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Chairman Buchanan, Ranking Member Doggett, and Members of the Health Subcommittee:

Thank you for the invitation. My name is Emily Hawes. | practice as a rural clinical pharmacistin a small
family medicine clinic in Boone, North Carolina and serve as a board member on a local federally qualified
health center. | serve as Director of the Rural Residency Planning and Development and Teaching Health
Center Graduate Medical Education Technical Assistance Centers, supporting workforce expansion in rural
and underserved settings in almost every state. | am a professor at the University of North Carolina School
of Medicine, and my rural graduate medical education (GME) policy research is conducted through the
UNC Cecil G. Sheps Center for Health Services Research.

Living, practicing, and training clinicians in rural western North Carolina gives me firsthand experience with
both the access challenges facing rural communities and the tremendous opportunity for innovation in
health policy.

Today, | will focus on three points:
1. Training physicians in rural areas is an evidence-based strategy to address workforce shortages and
improve access to care.
2. Federal and state rural GME policies are highly effective at increasing rural training.
3. Congress can take targeted steps to develop, expand, and sustain rural training.

Rural Training Is an Effective Workforce Strategy

Rural-urban health differences are well documented, and the rural-urban mortality gap continues to
widen." Health workforce shortages are a major contributor.>® When communities lose physicians, they
lose access to essential care and even hospital viability. Access to quality care should not depend on a
patient’s zip code.

Training physicians in rural settings is one of the strongest predictors of rural practice. Physicians who train
in rural areas are at least twice—and in some studies up to five times—more likely to practice in rural
communities.*”

Through our work supporting more than 200 rural and underserved facilities, we have seen firsthand that
bringing residency training to a community strengthens the entire local healthcare environment. Not only
does it recruit doctors to practice locally, but the infrastructure of the training programs has spillover
effects, like helping reopen labor and delivery units, expanding access to behavioral health care services
such as opioid use disorder treatment, increasing treatment for chronic conditions like diabetes, and
enhancing the availability of subspecialty services. Once an academic base is established, rural
communities often expand training in additional specialties and training for other health professions such
as nurses.

Programs like the Osteopathic Medical Education Consortium of Oklahoma are training family medicine
residents in rural tribal facilities in Tahlequah, Oklahoma. Their program director shared that within 6
months of starting the residency, wait times for assignments to a PCP reduced from 9 months to 3 months.
Of the 25 graduates, 12 have stayed and remain employed with the Cherokee Nation Health Services. One
graduate is providing family medicine/obstetrical services on their campus, and another is providing wound
care services that were not previously available to patients outside the care of a surgeon. Rural graduate
medical education improves access to care.



Federal and State Policies Are Catalyzing Rural Growth

Compared to urban hospitals, many rural facilities face unique challenges—thin financial margins, limited
subspecialty services, and less educational infrastructure. Yet with targeted support, for both start-up
funding and ongoing long-term financing, they can offer highly effective training.

There are two distinct but equally essential factors in increasing rural residency training. First, rural
communities need adequate resources and expertise to effectively launch residency programs—a need
that Health Resources and Services Administration (HRSA) has been addressing through the Rural
Residency Planning and Development (RRPD) Program. Second, and the focus of my remarks today, is the
critical role Medicare plays in ensuring the long-term sustainability of these programs. While the majority of
my testimony will focus on policies under this committee’s jurisdiction, | will also highlight the importance
of supporting the challenging and costly process of developing new residency programs.

The HRSA-administered Rural Residency Planning and Development program, which provides start-up
funding and technical assistance, has created 64 new rural residency programs, representing more than
794 accredited positions that are largely supported through Medicare GME financing.®® One in four rural
residencies nationwide were developed through this effort.®'° RRPD exists because Congress created this
program in 2018 and continues to support it. Several states are creating similar rural residency start-up
initiatives modeled on the success of this federal program, and other states are optimizing their strategies
based on the research and lessons learned through RRPD.""”

Medicare GME is the largest funder of physician training, and Congress making more Medicare GME
financing available has been key to expanding rural residency training. Congressional reforms in the
Consolidated Appropriations Act of 2021, such as resetting artificially low Medicare reimbursement to
unlock rural training opportunities and streamlining accreditation processes have allowed hospitals to
establish rural training more efficiently.'® This has led to the creation of new rural residencies such as a
psychiatry program in rural Harrison County through West Virginia University. Additional payment slots
through Section 126 have directly helped 9 rural hospitals and supported several urban partners of rural
training programs.®

Furthermore, there has been a ten-fold increase in Critical Access Hospitals participating in GME over the
past decade.?® Not only have RRPD grants and Medicare financing flexibility contributed to growth, but
changes in Medicare regulations enabling urban hospitals to receive reimbursement for Critical Access
Hospitals treated as non-provider sites. With only 7 percent (96 of 1364) of Critical Access Hospitals
training residents, there is potential to expand training further in these sites.? In fact, there are 41 Critical
Access Hospitals currently developing rural residencies through the RRPD program.® There is substantial
interest and enthusiasm in doing this- just this past week, we had over 100 attendees on our RRPD webinar
focused on how to grow training in their Critical Access Hospitals.

Taken together, rural residency programs have increased roughly four fold since 2008, thanks to these
Medicare reforms and the Rural Residency Planning and Development Program.®'® Furthermore, there were
459 rural rotation experiences offered by residency programs in academic year 2024-2025.% These data
show that training in rural and underserved communities is not only possible but that there is untapped
capacity to train even more physicians there.

Policy matters. When Congress removes barriers and provides targeted support, rural training grows.



Targeted Policy Reforms Can Expand and Sustain Rural GME

Despite this progress, most GME remains concentrated in urban areas? and additional reforms are needed
to ensure rural training can scale and endure to meet population health needs. Based on our on-the-ground
technical assistance and research, | offer the following considerations for Congress to enhance rural
residency training:

1. Target Medicare Rural Track eligibility to rural census tracts, rather than just rural counties, to reach

more rural hospitals for residency creation.
Current Medicare Rural Track Program (RTP) eligibility is determined at the county level (greater
than 50% training in non-metropolitan counties), which can often be too large a geography to
accurately characterize variation within the county and also misses rural census tracts within
metropolitan counties.® Chatham County, North Carolina, is a great example —the eastern part has
affluent suburbs of the Research Triangle Park, but the western half is agricultural dominant and
has a large meat packing plant. UNC Health Chatham is a Critical Access Hospital on the western
side of the county that serves a predominantly rural community and is a training site for family
medicine physicians in partnership with a federally qualified health center. If Medicare RTP
eligibility were aligned with the Federal Office of Rural Health Policy definition, which captures rural
census tracts within metropolitan counties, this UNC program which is currently funded by UNC
Health and the affiliated rural hospital, could have accessed stable Medicare funding to support its
ongoing production of graduates practicing in rural areas. Nationally, there are 459 additional rural
hospitals (mean bed size of 61) that would be eligible for Medicare Rural Track Program financing if
the rural definition included rural census tracts within metropolitan counties.®

2. Lower the 50 percent rural training threshold to 30 percent for procedurally intensive specialties

like general surgery and OBGYN, as rural hospitals struggle to achieve 50 percent of needed training.
Development of new rural residencies in OB/GYN and general surgery has been limited, despite
federal and state funding opportunities. RRPD has led to the creation of one rural track program in
general surgery in Logan, West Virginia and one OB/GYN rural track program established in
Wisconsin. Given that the procedural volume at rural hospitals is often cited as a barrier to new
training opportunities, our team conducted a six-state evaluation using an all-payer dataset to
determine the capacity of rural hospitals to participate in OB/GYN and general surgery training. In
our general surgery analysis, we found more than 120 additional rural hospitals that could meet
20% of accreditation minimums compared to 50%. States that have lowered the rural training
threshold for general surgery have seen an increase in rural general surgery training. For example,
Wisconsin has three rural surgery training programs and two OB/GYN rural tracks, ranging from 2
months to 18 months in rural sites, that are producing graduates with greater than 70% rural and in-
state retention. Recent published research demonstrates that programs with rural missions, in rural
locations, or offering rural rotations produced surgeons who were more likely to work in rural
areas.? Furthermore, preliminary research on a national data set from one of our team members
suggests that even modest levels of rural training exposure (average of 25% rural training time) can
increase rural practice.

Applying the aforementioned lessons, the North Carolina General Assembly established the UNC
System Rural Residency and Medical Education Training fund to offer start-up and sustainability
funds for rural residencies training greater than 30% time in rural census tracts.'® Lowering the rural
training threshold is especially important for our state as there are no rural general surgery



residency programs and 25 rural counties have no practicing general surgeon. There are two NC
surgery programs who have expressed interest in creating rural tracks.

3. Extend the Medicare cap-building window from five years to ten years for rural hospitals to have

more time to achieve their full training potential.
Compared to urban hospitals, rural hospitals often need more time to build an educational
infrastructure, especially in places where training has never existed (i.e. GME-naive). There are
more than 1,700 GME-naive hospitals that are located in rural counties. Recruiting faculty and
preparing the facility and staff to train residents can take longer. Based on current Medicare
regulations, GME financing is locked at the five-year cap setting year. Lengthening the time frame
for rural hospitals to build their training infrastructure and establish their full complement can be an
effective method to grow rural training capacity.'® For example, the Sierra Nevada Family Medicine
Residency Program, accredited in 2021, currently trains six residents in rural Grass Valley,
California through a partnership that includes a rural hospital, a tribal-affiliated federally qualified
health center, and an urban hospital. As the program approaches the end of its initial five-year
Medicare cap-setting period, program leaders have recognized that their rural program has the
capacity to support double their size. However, because Medicare caps are determined based on
resident counts during the five-year period, the program is now rushing to expand positions in this
limited timeframe to avoid permanently constraining future training capacity. This situation
illustrates how the current cap-setting structure can create pressure for rapid growth rather than
thoughtful expansion, particularly for rural programs that often scale more gradually as clinical
partnerships and faculty infrastructure mature.

4. Allow rural facilities to reset low per-resident amounts or FTE caps to unlock training capacity by

extending the flexibility of Section 131.
Section 131 of the Consolidated Appropriations Act has played a role in allowing hospitals that
inadvertently triggered caps when hosting residents on rotation to reset their FTE caps and per-
resident amounts. An initial analysis shows that in the first few years of the program, 23 out of 219
eligible hospitals started new GME programs.? Two of the hospitals that have undertaken an FTE
reset are located in rural areas and were able to reset their FTE caps, which has enabled new GME
development. Our results show that for most hospitals, the five-year time frame proved to be
challenging for a reset opportunity, as 89.5% of eligible hospitals could not start new programs or
host the requisite number of resident rotators to qualify for a reset in the first three years of
implementation. If Congress were to extend Section 131, these 196 hospitals, 42 of which are in
rural locations, may become eligible to remedy their Medicare financing and participate in GME.?®
Flexibilities that open up the opportunity for geographically rural hospitals to reset their FTE caps or
per-resident amounts help support rural GME viability.

5. Ensure rural hospitals, such as Sole Community Hospitals and Medicare Dependent Hospitals,

receive full Medicare GME reimbursement.
GME financing can vary by hospital type. Sole Community Hospitals (SCHs) and Medicare
Dependent Hospitals (MDHSs) play a vital role in delivering healthcare to rural populations and serve
as strong potential hosts for residency training programs. Together, SCHs and MDHs account for
one-fourth of rural hospitals.?* Approximately 85% of the SCHs or MDHs located in rural regions do
not currently train residents, which represents a substantial number of potential hospitals rural
health facilities that could consider beginning physician training in their communities.?* Our
research revealed 145 geographically rural, GME-naive hospitals with potential to host new
residency programs, the majority of which are SCHs or MDHs.% These facilities frequently possess



the necessary clinical volume, revenue, and services to support training, yet do not receive full
indirect medical expenses payments. Compared to IPPS hospitals (typically urban hospitals), the
median deficit per resident FTE for MDHs is approximately $65,000, whereas it is approximately
$73,000 for SCHs.™ This funding difference can disincentive GME growth and put programs at risk
for financial instability. Furthermore, 68 of the RRPD grant recipients that are developing
residencies have SCH and/or MDH training sites.® Improved GME funding for SCHs and MDHs is
essential to ensure their long-term residency program sustainability along with the ability to attract
and retain a skilled workforce. Through our work with grantees, we have learned of other hospitals
that are projected to receive lower reimbursement for GME compared to IPPS hospitals, such as
psychiatric hospitals. HRSA has asked our Technical Assistance Center to conduct a similar
analysis for psychiatric hospitals this year.

Rural Residency Planning and Development Hospital Training Sites

Inpatient Prospective Payment (IPPS) Hospital 76
Rural Referral Center (RRC) 60
Critical Access Hospital (CAH) 41
Sole Community Hospital (SCH) 32
Sole Community Hospital/Rural Referral Center (SCH/RRC) 27
Children’s Hospital 26
Veterans Affairs (VA) Medical Center 19
Psychiatric Hospital 14
Medicare-Dependent, Small Rural Hospital (MDH) 9
Indian Health Service Hospital 6
Disproportionate Share Hospital 1
Total 311

6. Direct additional payment slots to geographically rural training programs.
Allowing rural hospitals an opportunity to secure additional Medicare payment slots can help fund
and sustain older rural programs that did not reach their full training capacity when their cap was
set in the fifth year after launching their program. Section 126 of the Consolidated Appropriations
Act of 2021 allowed for allocation of 1,000 new residency slots, over five years (200 slots each per
year starting in fiscal year 2023 for Direct Graduate Medical Education (DGME) and Indirect
Graduate Medical Education (IME)."® Taking four rounds together, Section 126 distributions have not
significantly expanded GME in geographical rural areas. Less than 5% of the first four rounds of
Section 126 payment slot distribution have reached geographically rural hospitals. And some of
those that received payment slots only received partial allocations.'®252% Relying on Health
Professional Shortage Area (HPSA) scores as a primary factor in slot distribution seemed to
disadvantage some rural hospitals. Those with low or no HPSA scores who were otherwise qualified
chose not to apply for additional slots.

7. Enable other rural health facilities, such as tribal sites, to be treated as non-provider sites.
As mentioned above, expanding the flexibility for Critical Access Hospitals to serve as non-provider
training sites has helped support a ten-fold rise in their GME engagement. Enabling other sites,
such as Indian Health Service hospitals® and other rural hospitals, to serve as non-provider sites
could increase opportunities for rural GME. Because rural health facilities sometimes do not
receive Medicare GME funding through their partners, it is important to have straightforward
pathways for them to access support directly. Partnerships can still help expand training



opportunities, but they are not a substitute for ensuring rural facilities receive their share of
Medicare GME resources.

8. Build on successful models like Rural Residency Planning and Development, which are increasing

rural training capacity.
The HRSA-administered Rural Residency Planning and Development (RRPD) have been invaluable
to starting new rural residency programs and understanding how Medicare payment can be
reformed to prevent program closure and ensure long-term rural residency impact. The RRPD
program has created 66 new rural residency programs, representing greater than 794 accredited
resident positions, with 40 more new programs in development.®® The 103 grant recipients
developing a total of 106 new residency programs in family medicine (82), psychiatry (11), internal
medicine (10), OB/GYN (1), general surgery (1), and preventive medicine (1) ranging from 2to 12
residents per class.®® From Critical Access Hospitals to Rural Health Clinics, it takes a village of
partners to start a rural residency and collectively there are 549 training sites across the RRPD grant
recipients.® The RRPD program, which is behind 1 in 4 current rural residency programs nationally,
provides start-up funding and technical assistance to create new accredited rural residencies that
are designed to be sustained through stable sources largely Medicare GME %™

Prioritizing technical assistance in conjunction with start-up funding is a critical component of a
GME growth strategy, ensuring programs can launch, expand, and remain sustainable long-
term.®®*" There are nuances related to accreditation, program planning, and financing that require
deep expertise to ensure long-term viability, including but not limited to compliance with
accreditation requirements and eligibility for Medicare reimbursement.® Designing a program that
will be sustained through stable sources like Medicare reimbursement is complicated and can be
impacted by several factors, such as hospital type, location, specialty, etc. Our HRSA-funded RRPD
Technical Assistance Center assists rural health organizations in designing, launching, and
sustaining accredited residency programs responsive to local community assets and needs. It
integrates program readiness assessments, tailored advising and consultations, peer learning,
resource sharing, and dissemination of best practices to accelerate progress along defined
roadmaps and grow a durable physician workforce. Not only do we provide individualized support
to RRPD grant recipients, but we offer free tools and resources to anyone interested in rural GME
development. Our RuralGME hospital analyzer and accompanied glossary, which can be accessed
at www.ruralgme.org, was produced as part of our federally-funded work and provides a starting
point for thinking about sustainability options for almost every acute-care hospital across the
nation.

Lessons learned from the HRSA Teaching Health Center Graduate Medical Education (THCGME)
have been helpful in understanding the impact of community-based training on rural and
underserved workforce.* Eighty five percent of THCGME graduates practice in medically
underserved areas after graduation, compared with 24.1% of all US residency medical
graduates.®** THCGME family medicine graduates have a broader scope of practice compared to
non-THCGME graduates, with a greater likelihood of providing treatment for opioid use disorder and
offering behavioral health care.® Over one-quarter of counties (47 of 180 counties) with THCGME
sites are rural.*® This program has been highly successful and has had more interested applicants
than available funds.®®

In closing, I’d like to share the GME story from my rural community. | live in a beautiful town nestled in the
Appalachian Mountains with a population of about 20,000. Itis a non-metropolitan county (i.e. eligible for


http://www.ruralgme.org/

Medicare rural track program funding). My community was home to one of the first RRPD grant recipients,
Mountain Area Health Education Center (MAHEC) Boone Family Medicine. Watauga Medical Center, the
primary training site, is a Sole Community Hospital that had inadvertently triggered a low per resident
amount likely due to hosting resident rotators as a strategy to attract physicians to the rural community.
This rural hospital received a $750,000 grant and technical assistance through the HRSA RRPD program
which helped facilitate the development of the Mountain Area Health Education Center Rural Boone Family
Medicine residency. Resetting the per-resident amount unlocked necessary funding for this rural hospital
to train a complement of 18 resident physicians and overcome a per-resident amount of $0 which could
have made launching a rural residency nearly impossible. Their training is specifically designed to provide
the breadth and depth required for rural primary care, equipping them to care for patients across the
lifespan—from newborns to parents and families to geriatric patients. Bringing the residency to our
community helped expand access to primary care, behavioral healthcare, prenatal care, and treatment for
chronic diseases. Almost all the residency faculty completed fellowships to further hone skills and training
to serve rural populations in lifestyle medicine, rural health, and sports medicine. The residents rotate
throughout our community across 15 or more different sites such as the Critical Access Hospital, private
practice clinics, and a local community health center. The curriculum has unique components focused on
wilderness medicine and even disaster relief, which proved invaluable during Hurricane Helene. All the
MAHEC residencies offer a path for residents to get intensive training in lifestyle medicine, which
emphasizes nutrition and exercise as treatments for chronic diseases like high blood pressure and
diabetes. The program has produced thirteen graduates with ten still practicing in rural locations (9
practicing in rural locations within the state) with most continuing to teach residents and students in their
rural settings. Interestingly, three of the graduates finished training and created a brand-new primary care
clinic in an adjacent rural county with even more challenges with primary care access (RUCA of 10, HPSA
score of 18). One of the graduates joined my local family medicine clinic and we went from not accepting
new patients to accepting new patients.

To support the creation, expansion, and sustainability of rural residencies the North Carolina General
Assembly recently appropriated recurring and non-recurring dollars for the UNC System Rural Residency
and Medical Education Training Fund. A grant program has been developed with flexibility such as lower
rural training time requirements and a broader rural geographic definition, aligned with policy
considerations shared with you today. Given Watauga Medical Center’s status as a Sole Community
Hospital, they do not receive full Medicare reimbursement for training. Thus, they are applying for this state
funding to fill the gap of deficits in their Medicare GME financing to support long-term viability. They have
reached their 5-year cap for family medicine, thus if the program wants to expand to train more than 18
residents, they will need to apply for expansion payment slots. Finally, North Carolina has no rural general
surgery residency programs but has 25 rural counties with no general surgeon. Through the RRPD grant
process, Watauga Medical Center established an educational infrastructure and has an eager group of
rural surgeons (some of whom are nearing retirement) that want to start our state’s first rural surgery
program. They have the procedure volume and case mix to meet at least 30% of the accreditation
procedure minimums and have applied to receive a state start-up grant to create an accredited surgery
residency with 30% rural training time. Furthermore, they plan to start a rural psychiatry residency in our
community, where access to psychiatry currently takes months.

With start-up funding, technical assistance, and long-term Medicare financing, rural GME is possible.
Building rural training capacity takes community engagement, clinical partnerships, sustainable financing,
physician champions, C-suite buy in, rural-based curriculum, and faculty development. Its direct impact
on access to care is playing an important role in improving the health and wellbeing of rural citizens.



Training physicians in rural America is an evidence-based solution to enhancing physician supply,
increasing access to care, and improving health outcomes in underserved communities. With
continued bipartisan support and thoughtful policy refinement, we can ensure that rural
communities train, recruit, and retain the physicians they need.

Thank you, and | look forward to your questions.
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