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Disclaimer, etc.

• Presentation partially supported by the Federal Office of Rural 
Health Policy (FORHP), Health Resources and Services 
Administration (HRSA), U.S. Department of Health and Human 
Services (HHS) under cooperative agreement # U1CRH03714. 
The information, conclusions and opinions expressed in this brief 
are those of the authors and no endorsement by FORHP, HRSA, 
HHS, or The University of North Carolina is intended or should be 
inferred.

• The Sheps Center is not part of a health system.
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About the Sheps Center

• The Cecil G. Sheps Center for Health Services Research is a pan-
campus research center of UNC-Chapel Hill. 

• Our mission is to improve the health of individuals, families, and 
populations by understanding the problems, issues, and alternatives in 
the design and delivery of health care services. This is accomplished 
through an interdisciplinary program of research, consultation, 
technical assistance, and training that focuses on timely and policy-
relevant questions concerning the accessibility, adequacy, organization, 
cost, effectiveness, and equity of health care services and the 
dissemination of this information to policymakers and the general 
public.

• Relevant research programs: the NC Rural Health Research Program 
(me), ShepsGME (later today) and Program on Health Workforce 
Research and Policy (tomorrow)
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Talk in one slide

• RHTP will dominate rural health for the next four 
years. But it is the context, not the whole strategy.

• Sustainable rural access depends on workforce, 
delivery systems, technology, payment, and 
prevention.

• For workforce: Recruit • Expand • Retain • Extend: 
Build capacity that lasts.
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Thanks for the invitation

• 3RNet one of our closest partners – 
anchored in PRISM, based on a 
common mission, with connections 
that extend beyond the personal to 
the institutional

• 3RNET helps communities recruit and 
retain people. Sheps measures what 
happens and learns from the data. 
PRISM is what happens when those 
two kinds of expertise come together.
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You have to see the Mona Lisa.  But there are other 

amazing pieces of art that deserve your attention.
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RHTP Other important developments
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Health Workforce 

Strategy in the RHTP 

Context



Purpose of the Rural Health Transformation Program

• “….investments that will transform the way care is delivered in 
rural communities”

• “…help rural communities reimagine their health care delivery 
systems and improve health outcomes”

.  

(From the NOFO)
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Purpose of the Rural Health Transformation Program

• “….investments that will transform the way care is delivered in 
rural communities”

• “…help rural communities reimagine their health care delivery 
systems and improve health outcomes”

.  

(From the NOFO)

That’s how. IMO, a useful North Star is “timely access to quality 
care”
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The Five Strategic Goals of RHTP
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Make rural America 

healthy again
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Workforce 
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Innovative Care Tech Innovation



The Five Strategic Goals of RHTP, paraphrased
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The Five Strategic Goals of RHTP, as a model
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The Five Strategic Goals of RHTP, as a model
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Useful Framework For Rural Health Workforce Strategies

• Recruit – find awesome qualified health professionals and bring 
them to your community

• Retain – keep awesome qualified health professionals in your 
community
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Useful Framework For Rural Health Workforce Strategies

• Recruit– find awesome qualified health professionals and bring 
them to your community

• Retain – keep awesome qualified health professionals in your 
community
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Useful Framework For Rural Health Workforce Strategies

(“The Four Rs”)

• Recruit– find awesome qualified health professionals and bring 
them to your community

• Retain – keep awesome qualified health professionals in your 
community

• Expand – broaden the pool of qualified health professionals

• Extend – improve the efficiency/productivity of health 
professionals
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Useful Framework* For Rural Health Workforce Strategies

• Recruit– find awesome qualified health professionals and bring 
them to your community

• Retain – keep awesome qualified health professionals in your 
community

• Expand – broaden the pool of qualified health professionals

• Extend – improve the efficiency/productivity of health 
professionals
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*I helped develop this framework for a product with co-authors… but I don’t remember 

who? Perhaps the RUPRI Health Panel for upcoming brief on workforce strategies?
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APPROACH STATE EXAMPLE PROGRAM

1
Early Pipeline Development (K–12 / 

Community College)
Maine

K–12 Talent Pipeline / Bridge Academy / AHEC 

Pipeline

2
New or Expanded Residency & GME 

Programs
Delaware

Delaware Medical School — “Train Here, Stay Here” 

(Initiative #9)

3
Expanding Rural Clinical Training 

Infrastructure
Maine

Consortium for Healthcare Education and Training 

(CHET)

4
Career Ladders Within the Existing 

Workforce
North Carolina Rural Training Hubs (Initiative 4)

5
New Workforce Category Development 

(CHW, PSS, Community Paramedic)
Illinois New CHW and PSS Training & Certification Program

Expand 
Big idea: increase the pool of qualified health professionals



Extend 
Big idea: apply innovations so existing health professionals can do more
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APPROACH STATE EXAMPLE PROGRAM

1 Virtual Specialist Access & e-Consults Maine
Provider-to-Provider Specialty On-Demand 

(Synchronous) Consultations

2 Hub-and-Spoke Care Architecture California
Tiered Care Model (TCM) — Regional Hub-and-Spoke 

Networks with e-Consults

3
AI & Technology for Administrative 

Burden Reduction
Nebraska

EHR-Integrated Hospital-to-Home RPM with AI-Assisted 

Protocol Routing

4
Community Paramedicine, CHWs & Task 

Shifting
Vermont

Community Paramedicine / Mobile Integrated Health 

Model with Triage-and-Treat Authority

5
Shared Services & Centralized 

Infrastructure
Vermont

Shared Operational Networks — EMR, Analytics, 

Telehealth, e-Consult, Centralized Transfer Coordination



Some Resources

• CMS Spotlights cover novelty: 
https://www.cms.gov/files/document/rural-
health-transformation-50-state-spotlights.pdf

• NRHA Summaries are more comprehensive: 
https://www.ruralhealth.us/programs/center-
for-rural-health-innovation-and-system-
redesign/rural-health-transformation-program

• State Health & Value Strategies doing some 
synthesis: https://shvs.org/hr1-resources-for-
states/?_sft_resource_tag=rural-health-
transformation-program 

• Most applications are now online if you want 
to read the source….
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Rural hospitals and 

systems



What is the role of rural hospitals over the next two 

decades?

• Increasing 
importance of 
outpatient service 
lines
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What is the role of rural hospitals over the next two 

decades?

• Increasing 
importance of 
outpatient service 
lines

• Cutting services 
(e.g. OB)
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What is the role of rural hospitals over the next two 

decades?

• Increasing 
importance of 
outpatient service 
lines

• Cutting services 
(e.g. OB)

• Increasingly part of 
a system
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Healthcare systems are a major factor in 

innovating health workforce strategies

• Rural hospitals are 
increasingly part of a 
healthcare system

• ECON 101: “systems 
internalize overall 
welfare of the system”
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https://www.shepscenter.unc.edu/product/a-comparison-of-independent-and-system-affiliated-rural-hospitals/



What is the role of rural hospitals over the next two 

decades?

• Increasing 
importance of 
outpatient service 
lines

• Cutting services 
(e.g. OB)

• Increasingly part of 
a system

• Disproportionately 
into rural-based 
systems
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How can we deliver care locally – appropriately?

Care -> community, not community -> care

• Leverage system-ness (or create partnerships)
• Referrals

• Centers of excellence that capitalize on financing models

• (e.g. eyes in a CAH)

• Satellite specialists (“Rotate the workforce, not the patient”)

• Hub and spoke 2.0 – flagship needs vs. rural needs

• Rural hospitals as complement, not competitor
• “Pressure release” – rural capacity higher

• Esp. in CON states

• High-touch services: pneumonia inpatient, therapy outpatient

• Post-acute closer to residence – balancing VBP measures & 
patient preferences
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How can we deliver care locally – appropriately?

Care -> community, not community -> care

• Recognize the realities of low volume settings

• Dynamics of managed (vs. owned) hospitals
• What is the win-win (e.g. access to capital, referrals, 

tech, HR….)

• Technology – in-kind opportunities
• EMR inclusion

• Telehealth (sure, why not – and great in some cases)
• Psych (ECU), MFM (Mercer)

• AI liberation – but where was it trained? (e.g. coding 
practices)

• Need to recognize realities of rural digital ecosystem
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Spotlight: Maternal Health
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• Rethinking the financial frame
• From service-line specific to strategic and cross-service 

• Ex. UNC Chatham model: standby cost for CRNA – vs. as 
resource for OR 

• Leverage L&D for family med learners ➔ 50%+ in rural

• Stroudwater reports:
• Rethinking full effect finances – eg. overhead cost 

allocation, 340B; include ancillary provided by the OB 
providers

• Partnerships (e.g. FQHC)

• Workforce mix: FPOBs, CNMs vs. OB

• Case study: Initial review=> loss of 800K; proper 
analysis=> + 1.7M

• RMOMS has prioritized care mgt & triage, not 
aggregation

• MFM telespecialty– e.g. Mercer & LHD
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GME strategies

• Conventional wisdom: “rural hospitals are 
too small to support GME”

• To support a standalone, more or less 
(generally) true.  But creativity!

• Rotation (“rural track” models) can open up 
possibilities in lower volume settings, increase 
access, and expose learners to rural settings

• THCGME – work with health centers

• In some cases, (effective) volume may be 
higher in rural areas

• Policy momentum: SCH & MDH 
financing, definition of rural, min % rural 
track, etc.
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Examples of State RHTP GME Initiatives

• Washington: Expand WWAMI Family Residencies in Washington State (four more clinical residencies 
by 2030) 

• Maine: Use Consortium for Healthcare Education and Training (CHET) to expand residencies

• Iowa: Not much in RHTP per se, but paired with state actions (Supplemental Enhanced Payment for 
GME in acute hospitals)

• Wisconsin: Marquette new rural dentistry residency;  Campuses will replicate evidence-based models, 
…to expand rural training for disciplines such as pharmacy, behavioral health, and primary care

• North Dakota: Create new physician residency training slots including tribal-specific residencies. 

• Indiana: The Indiana CHE GME Board will administer $30M in grants to rural GME programs to 
improve retention and address workforce shortages in rural Indiana, targeted for expansion of 
residency programs in rural communities to fund new positions.

• Tennessee: Increase number of rural residencies – psych from 0 to 10, overall 10 to 50.  (250 goal 
probably not physician?). By FY31, 25 new rural residencies or fellowships will be active.

• South Carolina: enhance the equipment used for rural GME programs, such as robotic surgery; 
incorporating nutrition education
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AI as the solution to all life’s problems

• AI (and technological innovation) major role in the RHTP NOFO, and 
certainly beyond

• Concerns:
• Does AI that is developed at large academic medical centers and urban 

communities perform as well in rural settings?

• Are rural communities well-positioned for AI and other tech deployments (e.g. 
broadband, digital literacy)

• Do rural providers have the tools to deploy and support AI?

• What supports (coaching, technical, financial, etc.) do rural providers need?

• North Carolina approach: NC CHAIN (funded by Duke Endowment)
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The Challenge: sustained progress

• Invest in transformation, not temporary activity.
• 1,528 days until RHTP expires.

• Evaluate and spread what works.
• Evaluation as a key component of current and future success.  RHTP is a 

thousand flowers – find the bloomers.

• Build capacity that outlasts RHTP.
• Don’t forget the legacy systems that got us here (present company included).  

Startups may be flashy but they will evaporate when the money does. 

• Appreciate the Wedding at Cana – even if the Mona Lisa gets all the 
hype.

• It’s great that rural health is getting all this attention.  And we need to recognize 
and support all the strategies.  
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Contact

Mark Holmes, PhD
Thomas W. Lambeth Distinguished Chair in Public Policy
Senior Associate Dean for Faculty and Staff Affairs, UNC Gillings School of Global Public Health
Director, Cecil G. Sheps Center for Health Services Research
Director, NC Rural Health Research Program
University of North Carolina at Chapel Hill

mark_holmes@unc.edu

www.shepscenter.unc.edu
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email



For more than 30 years, the Rural Health Research Centers 

have been conducting research on healthcare in rural areas.

The Rural Health Research Gateway ensures this research lands in the 
hands of our rural leaders.

Funded by the Federal Office of Rural Health Policy, Health Resources & Services Administration 
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