & 2 and an example of how readiness scores have progressed for those in Cohort 1 
(not all are shown). Since most RRPD grantees to date have been in family medicine, we do not yet have enough data to share results by specialty.

Cohort 1 Readiness Scores 
(example)





Community 
Assets

Identify community assets 
and interested parties.

Leadership

Assemble local leadership and 
determine program mission.

Sponsorship

Identify an institutional 
affiliation or sponsorship. Begin 
to consider financial options 
and governance structure.

Initial Educational 
& Programmatic 
Design

Identify Program Director 
(permanent or in development). 
Consider community assets, 
educational vision, resources, 
and accreditation timeline.

Financial 
Planning

Develop a budget and secure 
funding. Consider development 
and sustainability with revenues 
and expenses.

Sponsoring 
Institution 
Application

Find a Designated Institutional 
Official and organize the GME 
Committee. Complete application.

Program 
Personnel

Appoint residency coordinator. 
Identify core faculty and other 
program staff.

Program 
Planning & 
Accreditation

Develop curricular plans, goals 
and objectives; evaluation 
system and tools; policies and 
procedures; program letters of 
agreement; faculty roster. 
Complete ACGME application 
and site visit. 

Marketing & 
Resident 
Recruitment

Create a website. Register with 
required systems. Market 
locally and nationally. 

Program 
Infrastructure & 
Resources

Hire core faculty and other program 
staff. Ensure faculty development.  
Complete any construction and start-
up purchases. Establish annual 
budget.

Matriculate

Welcome and orient new 
residents.

Ongoing Efforts
Report annually to ACGME 
and the Sponsoring 
Institution. Maintain 
accreditation and financial 
solvency. Recruit and retain 
faculty. Track program 
educational and clinical 
outcomes. Ensure ongoing 
performance 
improvement.

To advance to the next stage:
Make an organizational 

decision to proceed with 
investing significant resources 

in program development.

To advance to the next stage:
Finalize a draft budget. Complete 

program design to include curriculum 
outline and site mapping. Submit 

a Sponsoring Institution (SI) application 
& receive initial accreditation.

To advance to the next stage:
Achieve initial program accreditation –

requires successful site visit and 
letter of accreditation 

from the ACGME.

To advance to the next stage:
Complete contracts and 

orient first class of residents. Hire all 
required faculty.
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Quarterly 
Data 
Collection



1=red 
51=yellow 
100=green

Quarterly 
Data 
Collection



1=red, 51=yellow, and 100=green

Quarterly 
Data 
Collection



Program Readiness Scoring
Program Readiness Scoring

Baseline readiness score (Year 1 Quarter 1) Median Readiness Score: 21% 
(range 2-91%)

Cohort 1 current readiness score (Year 2, 
Quarter 4)

Median Readiness Score: 88% 
(range 10-100%)

Cohort 2 current readiness score (Year 1, 
Quarter 4)

Median Readiness Score: 66% 
(range 27-100%)





Program Outcomes – Pre-Accreditation 

Developmental Outcomes Count
Programs that completed a detailed pro-forma for all phases of   
program development to ensure sustainability with expected revenues  
and expenses

28 (62%)

Programs that have developed a governance structure 39 (87%)
Programs that obtained Sponsoring Institution accreditation 40 (89%)
Programs that have recruited a Program Director 37 (82%)
Programs that have recruited core faculty members 21 (47%)
Programs that have completed a detailed community asset inventory 42 (93%)
Programs that have designed the curriculum (including site mapping) 30 (67%)



Program Outcomes - Accreditation

Developmental Outcomes Count
Programs that have submitted an ACGME application 27 (60%)
Programs that obtained ACGME accreditation 24 (53%)

ACGME approved resident positions (at full complement)  
251 FM, 36 IM, 32 Psych 319

Residents matched into the 12 programs who recruited residents 
(2022 Match) 94



Common Barriers
Challenge Identified #

Financial Planning (e.g. Medicare funding for rural hospitals, Medicare cap 
limitations, GME funding sustainability issues)

94

Faculty Recruitment (e.g. difficulty finding faculty, retiring providers, variable 
teaching interest in community faculty)

91

Curricular Design (e.g. limited rotation experiences, low patient volumes) 20
Electronic Health Record Adaptation for Residency (e.g. no templates or co-
signature)

20

Faculty Development (e.g. faculty with limited academic experience, low admin 
time)

18

Accreditation (e.g. patient encounter standards, distance traveled for rotations) 13
Resident Recruitment 7



Actions to Address Common Challenges

Actions to Address Challenges
Longitudinal advising and coaching with expert in new program development

In-depth financial consultations, including external consultations

Monthly webinars and online tools targeted to specific areas
In-depth community asset inventory early in development to identify needs and 
strategize specific local solutions
Connection with peer support networks and specific specialty organizations



Broader Impacts of RRPD

Recent changes to ACGME:
• Creation of new programmatic unit 

for Medically Underserved 
Areas/Populations and GME
• Rural Track Program designation

Recent changes to Medicare: 
Consolidated Appropriations Act, 
2021
• Section 126: Distribution of 

Additional residency Positions
• Section 127: Promoting Rural 

Hospital GME Funding Opportunity
• Section 131: Adjustment of Low 

Per Resident Amounts (Direct 
GME) and Low FTE Resident Caps 
(Direct GME and IME) for Certain 
Hospitals



Toolbox



Contact!

Email us
info@ruralgme.org

Follow us on Twitter 
@ruralGME

mailto:info@ruralgme.org



