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Chair, Steering Committee 
 
Pam Silberman, JD, DrPH 
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North Carolina Institute of Medicine 
 
April’s scheduled meeting will focus on recruitment and retention from the hospital and 
clinic perspectives.  How do we encourage people to move into medically underserved 
areas?  What factors are encouraging or discouraging people to go into certain areas of 
medicine?  Hopefully by the next meeting a draft of fact sheets will be prepared for 
distribution. 
 
There are two more meetings before the two one-day summits in the fall.  We anticipate 
inviting a much larger group of individuals, such as heads of health centers, deans of 
medical schools, and boards of all different medical professions.  This summit will be 
much bigger and we will be able to fully discuss recruitment and retention issues.   
 
We will not come forward with a final set of recommendations from this steering 
committee, but we can come up with a group of recommendations 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 Health Education Centers (AHEC) Program 
in the last 10 years was a set of rural-track family medicine programs.  There was money 
in the 1990s to form those programs, as well as the Cabarrus program.  The map below 
illustrates the locations of residency programs in North Carolina, including AHEC sites, 
academic health centers, and family medicine rural track sites. The map includes 
Charlotte as an academic site, although it is more of a hybrid that falls on both sides.   
 

Map 1: Location of Residency Programs in North Carolina 

 
 
In 2004, North Carolina had a total of 2,648 residents.  Chart 1 shows where the residents 
were located. A third were at Duke, 24% were at UNC, 18% at WFU, 11% at ECU, 7% 
at Charlotte, and 7% were at various locations.  Of all the residents, 86% (2,271) were at 
university hospitals and 14% (377) were at AHECs (including Charlotte).  Of the family 
medicine residents, 46% (116) were at university hospitals and 54% (135) were at 
AHECs. 
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Chart 1: North Carolina Residents by Location, 2004 
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Dividing residency programs by specialty gets a little tricky because there are a lot of 
subspecialty fellows in other categories.  Chart 2 shows rough percentages of some 
specialties that are of particular interest with regard to shortages.  If primary care is 
defined as internal medicine, family practice medicine, pediatrics, and 
obstetrics/gynecology, it accounted for roughly 40% (1,006) of the total number of North 
Carolina residents in 2004.  However, particularly in internal medicine, the numbers have 
dramatically dropped of those that declare primary care as a career.  So, labeling internal 
medicine as primary care may not be as applicable anymore because it may overstate 
generalists from a residency training standpoint.  Residencies are moving significantly 
away from primary care and several other speakers have discussed that.   
 

Chart 2: North Carolina Residents, by Specialty, 2004 
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Of the active, licensed North Carolina physicians in 2003, the vast majority trained out of 
state.  In fact, only 35.3% of all physicians in the state were trained here. North Carolina 



is an importer of physicians.  The numbers shift, but don’t change dramatically over a 
short period of time.  One of the foci of the AHEC program is to train physicians for 
practice in a wide variety of communities in North Carolina.  Map 2 illustrates a 
distribution of active primary care physicians who graduated from a North Carolina 
residency program in North Carolina in 2003.  It includes AHEC and academic medical 
programs.  These data indicate that the investments that have been made in these 
programs have given North Carolina a good payoff in terms of solid distribution of 
residents practicing across the state.  There are obvious clusters of active physicians 
around the academic programs, and in Charlotte, Winston-Salem, and Greensboro, but 
there is still pretty good distribution across the state.   

 
Map 2 

 
 
North Carolina has about an average number of residents per 10,000 population.  It is 
slightly below the national average, but very close.  The number of residents per 
population has been steady for a long period of time.  If the number of residents remains 
steady despite the population projections, the rate of residents per 10,000 population will 
not be as close to the average.  Given that North Carolina is one of the fastest growing 
states in the country, that number is going to drop unless there is an increase in the 
number of residency positions. 
 
Funding Residency Training.  The largest source of funds for residency training is in 
Medicare through direct medical education payments and indirect medical education 
payments.  Direct payments are a fixed amount.  Indirect payments are based on a 
complex calculation of the number of residents and patients.  It was about $100 million.  
Under disproportionate share hospital (DSH) payments, part is labeled as education 
funding.  Under AHEC residencies, only a third to a half is labeled as clinical income.  
Other sources of monies include grants and state funds.  Those funding sources vary 



enormously by specialty.  Some programs lose money.  Internal medicine programs tend 
to lose money because they tend to see a lot of indigent patients, but it varies a lot.  There 
is also huge variation in the Medicare payment to hospitals.  Payment per resident in New 
York City can be $220,000, compared to as low as $50,000 of direct medical education 
payments at some North Carolina hospitals.  So, those New York hospitals with very high 
Medicare reimbursement rates want a resident at all costs, however this is not true in 
North Carolina.   
 
There are advantages to investing in residency training. One major advantage is having a 
slightly higher retention rate than for medical school graduates.  About 26% of the 
physicians in the state went to medical school in North Carolina.  Other advantages 
include, quicker payout from bringing new residency positions online (3-5 years) 
compared to medical school time investments (7-9 years); costs subsidized by Medicaid 
and Medicare; and residents serve as an important part of the safety net, especially in 
urban centers. 
 
There are also some disadvantages associated with residency training.  Last year, there 
was a reallocation of unused positions and North Carolina was a winner in that area.  
Most of the programs in North Carolina received additional residency programs.  
Qualifying for additional Medicare slots has brought money into North Carolina to 
support residents.  It is very difficult to sort out what it costs to train a resident, but one 
estimated range is gross costs of $250,000- $400,000 per resident.  Other disadvantages 
include federal funding via Medicare is currently frozen; the accreditation process is 
rigorous and costly; there is a decreased interest in primary care among medical school 
graduates; it is difficult to match up the state’s interests with medical school/teaching 
hospital interests; and the state’s share of costs have significantly declined in the last 20 
years. 
 
It is difficult to match up the state’s interests because there is limited leverage.  How can 
we get our teaching institutions to respond?  The state, other than with Medicaid dollars, 
doesn’t invest a lot.  In 1974, as part of the residency funding, we received 300 stipends 
of $15,000 each to support the academic programs.  In 1974 a resident’s salary was 
$26,000, so that $15,000 was a substantial portion of that salary.  Today, 32 years later, 
the stipend is still $15,000 and the salary is more like $75,000.  Additionally, since 1974, 
730 eligible positions have been developed, with still only 324 stipends.  So, state dollars 
are worth a whole lot less than they were 30 years ago.   
 
There are some options that could expand residency programs.  One is expanding the 
residency stipend program.  In the last biennium, we have asked for a 10-20% increase.  
It would be possible to tie stipends more closely to outcomes/location of graduates, but it 
would be very difficult.  There is a bigger return on investment from family medicine in 
terms of those that stay in North Carolina, so family medicine residents could receive 
preferences for those stipends.  We could expand beyond primary care, such as in the 
area of psychiatry.  We could tie the stipends to a commitment to provide clinical care to 
the underserved.  If you created new stipends in specialty areas, you could have a quid 
pro quo and fund new positions.  However, you could tie the stipend to a commitment to 



serve in underserved areas. One of the challenges with that option is that there are faculty 
shortages in many of the areas of physician shortage.  We could also fully fund new 
residency positions in targeted specialties.   
 
AHEC was created in the early 1970s when the NC Office of Rural Health (now the 
Office of Research, Demonstrations and Rural Health Development) was created and we 
have worked closely with them.  For a few years, we had a program to support residents 
during the first few years of their practice if they would give back through service.  The 
Office of Rural Health works with the AHECs to try to recruit those residents for sites 
and introduces them to the various support mechanisms that might be available.  We do 
have a close collaborative relationship with these residency programs providing the 
output.   
 

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

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

 
Q: Two thirds of residents come from outside North Carolina, but how many of those 

are North Carolina residents that may have left for medical school or residency, but 
come back to North Carolina to practice? 

A: We do have place of birth and undergraduate college in our data, but that may not 
tell where people lived, so it could be difficult to answer that question 

 
Q: Do residents at Charlotte, Duke, or UNC spend all of their time in that health 

system, or do they also get out into the communities for some of their rotations? 
A: The real problem with residents is the accreditation standard.  They have to do the 

majority of their time at the source of residency.  They can do time in the 
community, but there are restrictions in the training program.  There are two 
months allowed in a rural program.   

Comment: Medicare itself has restrictions on permitting people out of the institution.  
They will ask for reimbursement if residents are not there.  Their willingness to 
accredit some of these experiences outside the sponsoring institution is another 
issue. The incentives are against sending people out for experience. 

 
Comment: It is interesting to point out the slide of the state showing where active 

physicians cluster.  If you want people somewhere else, you have to put them in 
those places.  Other education programs should be looked at to see how other 
programs do that.  There is a reason for the Centennial program being developed at 
North Carolina State University.  The trainees start working with their partners 
after they graduate because that is where they got their training.  Are there other 



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

 
Comment: We have tracked the graduates of the family medicine programs over the 

past years.  People are mobile, but about half of the graduates from one of the 
university-based programs stay in North Carolina.  For the AHEC trainees, it is 
about two-thirds.  ECU is more like two-thirds as well.  The rural programs keep 
about 80% of residents.  The goal is to train very high quality physicians, but if 
another goal is to keep them in North Carolina, there are ways to do that.  The 
Cabarrus model is a very good model.  They created the practices first and then put 
the residents in after that.  There needs to be an educational infrastructure.  But the 
faculty are located in four basic teaching practices and they were built on the 
practice idea, rather than the traditional central training type idea.  I don’t know 
that we can do that in other areas, because there are unique characteristics in 
Cabarrus, but it is a new model.   

 
Comment: $60 million for training biotech workers for rural communities was donated 

by the Golden Leaf Foundation.  Can we get $10 million to train physicians to go 
into rural communities? 

 
Comment:  There are two barriers:  Residency Review Committee (RRC) and Medicare 

funding.  If we were looking at state funding, that would deal with the Medicare 
funding component, but I don’t know how to deal with the RRC requirements.   

 
Comment: One of the ways that the osteopathic profession has done this is by changing 

the traditional two-month residency block.  Instead, residents have one day a week 
at the practice, so that over the three year period, the resident sees the same panel 
of patients.  This helps to establish more relationships in that community, which has 
worked out really well.   

 
Comment: There are recruitment issues into these residency programs, as well.  

Recruiting into the rural track programs is more difficult.   
Comment:  I agree.  Traditionally a lot of those positions 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 interesting history.  There were no hospitals in North 
Carolina during the Civil War.  After the Civil War, the first hospital was established in 
Broughton and the second hospital was established in Charlotte by Jane Wilkes, who 



started it with an Episcopal church.  The hospital was built with $300 in capital and the 
building still exists downtown.   
 
We have an unusual administrative structure.  Carolinas HealthCare System (CHS) was 
created in 1943 under the Hospitals Authority Act.  Therefore, we became a Hospital 
Authority.  We function like a 501-c-3 except that we can issue our own bonds, meaning 
that we can support our own debt.  CHS board members are nominated by the Board and 
appointed by the Chairperson of the Board of Commissioners of Mecklenburg County.  
In 1940, a million dollar hospital was constructed in the rural area outside of town.  Our 
mission is to create and operate a comprehensive system to provide healthcare and related 
services, including education and research opportunities, for the benefit of the people it 
serves.  Our mission includes patient care and research and we consider that a core part of 
our mission in the community.  The hospital is located a mile and a half outside of the 
center of Charlotte and consists of 847 beds and is a level one trauma center.  
 
There are a total of over 4,000 beds in North and South Carolina in the Carolinas 
HealthCare System, which can be seen in Map 3 below. 
 

 
 
Carolinas Medical Center had more tertiary and quatemary inpatient discharges (14,574) 
in 2004 than any other hospital in the state.  In 2005, Carolinas HealthCare System had 
approximately $32 million in self-pay and indigent physician charges.  We get some 
money directly from our county for indigent care and that stipend has been $17.5 million 
for the past five years.   
 
When you look at education and research, this is the domain.  We run a college that is 
more analogous to a community college.  Table 1 lists some of our educational programs.  

Map 3 
Hospital Beds in NC & SC 
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If you add up our two nursing schools, last year we trained more nurses than any other 
program in the state.   
 
Table 1: Carolinas HealthCare System Educational Programs 

School For- Credit Programs Length Enrollment Grads per 
yr. 

CMC-M 
(MSON) 

Nursing (Diploma) 
1 ½ Yr 140 60 

CRNA Nurse Anesthesia (Masters 
Degree) Offered by UNCC/CMC 2 ½ Yr 60 21 

CCHS Nursing (Associate Degree) 
2 Yr 250 90 

CCHS  Radiologic Technology 
(Associate Degree) 2 Yr 40 15 

CCHS Surgical Technology (Diploma) 1 Yr 12 9 

CCHS Medical Technology (Diploma) 
1 Yr 12 11 

CCHS Paramedic (Diploma) 1 Yr 20 18 

CCHS Non-Credit Programs: Phlebotomy, Nurse Aide, Health Care 
Transport, PALS, ACLS, BLS, Instructor Courses. 

 
We also have a commitment to research through the Cannon Research Center (see Chart 
3). We have basic science lab space.  We currently have about 275 employees involved in 
the research enterprise and a reasonable amount of external funding.  The amount of 
external funding is underestimated, because we partner with UNC Charlotte and a 
number of research grants are based there.  We are also an AHEC site for our region of 
the state.   



Chart 3: Cannon Research Center 

 
 
We have a graduate medical education program, a busy faculty practice, and a large 
amount of service to the uninsured.  Currently, there are about 181 full-time teaching 
faculty and 212 residents at our facility.  Over the past couple of years, we have started to 
grow the number of resident slots, which was capped at 187.   
 
Funding is a serious constraint.  Everyone wants to expand their residency programs.  We 
are looking at developing fellowships.  It is sellable, but there is no funding for new 
residents.  All of the costs are spread across the same number of residents.  The main 
increase in costs is the resident’s salary.  Our programs are healthy, residents are 
challenged, and we tend to match with graduates of US mainland medical schools (with a 
few exceptions).  Roughly about 25% of practicing doctors in North Carolina were 
trained at one of the academic medical schools or Charlotte.  Of the home-grown 
physicians, we train about 10% of them.  It is important to us, because if you look at our 
physician groups, specifically the big internal medicine practice, about half of those 
doctors came out of our training programs.  We have a lot of training sites and indigent 
care sites throughout the community.   
 
Low-Income Medicaid Sites.  Eastland is the site of our family medicine training 
program.  We take care of a lot of poor people and there are many low-income people 
moving to Mecklenburg.  Charlotte was second in the country in terms of Hispanic 
population growth rate between 1990 and 2000.  We had a growth rate of 1,000%.  We 
have a need for interpreters, which challenges us educationally.  The language barrier has 
a serious impact on the educational program.  As noted in Chart 4, the Hispanic 
population accounts for more than half of the 21% of overall growth seen in the CMC 
community sites. 
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We are looking to actively expand other facilities.  The Monroe facility has expanded the 
general surgery program to a community based hospital.  RRC won’t allow you to 
expand for service needs, but they will allow you to expand for educational purposes.  
The rational for expanding our surgery program was simple- our residents weren’t doing 
general surgeries.  
 
We are developing fellowship programs, but there is no additional Graduate Medical 
Education (GME) funding for this.  If we are going to expand GME programs, we could 
expand it 30%.  We could expand substantially more than that, if we had resources to 
expand.  Our priority would be to invest new dollars in GME.   
 
The idea of a new medical school in Charlotte comes up frequently.  We had a medical 
school in the Flexner Era, but it moved to Richmond.  Since then, we tried twice in the 
1960s and 1970s to open a medical school.  We don’t necessarily think that is the best use 
of dollars and we aren’t looking at funding a medical school or trying to get money for a 
new school.  But, if one does develop, we would look into being partners it.   
 

Comment: There is a differential in what Carolinas is subsidizing in Mecklenburg and 
that differential is curious and disproportional.  Moreover, that burden is placed on 
our organization relative to the community.  Our county commissioners are 
defunding the downtown health plaza which is a $60,000 visit per year for the 
indigent care clinic.  They say it is not their business, but we are non-profit.  We 
are seeing a very aggressive posture on our county tax commissioner to tax non-
profit health centers. 

 
Comment:  It is a huge problem.  There was an editorial in JAMA about six months 

ago, stating that academic medical centers tend to have two missions:  taking care 
of indigents, and being a magnet for high technology and new techniques.  Both of 

-
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those things have expenses and they are competing missions.  My long range fear is 
that if we incrementally stretch to reach the indigent care community and become 
financially weakened, it will rob the state of our ability to reach the other mission.  
And if we have this slide towards lower performance, there will never be a public 
crisis to change that burden around.  We need to change public perception to show 
that there really is a crisis. 

 
Q: What is the cost per resident compared to services provided to CMC? 
A: AAMC did a paper on that last week.  Above salary, it was something like $30,000-

$40,000.  We came up with a calculation for average education costs of about 
$60,000 per resident.  All those calculations depend on 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 the NC Medical Society Foundation’s 
flagship program, but there are other programs, as well.  The CPP was established in 
1989 with a $4.5 million grant from the Kate B. Reynolds Foundation.  Since its 
inception, the program has assisted 128 rural and economically distressed communities 
by financially supporting primary care physicians. 

 
We have established a number of collaborations.  The partnerships include: the NC 
Office of Research, Demonstrations and Rural Health Development, the NC Rural Health 
Center, the Family Medicine Departments of the four North Carolina medical schools, 
and AHEC.  This is designed to ensure that we don’t duplicate resources.  We have 
worked together to find solutions for chronically underserved areas.  Our partners do 
most of the recruiting for our program. 
 
During our 15 year history, we have assisted 347 physicians, physician assistants, family 
nurse practitioners, and practices; 127 communities in 76 of North Carolina’s 100 
counties (as seen in Map 4); provided an estimated 400,000 patient visits annually and 
provided an estimated $226 million in healthcare to under and uninsured persons. 
 
 
 
 
 
 
 
 
 
 
 



 
 

Map 4 
Economically Distressed Counties Assisted by the CCP 

Our population bears this out in terms of the payor mix- Medicare, Medicaid, and the 
uninsured.  There is a greater burden of the elderly and people with chronic diseases in 
these communities and higher numbers of minorities who are being seen by our 
healthcare providers. 
 
When we talk about Golden Leaf funding for economic revival, you really can’t have 
economic revival in a community without healthcare.  CPP focuses on HPSAs and 
economically distressed communities.  Because we are a private program, we can assist 
communities that don’t meet the HPSA restrictions.  An example is inner city Asheville, 
where the HIV population is high and needed additional services. 
 
Map 5 depicts economically distressed counties in North Carolina and can be seen below. 
Shades of red represent areas that are most economically distressed, whereas green 
shades represent areas that are not as economically distressed.  Tier 1 represents the most 
distressed counties and tier 5 represents the least distressed counties.  Dots represent 
whole county HPSAs and diagonal lines represent partial county HPSAs.  The CPP 
assisted sites are designated by black dots.  One question that people ask is why there 
aren’t more health providers in distressed areas.  Those areas meet the federal designation 
and can draw assistance from federal programs, so the CPP 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 willing to work in high-need communities for 
five years.  The average medical school debt of CPP providers is $100,000.  Each 
provider is required to accept Medicare, Medicaid, and uninsured patients.  A community 
needs questionnaire tries to determine if the placement will be a good fit for the provider 
and the family and what the payor mix will be.  In addition, the questionnaire tries to 
determine the willingness of the provider to be involved in civic activities and whether or 
not practice set-ups will be viable.  Each applicant is interviewed in person, which is 
followed by the signing of a formal letter of agreement.  Grant payments are then made 
quarterly.  However, payments end if the health provider leaves that site.  
 
A number of strategies have been employed to recruit health providers to certain areas 
and they include: referrals from ORDRHD and other partners, direct marketing to North 
Carolina residency programs, word of mouth, and publicity about the program.   
We started the CPP with funding totaling $4.5 million.  Funding is limited given the 
need, although it was a great start.  We realize there is a need to leverage this funding to 
get more funding.  There are a lot of packages to leverage the dollars that CPP can bring 
to the table.  Sometimes it takes more than we can offer to get a clinician in place and to 
fill gaps that state and federal programs don’t fill.  We allow the experts to do the 
recruiting for us.  CPP is well-known.  People may hear of it through ORDRHD or 
through residency programs.  We were going to directly advertise to residents until we 
realized that we would spend down our KBR money.  You may have heard that we have 
recently received a $10 million grant from BCBSNC.  This funding is endowment 



funding, which will allow us to increase the number of active participants from about 100 
to 160.  A lot of interest has been generated by this funding. 
 
Sixty-four percent of CPP program participants remain in their high-needs communities 
beyond their five-year commitment, 73% continue to practice in rural or economically 
distressed communities, and 85% remain in North Carolina. We have greater location 
flexibility than the National Health Service Corps (NHSC).  When we have a NHSC 
scholar, they often want to stay in North Carolina, but can’t find a site.  So, we can 
accommodate them.  We were able to survey 91% of CPP participants.  We attribute our 
success to requiring five years of service, which helps people to become established in 
those communities, followed by personal interviews, and the flexibility to place 
individuals in different types of communities.   
 
We are excited about our next steps.  We have $10 million in funding from BlueCross 
BlueShield of North Carolina. We are creating practice management services to help CPP 
providers run more viable practices in high-needs communities.  Management support 
makes the difference for health providers wanting to stay in a practice.  We want to create 
a network of primary care providers through CPP or a fellowship that connects them with 
a group for support.  We also want to provide bilingual translators to improve access for 
Latino populations.  
 
Q: Does the program provide a building or a site, or is it up to the individual to develop 

that? 
A: In some cases, we have assisted with a practice or with getting a piece of equipment, 

but no bricks and mortar. But we have worked with others at ORDRHD or KBR to 
get what is needed for the infrastructure.  So we have worked with others to get the 
funding together. 

 
Q: When you do your financial analysis, do you make any distinction between those that 

incurred their debt in North Carolina schools, US schools, international schools?   
A: No.  Debt is debt.  
 
Q: Does the amount of debt dictate the length of commitment? 
A: No.  The length of commitment is five years regardless of the amount of debt. 
 
A: How often does lack of spousal employment opportunity serve as a barrier to people 

moving into those areas?  
A: Very frequently.  All of those things go to the viability of the community and how 

attractive it is.   
 
Q: Can we take a physician and have them serve more than one community at a time?  

Does the provider have to be physically in one site 24/7? 
A: No.  That is the advantage of this program.  We can look at the need of the program in 

a global way and be very creative. 
 



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

A:  In fact, that is already happened and we have some examples. 
Comment: For example, at Heritage Hospital, we have worked with that recruiter to 

create some packages. Formal links between hospitals and their recruiting bases 
have not been established, but that could be done.  Informally, we work with the 
rural health center.  Therefore, we know what is going on. 

 
Comment: There is a legal problem with that.  You are creating tying agreements, a 

business arrangement, which ties the services of a practitioner.  There could be a 
state exception to the tying certificate of need to a more formal access or external 
source.  You run quickly afoul of anti-trust restrictions.  There are certain safe 
harbors for rural communities, but people haven’t pressed into that much.   

 
A: Are these always linked physically in the doctor’s office, or can they be outsourced?  

Is there a rule on the distance from the doctor’s office that a physician’s assistant 
(PA) can be located? 

A: No, there is no such requirement.  Laws for PAs state that supervision shall be 
continuous, but does not have to be physically present.  Phone 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 Rural Health Development 
 
At the Office of Rural Health, our efforts that we are going to talk about today are in the 
area of recruitment.  Recruitment started about 30 years ago.  Jim and Bernie Peterson 
started recruiting in Bertie County.  As people backed out, they had to find physicians to 
cover those areas and they went to other states to recruit providers.  Since that time in 
1974, we have recruited 2,553 people.  Our current budget is 1.9 million, and of that 1.7 
million goes to healthcare providers that we recruit.  Two hundred thousand covers the 
rest of the program.   
 
Recruitment activities operate year-round in our marketing and recruitment program with 
two full-time placement specialists.  They try to get to know as much as they can about 
the communities and the candidates.  We support them as two full-time administrative 
support staff.  They administer the incentive programs, but the contracts are handled by 
other people in the office. 
 
Who do we recruit?  Our main focus since the early days has been on primary care 
providers- Medical Doctors, Doctors of Osteopathic Medicine, Nurse Practitioners, 
Physician Assistants, and Certified Nurse Midwives.  In particular, we focus on family 



medicine, internal medicine, pediatrics, and obstetrics/gynecologists.  We will also work 
with communities on other areas, if needed.  Years ago we tried to recruit other 
specialties, but we got diluted, so that is why we focus on these now.  We also recruit 
dentists. 
 
We try to focus on practice settings in communities of less than 35,000, but we will work 
with communities with large low-income populations.  We will recruit to private, public, 
for-profit or not-for profit health establishments.  The only thing we do for dental 
recruitment is for public or not-for profit practice.  We have no fee for recruitment to a 
practice site.  We used to have a $100 charge to make sure that people were serious.  But 
now, that doesn’t make people serious and the administrative burden was too much for 
us, so we dropped the fee.   
 
In Map 6, communities with at least one placement are represented by a black star.  
White counties denote no placements by the NC Office of Rural Health.  With the 
exception of some of the ones up in the corner (Camden and Perquimans), we have put 
physicians in almost every county in our 30 year history. 
 
 

North Carolina Office of Rural Health 
Communities with One or More Provider Placements* 

July 1995 through February 2006 
Map 6 

 

 
 
Who are our partners?  AHEC, Community Practitioner Program (CPP), and National 
Health Service Corps (NHSC).   The continuing education provided by AHEC programs 
is very important.  We can recruit healthcare providers, but if we can’t keep them in the 
rural areas, then our efforts are muted.  Informing healthcare providers that AHEC 
support is available is important to them.   
 
The CPP is a safety net for our safety net.  NHSC has put scholars in the state and have 
their own loan repayment program, which is very valuable for us.  We try to get 
interested candidates into that program first and then in the state program, and if neither 
of those work, we then try the CPP. 
 



Process.  We import people through three mass mailings per year to family medicine, 
internal pediatrics, and obstetrics.  We go to all residency programs.  Then, we also go to 
the Academy of Family Practice Meeting and others across the country and put up an 
exhibit.  Then there is word of mouth, which is very important.   
 
Here is where we want to draw a distinction for ORDRHD, developing and maintaining 
relationships.  We begin the process with an interview form for basic information.  The 
key is that Judy or Wanda will talk to those people every two to three weeks.  Practice 
site software gives us an opportunity to keep up on who we need to communicate with.  
Building that relationship and understanding the candidates’ needs and their spouses’ 
needs is important.  After we know the candidates’ needs, we also start looking at the 
community’s needs.  Then there is a matching process.  We know a candidate’s specific 
interests and narrow it down in the practice site software.  One of the main things that we 
do is to find out from the candidates what they are interested in and then we send that 
candidate’s name to the community.  Until that point, a community will not know the 
candidate’s name.  Then, if there is mutual interest, we will help them to facilitate a trip 
down.  We will pay travel costs for candidate and spouse to facilitate that meeting and 
getting the person into the state.  We do have some maximum amounts of money to pay 
for this, but usually it covers most of the cost.  
 
It used to be that incentive programs were something nice to have, but now they are a 
necessity and there is an expectation, especially when there is such a high debt load.  
These are the incentive programs that we manage.  We first try to get people into the 
federal loan repayment program, next the state loan repayment program, and finally the 
high-needs serves as bonuses for people that have very low or no loans.  
 
Our state loan repayment program is focused on HPSAs and not on for-profit 
community-based practices and those have a stair stepped payment structure.  The 
physician & dentist maximum is $70,000 plus a 39% tax stipend over four years and the 
NP & PA maximum is $30,000 plus a 39% tax stipend over three years.  The way we set 
it up is you get smaller payments in the early part of your incentive program.  Every time 
you send me a statement, I send you a check.  You get bigger payments, the longer you 
stay in the program.  The incentive is to work into the fourth year to get the big money.  
We don’t have to collect money back if people don’t stay the whole time.  We have also 
started an additional incentive program if the healthcare providers are Spanish-speaking 
and agree to provide care in targeted areas.    
 
The loan repayment and services bonus are necessary and they work.  The rural scholars 
program, which is no longer working, which identified future rural leaders while they 
were in medical school and tried to keep them interested in primary care, was extremely 
successful.  Developing and maintain relationships with North Carolina residency 
programs is really important.  We couldn’t do it now without the Practice Sights 
Software, which tracks residents from initial interest through residency placement. 
 
Residency stipends were started in 1992.  We gave $10,000 per year to residents in return 
for agreement to practice for a year.  We gave more than 300 of those and it was 



successful but the problem was that you put money in people’s hands before they make a 
decision and then you have to collect the money if they don’t end up doing that.  We also 
had a scholarship program.  We gave 19 of those.  Only four of those people defaulted 
and they paid us back, so we didn’t lose anything.  We are identifying people when they 
are second year medical students, but things change over time.  Early identification is a 
problem. 
 
Funding is a challenge.  Back in 2002, we had a 2.5 million budget, now it is 1.9 million.  
That year we took a cut in our incentive program.  We have a request to put that 600K 
back in.  There is an increased competition for candidates and a dwindling supply of 
people going into primary care.  We are taking a good look at the way we do recruitment.  
The materials we put out and how we communicate with people.  Ipods and other 
technology might be a way to get to the new providers.   
 
Andrea Radford, DrPH, MHA 
Research Associate 
Cecil G. Sheps Center for Health Services Research 
 
Since 1975, the NC Office of Research Demonstrations and Rural Health Development 
(otherwise known as ORDRHD, or the Office of Rural Health) has completed over 2,500 
provider placements and the percent receiving incentives can be seen in Chart 5.  Thirty-
five percent were placed with no incentive.  Ten percent were placed with federal 
incentives, 33% were placed using state incentives, 18% were placed using National 
Health Service Corps incentives, and 4% were placed using Community Practitioner 
Program incentives.   
 

Percentage of ORH Placements Receiving Incentives, SFY 1975 through 2/2006
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Chart 5 



The total incentive amounts given by the NC Office of Rural Health can be seen in Chart 
6.  These numbers were taken from 1989-2004.  Chart 6 illustrates how incentive types 
and amounts vary according to the state and federal budgets.  As shown by the graph, the 
bulk of our incentive dollars went to loan repayment.  Signing bonuses are for people 
with no debt and are depicted by a yellow shade.  The residency loan program is depicted 
by the light green shade and is the next largest incentive given by our office.  The high-
needs service bonuses are depicted by the blue shade, and midlevel residency incentives 
are depicted by the red shade.  
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In 2000, we had a special mid-level residency program, but programs come and go.  In 
addition, the majority of the incentives went to loan repayment.  Most people have 
reached at least a 70% completion rate.  There are over 600 people who received an 
incentive from 1989-2004 (see Chart 7).  These are not all the placements, but a subset of 
those receiving incentives.  MDs are represented by dark green shades and doctors of 
osteopathy are represented by lighter green shades.  The bulk of incentives were directed 
at physicians.  Brown and orange shades depict dentists and registered dental hygienists.  
At one point, we focused on those two areas, but that is no longer our focus.  We have 
also recruited certified nurse midwives, physician assistants, and nurse practitioners, 
which are represented by pink, blue, and light blue, respectively.  A drop in the number 
of people receiving incentives is evident in the graph and corresponds to a cut in the state 
budget. 
 
 
 
 

Chart 6 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
An average physician earns between $60,000 and $75,000 in our program.  Before the 
state cuts, that average was nudging closer to $100,000.  An analysis of the Office of 
Rural Health’s placement of underrepresented minorities is illustrated in Chart 8.  We 
placed nearly a third of minorities per year.  The darker green shade represents African 
Americans, the lighter green shade represents Hispanics/Latinos, the beige shade 
represents Africans, blue represents Native Americans, and turquoise represents others, 
but is primarily composed of Asian and Southeast Asians.   
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Q: Is there a requirement for the number of years based on the amount of money?   
A: There is a maximum that a provider can get for each year of additional service.  We 

don’t start with their loans and make them stay four years. 
 
Comment: I am on the phone with our community health centers and rural health center 

two or three times per week.  Most of them stay because of the fit of personalities 
and the needs of the community.  Whatever you are doing is really working for us.  
Also, the AHEC continuing education program and the new computer system in 
community health centers is really unbelievable.  I think it is a great system and 
can be built upon.  I am concerned about a lot of doctors moving into non-rural 
areas making them non-HPSA qualified.  For example, in Chatham County, there 
are more doctors moving into urban areas.   

 
Q: I worked with the ORDRHD as a resident and almost went into one of your 

placements.  Do you have any data on attrition by year in the program?  If the 
money increases year one, two, three, and four, then what happens in year five?  
What I am worried about is do they all leave at year five? 

A: We did look at that a couple of years ago, but we don’t remember the numbers.  The 
retention rate is really good.  If you can get them there for four years, they are 
entrenched in the community.  Many of them can make a serious dent in their loans 
through the four years.  Some of them are moving within the state and to other 
underserved areas.  

 
Q: Do you require full-time practice?   
A: No. The amount of work the provider is doing corresponds to the incentive percentage.   
 
Comment: It is amazing that after three years, the providers are established in the 

community.  I used to work in other health services programs where they just 
placed people without this connection.  This service has really worked because the 
person is fit to the practice, rather than sent just anywhere.   

 
A close relationship with the candidate, combined with a lot of coaching about what 
makes a successful candidate visit helps to keep providers in the area after the loan 
repayment is over.  Needless to say, there is a lot of hand-holding on the practice site.  
Field staff will even go on a field visit to make sure things go well. 
 
Comment: Having just finished reading the article by Don Pathman in the North 

Carolina Medical Journal (NCMJ), the article points out that this office is proud 
not to be a bunch of bureaucrats.  If you haven’t read it in the NCMJ, you need to 
read it.   

 
Q: The CPP requirement states that providers receiving assistance must take Medicaid, 

Medicare, and uninsured patients.  Is there a similar requirement to take the 
uninsured through the Office of Rural Health placements? 



A: Yes. 
 
Q: Clearly the linking is good.  But there is still a huge unmet need in medically 

underserved areas.  You said you can only recruit 30 to 40 providers per year.  Is 
it conceivable to do more, if you had more staff? 

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

 
Q: If they have new monies for the incentives, do we need 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 repayment dollars in 2000? 
A: Yes, the year we got cut, we reduced our repayment maximums.  The other thing we 

started doing was a lot of one-year contracts to buy us some time until they could 
get into a federal program.  

 
Q:  As we look at the aging of the physician population, are you taking into account, 

what areas will become shortage areas as physicians age out, or is there just too 
much work to deal with the present needs? 

A: We are looking at that with Tom Ricketts, but right now our money is focused on those 
areas that are HPSAs.  And those are dynamic all the time.   

 
Comment: Everyone that has talked about this mentioned that North Carolina is a net 

importer of medical personnel from other states.  The difference between us and 
those net exporters is in large measure because of the ORDRHD and their work.  
They have clearly made a difference in the state.  When we talk to people about 
where support is deserved, they really deserve a lot.  

 
Comment: There is a dark corollary though.  If everyone employs the same strategies, we 

may not have the same opportunities that other communities 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 Primary Care 
Cecil G. Sheps Center for Health Services Research 
The University of North Carolina at Chapel Hill 
 
General objectives of this presentation are to discuss general principles of the fluctuation 
of physicians into and out of rural and shortage areas and successful approaches to 
recruitment and retention.  I will focus on primary care physicians because that is where 



most of our work has been.  We can talk about how some of this will be different for 
other disciplines, but some information will not change.  I will also present some new and 
promising recruitment and retention approaches and suggest some things we could add to 
what we are already currently doing in North Carolina. 
 
A number of studies have found that shortage areas don’t recruit as many physicians, and 
particularly primary care physicians.  A few years ago, we were looking at retention rates 
in rural areas.  In general, retention is a less studied area.  Looking specifically at health 
professional shortage areas (HPSAs) and other underserved areas and retention rates, the 
few studies we found showed that there wasn’t a difference in shortage areas.  Studies 
since that time have found a few things.  This is a survival curve.  If you start at 100%, 
these are two cohorts of primary care, HPSA and non HPSA rural generalist physicians 
with no state requirements- how long do they stay there as a group?  This question is 
addressed in Chart 9. 
 
 

 
 
 
The curves are the non-HPSAs and those in HPSAs are very close and statistically they 
are not significant.  Non-obligated physicians have been found to stay in rural practices 
for five and a half to six years.  
 
We thought it couldn’t be right that retention in HPSAs was the same as in non-HPSAs.  
So we created a visual depiction of towns that were different in terms of population size 
and how many physicians were located in these towns per 100,000 population, which can 
be seen in Chart 10. 
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The four curves in Chart 10 were not found to be statistically different.  We said we 
would try to look at the population size of towns that people live, comparing those with 
2,500-10,000 population and those with less than 2,500 population and we found no 
difference.  Studies have shown that there is no difference between retention in rural and 
urban areas.  My suspicion is that the perception doctors leave rural areas more 
frequently than they leave urban areas comes from the fact that a whole community 
notices when a provider leaves a rural area, whereas people may not notice when a 
provider leaves an urban area. 
 
Poor recruitment is generally responsible for shortage areas, not retention.  Medical 
school admissions committees should focus more on selecting applicants who are more 
likely to work in rural areas.  What are the individual characteristics of people more 
willing to work in rural areas?  A rural background includes a rural raised spouse, male, 
white, and an expressed interest in rural practice.   
 
We have tried to determine the characteristics associated with physician retention, but 
none were found.  We tried to make these associations change by controlling for 
variables.  Truly, all the variables are very solid, and we found that they don’t change.  
There is no difference in retention rates of rural-raised physician and spouses.  There is 
no difference between gender and white versus black.  Basic individual demographics 
can be predictive of recruitment into rural practice, but not retention.   
 
A good match between the physician and community, satisfaction between the 
community and provider, and a sense of ownership are important factors when trying to 
retain rural physicians.  The issues for obligated and non-obligated doctors are different.  
If they work in a state where they grew up or trained, doctors have more than twice the 
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odds of remaining.  Knowing and getting along better in their community are also 
important.  People who rate feeling well integrated into the community have a much 
higher rate of retention.   
 
We’ve asked in several studies, how prepared did you feel for the requirements of being a 
physician in your community?  How prepared did you feel for living in the community?  
The top answers are people who said prepared, very prepared.  Totally unprepared and 
not prepared are denoted by the light green shade.  If asked, how prepared were you for 
living in your rural community, there is a tremendous difference and can be seen in Chart 
11.   
 
 

Prepared for Rural Roles and Retention 
 

 
 
 
Satisfaction in a rural community, represented by the blue 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 shade) and anything below neutral (pink and 
green shades).  Statistically, there isn’t much difference between neutral and very 
satisfied.  Our data show that if physicians and their spouses are satisfied with their 
community, then they will stay in that community after their 12-month obligation.  For 
the end point of retention, you don’t have to worry about bringing the neutrals up, but 
rather should focus on the dissatisfied group.   
 
Recruiting and retaining primary care physicians often requires different interventions.  
The same things are not recommended for recruitment and retention.  Rural and shortage 
area recruitment is most sensitive to the physicians’ backgrounds (i.e., upbringing, race, 
and gender) and career interests, which are relatively immutable characteristics.  
Therefore, recruitment is a harder thing to affect. 
 
Although generally not the cause of shortage areas, retention is more amenable to 
interventions, such as recruiting physicians who are well-suited for a particular practice 
and communities, and fostering satisfaction.  How underserved the area doesn’t correlate 
with how long people stay.  People leave because it is a bad fit for them.   
 
If you are looking to recruit people, admissions are the key.  The poster child program is 
Jefferson’s Physician Shortage Area Program.  Rabinowitz came and spent six weeks at 
the Sheps Center for Health Services Research.  He reports on the same cohort of people.  
His curriculum is almost non-existent.  They have a rural family medicine rotation, a 
family medicine advisor, and an interest group.  He has latitude in the school to handpick 
15 applicants each year who get through the admissions process.  This selective 
admission works.  
 
Besides admissions, there is no proven benefit for rural recruitment or specialty choice.  
If you look at the studies of a brief rural curriculum (one to four months), there is no 
proven benefit for rural recruitment or specialty choice.   A longitudinal curriculum, 
where students spend 12-24 months training in a rural setting, does steer more students 
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into primary care. There are two studies that use randomization of students for these 
lengthy interventions and found that there was a good effect on people’s specialty choice, 
but not on practice location.  However, I would expect this may work for practice 
location, as well.   
 
The evidence finds that medical student rural rotations have no effect on retention.  
People who do a one month rotation aren’t more likely to work in a rural area.  The 
primary reason that people seem to leave is because the situation is not that good.  A 
more valuable one-month program may be to teach students how to find a suitable 
practice.  Research indicates that rural rotations during residency do prolong retentions.  
Rotations at the resident level have more of an effect because that is where the resident 
learns how to be a doctor, how to make connections, and the patterns of behavior for rural 
communities.   
 
There are several physician-supported service programs, including scholarship, loan, loan 
repayment, and direct incentive programs.  A scholarship program is where students are 
recruited, medical school tuition and fees are paid, and after training (typically seven 
years later) they repay the scholarship through service back to the community.  Service is 
required and funds are typically used for training.  Loan repayment programs are those 
that pay off traditional education loans after the educational training is complete.  
Another type of program is a loan program with a service option.  States offer programs 
where they will give money to pay tuition and fees for students, but the service is 
optional.  If the student works in the select areas, a percentage of the loans is forgiven 
each year spend in those areas.  If the student chooses not to work in those areas, they 
repay the loans at traditional education loan rates.  Scholarship programs are different 
from these because they include a penalty if the student doesn’t provide the service.  The 
loan program with a service option is a kindler and gentler form of a scholarship 
program.  The final incentive program is a direct incentive program, which allows 
physicians to use the funds for anything.  It expands the group of people that can be 
incentivized into specific needs areas.   
 
We identified 82 incentive programs in 41 states and the trends of these programs 
indicate that the scholarship program was the dominant program and it continued to grow 
through 1996.  Loan repayment programs became popular in thee early 1990s, and 
overtook scholarship programs as the most popular incentive program by 1996.  The 
service option loan program is also growing and was the third most popular in 1996.  It 
was followed by the direct incentive program and resident support programs, 
respectively.   
 
Outcomes.  We have data from 24 state-run scholarship, nine loan, seven direct incentive, 
and 24 loan repayment programs.  The percentage of program participants who end up 
serving in underserved areas from those programs are 63% from the scholarship 
programs, 41% from the loan programs, 93% from the direct incentive programs, and 
94% from the loan repayment programs.  Direct incentive and loan repayment programs 
give the best results, in terms of the percent who serve.  The idea that people partake in 
these programs because they have to and feel obligated is not true.  They are actually 



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

Q: But in terms of effect, 41% leave from the get-go in loan programs.  
A: Yes, but if this gets some of the people in for regular loan programs and the 

retention is high for those who stay, you might as well institute these types of 
programs.  At least two of these programs made enough money from interest paid 
off to support the program and, as a result, did not require further state money.   

 
The notion of a pipeline has been a popular idea- to recruit rural youth into the health 
profession.  Alabama has the most thought-out and visible program.  They have three 
intertwined programs, which are run by the University of Alabama College of 
Community Health Sciences at Tuscaloosa.  The program is funded by the state, the 
University of Alabama at Tuscaloosa, Alabama Farmers Federation, the Alabama 
Academy of Family Physicians, and others.  The programs include the Rural Health 
Scholars Program, the Minority Rural Health Pipeline Program, and the Rural Medical 
Scholars Program.  The program descriptions are as follows. 
 
The Rural Health Scholars Program is a summer program for rising high school seniors 
from rural Alabama and includes two courses for college credit (English and Chemistry), 
field trips, and lectures on rural health careers.  The Minority Rural Health Pipeline 
Program is a six-week summer curriculum for Alabama rural minority college students.  
This program focuses on rural health careers via focused seminars, classes and field trips, 
and academic skills building.  The Rural Medical Scholars Program enrolls 10 college  
students from rural Alabama each year.  One year of the program is a full-time 
curriculum on rural health for senior college students at the University of Alabama at 
Tuscaloosa.  Successful completion of this program earns participants a spot in the 
University of Alabama School of Medicine, with ongoing rural peer support group 
activities and mentorship from rural practitioners during medical school.  The first cohort 
had 40% of its graduates match in family medicine and 64% in rural practice.   
 
There are also new ideas related to nursing support-for-service programs.  One interesting 
model is Florida’s Nursing Scholarship program, which was funded by taxing the 
licenses of all nurses in the state.  Another model is the Florida Nursing Student Loan 
Forgiveness Program. In this program, any site in the state that is not on the official site 
list (e.g., a specific hospital or nursing home) pays $2,000 per year per participant 
towards program costs and a nurse can match with these institutions as long as the 
institution pays half the cost ($2,000).  The Kentucky State Loan Repayment Model 
Program requires sites that match a nurse to pay half the $4,000 cost of the program.  The 
Kentucky Nursing Incentive Scholarship Fund is a program for Kentucky residents, but 
will cover education costs at out-of-state schools, with an obligation for the nurse to 
return to Kentucky to work   The Georgia Intellectual Capital Partnership Program is a 
unique public-private partnership.  In this program, local employers (e.g., hospitals) are 
linked to specific local nursing schools (hub and spoke) and employers pay training costs 



at these local schools for specific individuals who will then work for them after 
graduation 
 
As a recap, there are some new and promising programs for North Carolina. They 
include:   

�  Creating a “pipeline” program for rural and minority middle, high school, college 
students;  

�  Targeting admissions into North Carolina medical schools; 
�  Creating  longitudinal (12-24 months) rural/underserved area 

curriculum/programs in medical schools; 
�  Creating medical service-option-loan programs;  
�  Expanding the size of loan repayments and direct financial incentive programs 

and; 
�  Expanding the range of available practice sites. 

 
Q: We have a difficult time recruiting and retaining minority physicians and physician 

assistants.  Do you have any ideas for us? 
A: Nationally if you look at rural minority physicians, retention is not different from 

other groups.  There is a general principle that retention is guided by local things.  
It may be under your control or the community’s control.  I would urge you to find 
out what the issues are in your community, and that may affect your ability to 
recruit minority providers. 

 
Q:  Is the idea of pipeline programs for rural minority, middle, and high school programs 

similar to one of Golden Leaf’s  upcoming programs? 
A: Yes, but not for high school and middle school students. 
 
Comment: There is a huge amount of pipeline stuff, but it is disconnected.  You need to 

have a pipeline that connects the dots and keeps people engaged over a long 
period of time rather than scattered, short-term programs.   

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

 
Comment: A lot of work is in place for each of these models, but the programs are not 

coordinated and they respond to different funders.  What happened with the rural 
practice site process? They follow people, they don’t depend on when they get out 
of medical school or residency.  If this information would be joined, there would 
be some information of who is interested at any given time and to remember and 
provide some continuity.  We send people to a science enrichment program and 
then they are gone.  Then we have a health careers opportunity program that is not 
connected and doesn’t target those that participated in the previous program.  
There are opportunities for American Association of Medical Colleges to connect 
with these programs.  You have to recruit across a continuum.  

 
Q:  One more statistic that would be interesting would be the age of the medical students 

and their decision making.  Do older students starting medical school make a 



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

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

Comment: Good question.  I don’t know that we have that data.  There are some studies 
that deal with that.  They deal with gender and age.   

 
Q: Regarding the retention strategies, were you able to get a sense if one of the three to 

five strategies was dominant? 
A: They are highly correlated, so the more integrated you are, the more satisfied you will 

report.  Controlling for gender and size town has been documented in the 
literature.  It mirrors what we did with survey work by talking to people in several 
states.  The literature states that people form attachments to a place and a 
community.  If you don’t have that, there is nothing tying you down to that area.  
Some old studies by Malcolm Cutchin looked at personalities of people that go into 
primary care and rural areas, and they are people that place more value on those 
types of attachments.  So, if they are not getting that, they leave.  We do a better 
job than the vast majority of other states of helping these placements and 
attachments through ORDRHD.  We should be teaching community skills and 
checking more with community-placed physicians.  Communities can learn to deal 
with the spouse of a physician.   

 
Q: It used to be 40-50 years ago, that a physician expected to rent his own space, hire his 

own help, arrange his own financing, and set up a business plan that he managed.  
Today the medical student expects to be hired by someone and have an 
administrator that does those things.  Those infrastructure things are more likely 
to be found in an urban community than in a rural community.  Has anyone 
studied the impact of infrastructure on retention or recruitment? 

A: Our data show that there is no effect, or an inverse effect.  Providers are independent 
individuals that like to have control.  They would prefer to have a say in what is 
going on, and have more ownership.  If someone is bad at administrating, that 
might be more attractive to stay in an urban area where they can get help.  Owners 
grumble, but their retention is greater than those hired into existing groups.  The 
more important thing is how to make employees feel invested and have control in 
the practice.  Some changes include letting the physician choose the color scheme 
and be involved in hiring the staff.  Let the doctors be involved with setting up their 
own on-call schedule.  That gives a sense of control. 

 
Q: Most of the research is around primary care.  How might strategies be different for 

different types of providers, such as general surgeons, psychiatrists, etc?  
A: Primary care doctors have a certain type of personality.  It is not clear if community 

attachment is as important for an obstetrician or surgeon.  Some of those may not 
hold for each group.  But they are human beings first and professional workers 
second.  So, I suspect that for all disciplines, it is important to be connected to the 
community.  The primary care physician workforce tends to be a state or regional 



workforce, meaning that people don’t generally train in primary care here and 
move across the country to another state.  Primary care folks don’t last as long in 
states other than their training, which keeps people in the states.  If you are an 
invasive cardiologist, you know that you may have to move to a very different state 
to get the job you want, or one that is open, so that is more of a national 
workforce.  Scholarship programs may work better for nurses because they know 
better where they will be two years later, compared to physicians who aren’t sure 
in five years where they will be. 

 
 
 
 
 
 


