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North Carolina Graduate Medical Educa3on-Technical Assistance Center (NCGME-TAC) Response to 
Congressional Inquiries asked of Founda3on for Health Leadership and Innova3on   

 

Contact informa,on: Emily Hawes, PharmD – emily_hawes@med.unc.edu; Lori Rodefeld, MS – 
lrodefeld@rwhc.com; Mary Alice ScoE, PhD – marya@unc.edu 

The NCGME-TAC, in collabora6on with the Program on Health Workforce Research and Policy u6lizes workforce and 
graduate medical educa6on (GME) data to build on successful rural graduate medical educa6on strategies for 
North Carolina based on infrastructure we have developed through running the na6onal Rural Residency Planning 
and Development-Technical Assistance Center and the na6onal Teaching Health Center Graduate Medical 
Educa6on-Technical Assistance Center.  The NCGME-TAC, which is based at the UNC Cecil G. Sheps Center for 
Health Services Research, provides technical assistance for program development, expansion, sustainability, and 
innova6on. It serves North Carolina’s rural GME community through support in new program development 
assistance, financial feasibility assessments and consulta6ons, best prac6ce resources, medical educa6on office 
staff support, educa6onal programming, administra6on and accredita6on assistance, faculty development support, 
and residency recruitment and marke6ng. The NCGME-TAC collaborates with the University of North Carolina 
System Office to provide technical assistance for the UNC System Office Rural Residency and Medical Educa6on 
Training Fund grantees in program implementa6on, data tracking, and outcome evalua6on in six high-need 
special6es including family medicine, internal medicine, pediatrics, psychiatry, OB/GYN, and general surgery.  

Our team received the ques6ons below from the FHLI and provided wri[en responses. The team is more than 
happy to set up a call to discuss them in more detail. Graduate medical educa6on is a large and complex system 
that requires both federal and state support and the involvement of mul6ple stakeholders. To navigate this system 
effec6vely and increase rural training, both funding and technical assistance are necessary.1 Below, we briefly 
outline informa6on related to specific inquiries regarding rural medical residency training using data from 
published research, outcome evalua6ons, and on-the-ground knowledge of suppor6ng programs in North Carolina 
and across the na6on. 

1. What is the price breakdown for cost of placing medical residents into hospitals? 

Compared to urban hospitals, many rural facili6es face unique challenges—thin financial margins, limited 
subspecialty opportuni6es, and less educa6onal infrastructure. Yet with targeted support, both start-up funding 
and Medicare funding for long-term sustainability, they can offer highly effec6ve training opportuni6es.  

There are two dis6nct but equally essen6al factors in increasing rural residency training. First, rural communi6es 
need adequate resources and exper6se to effec6vely create residency programs—a need that start-up funding 
ini6a6ves, like the federal Health Resources and Services Administra6on (HRSA) Rural Residency Planning and 
Development (RRPD) Program1 and state ini6a6ves like the University of North Carolina System Rural Residency 
Medical Educa6on and Training Fund are addressing.2 The cost to start up a residency program ranges from 
$750,000 to $2,000,000 depending on specialty, training model, geographic region, and organiza6onal structure. 
Federal and state funding opportuni6es reflect these costs and support the need for this level of funding.1,2,3  

Second is the cri6cal role Medicare plays in ensuring the long-term sustainability of these programs. The average 
cost to operate a residency program is $150,000-$180,000 per resident, although specific costs vary by specialty 
and geographic region, and some primary care programs es6mate even higher costs.4,5 Approximately 40% of this 
cost can be a[ributed to resident salaries and benefits, 35% to faculty salary and benefits, 20% to administra6ve 
costs, and 5% to other costs. Administra6ve costs include items such as staff salaries for program administrators, 
training licenses, malprac6ce insurance, con6nuing medical educa6on and required trainings, in-training exam fees, 
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laptops, and accredita6on fees. Other costs may include items such as gradua6on events, travel to conference, 
hospital meal cards, and other small expenses that may be par6cular to a specific program or specialty. 

Academic opera6ons are paid through a range of sources including Medicare, Medicaid, other state funding, and 
private sources. If planned well, programs can typically break even. However, funding gaps faced by Sole 
Community Hospitals (SCHs) and Medicare Dependent Hospitals (MDHs) must be considered in GME payment 
calcula6ons. These hospitals play a vital role in delivering healthcare to rural popula6ons and serve as strong 
poten6al hosts for residency training programs.6 These hospitals frequently possess the necessary clinical volume, 
revenue, and services to support training, yet they are dispropor6onately excluded from full GME funding. Our 
research has found that compared to urban teaching hospitals, rural hospitals with SCH or MDH status are paid 
approximately $70,000 less per resident when a SCH or MDH serves as a residency training site.7 There are 15 
SCH/MDHs in North Carolina, however only three are engaged in GME. One SCH in North Carolina that supports 
substan6al rural training must garner several million dollars in addi6onal funding on an annual basis to maintain its 
programs. This funding difference can disincen6vize GME growth and put programs at risk for financial instability. 
Improved GME funding for SCHs and MDHs is essen6al to ensure their long-term residency program sustainability 
and is one of eight policy considera6ons that our Director, Dr. Emily Hawes, shared during her recent congressional 
tes6mony to the House Ways and Means Health Subcommi[ee.8 

In our experience suppor6ng programs in North Carolina and across the country, we have seen first-hand that 
hospitals and healthcare clinics experience a number of indirect financial benefits from hos6ng residency 
programs. Examples include greater ability to recruit health workforce including other physician specialists, 
reduced wait 6mes to first appointment in a primary care clinic,8 reduced ED wait 6mes due to increased resident 
physician availability, lower cost of physician recruitment due to the percentage of residents who stay to prac6ce 
where they trained, lower pa6ent mortality,9 expansion of clinical service lines such as reopening labor and delivery 
units, enhancing treatment for chronic condi6ons such as diabetes,8 and improving access to preven6ve care.9 

2. How many rural residencies are currently opera,ng? 

There are 12 rural-based residencies in North Carolina where over half of the residents’ 6me is spent in the rural 
sites (4 internal medicine and 8 family medicine). An addi6onal 15 programs have rural rota6on sites. Only 4 
percent of our state’s residency posi6ons are located in a rural area. Na6onally, there were 412 residency programs 
with training in rural sites as of 2023-2024, represen6ng 14 percent of all residency training programs, which has 
increased by about 8 percent since 2008-2009. Notably, a large propor6on of this expansion, including several 
programs in North Carolina, has been funded through federal investments. One in 4 rural residencies na6onwide 
have been funded through the Rural Residency Planning and Development grant.10 

3. Why should there be a focus on expanding rural residency programs? 

Residents who train in rural are 2-5 6mes more likely to prac6ce in rural.11,12 As noted above, in North Carolina, 
only 4% of residency posi6ons are in rural programs. There is a need to not only increase the number of rural 
residency posi6ons, but also to focus on the distribu6on of specific special6es. Data from the Sheps Center 13 
demonstrates that North Carolina has  

a. 31 coun6es with no general psychiatrist; 
b. 27 coun6es with no OB/GYN; 
c. 25 coun6es with no general surgeon; 
d. 19 coun6es with no pediatrician 

North Carolina does have capacity to increase this training. For example, there are no rural general surgery 
residency programs in the state, yet 21 rural hospitals have the procedure volume and case mix to par6cipate in 
surgery training according to our modeling research at Sheps. Other hospitals have capacity to enhance rural 
training in psychiatry, OB/GYN, internal medicine, and family medicine. Similar capacity exists na6onally; there are 
more than 1,700 rural hospitals na6onally that have not par6cipated in graduate medical educa6on.6,8 For example, 
our research has found more than 145 rural hospitals across the country that have never claimed residents but 
have the financial characteris6cs that align with exis6ng teaching hospitals and could be a fit for suppor6ng 
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training. The aforemen6oned research excludes cri6cal access hospitals, thus largely underrepresents training 
capacity in rural areas.14  

In FY2023-24, the North Carolina legislature appropriated recurring and non-recurring dollars for the UNC System 
Rural Residency Medical Educa6on and Training Fund. The UNC System Office, in partnership with the Sheps 
Center, developed a grant program to launch, grow, sustain, and innovate rural residency programs that place 
physicians where they are needed most. Included in this funding was our NCGME-TAC, a state-based technical 
assistance center that supports grant recipients in program implementa6on as well as data tracking and outcome 
evalua6on. Through this ini6a6ve, development of new rural training in general surgery, OB/GYN, psychiatry, 
pediatrics and internal medicine are now underway across the state. 
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