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April's scheduled meeting will focus on recruitmemd retention from the hospital and
clinic perspectives. How do we encourage peopladee into medically underserved
areas? What factors are encouraging or discouggmgople to go into certain areas of
medicine? Hopefully by the next meeting a draftaat sheets will be prepared for
distribution.

There are two more meetings before the two onesdaymits in the fall. We anticipate
inviting a much larger group of individuals, suchreeads of health centers, deans of
medical schools, and boards of all different mddcafessions. This summit will be
much bigger and we will be able to fully discussreetment and retention issues.

We will not come forward with a final set of recorandations from this steering
committee, but we can come up with a group of recemdations that can be considered
at the summit.



NORTH CAROLINA RESIDENCY PROGRAMS
Thomas J. Bacon, DrPH

Executive Associate Dean & Director

NC Area Health Education Centers Program
UNC-CH School of Medicine

The one set of programs added by the Area Healtlc&wn Centers (AHEC) Program
in the last 10 years was a set of rural-track fammiedicine programs. There was money
in the 1990s to form those programs, as well aLdigarrus program. The map below
illustrates the locations of residency programblanth Carolina, including AHEC sites,
academic health centers, and family medicine tuaak sites. The map includes
Charlotte as an academic site, although it is mbeehybrid that falls on both sides.

Map 1: Location of Residency Programs in North Cartina
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In 2004, North Carolina had a total of 2,648 restde Chart 1 shows where the residents
were located. A third were at Duke, 24% were at Jl&b6 at WFU, 11% at ECU, 7%

at Charlotte, and 7% were at various locationsalCthe residents, 86% (2,271) were at
university hospitals and 14% (377) were at AHE@sl(iding Charlotte). Of the family
medicine residents, 46% (116) were at universigpitals and 54% (135) were at
AHECs.



Chart 1: North Carolina Residents by Location, 2004

Other
Charlotte 191 (7%)
186 (7%)

Duke
855 (33%)
ECU
283 (11%)

Wake Forest
485 (18%)

UNC
648 (24%)

Dividing residency programs by specialty getstéeliricky because there are a lot of
subspecialty fellows in other categories. Chah@ws rough percentages of some
specialties that are of particular interest withare to shortages. If primary care is
defined as internal medicine, family practice met#¢cpediatrics, and
obstetrics/gynecology, it accounted for roughly 4Q%006) of the total number of North
Carolina residents in 2004. However, particulanlynternal medicine, the numbers have
dramatically dropped of those that declare prinang as a career. So, labeling internal
medicine as primary care may not be as applicabjenare because it may overstate
generalists from a residency training standpoRésidencies are moving significantly
away from primary care and several other speakare Hiscussed that.

Chart 2: North Carolina Residents, by Specialty, 204

Internal
Medicine 423
(16%)

Family Practice

251 (10%)
Other

1289 (47%)

Pediatrics
186 (7%)

OB-GYN
146 (6%)

Psychiatry
General Surgery 180 (7%)
173 (7%)

Of the active, licensed North Carolina physiciam@003, the vast majority trained out of
state. In fact, only 35.3% of all physicians ie gtate were trained here. North Carolina



is an importer of physicians. The numbers shiit,don’t change dramatically over a
short period of time. One of the foci of the AHRgram is to train physicians for
practice in a wide variety of communities in No@hrolina. Map 2 illustrates a
distribution of active primary care physicians wgraduated from a North Carolina
residency program in North Carolina in 2003. tludes AHEC and academic medical
programs. These data indicate that the investntbatdave been made in these
programs have given North Carolina a good payotérms of solid distribution of
residents practicing across the state. Therelar®ws clusters of active physicians
around the academic programs, and in CharlotteswimSalem, and Greensboro, but
there is still pretty good distribution across sate.

Map 2

North Carolina has about an average number ofeatsder 10,000 population. It is
slightly below the national average, but very clo3&e number of residents per
population has been steady for a long period oé tifi the number of residents remains
steady despite the population projections, theaftesidents per 10,000 population will
not be as close to the average. Given that Naatol®a is one of the fastest growing
states in the country, that number is going to dnolgss there is an increase in the
number of residency positions.

Funding Residency Traininglhe largest source of funds for residency tranain
Medicare through direct medical education paymantkindirect medical education
payments. Direct payments are a fixed amountirdntpayments are based on a
complex calculation of the number of residents patients. It was about $100 million.
Under disproportionate share hospital (DSH) pays)qudrt is labeled as education
funding. Under AHEC residencies, only a third tioadf is labeled as clinical income.
Other sources of monies include grants and stagsfuThose funding sources vary



enormously by specialty. Some programs lose moiagrnal medicine programs tend
to lose money because they tend to see a lot @fantpatients, but it varies a lot. There
is also huge variation in the Medicare paymentaspitals. Payment per resident in New
York City can be $220,000, compared to as low &5 ® of direct medical education
payments at some North Carolina hospitals. Saetidew York hospitals with very high
Medicare reimbursement rates want a resident abatk, however this is not true in
North Carolina.

There are advantages to investing in residencyitrgi One major advantage is having a
slightly higher retention rate than for medical@ohgraduates. About 26% of the
physicians in the state went to medical schoolantiNCarolina. Other advantages
include, quicker payout from bringing new residepogitions online (3-5 years)
compared to medical school time investments (7&@3)e costs subsidized by Medicaid
and Medicare; and residents serve as an imporgahbpthe safety net, especially in
urban centers.

There are also some disadvantages associatedesitiency training. Last year, there
was a reallocation of unused positions and NorttolZe&a was a winner in that area.
Most of the programs in North Carolina receiveditoidal residency programs.
Qualifying for additional Medicare slots has brotigioney into North Carolina to
support residents. It is very difficult to sorttavhat it costs to train a resident, but one
estimated range is gross costs of $250,000- $40(60resident. Other disadvantages
include federal funding via Medicare is currentigZen; the accreditation process is
rigorous and costly; there is a decreased int@rgsimary care among medical school
graduates; it is difficult to match up the stateterests with medical school/teaching
hospital interests; and the state’s share of d¢wste significantly declined in the last 20
years.

It is difficult to match up the state’s interesechuse there is limited leverage. How can
we get our teaching institutions to respond? Ta&sother than with Medicaid dollars,
doesn’t invest a lot. In 1974, as part of thedescy funding, we received 300 stipends
of $15,000 each to support the academic progrdm&974 a resident’s salary was
$26,000, so that $15,000 was a substantial podiidhat salary. Today, 32 years later,
the stipend is still $15,000 and the salary is niigee$75,000. Additionally, since 1974,
730 eligible positions have been developed, withasily 324 stipends. So, state dollars
are worth a whole lot less than they were 30 yagcs

There are some options that could expand residgrgrams. One is expanding the
residency stipend program. In the last bienniumhave asked for a 10-20% increase.
It would be possible to tie stipends more closelgutcomes/location of graduates, but it
would be very difficult. There is a bigger retun investment from family medicine in
terms of those that stay in North Carolina, so famiedicine residents could receive
preferences for those stipends. We could expaydnaeprimary care, such as in the
area of psychiatry. We could tie the stipends ¢coramitment to provide clinical care to
the underserved. If you created new stipendseiafty areas, you could have a quid
pro quo and fund new positions. However, you cagdhe stipend to a commitment to



serve in underserved areas. One of the challengleshat option is that there are faculty
shortages in many of the areas of physician shert&ge could also fully fund new
residency positions in targeted specialties.

AHEC was created in the early 1970s when the N@@®f Rural Health (now the
Office of Research, Demonstrations and Rural Hdaéthelopment) was created and we
have worked closely with them. For a few yearshae a program to support residents
during the first few years of their practice if jnwould give back through service. The
Office of Rural Health works with the AHECSs to tyrecruit those residents for sites
and introduces them to the various support mechemnibat might be available. We do
have a close collaborative relationship with thestdency programs providing the
output.

Comment: You mentioned the general surgery pouatnd the impending shortage.
There is some consideration of how surgical edocatvill change, so that there
will be earlier subspecialization. This will aftegeneral surgery because 60-70%
of students will leave it for a subspecialty. Peopill be trained after three years
and have one outlet for comprehensive general syrgdaving enough of those
individuals will be even harder to get and, thusce greater pressure on rural
surgical needs.

Comment: If a rural hospital doesn’t have a genexmalgeon, then they are dead in the
water.

Q: Two thirds of residents come from outside N@#mnolina, but how many of those
are North Carolina residents that may have leftfedical school or residency, but
come back to North Carolina to practice?

A: We do have place of birth and undergraduateeg@lin our data, but that may not
tell where people lived, so it could be difficdtanswer that question

Q: Do residents at Charlotte, Duke, or UNC spendatheir time in that health
system, or do they also get out into the commuiitiesome of their rotations?

A: The real problem with residents is the accreilita standard. They have to do the
majority of their time at the source of residendihey can do time in the
community, but there are restrictions in the tragpjprogram. There are two
months allowed in a rural program.

Comment: Medicare itself has restrictions on petingt people out of the institution.
They will ask for reimbursement if residents arethere. Their willingness to
accredit some of these experiences outside thessgag institution is another
issue. The incentives are against sending peopléoexperience.

Comment: It is interesting to point out the slidehe state showing where active
physicians cluster. If you want people somewhise gou have to put them in
those places. Other education programs shoulabkdd at to see how other
programs do that. There is a reason for the Cemtdrprogram being developed at
North Carolina State University. The trainees staorking with their partners
after they graduate because that is where theyhgot training. Are there other



models to think about that aren’t the traditionagaical models?People will go
where they are trained and if they aren’t stronighked to that location, they will
be more transient.

Comment: We have tracked the graduates of theyamebdicine programs over the
past years. People are mobile, but about halhefgraduates from one of the
university-based programs stay in North Carolirfeor the AHEC trainees, it is
about two-thirds. ECU is more like two-thirds aslw The rural programs keep
about 80% of residents. The goal is to train V@igh quality physicians, but if
another goal is to keep them in North Carolinaréhare ways to do that. The
Cabarrus model is a very good model. They cretitegractices first and then put
the residents in after that. There needs to bedarcational infrastructure. But the
faculty are located in four basic teaching praci@nd they were built on the
practice idea, rather than the traditional centteining type idea. | don’t know
that we can do that in other areas, because thezauaique characteristics in
Cabarrus, but it is a new model.

Comment: $60 million for training biotech workeos fural communities was donated
by the Golden Leaf Foundation. Can we get $10anilio train physicians to go
into rural communitie®

Comment: There are two barriers: Residency Re@emmittee (RRC) and Medicare
funding. If we were looking at state funding, thatuld deal with the Medicare
funding component, but | don’t know how to deahwiite RRC requirements.

Comment: One of the ways that the osteopathic gsaia has done this is by changing
the traditional two-month residency block. Instegasidents have one day a week
at the practice, so that over the three year pertbée resident sees the same panel
of patients. This helps to establish more relahops in that community, which has
worked out really well.

Comment: There are recruitment issues into thesieleacy programs, as well.
Recruiting into the rural track programs is moréfutiult.

Comment: | agree. Traditionally a lot of thosespions go unfilled across the
country.

CAROLINAS HEALTH CARE SYSTEM

James T. McDeavitt, MD

Senior Vice President, Education & Research
Carolinas HealthCare System

Charlotte is a hybrid model with an interestingdng. There were no hospitals in North
Carolina during the Civil War. After the Civil Wathe first hospital was established in
Broughton and the second hospital was establigh€tharlotte by Jane Wilkes, who



started it with an Episcopal church. The hospita$ built with $300 in capital and the
building still exists downtown.

We have an unusual administrative structure. GaslHealthCare System (CHS) was
created in 1943 under the Hospitals Authority Atherefore, we became a Hospital
Authority. We function like a 501-c-3 except thet can issue our own bonds, meaning
that we can support our own debt. CHS board mesrdrernominated by the Board and
appointed by the Chairperson of the Board of Corsimingers of Mecklenburg County.

In 1940, a million dollar hospital was constructedhe rural area outside of town. Our
mission is to create and operate a comprehenssterayto provide healthcare and related
services, including education and research oppiieanfor the benefit of the people it
serves. Our mission includes patient care andireseind we consider that a core part of
our mission in the community. The hospital is kecka mile and a half outside of the
center of Charlotte and consists of 847 beds aadasel one trauma center.

There are a total of over 4,000 beds in North amatlsCarolina in the Carolinas
HealthCare System, which can be seen in Map 3 below

Map 3
Hosnital Beds in NC & SC
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Carolinas Medical Center had more tertiary and @muaty inpatient discharges (14,574)
in 2004 than any other hospital in the state. 085 Carolinas HealthCare System had
approximately $32 million in self-pay and indiggaftysician charges. We get some
money directly from our county for indigent caralahat stipend has been $17.5 million
for the past five years.

When you look at education and research, thisssltmain. We run a college that is
more analogous to a community college. Tabletd §sme of our educational programs.



If you add up our two nursing schools, last yeatraaed more nurses than any other
program in the state.

Table 1: Carolinas HealthCare System Educational Rigrams

School |For- Credit Programs Length |Enroliment )C/Brrads per
CMC-M [Nursing (Diploma) L
CRNA [Nurse Anesthesia (Masters

Degree) Offered by UNCC/CM( 2ANT 60 21
CCHS [Nursing (Associate Degree) 2 Vr 250 90
CCHS [Radiologic Technology

(Associate Degree) 2T 40 15
CCHS |Surgical Technology (Diploma) 1 vYr 12 9
CCHS |Medical Technology (Diploma) 1Yr 12 11
CCHS |Paramedic (Diploma) 1vYr 20 18
CCHS |Non-Credit Programs: Phlebotomy, Nurse Aide, He@ltine

Transport, PALS, ACLS, BLS, Instructor Courses.

We also have a commitment to research through #mn@h Research Center (see Chart
3). We have basic science lab space. We currbatlg about 275 employees involved in
the research enterprise and a reasonable amoaxtevhal funding. The amount of
external funding is underestimated, because wag@awith UNC Charlotte and a
number of research grants are based there. Wasaran AHEC site for our region of
the state.



Chart 3: Cannon Research Center
Cannon Research

® Opened 1992

® 5 stories; 58,000 square ft
® 275 FTEs; 15 PhDs

® |RB (686 open studies)

® |ACUC (55 open studies)
[ ]

RRC and IBC
Focus: Translational research with théﬁmﬁ=
External Funding \ \
Expenditures 2005 &
®Clinical Studies: $2,348,410
® Federal Revenue: $3,560,584
®Consortium Agreement: $ 746,922
® Misc. Grant Revenue: $2,023,899
®*Patents Issued/Pending: 64

We have a graduate medical education program, yafaaslty practice, and a large
amount of service to the uninsured. Currentlyreétage about 181 full-time teaching
faculty and 212 residents at our facility. Oves ffast couple of years, we have started to
grow the number of resident slots, which was capped?7.

Funding is a serious constraint. Everyone wanexpand their residency programs. We
are looking at developing fellowships. It is skli but there is no funding for new
residents. All of the costs are spread acrossdhee number of residents. The main
increase in costs is the resident’s salary. Oognams are healthy, residents are
challenged, and we tend to match with graduatésSomainland medical schools (with a
few exceptions). Roughly about 25% of practiciogtdrs in North Carolina were
trained at one of the academic medical schoolsharlGtte. Of the home-grown
physicians, we train about 10% of them. It is imi@ot to us, because if you look at our
physician groups, specifically the big internal neete practice, about half of those
doctors came out of our training programs. We haala of training sites and indigent
care sites throughout the community.

Low-Income Medicaid SitesEastland is the site of our family medicine tiagn

program. We take care of a lot of poor peopletaede are many low-income people
moving to Mecklenburg. Charlotte was second indentry in terms of Hispanic
population growth rate between 1990 and 2000. ¥ékahgrowth rate of 1,000%. We
have a need for interpreters, which challengesiusaionally. The language barrier has
a serious impact on the educational program. Aschim Chart 4, the Hispanic
population accounts for more than half of the 2X%werall growth seen in the CMC
community sites.



Chart 4
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We are looking to actively expand other facilitiekhe Monroe facility has expanded the
general surgery program to a community based radsgRRC won't allow you to

expand for service needs, but they will allow yowexpand for educational purposes.
The rational for expanding our surgery program siagle- our residents weren’t doing
general surgeries.

We are developing fellowship programs, but themoisdditional Graduate Medical
Education (GME) funding for this. If we are goitggexpand GME programs, we could
expand it 30%. We could expand substantially niloa@ that, if we had resources to
expand. Our priority would be to invest new dallar GME.

The idea of a new medical school in Charlotte coogefequently. We had a medical
school in the Flexner Era, but it moved to Richmo&dhce then, we tried twice in the
1960s and 1970s to open a medical school. We den#ssarily think that is the best use
of dollars and we aren’t looking at funding a medimchool or trying to get money for a
new school. But, if one does develop, we woulklmdo being partners it.

Comment: There is a differential in what Carolinasubsidizing in Mecklenburg and
that differential is curious and disproportiona\loreover, that burden is placed on
our organization relative to the community. Ouunty commissioners are
defunding the downtown health plaza which is a @80 yvisit per year for the
indigent care clinic. They say it is not their mess, but we are non-profit. We
are seeing a very aggressive posture on our caiaxtgommissioner to tax non-
profit health centers.

Comment: Itis a huge problem. There was an adltm JAMA about six months
ago, stating that academic medical centers terfthige two missions: taking care
of indigents, and being a magnet for high technplagd new techniques. Both of



those things have expenses and they are compeissgns. My long range fear is
that if we incrementally stretch to reach the irehigcare community and become
financially weakened, it will rob the state of @bility to reach the other mission.
And if we have this slide towards lower performaniere will never be a public
crisis to change that burden around. We need smgk public perception to show
that there really is a crisis.

Q: What is the cost per resident compared to sesvprovided to CMC?

A: AAMC did a paper on that last week. Above saldmwas something like $30,000-
$40,000. We came up with a calculation for averadecation costs of about
$60,000 per resident. All those calculations depen the assumptions you make.

RECRUITMENT AND RETENTION IN THE COMMUNITY PRACTITIONER PROGRAM
Justine Strand, MPH, PA-C

Foundation President

North Carolina Medical Society Foundation

The Community Practitioner Program (CPP) is theNitlical Society Foundation’s
flagship program, but there are other programsyeds The CPP was established in
1989 with a $4.5 million grant from the Kate B. Relds Foundation. Since its
inception, the program has assisted 128 rural aodamically distressed communities
by financially supporting primary care physicians.

We have established a number of collaborationse pertnerships include: the NC
Office of Research, Demonstrations and Rural Hdaételopment, the NC Rural Health
Center, the Family Medicine Departments of the fdarth Carolina medical schools,
and AHEC. This is designed to ensure that we ddupticate resources. We have
worked together to find solutions for chronicallyderserved areas. Our partners do
most of the recruiting for our program.

During our 15 year history, we have assisted 34/sigtans, physician assistants, family
nurse practitioners, and practices; 127 communiti€$ of North Carolina’s 100
counties (as seen in Map 4); provided an estim@&®&d000 patient visits annually and
provided an estimated $226 million in healthcararider and uninsured persons.



Map 4
Economically Distressed Counties Assisted by the GC

Our population bears this out in terms of the pagyor- Medicare, Medicaid, and the
uninsured. There is a greater burden of the sldartl people with chronic diseases in
these communities and higher numbers of minontiles are being seen by our
healthcare providers.

When we talk about Golden Leaf funding for econoraigval, you really can’t have
economic revival in a community without healthca@PP focuses on HPSAs and
economically distressed communities. Because wa @rivate program, we can assist
communities that don’t meet the HPSA restrictioAs. example is inner city Asheuville,
where the HIV population is high and needed add#icervices.

Map 5 depicts economically distressed countiesartiNCarolina and can be seen below.
Shades of red represent areas that are most ecadtyndiistressed, whereas green
shades represent areas that are not as econonuistitssed. Tier 1 represents the most
distressed counties and tier 5 represents thededstssed counties. Dots represent
whole county HPSAs and diagonal lines represenigbaounty HPSAs. The CPP
assisted sites are designated by black dots. Qesign that people ask is why there
aren’t more health providers in distressed arddmse areas meet the federal designation
and can draw assistance from federal program$iesGPP is able to fill gaps in areas

that don't meet the federal designation.



Map 5
Economically Distressed Counties in North Carolina

CPP provides grants to providers who are willingvtwk in high-need communities for
five years. The average medical school debt of @®Riders is $100,000. Each
provider is required to accept Medicare, Medicaitt] uninsured patients. A community
needs questionnaire tries to determine if the pherd will be a good fit for the provider
and the family and what the payor mix will be. alidition, the questionnaire tries to
determine the willingness of the provider to beoired in civic activities and whether or
not practice set-ups will be viable. Each applicamterviewed in person, which is
followed by the signing of a formal letter of agmeent. Grant payments are then made
quarterly. However, payments end if the healthvigler leaves that site.

A number of strategies have been employed to releealth providers to certain areas
and they includereferrals from ORDRHD and other partners, directketng to North
Carolina residency programs, word of mouth, andipiiypabout the program.

We started the CPP with funding totaling $4.5 moiili Funding is limited given the
need, although it was a great start. We realieeetls a need to leverage this funding to
get more funding. There are a lot of packages\erhge the dollars that CPP can bring
to the table. Sometimes it takes more than weoffan to get a clinician in place and to
fill gaps that state and federal programs dorl’t Ve allow the experts to do the
recruiting for us. CPP is well-known. People nagar of it through ORDRHD or
through residency programs. We were going to tyrexlvertise to residents until we
realized that we would spend down our KBR monepu Yhay have heard that we have
recently received a $10 million grant from BCBSNThis funding is endowment



funding, which will allow us to increase the numbéactive participants from about 100
to 160. A lot of interest has been generated Isyftinding.

Sixty-four percent of CPP program participants rienma their high-needs communities
beyond their five-year commitment, 73% continu@itactice in rural or economically
distressed communities, and 85% remain in Nortlol@&. We have greater location
flexibility than the National Health Service CorfddHSC). When we have a NHSC
scholar, they often want to stay in North Carolibat, can’t find a site. So, we can
accommodate them. We were able to survey 91% &f @fticipants. We attribute our
success to requiring five years of service, whielps people to become established in
those communities, followed by personal interviesws] the flexibility to place
individuals in different types of communities.

We are excited about our next steps. We have $tliomin funding from BlueCross
BlueShield of North Carolina. We are creating practmanagement services to help CPP
providers run more viable practices in high-neealarmunities. Management support
makes the difference for health providers wantmgtty in a practice. We want to create
a network of primary care providers through CPR tellowship that connects them with
a group for support. We also want to provide lglial translators to improve access for
Latino populations.

Q: Does the program provide a building or a sitejoit up to the individual to develop
that?

A: In some cases, we have assisted with a practiegth getting a piece of equipment,
but no bricks and mortar. But we have worked witltecs at ORDRHD or KBR to
get what is needed for the infrastructure. So asehworked with others to get the
funding together.

Q: When you do your financial analysis, do you make distinction between those that
incurred their debt in North Carolina schools, Usheols, international schools?
A: No. Debt is debt.

Q: Does the amount of debt dictate the length afre@ment?
A: No. The length of commitment is five years rélgas of the amount of debt.

A: How often does lack of spousal employment oppdyt serve as a barrier to people
moving into those areas?

A: Very frequently. All of those things go to Webility of the community and how
attractive it is.

Q: Can we take a physician and have them serve thareone community at a time?
Does the provider have to be physically in one 24#6?

A: No. That is the advantage of this program. dAfe look at the need of the program in
a global way and be very creative.



Q: If the AAMC is right about upcoming shortages, pwobably won’t see massive
growth in hospitals. Is there any linkage in haalsi that we want to protect in a
referral base, so that they work together to targ@hmunities and support them?

A: In fact, that is already happened and we haneesexamples.

Comment: For example, at Heritage Hospital, we haweeked with that recruiter to
create some packages. Formal links between hospatal their recruiting bases
have not been established, but that could be démfermally, we work with the
rural health center. Therefore, we know what isi\gamn.

Comment: There is a legal problem with that. Yoai@eating tying agreements, a
business arrangement, which ties the servicespoéetitioner. There could be a
state exception to the tying certificate of need toore formal access or external
source. You run quickly afoul of anti-trust restions. There are certain safe
harbors for rural communities, but people havem#gsed into that much.

A: Are these always linked physically in the dostoifice, or can they be outsourced?
Is there a rule on the distance from the doctoffgce that a physician’s assistant
(PA) can be located?

A: No, there is no such requirement. Laws for Bt&age that supervision shall be
continuous, but does not have to be physicallygresPhone conversation must
be available.

PROVIDER RECRUITMENT AND RETENTION AT THE OFFICE OF RESEARCH,
DEMONSTRATIONS AND RURAL HEALTH DEVELOPMENT

John Price, MPA

Assistant Director

NC Office of Research, Demonstrations, and RuraltieDevelopment

At the Office of Rural Health, our efforts that wee going to talk about today are in the
area of recruitment. Recruitment started aboutezids ago. Jim and Bernie Peterson
started recruiting in Bertie County. As peoplekstout, they had to find physicians to
cover those areas and they went to other statestoit providers. Since that time in
1974, we have recruited 2,553 people. Our cutvadget is 1.9 million, and of that 1.7
million goes to healthcare providers that we recrliwo hundred thousand covers the
rest of the program.

Recruitment activities operate year-round in ourkatng and recruitment program with
two full-time placement specialists. They try &t ¢p know as much as they can about
the communities and the candidates. We suppant tgetwo full-time administrative
support staff. They administer the incentive pamgs, but the contracts are handled by
other people in the office.

Who do we recruit? Our main focus since the edalys has been on primary care
providers- Medical Doctors, Doctors of Osteopatfiedicine, Nurse Practitioners,
Physician Assistants, and Certified Nurse Midwivésparticular, we focus on family



medicine, internal medicine, pediatrics, and obs®gynecologists. We will also work
with communities on other areas, if needed. Yaguoswe tried to recruit other
specialties, but we got diluted, so that is whyfaeis on these now. We also recruit
dentists.

We try to focus on practice settings in communitiekess than 35,000, but we will work
with communities with large low-income populationa/e will recruit to private, public,
for-profit or not-for profit health establishment¥he only thing we do for dental
recruitment is for public or not-for profit practic We have no fee for recruitment to a
practice site. We used to have a $100 charge ke sare that people were serious. But
now, that doesn’t make people serious and the asdirative burden was too much for
us, so we dropped the fee.

In Map 6, communities with at least one placemeatepresented by a black star.
White counties denote no placements by the NC &fiicRural Health. With the
exception of some of the ones up in the corner @mand Perquimans), we have put
physicians in almost every county in our 30 yeatdry.

North Carolina Office of Rural Health
Communities with One or More Provider Placements*
July 1995 through February 2006
Map 6
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Who are our partners? AHEC, Community PractitidPegram (CPP), and National
Health Service Corps (NHSC). The continuing etloogprovided by AHEC programs
is very important. We can recruit healthcare pilevs, but if we can’t keep them in the
rural areas, then our efforts are muted. Infornfiaglthcare providers that AHEC
support is available is important to them.

The CPP is a safety net for our safety net. NH&Cgut scholars in the state and have
their own loan repayment program, which is veryahle for us. We try to get
interested candidates into that program first dueah in the state program, and if neither
of those work, we then try the CPP.



Process. We import people through three massngaifper year to family medicine,
internal pediatrics, and obstetrics. We go toedidency programs. Then, we also go to
the Academy of Family Practice Meeting and othersss the country and put up an
exhibit. Then there is word of mouth, which iswenportant.

Here is where we want to draw a distinction for G&HD, developing and maintaining
relationships. We begin the process with an imégnform for basic information. The
key is that Judy or Wanda will talk to those peaplery two to three weeks. Practice
site software gives us an opportunity to keep ugvba we need to communicate with.
Building that relationship and understanding thedidates’ needs and their spouses’
needs is important. After we know the candidategds, we also start looking at the
community’s needs. Then there is a matching psocl¥ge know a candidate’s specific
interests and narrow it down in the practice sifivgare. One of the main things that we
do is to find out from the candidates what theyiaterested in and then we send that
candidate’s name to the community. Until that pcancommunity will not know the
candidate’s name. Then, if there is mutual interes will help them to facilitate a trip
down. We will pay travel costs for candidate apduse to facilitate that meeting and
getting the person into the state. We do have sameémum amounts of money to pay
for this, but usually it covers most of the cost.

It used to be that incentive programs were somgthice to have, but now they are a
necessity and there is an expectation, especidlgnwhere is such a high debt load.
These are the incentive programs that we managefirgt try to get people into the
federal loan repayment program, next the state lepayment program, and finally the
high-needs serves as bonuses for people that leaydow or no loans.

Our state loan repayment program is focused on HR®W not on for-profit
community-based practices and those have a staipatl payment structure. The
physician & dentist maximum is $70,000 plus a 38%4dtipend over four years and the
NP & PA maximum is $30,000 plus a 39% tax stipemerdhree years. The way we set
it up is you get smaller payments in the early pégtour incentive program. Every time
you send me a statement, | send you a check. ¥bbigger payments, the longer you
stay in the program. The incentive is to work itite fourth year to get the big money.
We don’t have to collect money back if people d@téy the whole time. We have also
started an additional incentive program if the treare providers are Spanish-speaking
and agree to provide care in targeted areas.

The loan repayment and services bonus are necemséutiiey work. The rural scholars
program, which is no longer working, which ideradifuture rural leaders while they
were in medical school and tried to keep them @i in primary care, was extremely
successful. Developing and maintain relationshipls North Carolina residency
programs is really important. We couldn’t do itmwithout the Practice Sights
Software, which tracks residents from initial irggtrthrough residency placement.

Residency stipends were started in 1992. We ga0e80 per year to residents in return
for agreement to practice for a year. We gave rime 300 of those and it was



successful but the problem was that you put mongeople’s hands before they make a
decision and then you have to collect the monéyey don’'t end up doing that. We also
had a scholarship program. We gave 19 of thosdy Our of those people defaulted
and they paid us back, so we didn’t lose anythe are identifying people when they
are second year medical students, but things charegyegime. Early identification is a
problem.

Funding is a challenge. Back in 2002, we had ariillilon budget, now it is 1.9 million.
That year we took a cut in our incentive prograie have a request to put that 600K
back in. There is an increased competition foda#ates and a dwindling supply of
people going into primary care. We are taking adglmok at the way we do recruitment.
The materials we put out and how we communicate péople. Ipods and other
technology might be a way to get to the new pradde

Andrea Radford, DrPH, MHA
Research Associate
Cecil G. Sheps Center for Health Services Research

Since 1975, the NC Office of Research Demonstrataod Rural Health Development
(otherwise known as ORDRHD, or the Office of Rudalalth) has completed over 2,500
provider placements and the percent receiving itmeesican be seen in Chart 5. Thirty-
five percent were placed with no incentive. Tercpet were placed with federal
incentives, 33% were placed using state incentid/®%;, were placed using National
Health Service Corps incentives, and 4% were plasaty Community Practitioner
Program incentives.

Chart 5

Percentage of ORH Placements Receiving Incentives,  SFY 1975 through 2/2006
Total Placements = 2,553
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The total incentive amounts given by the NC Offiéd&Rural Health can be seen in Chart
6. These numbers were taken from 1989-2004. @h#lustrates how incentive types
and amounts vary according to the state and feadgets. As shown by the graph, the
bulk of our incentive dollars went to loan repaymesigning bonuses are for people
with no debt and are depicted by a yellow shadee rEsidency loan program is depicted
by the light green shade and is the next largesnitive given by our office. The high-
needs service bonuses are depicted by the blue stuadl midlevel residency incentives
are depicted by the red shade.

Chart 6

ORH Total Incentive Amounts, SFY 1989-2004
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In 2000, we had a special mid-level residency moygrbut programs come and go. In
addition, the majority of the incentives went tathorepayment. Most people have
reached at least a 70% completion rate. Therewwe600 people who received an
incentive from 1989-2004 (see Chart 7). Theseatall the placements, but a subset of
those receiving incentives. MDs are representedaol green shades and doctors of
osteopathy are represented by lighter green shadesbulk of incentives were directed
at physicians. Brown and orange shades depicistieand registered dental hygienists.
At one point, we focused on those two areas, kaittithno longer our focus. We have
also recruited certified nurse midwives, physi@asistants, and nurse practitioners,
which are represented by pink, blue, and light ptaspectively. A drop in the number

of people receiving incentives is evident in thagyr and corresponds to a cut in the state
budget.



Chart 7

Count of ORH Incentive Receipients by Provider Type , SFY 1989-2004
Unduplicated Individuals = 660
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An average physician earns between $60,000 an@@J % our program. Before the
state cuts, that average was nudging closer to,8000 An analysis of the Office of
Rural Health's placement of underrepresented ntimeris illustrated in Chart 8. We
placed nearly a third of minorities per year. Tagker green shade represents African
Americans, the lighter green shade represents Hisgpaatinos, the beige shade
represents Africans, blue represents Native Amesicand turquoise represents others,
but is primarily composed of Asian and Southeasais

Chart 8
ORH Recruitment of Under Represented Minorities, SF Y 2001- 2005
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Q: Is there a requirement for the number of yeasda on the amount of money?
A: There is a maximum that a provider can get fcteyear of additional service. We
don’t start with their loans and make them stay fgears.

Comment: | am on the phone with our community headhters and rural health center
two or three times per week. Most of them staguee of the fit of personalities
and the needs of the community. Whatever youangds really working for us.
Also, the AHEC continuing education program andrtee computer system in
community health centers is really unbelievabléhink it is a great system and
can be built upon. 1 am concerned about a lotadtdrs moving into non-rural
areas making them non-HPSA qualified. For exampl€hatham County, there
are more doctors moving into urban areas.

Q: I worked with the ORDRHD as a resident and alimaent into one of your
placements. Do you have any data on attritiondsryn the program? If the
money increases year one, two, three, and foun Wieat happens in year five?
What | am worried about is do they all leave atryieae?

A: We did look at that a couple of years ago, betdon’'t remember the numbers. The
retention rate is really good. If you can get thirare for four years, they are
entrenched in the community. Many of them can raaezious dent in their loans
through the four years. Some of them are movitiginvine state and to other
underserved areas.

Q: Do you require full-time practice?
A: No. The amount of work the provider is doingresponds to the incentive percentage.

Comment: It is amazing that after three years,greviders are established in the
community. | used to work in other health servigegrams where they just
placed people without this connection. This sertias really worked because the
person is fit to the practice, rather than sent jaisywhere.

A close relationship with the candidate, combinéith\a& lot of coaching about what
makes a successful candidate visit helps to keapgwers in the area after the loan
repayment is over. Needless to say, there is@f lodnd-holding on the practice site.
Field staff will even go on a field visit to makere things go well.

Comment: Having just finished reading the articjelon Pathman in the North
Carolina Medical Journal (NCMJ), the article poingsit that this office is proud
not to be a bunch of bureaucrats. If you havesdd it in the NCMJ, you need to
read it.

Q: The CPP requirement states that providers rangiassistance must take Medicaid,
Medicare, and uninsured patients. Is there a sinméquirement to take the
uninsured through the Office of Rural Health plaeens?



A: Yes.

Q: Clearly the linking is good. But there is stilhuge unmet need in medically
underserved areas. You said you can only recuio340 providers per year. Is
it conceivable to do more, if you had more staff?

A: In our expansion request we actually asked fosther placement specialist. We are
pretty much maxed out. We have a lot to handle enth the practice site
software. To be successful in the future, wehaie to bring in more full-time
placement specialists.

Q: If they have new monies for the incentives, dmeed more people to do the
recruiting? Do we need it for other sources too?
A: Yes.

Q: Was there a big drop in average loan repaynaatiars in 20007?

A: Yes, the year we got cut, we reduced our repaymaximums. The other thing we
started doing was a lot of one-year contracts tg bs some time until they could
get into a federal program.

Q: As we look at the aging of the physician popaoig are you taking into account,
what areas will become shortage areas as physiaaesout, or is there just too
much work to deal with the present needs?

A: We are looking at that with Tom Ricketts, bghtinow our money is focused on those
areas that are HPSAs. And those are dynamic altithe.

Comment: Everyone that has talked about this meetigdhat North Carolina is a net
importer of medical personnel from other statebe difference between us and
those net exporters is in large measure becautieeddRDRHD and their work.
They have clearly made a difference in the staiaen we talk to people about
where support is deserved, they really deservé.a lo

Comment: There is a dark corollary though. If gare employs the same strategies, we
may not have the same opportunities that other aamitras have.

NATIONAL RECRUITMENT AND RETENTION OF PROVIDERS
Donald Pathman, MD, MPH

Professor and Research Director of Family Medicine
UNC-CH School of Medicine

Co-Director, Program on Health Professions and &yrCare
Cecil G. Sheps Center for Health Services Research

The University of North Carolina at Chapel Hill

General objectives of this presentation are toudisgeneral principles of the fluctuation
of physicians into and out of rural and shortagearand successful approaches to
recruitment and retention. | will focus on primare physicians because that is where



most of our work has been. We can talk about hmwesof this will be different for

other disciplines, but some information will notacige. | will also present some new and
promising recruitment and retention approachessagdest some things we could add to
what we are already currently doing in North Carali

A number of studies have found that shortage atea% recruit as many physicians, and
particularly primary care physicians. A few yeag®, we were looking at retention rates
in rural areas. In general, retention is a lesdietl area. Looking specifically at health
professional shortage areas (HPSAS) and other seied areas and retention rates, the
few studies we found showed that there wasn’tf@dihce in shortage areas. Studies
since that time have found a few things. Thisssiavival curve. If you start at 100%,
these are two cohorts of primary care, HPSA andHi®8A rural generalist physicians
with no state requirements- how long do they steyd as a group? This question is
addressed in Chart 9.
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The curves are the non-HPSAs and those in HPSAgeayeclose and statistically they
are not significant. Non-obligated physicians hagen found to stay in rural practices
for five and a half to six years.

We thought it couldn’t be right that retention iPBAs was the same as in non-HPSAs.
So we created a visual depiction of towns that wiéferent in terms of population size
and how many physicians were located in these t@&nd00,000 population, which can
be seen in Chart 10.



Chart 10
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The four curves in Chart 10 were not found to la¢istically different. We said we
would try to look at the population size of towhattpeople live, comparing those with
2,500-10,000 population and those with less tha@@population and we found no
difference. Studies have shown that there is fiferdnce between retention in rural and
urban areas. My suspicion is that the perceptaniais leave rural areas more
frequently than they leave urban areas comes fhenfisict that a whole community
notices when a provider leaves a rural area, wkgreaple may not notice when a
provider leaves an urban area.

Poor recruitment is generally responsible for sigetareas, not retention. Medical
school admissions committees should focus moreel@eting applicants who are more
likely to work in rural areas. What are the indwal characteristics of people more
willing to work in rural areas? A rural backgrouimdiudes a rural raised spouse, male,
white, and an expressed interest in rural practice.

We have tried to determine the characteristicsaataa with physician retention, but
none were found. We tried to make these assongtibange by controlling for
variables. Truly, all the variables are very spfidd we found that they don’t change.
There is no difference in retention rates of rueased physician and spouses. There is
no difference between gender and white versus bl8asic individual demographics
can be predictive akcruitmentinto rural practice, but noetention

A good match between the physician and commuratysfaction between the
community and provider, and a sense of ownersk@pnaportant factors when trying to
retain rural physicians. The issues for obligated non-obligated doctors are different.
If they work in a state where they grew up or teagindoctors have more than twice the



odds of remaining. Knowing and getting along brdtieheir community are also
important. People who rate feeling well integratad the community have a much
higher rate of retention.

We’'ve asked in several studies, how prepared didfgel for the requirements of being a
physician in your community? How prepared did y@el for living in the community?
The top answers are people who said preparedpvepared. Totally unprepared and
not prepared are denoted by the light green shdesked, how prepared were you for

living in your rural community, there is a tremenddalifference and can be seen in Chart
11.
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Satisfaction in a rural community, representedigylilue shade, came out as you might
expect for retention and can be seen in Chart 12.
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You want to avoid dissatisfaction (orange shadéd)aything below neutral (pink and
green shades). Statistically, there isn’t mucfedtince between neutral and very
satisfied. Our data show that if physicians arairtbpouses are satisfied with their
community, then they will stay in that communityeaftheir 12-month obligation. For
the end point of retention, you don’t have to waabput bringing the neutrals up, but
rather should focus on the dissatisfied group.

Recruiting and retaining primary care physiciartemfequires different interventions.
The same things are not recommended for recruitamghtretention. Rural and shortage
area recruitment is most sensitive to the physgibackgrounds (i.e., upbringing, race,
and gender) and career interests, which are relgtimmutable characteristics.
Therefore, recruitment is a harder thing to affect.

Although generally not the cause of shortage aretention is more amenable to
interventions, such as recruiting physicians wheoveell-suited for a particular practice
and communities, and fostering satisfaction. Homtarserved the area doesn't correlate
with how long people stay. People leave becauseaibad fit for them.

If you are looking to recruit people, admissions tire key. The poster child program is
Jefferson’s Physician Shortage Area Program. Ra&btm came and spent six weeks at
the Sheps Center for Health Services Researchreptets on the same cohort of people.
His curriculum is almost non-existent. They haveral family medicine rotation, a
family medicine advisor, and an interest group. hids latitude in the school to handpick
15 applicants each year who get through the adoms$rocess. This selective
admission works.

Besides admissions, there is no proven benefitui@l recruitment or specialty choice.
If you look at the studies of a brief rural curiizon (one to four months), there is no
proven benefit for rural recruitment or specialbpice. A longitudinal curriculum,
where students spend 12-24 months training ina satting, does steer more students



into primary care. There are two studies that ase@emization of students for these
lengthy interventions and found that there was@dgeffect on people’s specialty choice,
but not on practice location. However, | would e&pthis may work for practice
location, as well.

The evidence finds that medical student rural retathave no effect on retention.
People who do a one month rotation aren’t moreéylit@work in a rural area. The
primary reason that people seem to leave is be¢hasstuation is not that good. A
more valuable one-month program may be to teaatests how to find a suitable
practice. Research indicates that rural rotatdureng residency do prolong retentions.
Rotations at the resident level have more of aacetiecause that is where the resident
learns how to be a doctor, how to make connectiamd the patterns of behavior for rural
communities.

There are several physician-supported service grogyrincluding scholarship, loan, loan
repayment, and direct incentive programs. A saBblp program is where students are
recruited, medical school tuition and fees are pand after training (typically seven
years later) they repay the scholarship throughiceback to the community. Service is
required and funds are typically used for trainihgan repayment programs are those
that pay off traditional education loans after dakeicational training is complete.
Another type of program is a loan program with ivise option. States offer programs
where they will give money to pay tuition and féesstudents, but the service is
optional. If the student works in the select aregsercentage of the loans is forgiven
each year spend in those areas. If the studenselmot to work in those areas, they
repay the loans at traditional education loan ragsholarship programs are different
from these because they include a penalty if theestt doesn’t provide the service. The
loan program with a service option is a kindler gedtler form of a scholarship
program. The final incentive program is a direxteintive program, which allows
physicians to use the funds for anything. It exisatimne group of people that can be
incentivized into specific needs areas.

We identified 82 incentive programs in 41 states te trends of these programs
indicate that the scholarship program was the dantiprogram and it continued to grow
through 1996. Loan repayment programs became aoputhee early 1990s, and
overtook scholarship programs as the most popntanitive program by 1996. The
service option loan program is also growing and thaghird most popular in 1996. It
was followed by the direct incentive program arsident support programs,
respectively.

Outcomes. We have data from 24 state-run schapansime loan, seven direct incentive,
and 24 loan repayment programs. The percentagegfam participants who end up
serving in underserved areas from those prograe63% from the scholarship
programs, 41% from the loan programs, 93% frondihect incentive programs, and
94% from the loan repayment programs. Direct itigerand loan repayment programs
give the best results, in terms of the percent gdrwe. The idea that people partake in
these programs because they have to and feel tdaliganot true. They are actually



happier than non-obligated rural physicians. Tdtekrship retention rate after six years
is 30% and direct loan retention rate is 65%. Legrayment programs have the highest
retention rates at 69% after six years and direxgntives with 57%. These seem to have
a lasting effect.

Q: But in terms of effect, 41% leave from the getrgloan programs.

A: Yes, but if this gets some of the people imggular loan programs and the
retention is high for those who stay, you mightvadl institute these types of
programs. At least two of these programs made gimowoney from interest paid
off to support the program and, as a result, diti regjuire further state money.

The notion of a pipeline has been a popular ideaedruit rural youth into the health
profession. Alabama has the most thought-out #sidle program. They have three
intertwined programs, which are run by the Univgref Alabama College of
Community Health Sciences at Tuscaloosa. The pmgs funded by the state, the
University of Alabama at Tuscaloosa, Alabama Fasnk@deration, the Alabama
Academy of Family Physicians, and others. The mmog include the Rural Health
Scholars Program, the Minority Rural Health Pipelfrogram, and the Rural Medical
Scholars Program. The program descriptions afellasvs.

The Rural Health Scholars Program is a summer prodor rising high school seniors
from rural Alabama and includes two courses foteg@ credit (English and Chemistry),
field trips, and lectures on rural health cared@ree Minority Rural Health Pipeline
Program is a six-week summer curriculum for Alabaaral minority college students.
This program focuses on rural health careers vgaded seminars, classes and field trips,
and academic skills building. The Rural Medicah&ars Program enrolls 10 college
students from rural Alabama each year. One ye#reoprogram is a full-time
curriculum on rural health for senior college stideat the University of Alabama at
Tuscaloosa. Successful completion of this progeams participants a spot in the
University of Alabama School of Medicine, with omgg rural peer support group
activities and mentorship from rural practitiondtging medical school. The first cohort
had 40% of its graduates match in family medicineé 4% in rural practice.

There are also new ideas related to nursing supoeservice programs. One interesting
model is Florida’s Nursing Scholarship program, ethivas funded by taxing the
licenses of all nurses in the state. Another madtide Florida Nursing Student Loan
Forgiveness Program. In this program, any sit@énstate that is not on the official site
list (e.g., a specific hospital or nursing homey#2,000 per year per participant
towards program costs and a nurse can match vwaetimstitutions as long as the
institution pays half the cost ($2,000). The KekiuState Loan Repayment Model
Program requires sites that match a nurse to payhes$4,000 cost of the progranthe
Kentucky Nursing Incentive Scholarship Fund is agpam for Kentucky residents, but
will cover education costs at out-of-state schowif) an obligation for the nurse to
return to Kentucky to work The Georgia IntelledtCapital Partnership Program is a
unique public-private partnership. In this progrdmcal employers (e.g., hospitals) are
linked to specific local nursing schools (hub apdke) and employers pay training costs



at these local schools for specific individuals wiit then work for them after
graduation

As a recap, there are some new and promising preggfar North Carolina. They
include:
Creating a “pipeline” program for rural and mingmhiddle, high school, college
students;
Targeting admissions into North Carolina mediclosds;
Creating longitudinal (12-24 months) rural/undeved area
curriculum/programs in medical schools;
Creating medical service-option-loan programs;
Expanding the size of loan repayments and direeintial incentive programs
and,
Expanding the range of available practice sites.

Q: We have a difficult time recruiting and retaigiminority physicians and physician
assistants. Do you have any ideas for us?

A: Nationally if you look at rural minority physams, retention is not different from
other groups. There is a general principle thaergion is guided by local things.
It may be under your control or the community’stcon | would urge you to find
out what the issues are in your community, and iy affect your ability to
recruit minority providers.

Q: Is the idea of pipeline programs for rural miitg, middle, and high school programs
similar to one of Golden Leaf's upcoming programs?
A: Yes, but not for high school and middle schaadients.

Comment: There is a huge amount of pipeline dtuffjt is disconnected. You need to
have a pipeline that connects the dots and keepsi@engaged over a long
period of time rather than scattered, short-terrognams.

Comment: Yes, many of the people in the Alabamgranes also go through the college
programs, as well.

Comment: A lot of work is in place for each of thesodels, but the programs are not
coordinated and they respond to different fundéihat happened with the rural
practice site process? They follow people, theytdiepend on when they get out
of medical school or residency. If this informatiwould be joined, there would
be some information of who is interested at angmgivme and to remember and
provide some continuity. We send people to a seienrichment program and
then they are gone. Then we have a health camgysrtunity program that is not
connected and doesn’t target those that particigatethe previous program.
There are opportunities for American AssociatioiMaidical Colleges to connect
with these programs. You have to recruit acrossrinuum.

Q: One more statistic that would be interestingulddoe the age of the medical students
and their decision making. Do older students stgrimedical school make a



decision which is more permanent because they are mature and know why
they want to go to medical school or a residency?

A: We see turnover is highest up to age 35 anal tine curve drops down when people
have landed in jobs where they stay longer, and tbhenover starts picking up
again at age 50.

Comment: Good question. | don’'t know that we hhaédata. There are some studies
that deal with that. They deal with gender and.age

Q: Regarding the retention strategies, were yoedblget a sense if one of the three to
five strategies was dominant?

A: They are highly correlated, so the more integdayou are, the more satisfied you will
report. Controlling for gender and size town ha&gb documented in the
literature. It mirrors what we did with survey vkobby talking to people in several
states. The literature states that people forractments to a place and a
community. If you don’t have that, there is naghiying you down to that area.
Some old studies by Malcolm Cutchin looked at peakiies of people that go into
primary care and rural areas, and they are peopilatplace more value on those
types of attachments. So, if they are not gethag they leave. We do a better
job than the vast majority of other states of hajpihese placements and
attachments through ORDRHD. We should be teaatongmunity skills and
checking more with community-placed physiciansm@anities can learn to deal
with the spouse of a physician.

Q: It used to be 40-50 years ago, that a physie®pected to rent his own space, hire his
own help, arrange his own financing, and set upusifiess plan that he managed.
Today the medical student expects to be hired imgesne and have an
administrator that does those things. Those infrtecsure things are more likely
to be found in an urban community than in a rur@enunity. Has anyone
studied the impact of infrastructure on retentigrrecruitment?

A: Our data show that there is no effect, or arense effect. Providers are independent
individuals that like to have control. They woplefer to have a say in what is
going on, and have more ownership. If someonadsab administrating, that
might be more attractive to stay in an urban ardeere they can get help. Owners
grumble, but their retention is greater than thésed into existing groups. The
more important thing is how to make employeesifieelsted and have control in
the practice. Some changes include letting theiptan choose the color scheme
and be involved in hiring the staff. Let the dostioe involved with setting up their
own on-call schedule. That gives a sense of cbntro

Q: Most of the research is around primary care. wHmight strategies be different for
different types of providers, such as general soingepsychiatrists, etc?

A: Primary care doctors have a certain type of pexaity. It is not clear if community
attachment is as important for an obstetrician orgeon. Some of those may not
hold for each group. But they are human beings ind professional workers
second. So, | suspect that for all discipliness itnportant to be connected to the
community. The primary care physician workforaedteto be a state or regional



workforce, meaning that people don’t generallytrai primary care here and
move across the country to another state. Princarng folks don't last as long in
states other than their training, which keeps peaplthe states. If you are an
invasive cardiologist, you know that you may haveove to a very different state
to get the job you want, or one that is open, s ifymore of a national
workforce. Scholarship programs may work bettemiarses because they know
better where they will be two years later, compaeghysicians who aren’t sure
in five years where they will be.



