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BACKGROUND 

Rural Community Strengths 

Residents of rural communities across the U.S. repeatedly demonstrate resilience when they work 
together to solve their own problems, particularly during economic downturns, natural disasters 
and demographic shifts. Despite their geographic isolation, rural communities are socially close-
knit with a deep foundation of support and sense of connection to community. While the 
communities may have fewer people, they often have a collaborative, multidisciplinary approach 
when seeking solutions to persistent health system dilemmas. These efforts often require 
translating evidence-based practices into relevant rural approaches that will work in lower 
resourced communities. Rural communities have shown resourcefulness and creativity in their 
approaches to addressing gaps in access, increasing awareness of critical health issues, changing 
behavior patterns, and building more viable systems of care adapted for their own communities. 
Despite these assets, challenges persist for rural residents in their continual pursuit of high levels 
of health, wellbeing and quality of life. 

Rural Health Needs 

Rural communities face unique health care challenges, often characterized by limited access to 
care, negative impacts of drivers of health, and poorer health outcomes. The needs are great, the 
resources are limited, and the factors contributing to the problems are complex and interrelated. 
Compared to urban counterparts and to the nation as a whole, rural areas have higher rates of 
poverty and unemployment1, lower educational attainment2, lower rates of employer-sponsored 
health insurance3, greater levels of obesity4, and higher populations of residents 65 and older5. 
Rural residents are more likely than their nonrural counterparts to die prematurely from the top 
five causes of death (heart disease, cancer, unintentional injury, chronic lower respiratory disease, 
and stroke)6. In addition, rural communities are home to older and less healthy residents than 
their urban counterparts. The result is a tremendous need for health care providers to meet needs 
efficiently and effectively close to home. 

The lack of access to reliable health care is fed by contextual factors including: 
• Rural geography and isolation: Rural residents experience longer travel distances to

available health care facilities, and less available public transportation systems7.
• Rural hospital closures: Since 2010, 154 rural hospitals have closed (86 completely and 68

converted to non-inpatient services) 8. These closures lead to severe consequences,
including economic downturn, reduced access to emergency and specialty care, and poorer
health outcomes.

o In the past six years, at least 117 rural hospitals ceased delivering babies, leaving
more communities without local labor and delivery services9. Consequently, many
rural residents face long travel distances for care, leading to delayed prenatal care,
increased complications, and poorer maternal and infant outcomes.



• Lack of broadband: Those who currently face barriers to care are also less likely to use
telehealth; barriers to accessing broadband internet and mobile technology have
contributed to widespread gaps in health care. Broadband infrastructure and access
challenges still lag in many rural areas and increase difficulties accessing telehealth and
remote care.

Rural Workforce Shortage Data 

Rural communities face a shrinking health care workforce, particularly with primary care 
physicians, which can lead to delayed preventive care, higher emergency room use, higher travel 
time, and higher unmet needs10. The per capita supply of primary care providers in rural areas is 
substantially lower than in urban areas. An estimated 28.2 million people live in areas designated 
as rural health professional shortage areas (HPSAs), and rural areas account for 62% of all primary 
care HPSAs, 64% of all dental HPSAs and 62% of mental health HPSAs11.  

The latest data indicate that while rural areas have fewer physicians, a greater amount of care in 
rural areas is provided by primary care providers (including family physicians, general internal 
medicine physicians, and pediatricians) who number 55.6 per 100,000 for rural counties, versus 

other skilled medical professionals (e.g. nurse 
practitioners, physicians assistants) — only 60% of 
the rate for urban counties12. The greatest 
differences being general internal medicine at 13.9 
per 100,000 (35% of the urban rate) and pediatrics 
at 6.8 per 100,000 (34% of the urban rate). Family 
physicians comprise only 15% of the U.S. 
outpatient physician workforce; however, this 
proportion of doctors provides 42% of the care in 
rural areas.13  

Health Resource Service Administration (HRSA) 
predicts that the rural demand for primary care 
physicians (PCPs) will exceed the supply by 2037 
with only 68% of the demand met. This is likely to 
be impacted in part by retirements, as nearly a 
quarter of physicians are 65 or older and another 
quarter is age 55-6414. Other specialties also reflect 
lower rates in rural areas: general surgeons at 6.7 
per 100,000 in rural versus 13.1 in urban; dentists 
at 32.1 per 100,000 in rural versus 59.4 in urban12. 
In addition, 71% of rural PCPs cite a lack of 
geriatricians, compared to only 44% of urban 
PCPs15.  

Example from the Field 

Rural Arizona CHW Workforce 
Development Network (RAzCHOW) 

The goal of this collaborative effort is to promote a 
sustained, diverse Community Health Worker 
(CHW) workforce to improve access to health care, 
health outcomes, and quality of life for rural 
Arizonans. RAzCHOW promotes CHW workforce 
sustainability through voluntary certification, 
Medicaid reimbursement, and value-based 
reimbursement. 

RAzCHOW plans to expand capacity and services by 
creating more rural CHW training programs, 
building training and technical assistance to both 
CHWs and their supervisors/administrators, and 
promoting CHW leadership development and 
retention. In addition, RAzCHOW works to enhance 
patient health outcomes by preparing and 
supporting CHWs as members of care teams to 
educate rural residents to manage their health and 
live healthy lifestyles. 
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Data indicate that 12,892 primary care practitioners, 9,737 dental practitioners, and 6,112 mental 
health practitioners would be needed to eliminate the current workforce shortages.13 These 
shortages are projected to increase as many physicians near retirement.16 By 2034, the projected 
shortage of primary care physicians will be between 17,800 and 48,000 physicians, and the 
shortage of non-primary care specialist physicians will be between 21,000 and 77,100 physicians.17 

Maternity care is one example of a specialty area impacted by workforce-related challenges. The 
maternal mortality rate is increasing in the United States, and 4.7 million women of childbearing 
age live in areas with limited maternity care. An additional 2.2 million women live in maternity 
care deserts, defined as counties without any obstetric providers or hospitals providing obstetric 
care. These counties are predominantly rural and are also less likely to have access to telehealth 
services.18 

Rural Recruitment and Retention Challenges 

Recruitment and retention components are interconnected to the degree that in addressing one, 
by default, addresses the other. Despite widespread recognition of the need for increased service 
delivery in their communities, rural health care employers face ongoing recruitment and retention 
challenges. When competing for new medical school graduates entering the job market, rural 
health care employers are contending with urban and suburban locations that can offer certain 
benefits that are not possible for rural organizations. Better-resourced competitors can operate 
with fewer economic constraints causing thinner operating margins and providing care with 
limited access to advanced technologies19. As a result, lower reimbursement rates and salaries 19 
are common employer obstacles and prospective employee barriers.  

Example from the Field 

Kansas Clinical Improvement Collaborative, LLC 
This network sought to address the nursing shortage by building and sustaining a strong rural health coach workforce. 
They developed and implemented an enhanced curriculum within an existing accredited certified medical assistant 
(CMA) program at a technical college to qualify graduates to serve as health coaches. They recruited students 
interested in health care careers but not presently able to pursue a four-year degree, including existing health care 
workers who wanted to expand their skills. The collaborative also assisted with job placement for program graduates. 

The enhanced CMA curriculum was developed in partnership with the Fort Hays Tech–Northwest (FHTN) to build a 
new rural health coach workforce including CMAs with specialized training and internship experience. Over the project 
period, program students achieved the highest pass rate on the national certification exam in the history of the FHTN 
training program.  



Community Limitations 
Beyond facility walls, external community and built environment factors are significant when 
deciding to work in rural areas. Limited housing is 
a practical barrier to an increased practitioner 
presence in rural communities — existing 
inventory is limited and construction costs are 
high16. These areas also often do not provide an 
abundance of active public spaces, businesses, 
amenities and cultural events that appeal to 
prospective employees and their families. Overall 
local economic stability, social context, and K12 
education quality impact opportunities for 
children and working spouses to thrive, as well. 
14–16

Provider Burnout 
Provider burnout is an issue that has always been 
a part of the often demanding and high stress 
environment within the health care system; 
however, it really came to the fore during and 
following in the wake of the recent pandemic. 
Provider shortages play a key role in long-term 
stress connected to emotional exhaustion, 
depersonalization, and a lack of sense of personal 
accomplishment.21 Inadequate staff training and 
reliance on a single individual to coordinate care, 
including telehealth services is one factor that can 
lead to staff burnout and reduces the quality of care.22 Some early signs of burnout may include 
fatigue, poorer outlook on career and life, reduced efficacy in clinical tasks, working too much, 
despondency, personalizing challenges, or acting out of character. These may require changing 
work schedules or duties, counseling, creating coping strategies to increase resilience, or other 
measures to address.23 Implementing these strategies present a complex challenge in rural care 
settings where limited staffing can create heavy workloads and increase the possibility for dealing 
with professional isolation. 

Rural Network Solutions 

The collaboration inherent in networks’ approaches to addressing community needs makes them 
especially well-suited to provide robust alternatives to workforce shortages in their areas. While 
some networks have specifically targeted specialties like respiratory therapy and behavioral health 
for provider recruitment efforts outside the community, other networks have chosen to 
implement “grow your own” approaches and sought solutions to mitigate workforce shortages 

Past Grantee 

Example from the Field 

Montana Behavioral Health Workforce 
Network 

This collaboration brought together existing health 
care networks into a “network of networks” with 
more than 100 organizations. They developed a 
“Grow Your Own” approach to provide substance 
use, mental health, and behavioral health services 
to rural, frontier, underserved, and tribal 
communities throughout Montana. Their goal was 
to train, recruit, and support the behavioral health 
workforce via distance education, Project ECHO, 
regional training, and ongoing professional 
development.  

They developed a collaborative, cross-
organizational network model to create a 
sustainable system to support the most vulnerable 
communities in addressing identified needs for 
mental health, substance abuse, and behavioral 
health workforce development. 
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from within their own communities, rather than bringing in staff from other areas. In so doing, 
their collaborative efforts focused on supplementing unfilled general medicine positions by 
developing and supplementing training and alternative 
educational paths for other members of the care team. 
Community health workers, community paramedicine 
personnel and health coaches have been part of the 
solution to fill care gaps and provide needed 
intervention for rural residents.  

Whether the recruited health care worker is internal or 
external to the community, successful recruitment and 
retention efforts may require a rural health network’s 
strategic collaboration with non-traditional partners. 
Examples include childcare entities, local residential 
landlords, economic development efforts, and 
marketers with rural expertise.  

Health Care Employers 
To address rural workforce retention challenges, 
network partners have adopted a range of strategies, 
including: 

• Internal recruitment
• Financial incentives, such as relocation

assistance, signing bonuses, and student loan
forgiveness programs

• Adjustments to scope of practice to enhance
professional autonomy and job satisfaction

• Remote work options that improve work-life
balance and allow wider employment options
for working spouses

Although these interventions have yielded positive 
outcomes in some settings, their effectiveness varies 
considerably depending on local needs, partner 
organization capacity, and implementation approaches. 
For instance, loan repayment programs can help attract 
and retain healthcare professionals in rural communities; however, their long-term impact is often 
limited when broader challenges—such as access to childcare, housing, or employment 
opportunities for spouses and partners—remain unaddressed. These lifestyle concerns provide 
ample opportunity for network partners outside the health care space to work in tandem with 
health care employers to identify solutions to these challenges. 

Another strategy that has been successful for networks is tapping into their members’ inherent 
strengths for both recruitment and retention. One example is aligning local health care employers 

Example from the Field 

West Tennessee Public Health 
Workforce Training Network 

The project goal was to expand education, 
training, and employment opportunities in 
community paramedicine and respiratory 
therapy. By leveraging regional 
partnerships and shared resources, the 
program focused on recruiting and 
training EMTs, paramedics, and 
respiratory therapists; increasing clinical 
training opportunities; and addressing 
workforce shortages in these critical 
professions. 

The initiative achieved significant 
workforce improvements, resulting in 
substantially reduced staffing vacancies at 
local hospitals and ambulance services. As 
a result, health care providers were better 
able to meet community needs, improve 
patient care, and reduce hospital transfer 
times. The program also strengthened 
clinical training partnerships and increased 
awareness of these career pathways, 
creating a sustainable workforce pipeline 
expected to support long-term 
recruitment and retention efforts in the 
region. 



for filling job openings: instead of viewing other organizations as competition for talent, network 
partnership provides a foundation for working together with others facing similar workforce 
challenges. Partnering with other rural organizations to collaboratively develop recruitment 
strategies has the potential to create better understanding of the scope of local needs, align 
workforce development goals for community benefit, and potentially expand the reach of rural 
recruitment efforts. For finding qualified candidates, employers have offered referral bonuses to 
current employees; supported career advancement for current employees; and partnered with 
local high schools, technical colleges, and other vocational training programs in their network to 
identify candidates to expand their workforce. 

Health Professions Pipelines 
Networks throughout the country have demonstrated consistent success with rural education and 
training pathways. Generating interest in middle and high school students can mitigate long 
recruitment timelines by setting up process and partnerships to develop future recruits and invest 
in promising candidates earlier in their academic trajectory. One example is creating a higher 
number of potential Graduate Medical Education (GME) residents who in turn can be incentivized 
to work in rural areas during rotations which in turn lead to a higher likelihood of physicians 
staying in those rural areas to open a practice.  

Strengthening the GME pipeline ranges from generating interest in the health care workforce for 
pre-college students to retaining established physicians to continue practicing in rural areas. 
Evidence indicates that physicians who complete rural residency programs are two to three times 
more likely to establish and maintain long-term practice in rural communities, highlighting the 
importance of targeted training experiences in shaping workforce distribution.  

Recruiting and Retention Framework 
Peer-reviewed literature in the rural health care workforce space contains many examples of 
interventions attempting to improve recruitment and retention. However, there remains a dearth 
of evidence demonstrating the effectiveness of cohesive interventions like The Framework for 
Remote Rural Workforce Stability, which includes nine key strategic elements across three main 
tasks, as well as five conditions for success24. (See Table 1.) The Framework is based on 
international collaboration across Canada, Iceland, Norway, Scotland, and Sweden from 2011-
201924. Networks may be better-positioned with the formal structure and collaborative partners 
to be early adopters that implement and test The Framework’s efficacy to ensure workforce 
sustainability. 
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Table 1. 
THE FRAMEWORK FOR REMOTE RURAL WORKFORCE STABILITY 

TASKS CONDITIONS 

Plan Recruit Retain Recognize unique rural and 
remote issues 

Levels: Local, regional, 
national 

Levels: Local and/or 
agency 

Levels: Local, regional, 
national 

Include the community in 
planning 

Assess population 
service needs 

Emphasize 
information sharing Support team cohesion Add dedicated financial resources 

Align the service model 
with population needs 

Actively involve 
communities 

Ensure relevant 
professional development 

Implement an annual cycle of 
recruitment and retention 

activities 

Develop a profile 
of target recruits 

Support 
families/spouses Train future professionals Emphasize continuous quality 

improvement 

RHTP Funding 

While there is investment in rural health networks and workforce development, there remains 
room for growth to help organizations capture and communicate the full impact of programs. 
Funding mechanisms have an opportunity to support programs in collaborating in developing 
effective solutions. Nationally, the Rural Health Transformation Program (RHTP) addresses a gap in 
rural funding by designating $50 billion for states to meet strategic goals for rural communities.  

Because one of the RHTP strategic goals is workforce development, specific efforts are being 
developed and implemented as a targeted response to these needs. Recruiting and ongoing 
training are common proposed strategies across states.25 Rural funding can also be amplified by 
diversification in funding streams beyond federal dollars, including through investment from the 
business sector.  

This diversification would require a shift in the way programs and interventions are being 
communicated to better make the case and linkage between health and economic growth. In 
public health research, traditional funders measure success in a change in health outcomes or 
number of people reached. However, for the business community or other investors to be 
interested in supporting projects, there will need to be a shift in representation of outcomes to 
include economic benefits and a clear articulation of the return on investment. In this period of 
funding uncertainty, actively seeking diverse methods to share project results with various funders 
is essential. This proactive approach will be key to maintaining funding, especially as funders' 
priorities evolve and potentially impact current support. 



RHTP could be particularly effective for implementing solutions at a larger scale for rural residents 
related to training program travel challenges and their attendant opportunity costs (e.g., time 
away from and home and cost of training). Statewide investments would allow innovative larger-
scale approaches that make attending training possible including implementing mentoring, 
providing funds to offset training costs, and coordinating with training programs in closest 
proximity and those offering virtual training. Because states will begin dedicated efforts to enact 
these approaches within the same time frame, national accrediting bodies should be primed to 
expand hybrid or virtual training as the concentrated demand increases nationwide.  

CONCLUSION 

Addressing rural workforce shortages will be most effective with a systems approach that can 
respond to the uncertainty and dynamism of the relevant elements. These efforts are pivotal to 
supporting rural communities and maintaining vital services that allow their residents to thrive 
and achieve optimal health and wellbeing. Multifaceted efforts can address many different 
aspects of workforce development, including workforce pipeline development, cross-sector 
training, and retention. Innovative solutions to strengthen the workforce for health and wellbeing 
can be coupled with programs that address other rural relevant issues such as strengthening local 
economies. To address some of these issues, several states are assisting universities with 
expanded funding and new health workforce programs. Some universities are creating 
agreements for dual admission programs and university medical center partnerships for training 
facilities that would have traditionally been on college campuses. In some areas of the country, 
training programs have started creating community need-focused clinical opportunities in 
associated areas such as public health or behavioral health nursing.  

Social capital is a key determinant influencing the recruitment and retention of healthcare 
professionals in rural communities. Relationships with family, friends, colleagues, patients, and the 
broader community influence practitioners’ choices to work and remain in rural areas. Human 
capital (such as the quality of schools, healthcare teams, and professional support networks) and 
physical capital (including housing, healthcare facilities, and equipment) are also important 
contributors. Additional factors affecting recruitment and retention included financial incentives, 
workload, community need, and the employment opportunities and preferences of spouses or 
partners. Rural communities can strengthen healthcare workforce recruitment and retention by 
investing in social, human, and physical capital, creating supportive environments that attract and 
sustain healthcare professionals over the long term.26 

Ultimately, the path forward for rural health demands that networks implement multifaceted 
approaches with robust collaboration across sectors and centers the voices and needs of rural 
communities themselves. By strategically leveraging diverse investments, empowering local 
initiatives, and recognizing the vital role of partner organizations, it will be possible to cultivate a 
sustainable future for the health and well-being of rural America.  
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