WELCOME

On behalf of the Georgia Statewide AHEC Network Steering Board and
its Primary Care Shortages Task Force, we welcome you to this Summit.
Our purpose in gathering is to explore opportunities to collectively impact
the number of primary care medical students admitted into and graduated
from Georgia Medical Schools. Further, we are committed to identifying
and implementing strategies to create a more equitably dispersed primary
care medical workforce across the entire state, particularly in our rural
and medically underserved areas.

You were invited because the Statewide AHEC Network believes you and
your institution are part of the probable solutions to our state’s primary
health care workforce and distribution challenges. We are confident that
your commitment in these areas meets our own and that working
together we can develop or replicate economically viable projects and
pilots to accomplish our goals.

This Resource Manual was developed to provide extensive background
information and other resources that will enrich our discussions and
planning. Please take some time prior to the Summit to peruse this
manual and to give thought to the ideas that most appeal to you. And if
you have other ideas or suggested opportunities for us to explore, please
bring them with us to share with the group.

Thank you for being a part of our 2008 AHEC Summit. We truly
appreciate your leadership, presence, commitment, and spirit.
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Providing the Primary Care Health Workforce for Geo  rgia’s Rural and Medically Underserved
Communities:  Abstract

Context: There is a national crisis in the supply of physicians, particularly those in primary care, and
Georgia is currently in poorer shape than most other states.
- 20% of the US population reside in rural areas; (1)
Approximately 11% of all physicians practice in rural areas [1].
Georgia is 10™ in total population but 40" in physician supply per 100,000 population[2].
In 2006 the national ratio of medical students to 100,000 population was 28 while Georgia
was 19/100,000 [3].
In February 2005 the Association of American Medical Colleges recommended that
enrollment at medical schools be increased by 15% over the next 15 years.
Educational Environment:  Georgia, like many states, is gearing up for a significantly expanded
medical education system.
Georgia Campus Philadelphia College of Osteopathic Medicine opened in 2005.
Mercer University School of Medicine opened a new four year branch campus in Savannah.
The Medical College of Georgia, (MCG) is expanding its class size on the main campus, and
has opened two satellite campuses for 3 and 4" year students in Albany and Savannah.
MCG is planning to open another four year satellite campus in 2009 or 2010 in Athens.
The state is currently conducting feasibility studies on creating new residency programs with
at least four hospitals, and is reviewing possible expansion at some existing residency
programs.
AHEC Vision: The Georgia Statewide AHEC Network was created to provide local community based
resources to address health workforce needs. Our most enduring partners have been from academia,
and the five medical schools are vital partners in our efforts. We look forward to continuing these
collaborations and would like to expand them to include other innovative ideas and programming
designed to increase our primary care workforce and to impact the geographic distribution of these
providers.

POTENTIAL OPPORTUNITIES FOR COLLABORATION AND EXPAN DED PARTNERSHIPS

1. Admissions Opportunities : Create a sense of priority around graduate practice location choice and
practice specialty choice and reflect this by amending each medical school’'s mission to embrace the
need to provide physicians for all communities in Georgia and to reflect this by adding primary care to
every school's mission statement. Identify funding to support pilot selective admission projects
favoring applicants from rural areas and/or indicating an interest in primary care.

2. Curriculum Opportunities: Identify funding to support pilot projects of proven interventions such as
the creation of required rural and /or primary care clerkships and/or tracks within medical school
curricula. Target a pilot program in one or more Georgia Medical Schools for 20-30 students.
Explore methods to more effectively manage community based faculty resources needed to support
medical student education.

3. Student Incentive Opportunities: Identify funding to create an “AHEC Scholars” project to provide
targeted support to select rural medical students to complete all appropriate third year clerkships
within a designated AHEC region. Create defined linkages between selective admissions,
participation as an AHEC Scholar, completion of a rural / primary care clerkship, selection of a rural /
primary care track, selection of a local residency program, and loan forgiveness programs. Students
selecting to pursue the GSAP track could be offered free tuition. Loan forgiveness and /or
scholarships could be preferentially offered to current and future students who select primary care
residencies in Georgia.

4. Pipeline Opportunities: _ Expand the current Pathways into Medicine project in Southwest Georgia
to encompass the state. Create a statewide training curriculum designed to better educate and equip
college and university pre-med advisors. Training could be mandatory for USG institution pre-med
advisors every three years and should be open to private institution pre-med advisors as well.
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Providing the Primary Care Health Workforce for Geo  rgia’s Rural and
Medically Underserved Communities

Context: Rural and medically underserved populations remain underserved by primary care
physicians, despite various efforts by medical schools and other institutions/organizations to
correct this disparity. We examined the literature on factors that influence selection of primary
care practice in rural and underserved communities to reveal the opportunities that exist along
the entire medical educational pipeline to encourage medical students to select primary care
and to retain them in rural areas. A literature review was conducted in the Medline database.
Findings reported in the literature favor a multidisciplinary or multi-faceted approach which
results in more residents and physicians choosing primary care and locating their practices in
rural areas. The need to define proven strategies is not the pressing issue; rather, the needs
are to define the commitments necessary to implement proven strategies as well as the will to
make physician distribution a priority issue in medical education.

The shortage of physicians in rural Georgia, and in other rural areas of the United States,
remains a chronic problem. About 11% of all physicians treat the 20% of the US population
that resides in rural areas[1]. Georgia ranks 10™ in population among the fifty states, but 40"
in physician supply per 100,000 population[2]. In 2006 Georgia’s medical student to
population ratio was 19 per 100,000, which is significantly lower than the national average of
28 per 100,000[3]. In February 2005 the Association of American Medical Colleges
recommended that enroliment at medical schools be increased by 15% over the next 15 years.

Georgia, like many states, is gearing up for a significantly expanded medical education
system. One new medical school, Georgia Campus Philadelphia College of Osteopathic
Medicine, opened in 2005 bringing the total number of public or private schools in the state to
five. Mercer University School of Medicine has opened a new four year branch campus in
Savannah. The Medical College of Georgia (MCG), the only public medical school in the state,
is expanding its class size on the main campus, and has opened two satellite campuses for 3"
and 4" year students in Albany and Savannah. MCG is planning to open another four year
satellite campus in 2009/2010 in Athens.

Simultaneous with the expansion of the medical school pipeline, the state is currently
conducting feasibility studies on creating new residency programs with at least four hospitals,
and is reviewing possible expansion at some existing residency programs. The new medical
school, the proposed new medical school branches and satellites, and the expansion of
existing class size at all five schools coupled with the expansion and/or openings of more
residency programs offers a unique opportunity to attempt new programming to address
physician discipline and distribution challenges. This opportunity is complimented by the
overwhelming supply of qualified applicants who use their state funded HOPE scholarships to
stay in state for their undergraduate education but are leaving the state to pursue careers in
medicine due to the lack of positions available within medical schools in Georgia.

The disparity in physician supply may become more severe with time. Female physicians are
entering the profession, especially family practice, in increasing numbers, but fewer women
than men choose rural practice[4]. Research has shown that physicians from rural
backgrounds are more likely than their urban counterparts to choose rural practice [5-7]. While
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medical school admissions requirements aimed at selecting applicants based on their rural
upbringing or strong rural attachment is a proven way to increase the number of rural
physicians, too few rural students are applying to medical schools to ameliorate the shortage,
and too few medical schools utilize this criterion in the admissions process. Fortunately, many
other factors appear to influence physicians’ specialty selection and practice location
decisions, especially rural practice locations. These factors fall into six general categories:
preparation for and recruitment by medical schools, the medical school experience, the
residency experience, recruitment of physicians to rural communities, retention of rural
physicians, and the cost of education.

Preparation for and recruitment to medical schools

Many medical schools currently offer short summer programs for high school and
undergraduate students. Some of these short programs are aimed at minorities or other
underrepresented groups and are designed to increase the academic competence and
competitiveness of participants.  Several states facing severe physician shortages have
developed more extensive interventions. These programs generally begin in high school, can
last for several months or years and usually feature some combination of physician shadowing,
hands-on activities, and classroom learning or tutoring. Many Area Health Education Centers
(AHECSs) offer such programs or coordinate them with academic medical centers. Reaching
students, especially those from rural areas, early in their academic careers can result in
increased interest in and preparation for a career in healthcare professions [8-10].

Experiences During Medical School

Examination of published research from schools that have implemented either extended rural
clerkships, selective admissions for family medicine or primary care studies, and/or entirely
separate educational tracks for primary care show evidence that these programs have proven
effective in maintaining and encouraging students’ interests in rural primary care [11].

Experiences During Residency

Residency offers other opportunities to turn new medical graduates either toward or away from
primary care practice with rural and/or underserved populations. Family practice residency
programs that graduate higher numbers of rural physicians share similar qualities, according to
Bowman [12]. These programs had more required rural and obstetrical training months, were
located in rural states, and had a full or partial rural mission. Unfortunately, these programs
also had fewer residents who were minorities or female, two demographics which are of
importance to the rural health workforce.

Spending large amounts of time in rural areas during residency reinforces practitioners’ affinity
for those areas. Rural training tracks (RTTs), which are “one-two” programs that require
residents to spend one year in urban-based residency and two years in a rural community,
have a high number of graduates who remain in rural areas to practice. Rosenthal [13] studied
13 RTT programs that collectively produced 67% of graduates with a primary office ZIP code in
a rural community, and 61% that practiced in a designated Health Professional Shortage Area
(HPSA).

Recruitment of physicians




A strong correlation exists between the state or region in which a physician is practicing, and
the geographic area in which he or she 1) lived during pre-adulthood, 2) attended medical
school and 3) completed a residency [14]. Interpersonal relationships also play a major part in
a physician’s practice location decision. A good interpersonal match with future colleagues
can be a strong indicator of a satisfactory practice location. If the physician has a partner or
spouse, both must determine whether a community is a good fit for them. These relationships
consistently rank among the highest influences in surveys of rural physicians.

Retention

What is the relationship between the various aspects of physicians’ training, the physicians’
self-preparedness for rural life, and retention? Pathman et al collected data to study how
prepared physicians felt themselves to be for the requirements of medical practice when they
began working in their first rural practice, and how prepared they were for the “realities of
living” there (rural area) [15]. Physicians were also asked to identify the single training
experience that had best prepared them for rural practice. 54% reported that growing up in a
rural area had best prepared them. Also, those who had spent three or more months in rural
areas during medical school, or had participated in rural rotations as residents, felt better
prepared for small-town life as well. Physicians’ assessments of their most valuable training
experience cited clerkships and rotations in rural areas as the activities that provided them with
the best preparation for rural practice. According to Pathman’s research, physicians who felt
more prepared for rural life were twice as likely as unprepared physicians to remain in practice
Six years later.

According to research conducted by Rabinowitz, Diamond et al, the typical primary care
physician remains in rural practice in the same area for approximately seven years [16]. This is
the same amount of time it takes to educate a new physician to replace that one. The net
result is one of replacement, but as the number of physicians intending to practice family
medicine declines, the overall effect will not maintain the current rural physician supply, much
less increase it.

Cost of Education

The cost of obtaining an education in medicine is the final factor that must be recognized and
addressed. According to the AAMC Reporter in January 2008, “Medical school graduates in
2006 found they owed about $130,000 on average when their educational bills came due.
This figure is daunting even for those earning an estimated mean physician income of
$216,000, and it can take years for young doctors to reach that income level. On average,
primary care providers earn 30% less than the mean income of all physicians. However,
Rosenblatt and Andrilla [17] found that total student debt was associated with a lower
likelihood of choosing a primary care career, but that factors such as gender and race
appeared to have more explanatory power. State Loan Forgiveness and Scholarship
Programs as well as the National Health Service Corps provide three excellent examples of
interventions designed to address this financial reality, but none are available at the levels
actually needed to address shortages. Research reviewed of 10 return-of-service (ROS)
agreements conducted by Sempowski revealed that while most studies showed effective
recruitment, little evidence was available about long term retention of the recipients of such
funds [18].

POLICY ISSUES:
The search to find effective solutions to the problem of physician geographic distribution is not
new, as evidenced by the wealth of published research. The need to define “what works” is
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not the pressing issue; rather, the needs are to define the commitments necessary to
implement proven strategies as well as the will to change the status quo. Academic health
centers are pressured to perform on many stages, including providing care for the indigent,
educating highly trained practitioners, and producing voluminous research findings to add to
the body of knowledge influencing clinical practice. Graduate practice location choice is, at
best, a minor agenda item for most schools and residency programs. As long as the largest
funding streams available to academic health centers are based on research, the primary
agenda will remain research excellence as defined by procurement of grant and research
dollars. The historic triad mission of most academic health centers, (education, clinical care,
and research) does not speak to the more specific need to graduate physicians who will
choose to practice in rural and/or underserved communities.

To encourage innovative changes in medical education that includes attention to physician
distribution issues, a funding priority or a funding expectation must be articulated to propel and
support medical schools and residency programs to “think outside the box.” The move toward
outcome measures as a condition of state funding is a potential opportunity to leverage
programs toward graduate geographic distribution goals within their educational programs.
Providing financial incentives or recognition to programs that produce graduates at a defined
level who choose practice in a rural or underserved area would encourage faculty buy-in and
creativity in addressing this challenge.

A far more subtle change must also occur. Currently, the leadership in academic medicine
speaks about distribution and shortage challenges, but most continue to provide larger
resources and priority access to specialty and sub-specialty departments and faculty. Further,
the constant pressure to obtain outside funding from federal and private grantors is a
disadvantage for primary care oriented departments for whom access to such funds is limited.
Individual faculty prestige, promotion, and monetary rewards are largely tied to the ability to
procure funds through research or clinical revenue rather than the ability to mentor students
into needed disciplines, implement community oriented curricula, and shepherding students /
residents towards practice in HPSAs and /or rural areas.

AHEC VISION

The Georgia Statewide AHEC Network was created to provide local community based
resources to address health workforce needs. Our most enduring partners have been from
academia, and the five medical schools are vital partners in our efforts. There is often a
misconception that AHECs were created to support medical education. This is not true.
Partnerships with medical education institutions, while one of our most successful strategies in
bringing potential future providers into rural and underserved communities, is but one
component of our efforts. We look forward to continuing these collaborations and would like to
expand them to include other innovative ideas and programming designed to increase our
primary care workforce and to impact the geographic distribution of these providers. To this
end, we have crafted a set of opportunities for collaboration and partnership expansion and
offer these to the five medical schools in Georgia for discussion. We believe that not one
partner can address our primary care shortages in a vacuum and that all of us must pull
together our intellectual as well as financial resources in a targeted manner to successfully
address the State’s needs.
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OPPORTUNITIES FOR POTENTIAL COLLABORATION AND EXPAN DED PARTNERSHIP:

3.

Admissions Opportunities
A. Create a sense of priority around graduate practice location choice and
practice specialty choice and reflect this by amending each medical school's
mission to embrace the need to provide physicians for all communities in Georgia
and to reflect this by adding primary care to every school’s mission statement.
B. Identify funding to support pilot projects of proven interventions, such as
selective admissions processes favoring applicants from rural /underserved
communities and/or who indicate an interest in primary care. Create a pilot
program in one or more Georgia medical schools modeled on the Physician
Shortage Area Program (PSAP)* at Jefferson Medical College in Pennsylvania.
Designate 20-30 student slots for this program at the participating institutions.
Curriculum Opportunities:

A. Identify funding to support pilot projects of proven interventions such as
implementation of required rural and/or primary care clerkships.
B. Explore methods to more effectively manage community based faculty

resources needed to support expanded medical student education.

Student Incentive Opportunities:
A. Identify funding to create an “AHEC Scholars” project to provide targeted
support to select rural medical students to complete all appropriate third year
clerkships within a designated AHEC region. Support would/could include
housing, travel stipends, and cash incentives upon the completion of identified
milestones (e.g. completion of second /fourth/sixth rotation in the region,
selection of a primary care residency program, selection of a residency program
within the AHEC region, establishment of practice within sponsoring AHEC
region, etc.)
B. Create defined linkages between selective admissions, completion of a
rural primary care clerkship, participation as an AHEC Scholar, selection of local
residency programs and/or loan forgiveness programs. Students selecting to
pursue a track modeled on PSAP could be offered free tuition. Loan forgiveness
and /or scholarships could be preferentially offered to current and future students
who select primary care residencies in Georgia. Bundling of existing services
coupled with new incentive packages for participants should create longer
retention of rural primary care providers.

Pipeline Opportunities:
A. Expand the current Pathways into Medicine project in Southwest Georgia
to encompass the state. This is a program targeted to assist rural students
become competitive applicants to Georgia medical schools. While only in its
third year of operation, it has begun to produce data indicating its potential
significant contribution to increasing the number and quality of rural applicants
applying to medical school.
B. Create a statewide training curriculum designed to better educate and
equip college and university pre-med advisors. This should be modeled on the
TEACH Academy project currently offered by the AHECs to middle and high
school math and science teachers. Training could be mandatory for USG
institution pre-med advisors every three years and should be open to private
institution pre-med advisors as well.

* The PSAP is a special admissions program that was developed in 1974 to identify medical student
applicants who would eventually practice family medicine in underserved areas [19]. Qualified applicants
were given high priority for the program only if they had lived in or had strong family ties to an area in or
adjacent to a physician shortage area of Pennsylvania. Upon admission, students were required to take
several family medicine clerkships. Rabinowitz has found that these students are five times as likely as
their peers to enter family medicine, and almost twice as likely to enter this specialty as non-PSAP
students who entered Jefferson Medical College with the desire to become family physicians.
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BARRY D. GOLDSTEIN, PHD

Dr. Goldstein, a native of Brooklyn, New York, received a Bachelor of Arts degree in
Biology from Adelphi University in 1975 and a Doctor of Philosophy degree in
Pharmacology from the University of Medicine and Dentistry of New Jersey in 1979. Dr.
Goldstein completed his post-doctoral training at the University of lllinois School of
Medicine and joined the faculty of the Medical College of Georgia in Augusta, Georgia,
in 1981. He was appointed Vice President for Academic Affairs at the Medical College
of Georgia in 1992, Senior Vice President in 1998 and Provost in 2003. He holds the
rank of Professor of Pharmacology and Toxicology in the Schools of Medicine and
Graduate Studies. Dr. Goldstein is a neuroscientist with specialized training in the area
of spinal cord physiology and pharmacology, and is internationally recognized in the
area of neurodegenerative toxicology.

At the state level Dr. Goldstein has been a leader in health professions education
programming and workforce planning. He has served as Chair of the Governor’s Health
Care Personnel Study Commission, which addressed the need for nursing personnel in
the state and presented a comprehensive plan to meet those needs in the state of
Georgia. He also served as Chair of the State Health Planning Agency’s Health Care
Personnel Planning Committee. He continues to serve on workforce taskforces for the
State and for the Georgia Hospital Association.

In his role as provost, Dr. Goldstein has been instrumental in enhancing the education
and research missions of the University, and building the technology transfer and
economic development program at the Medical College of Georgia. He serves as the
Chair of the Statewide AHEC Network Steering Board.

DENISE KORNEGAY, M.S.W.

Ms. Kornegay holds faculty appointments as an Assistant Professor in the Department
of Family Medicine at the Medical College of Georgia and in the Department of
Community Medicine at Mercer University School of Medicine. Her dual role
appointments provide for her service as Program Director of the Georgia Statewide
Area Health Education Centers (AHEC) Network, a program begun as a partnership
between the two institutions. In her capacity as Program Director, Ms. Kornegay works
to create an appropriately trained, diversified, and geographically distributed health
workforce in the state. Her areas of expertise include: rural health and rural outreach,
grant writing and resource acquisition, community based coalition building, legislative
advocacy, health workforce development (including recruitment and retention
initiatives), and family and social roles in personal health.

In addition to her roles in these areas, Ms. Kornegay has developed several training
seminars that she conducts with various non-profits and grass roots organizations.
These seminars include: Board Development and Training, How to be an Effective
Advocate, Family Relationships and Health, Team Building and Leadership, Personality
Styles and Assessments, Communication Styles, Cultural Diversity, and Nurse Mentor
Training programs. Each of these seminars is offered in formats ranging from one
afternoon to four days.
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Ms. Kornegay serves on the Boards of Directors for each of the six AHEC Centers, as
well as numerous state tasks forces and work groups. She currently serves as
Secretary for the Georgia Rural Health Association. She provides lectures to health
professions students in the Schools of Dentistry, Allied Health, Medicine, and Nursing.
Other administration positions previously held include Special Assistant to the President
for Health Policy (Medical College of Georgia); Director of the Office of Strategic
Planning and Implementation and Associate Director, Office of Health Policy at Mercer
University School of Medicine; and Consultant to the Governor’'s Task Force on Rural
Hospitals in Georgia for the State Health Planning Agency. Professional appointments
held by Ms. Kornegay include the Editorial Board for the National AHEC Bulletin and the
National Association of Social Workers where Ms. Kornegay served as a Board member
and Legislative Committee Chair. In addition, she chaired the Advisory Council on
Rural Health for the Georgia Department of Community Health.

Ms. Kornegay received her undergraduate degrees at Carson-Newman College in

Jefferson City, Tennessee, and received her Masters degree from the University of
Georgia School of Social Work.

W. DOUGLAS SKELTON, M.D.

Dr. Skelton’s professional career has included private practice, medical administration,
public service, and medical education.

Following graduation from Emory University School of Medicine and a psychiatric
residency at Columbia in New York, Dr. Skelton spent two years in the United State
Public Health Service. He returned to Emory in 1969 where he was a full-time faculty
member in the Department of Psychiatry until 1974. During these years he began
Grady’s drug abuse treatment program, and served as Chief of Psychiatry at Grady
Hospital and then as Medical Director of the Georgia Mental Health Institute.

He was appointed Director of the Division of Mental Health and Mental Retardation,
Georgia Department of Human Resources, in 1974. In January of 1977 Governor
George Busbee appointed the Gainesville native Commissioner of the human services
agency. As Commissioner, Dr. Skelton directed more than 100 programs in the areas
of public health, mental health, developmental disabilities, addictive disease, social
services, public assistance, and vocational rehabilitation.

In January of 1980, he returned to Emory as Professor and Vice Chair of the
Department of Psychiatry. In 1984 he assumed additional duties at Emory as Vice
President for Government Relations of the Robert W. Woodruff Health Sciences Center.
From 1980 to 1984, Dr. Skelton served as a member of the National Advisory Mental
Health Council.

Dr. Skelton served for ten years as chair of the State Health Policy Council as an
appointee of Governors Busbee and Harris and served for five years as chair of the
Georgia Task Force on AIDS. He is a past member and chair of the Council on
Scientific Affairs of the AMA and has served as a member of the AMA’'s House of
Delegates representing the Section on Medical Schools. From 1992 to 2003 Dr.
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Skelton served as an appointee of the first President Bush as a member of the Board of
Regents of the Uniformed Services University of the Health Sciences, the Nation’s
military medical school. Active with the Association of American Medical Colleges, Dr.
Skelton served as a member of the Generalist Physician Task Force, which called for
major changes in medical education to produce more generalist physicians, including a
goal of 50% of graduates choosing a primary care discipline.

Dr. Skelton served as Dean of the Mercer University School of Medicine from 1985 to
2001 and as Senior Vice President and Provost for Health Affairs from 2001 to 2004.
During his tenure as dean, Mercer received numerous awards for the number of
graduates choosing to practice family medicine or other primary care specialties, and
developed and obtained ACGME approval for residencies in internal medicine,
pediatrics, and psychiatry. He served as the founding Co-Chair of the Georgia
Statewide AHEC Network Steering Board. Dr. Skelton also served as member or chair
of LCME teams reviewing other institutions. Mercer University has honored Dr. Skelton
by naming him Dean Emeritus of the School of Medicine, and by awarding him an
honorary doctorate for his many achievements.

In February 2004 Dr. Skelton was appointed director of the public health district serving
Chatham and Effingham counties, and in March oversaw the merger of the public health
programs in  Camden, Glynn, Mclintosh, Liberty, Long and Bryan counties with those in
Chatham and Effingham to create the Coastal Health District.

For the G-8 Summit at Sea Island Dr. Skelton led the pre-meeting medical services
planning on behalf of public health and during G-8 served as the incident commander
for the emergency operations center in Brunswick.

In addition to serving as Health Director of the Coastal Health District, Dr. Skelton also
serves as President of the Georgia Public Health Association, a 1500 plus member
organization advocating for improvements in Georgia’s public health programs, and as a
member of the UGA College of Public Health Advisory Board.
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OPPORTUNITY 1:
MEDICAL SCHOOL MISSIONS

Note: Due to time constraints the decision was mad eto
defer conversation about Mission Opportunities to a future
meeting. However, we did want to share the followi  ng two
informational documents as resource materials for f uture use
and consideration..

Copies of all Georgia Medical
School Mission Statements
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OPPORTUNITY 1: MISSION OPPORTUNITIES

COMPARISON CHART OF GEORGIA MEDICAL SCHOOLS

GEORGIA MEDICAL
SCHOOLS
Emory University
School of Medicine
Atlanta, Georgia

Medical College of
Georgia

School of Medicine
Augusta, Georgia

Mercer University
School of Medicine
Macon, Georgia

MISSION STATEMENTS

The Emory University School of Medicine is a leading institution with
the highest standards in education, biomedical research, and patient
care.

Committed to recruiting and developing a diverse group of students
and innovative leaders in biomedical science, public health, medical
education, and clinical care.

Foster a culture that integrates leading edge basic, translational, and
clinical research to further the ability to deliver quality health care, to
predict illness and treat the sick, and to promote health of our
patients and community.

Our mission encompasses the following objectives:
* Provide outstanding educational programs for medical and
graduate students, and for training health care professionals.
» Develop outstanding clinicians and investigators who are
lifelong learners, who will provide the highest quality
compassionate care, and who will serve the needs of their
community and the world in the best traditions of our
profession.
» Conduct innovative and collaborative research and integrate
this knowledge into the practice of medicine.
* Advance the early detection, treatment, and prevention of
disease.
» Ensure the highest ethical and professional standards in all
of our endeavors.
The Medical College of Georgia is committed to a supportive campus
climate, necessary services, and leadership and development
opportunities, all to educate the whole person and meet the needs of
students, faculty, and staff; cultural, ethnic, racial, and gender
diversity supported by practices that embody the ideals of an open
democratic and global society; technology to advance education;
collaborative relationships with other System institutions, state
agencies, local schools and technical institutes, and industry, sharing
physical, human, and information resources to enhance services
available to the citizens of Georgia.
To educate physicians and health professionals to meet the primary
care and health care needs of rural and medically underserved areas
of Georgia
CORE MISSION AREAS:
TEACHING - Excellence in educational programs that graduate
caring, compassionate, competent health professionals.
SCHOLARLY ACTIVITY/RESEARCH - Discovering new knowledge,
integrating and applying knowledge to improve the health status of
Georgians.
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GEORGIA MEDICAL
SCHOOLS

Morehouse School
of Medicine
Atlanta, Georgia

Philadelphia
College of
Osteopathic
Medicine (PCOM)
Georgia Campus
Suwanee, Georgia

MISSION STATEMENTS

CLINICAL CARE - Providing high quality, patient-centered, cost
effective health care services.

Morehouse School of Medicine is dedicated to improving the health
and well-being of individuals and communities; increasing the
diversity of the health professional and scientific workforce; and
addressing primary health-care needs through programs in
education, research, and service, with emphasis on people of color
and the underserved urban and rural populations in Georgia and the
nation.

Philadelphia College of Osteopathic Medicine is dedicated to the
education of students in medicine, health and behavioral sciences.
The college fosters the growth of the osteopathic profession by
training physicians through programs of study guided by osteopathic
medical tradition, concept and practice.
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OPPORTUNITY 1:
MEDICAL SCHOOL MISSIONS

Review of other medical
school mission statements
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OPPORTUNITY 1: MISSION OPPORTUNITIES

Non-Georgia Medical School Mission Statements

NON-GEORGIA MISSION STATEMENTS
MEDICAL
SCHOOLS
A.T. Still To educate students to become competent health care professionals

University Arizona
(Opened 2007)

who continuously develop and demonstrate compassion, integrity and
ability while advancing osteopathic principles and philosophy. The
institution is committed to scholarly inquiry that anticipates and
addresses society’s healthcare needs. The university encourages it's
constituencies to become leaders in improving community health and
wellness with a comprehensive appreciation of the interaction of body,
mind, and spirit.

East Tennessee
State University,
Quillen College of
Medicine

The primary mission of the Quillen College of Medicine is to educate
future physicians, especially those with an interest in primary care, to
practice in underserved rural communities.

Jefferson Medical
College

Thomas Jefferson
University
Philadelphia,
Pennsylvania

We are committed to:

- Educating professionals in a variety of disciplines who will form
and lead the integrated healthcare delivery and research teams
of tomorrow
Discovering new knowledge that will define the future of clinical
care through investigation from the laboratory to the bedside, and
into the community
Setting the standard for quality, compassionate and efficient
patient care for our community and for the nation

Physician The PSAP is an admissions and educational program designed
Shortage Area to increase the supply and retention of family physicians in rural
Program areas and small towns, especially in Pennsylvania and Delaware.
(PSAP)

Medical The Medical University of South Carolina (MUSC) is a public institution

University of
South Carolina

of higher learning, the purpose of which is to preserve and optimize
human life in South Carolina and beyond. The university provides an
environment for learning and discovery through education of health care
professionals and biomedical scientists, research in the health sciences
and provision of comprehensive health care. The university is committed
to fulfilling its responsibilities.

Michigan State
University
College of Human
Medicine

East Lansing,
Michigan

Rural Physician
Program

The College of Human Medicine at Michigan State University is
committed to educating exemplary physicians and scholars, discovering
and disseminating new knowledge, and providing service at home and
abroad. We enhance our communities by providing outstanding primary
and specialty care, promoting the dignity and inclusion of all people, and
responding to the needs of the medically underserved.

The goals of the medical education program at CHM are to educate
students who will serve the health care needs of people in the state of
Michigan, including in rural and inner-city areas; who will be caring,
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NON-GEORGIA
MEDICAL
SCHOOLS

MISSION STATEMENTS

(UP Program)

compassionate, and humane in their care of patients; who will respect
human differences; and who will commit to ethical practices and lifelong
learning. CHM is nationally known for its educational innovation.

Ohio State
College of
Medicine

The mission of the Department of Family Medicine at The Ohio State
University College of Medicine is to advance family medicine as a
medical specialty. Our responsibility is first and foremost to the health of
people in Ohio. We do this by providing quality health care based on
the family medicine model, teaching and modeling family medicine
principles and values, pursuing cutting-edge research and scholarship,
and providing service through personal, professional, and political
efforts.

State University
of New York
(SUNY) Medical
University
College of
Medicine
Syracuse, New
York

The mission of SUNY Upstate Medical University is to improve the
health of the communities we serve through education, biomedical
research and health care. Excellence in patient care and the generation
of new knowledge including understanding of disease, technology and
therapy, are intrinsic to this mission. To this end, Upstate clinical faculty
members and health care professionals commit themselves not only to
educational activities but also to patient care, demonstrating excellence
and compassion in both areas. Similarly, a large segment of the faculty
and staff must engage in research, both basic and applied, to acquire
and generate new knowledge and technologies in the effort to promote
health and provide a stimulating environment for the training of future
scientists. In pursuing its mission, Upstate Medical University provides
its family of faculty, staff, students, and volunteers an environment of
mutual trust and respect with opportunities to grow personally and
professionally and make a positive difference in the lives of others.

University of
California, Davis
UC Davis School
of Medicine
Sacramento,
California

The mission of UC Davis Health System is discovering and sharing
knowledge to advance health. We pursue our mission through the
education of physicians, medical investigators and other health-care
providers; research into new medical knowledge and applying it to the
health challenges that face our world; and patient care and public
service for our local and global community.

University of
Colorado

School of
Medicine

Denver, Colorado

The mission of the University of Colorado School of Medicine is to
provide Colorado, the nation and the world with programs of excellence
in: Education - through the provision of educational programs to medical
students, allied health students, graduate students and house staff,
practicing health professionals and the public at large. Research -
through the development of new knowledge in the basic and clinical
sciences, as well as in health policy and healthcare education. Clinical
care - through state-of-the-art clinical programs which reflect the unique
educational environment of the University, as well as the needs of the
patients it serves; and Community service - through sharing the school's
expertise and knowledge to enhance the broader community, including
our affiliated institutions, other health care professionals, alumni and
other colleagues, and citizens of the state.

University of

The school is focused on the education of primary care doctors
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NON-GEORGIA
MEDICAL
SCHOOLS

MISSION STATEMENTS

Colorado
University College
of Osteopathic
Medicine

dedicated to providing excellent healthcare to rural, underserved and
underrepresented populations. “Our intent is to provide educational
exposure in divergent settings throughout the state to develop
physicians who are culturally competent and dedicated to meeting the
healthcare needs of underserved populations in community-based
clinical and hospital settings.”

RVUCOM will complement the research mission of the University of
Colorado College of Medicine and will collaborate with it on
advancements in healthcare and health access for the citizens of
Colorado and the region.

University of
Illinois

College of
Medicine at
Rockford
Rockford, lllinois

Rural Medical
Education
Program
(RMED)

The College of Medicine at Rockford fosters attitudes of compassion
and dedication and provides opportunities to learn the principles of
primary care and its relevance to the delivery of effective healthcare.
With local, national and international affiliations, the College has access
to vast resources in healthcare and medicine. We offer quality medical
education, provide exceptional healthcare to the community, and impact
the future of medicine through advanced research. Education,
innovation and service — it's our foundation, and it's what we deliver.

The Rural Medical Education (RMED) program seeks to recruit, admit
and prepare medical students from the state of Illinois, who will, upon
completion of residency training, locate and practice in rural Illinois as
primary care physicians.

University of
Massachusetts
Medical School
Worcester,
Massachusetts

Pathway Program

To provide affordable, high-quality medical education to state residents
and to increase the number of primary care physicians in underserved
areas of the state.

To prepare students for diverse careers in medicine. Recognizing many
students' desire to work with underserved populations, the School has
created four Pathways that offer students the opportunity to pursue their
interest and develop knowledge and skills specifically tailored to working
with vulnerable populations here and abroad: The Hispanic Health
Pathway, the Indian Health Pathway, the Global Health Pathway, and
the Underserved Pathway.

University of

The mission of the University of Minnesota Combined MD/PhD Program

Minnesota is to train a diverse group of intellectually gifted students to become
Minneapolis, physician-scientists and leaders in the global effort to preserve and
Minnesota restore human health

University of The mission of the University of Minnesota Medical School—Duluth
Minnesota Campus is to be a leader in educating physicians dedicated to family

Medical School
Duluth, Minnesota

medicine, to serve the health care needs of rural Minnesota and
American Indian communities and to discover and disseminate
knowledge through research.

University of Minnesota Medical School-Duluth Campus educates
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NON-GEORGIA
MEDICAL
SCHOOLS

MISSION STATEMENTS

students who plan to practice family medicine in rural Minnesota and
American Indian communities; provides high-quality academic and
clinical education programs for professional, graduate, and
undergraduate students; and advances distinguished research
programs in health sciences.

Tulane University
School of
Medicine
Department of
Family and
Community
Medicine

New Orleans, LA

The primary mission at Tulane University School of Medicine is to
conduct the highest quality departmental educational programs, which
will result in academically and clinically prepared physicians, biomedical
scientists and public health professionals. These departments and
programs will provide the education needed for Tulane graduates to
satisfy regional, national and international health needs.

Tulane Rural The Tulane Rural Medical Education (TRUMEd) program is designed to
Medical recruit and educate medical students who intend to enter practice in a
Education rural area or small town of Louisiana or the Gulf South, particularly in the
Program field of Family Medicine.

(TruMED)

University of To improve the general health and well-being of the public. In pursuit of
Washington its goals, the School is committed to excellence in biomedical education,
School of research, and health care. The School is also dedicated to ethical
Medicine conduct in all its activities. As the pre-eminent academic medical center
Seattle, in our region and as a national leader in biomedical research, we place
Washington special emphasis on educating and training physicians, scientists, and

allied health professionals dedicated to two distinct missions: 1) Meeting
the health care needs of our region, especially by recognizing the
importance of primary care and providing service to underserved
populations; and 2) Advancing knowledge and assuming leadership in
the biomedical sciences and in academic medicine.

University of
Washington

Washington,
Wyoming, Alaska,
Montana, and
Idaho (WWAMI)

The University of Washington School of Medicine is dedicated to
improving the general health and well-being of the public. In recent
years, medical educators have gained an understanding that medical
students need to learn medicine where it is practiced - in the community
rather than only in an urban, academic hospital setting. The philosophy
of WWAMI is to put emphasis on a decentralized form of medical
education. A significant part of any given student’s education occurs
within the WWAMI region in communities utilizing a combination of both
full-time and volunteer teachers. Major areas of inquiry being conducted
at WWAMI focus on:

- Training and supply of rural health care providers and the content
and outcomes of the care they provide.

- Availability and quality of care for rural women and children,
including obstetric and perinatal care.

. Access to high-quality care for vulnerable and minority rural
populations.
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NON-GEORGIA
MEDICAL
SCHOOLS

MISSION STATEMENTS

WWAMI is an enduring partnership between the University of
Washington School of Medicine and the states of Wyoming, Alaska,
Montana, and Idaho (WWAMI). The program has been in place now for
over 35 years. It was begun in 1971. In 1996, Wyoming joined
Washington, Alaska, Montana and Idaho as the fifth state in the
consortium.

University of
Wisconsin
School of
Medicine and
Public Health
Madison,
Wisconsin

Wisconsin
Academy for
Rural Medicine
(WARM)

Mission: Meeting the health needs of Wisconsin and beyond through
excellence in education, research, patient care and service.

The Wisconsin Academy for Rural Medicine (WARM) aims to increase
the number of physicians practicing in rural Wisconsin and to improve
the health of rural Wisconsin communities.
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OPPORTUNITY 2:
ADMISSIONS OPPORTUNITIES

Comparison Chart of Georgia
Medical School Admissions
Criteria

-33-



OPPORTUNITY 2: ADMISSIONS OPPORTUNITIES

COMPARISON CHART OF GEORGIA MEDICAL SCHOOL ADMISSIO NS CRITERIA

GEORGIA MEDICAL
SCHOOLS

ADMISSIONS SELECTION/CRITERIA

Emory University
School of Medicine
Atlanta, Georgia

Students are selected on the basis of scholastic achievement
and personal qualifications, without regard to race, sex, sexual
orientation, age, disability, creed, veteran status, or national
origin. In addition to the AMCAS application, all applicants must
(a) present a very high level of scholarship; (b) take the MCAT
within four years of the matriculating year; (c) complete the
Emory supplemental application form and fee (available on-line
upon Emory’s receipt of the AMCAS application); d) have the
required evaluation(s) submitted; and (e) appear for a personal
interview, if invited. Students from foreign schools must have
completed at least one year of academic work in an accredited
U.S. or Canadian institution. The Office of Multi-Cultural Affairs
works in conjunction with the Admission Committee and the
Office of Student Affairs in the recruitment, selection, and
retention of qualified students from groups underrepresented in
medicine.

Medical College of
Georgia

College of Medicine
Augusta, Georgia

Applicants for admission are evaluated on a competitive basis.
Information used includes, but is not limited to, the applicants
responsibilities  prior to application; activities, ethnic,
socioeconomic, and cultural background; region of residence
with respect to its health professional needs; commitment to
practice in an underserved area; references; motivation and
potential for serving as a physician; interviews; MCAT
performance; and grades. In addition, students must meet
specified technical standards to participate effectively in the
medical education program and in the practice of medicine.
Preference is give to Georgia residents. MCG seeks to
encourage applications from qualified students from groups
underrepresented in medicine.

Mercer University
School of Medicine
Macon, Georgia

The Admissions Committee has accepted only applicants who
are legal residents of Georgia. Each applicant must show
promise of learning effectively in Mercer’s curriculum and strong
potential for practice in a medical specialty commensurate with
the health care needs of rural and other underserved areas of
Georgia. In addition to the AMCAS application, a supplementary
application is required of applicants who meet preliminary
selection criteria. This application includes: two letters of
recommendation or one premedical committee evaluation, a
personal history (a chronological list of residences and activities
since the beginning of high school), certification of Georgia
residency, a practice vision statement, and a list of the required
premedical courses. Interviews are by invitation only and are
held at the medical school. In making the final decisions for
acceptance or rejection, the Admissions Committee considers all
criteria, but emphasizes strongly an applicant's potential for
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COMPARISON CHART OF GEORGIA MEDICAL SCHOOL ADMISSIO NS CRITERIA

GEORGIA MEDICAL
SCHOOLS

ADMISSIONS SELECTION/CRITERIA

fulfilling the mission of the institution. The committee does not
discriminate on the basis of race, sex, creed, national origin, age,
or handicap.

Morehouse School of
Medicine
Atlanta, Georgia

Selection of students for admission is made after careful
consideration of many factors. These include MCAT scores, the
academic record, the extent of academic programming, difficulty
of courses taken, and other indicators of maturation of learning
ability. Additional factors considered are extracurricular
activities, hobbies, the need to work, research projects and
experiences, evidence of activities that indicate concurrence with
the school's mission, and evidence of pursuing interests and
talents in depth. Finally, the committee looks for evidence of
those traits of personality and character essential to success in
medicine: compassion, integrity, motivation, and perseverance.
All information available about each applicant is considered
without assigning priority to any single factor. Students are
admitted on the basis of individual qualifications regardless of
sex, age, race, creed, national origin, or handicap. Preferential
consideration is given to qualified applicants who are residents of
the state of Georgia. Foreign applicants must have a permanent
resident visa.

Philadelphia College of
Osteopathic Medicine
(PCOM)

Suwanee, Georgia

Admission to PCOM is competitive and selective. PCOM seeks
well-rounded achievement-oriented persons whose character,
maturity and sense of dedication point to a successful and
productive life as an osteopathic physician. PCOM has
historically sought diversity in their student population and
actively recruits under-represented minority students and non-
traditional students. Grades and MCAT scores are important as
they are some of the best predictors of success in medical
school; however extracurricular  activities, community
involvement, motivation to study medicine and letters of
evaluation are also looked at very carefully. The College’s
primary focus is to train students from Georgia and nearby
southern states to practice osteopathic medicine and encourage
them to locate in inner cities and rural areas, which are
experiencing a shortage of physicians.

-35-




OPPORTUNITY 2:
ADMISSIONS OPPORTUNITIES

Review of other medical school
admissions criteria favoring
Primary Care and/or geographic
targets
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OPPORTUNITY 2: ADMISSIONS OPPORTUNITIES

Non-Georgia Allopathic Medical Schools With Admissi ons Criteria Favoring
Primary Care And / Or Geographic Targets

Jefferson Medical College
Thomas Jefferson University
Philadelphia, Pennsylvania
Physician Shortage Area Program (PSAP)

The Physician Shortage Area Program (PSAP) admits students from rural areas and small
towns who are committed to practicing in a similar area. Priority is given to those planning
to practice family medicine, although applicants planning other specialties, or unsure of
their future specialty, will also be given consideration. Special consideration for admission
and financial aid is given to students who have grown up in, or have substantial ties to a
rural area or small town, and are also committed to practicing in a similar location.

Michigan State University
College of Human Medicine (CHM)
East Lansing, Michigan
Rural Physician Program
(UP Program)

The Rural Physician Program (also known as the UP Program ) is the College of Human
Medicine’s rural education program. Each year, 10 College of Human Medicine applicants
are selected to their clinical years in Michigan’s Upper Peninsula. Preference for this
program is given, though not limited to, applicants who have had significant experiences in
rural Michigan or are considering eventually practicing in a small-town setting. Competitive
applicants to the Rural Physician Program must be admitted to CHM and have outstanding
qualifications for practicing in a rural area, with consideration given for previous rural life
experiences, initiative, and the desire to become not only excellent physicians but also
community leaders. The RPP Admissions Selection Committee strives to accept students
for RPP who reflect the diversity of the College of Human Medicine’s entering class.

State University of New York Medical University
College of Medicine
Syracuse, New York
Guthrie Pre-Medical Scholars Program  (Wilkes University)

This unique early admission program is open to high school seniors. Selected students
are guaranteed acceptance into Wilkes University and SUNY Upstate. This program
assures high school seniors of admission to the College of Medicine before they enter
Wilkes University for undergraduate coursework. To be considered, students must:

1.Have a 1200 Combined SAT Scores (Math & Verbal only) or 27 ACT Composite
2. Obtain a Competitive High School Grade Point Average

Rank in the Top 10% of your High School Class

3. Reside in a Rural County in the Southern Tier of New York State

4. Demonstrate commitment to a career in medicine.

Students in this program study the rural health care delivery system by completing clinical
coursework and performing basic science research at Guthrie-Robert Packer Medical
Center in Sayre, Pennsylvania.

State University of New York Medical University
College of Medicine
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Syracuse, New York

Blackwell Medical Scholarship Program (Hobart & Wil liam Smith)
The Blackwell Medical Scholarship Program provides a unique opportunity for first-year
college students. Those who meet and maintain the standards of the program are
guaranteed a place in the College of Medicine upon their graduation from Hobart & William
Smith Colleges. This program is for high school students who are from rural areas,
underrepresented minority groups or are the first generation in their families to attend
college. To be considered, students must:
1. Have 1250 combined SAT Scores (Math & Verbal only) or 28 ACT Composite
2. Have a minimum 90% High School Grade Point Average
3. Demonstrate commitment to a career in medicine.
- 0007
University of Illinois
College of Medicine at Rockford
Rockford, Illinois

Rural Medical Education Program
(RMED)

The Rural Medical Education (RMED) program seeks to recruit, admit and prepare medical
students from the state of lllinois, who will upon completion of residency training, locate
and practice in rural lllinois as primary care physicians. RMED, a core program of the
National Center for Rural Health Professions, offers a community-based rural medical
curriculum, extensive clinical experience, a 16-week rural preceptorship, a community-
oriented primary care project and interdisciplinary medical training. Since 1993, more than
200 students have participated in the RMED program, 80 percent of whom have chosen
primary care residencies. More than 70 percent of program graduates are practicing rural
primary care medicine in lllinois. Students interested in the program must apply through
the College of Medicine at Chicago, and indicate their preference to study at the Rockford
campus. After admission, M1 students spend their first year at the Urbana-Champaign
campus for their basic science and laboratory classes. They transfer to the College of
Medicine at Rockford for their remaining three years of medical training.

University of Minnesota
Minneapolis, Minnesota
Rural Physician Associate Program (RPAP)
Post Admission Program

Medical students who are interested in family medicine, primary care, or rural medicine
specialties are strongly encouraged to apply to the program. RPAP is a nine-month,
community-based educational experience for University of Minnesota third-year medical
students who live and train in rural communities. RPAP was established in 1971 to
encourage students to practice in rural areas throughout Minnesota. Over 1,000 students
have participated in the program, and two out of three former students practice in
Minnesota, two out of three practice in rural locations, and four out of five are in primary
care.
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University of Minnesota Medical School
Duluth, Minnesota

Early Admissions Rural Scholars Program
The University of Minnesota Medical School Duluth Early Admissions Rural Scholars
Program’s goal is to educate excellent family medicine physicians who will establish
practices in rural/small town settings of Minnesota. This program is designed for
undergraduate students who have been accepted to the University of Minnesota Duluth
(UMD) and demonstrate superior scholastic ability and personal development during their
first three academic years of college. Only students who are enrolled at UMD in the
College of Science and Engineering (CSE) will be eligible for this program. Five students
per year may be accepted. Students are selected to the program during their junior year of
college. Residents of Minnesota who have resided in small communities of less than
25,000 for the major portion of their lives and who have demonstrated a high potential for
practice in a rural/small town setting or Native American communities will be considered.

NEW PROGRAMS

Tulane University School of Medicine
Department of Family and Community Medicine
New Orleans, LA

Tulane Rural Medical Education Program (TruMED)
This program is designed to recruit and educate medical students who intend to enter
practice in a rural area or small town of Louisiana or the Gulf South, particularly in the field
of Family Medicine.
Selective admission into Tulane University School of Medicine will be given to up to 8
TRuUMEd students per year. For consideration, qualified applicants must certify their
intention to adhere to the following plan of training and practice:

1. Complete the TRUMEd Family Medicine curriculum during their undergraduate medical
education at Tulane University School of Medicine.

2. Complete a three-year Family Medicine residency training program.

3. Enter the practice of Family Medicine in a rural area or small town.

Although TRUMEd places emphasis on students entering a Family Medicine career in rural
areas, the program will support students whose career plans include other generalist
medical fields and who plan to practice in rural Louisiana. It is expected that those applying
for the program will have grown up or lived for a substantial time in a rural area or small
town. Applying to TRUMEd is a concurrent process with the filing of the secondary
application to Tulane University School of Medicine.

It is anticipated that priority will be given to residents from rural parishes, areas and small
towns in Louisiana, with highest priority given to those who grew up in a physician shortage
area. Consideration will also be given to those from similar areas in nearby states, such as
southern Mississippi or Alabama. The credentials of the successful TRUMEd applicants
will be similar to those of successful applicants for general admission to Tulane University
School of Medicine.

University of California, Davis
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UC Davis School of Medicine
Sacramento, California

Programs in Medical Education — Rural (Rural-PRIME)
This unique program is designed to train the best and the brightest students for a fulfilling
career in rural primary care medicine. Rural-PRIME is a combined, five-year M.D. and
master's degree program. It focuses on developing physicians who can become leaders
and advocates for improving health-care delivery throughout the state's smaller, more
isolated communities. Rural-PRIME offers an innovative curriculum, beginning with the first
year of medical school. It is specifically geared towards students from rural backgrounds
with a strong desire to make a difference in communities like the ones where they were
raised. 12 students per year are admitted into the Rural-PRIME program. Students are
recruited for the program with a preference toward primary care and a rural background.

Applying to the Rural-PRIME program is a concurrent process with the filing of the
secondary application to UC Davis. If the Admissions Screening Committee decides the
applicant is not a good candidate for the program the applicant is moved to the regular
admissions process. The program has been in place two years, and accepted students
are in years one and two of medical school.

University of Colorado
School of Medicine
Denver, Colorado

Rural Track of the MD Program
Students admitted to the Rural Track meet the same academic requirements as others
admitted to the School of Medicine in terms of their college GPA, MCAT scores, etc. A
strong interest in eventually living and practicing medicine in a rural area is an important
selection criterion. Usually, this means a strong interest in practicing a primary care
specialty such as Family Medicine or General Internal Medicine, but may also include
students interested in General Pediatrics, OB-Gyn, Emergency Medicine or General
Surgery. Most, but not all, students accepted into the rural track have lived in a rural area.
The application process provides a means for students to express and explain these
interests.

This track identifies students interested in rural practice and provides them with,
mentorship, additional knowledge, broad skills and rural socialization experiences. The
ultimate goal of the track is to increase the number of students who eventually enter, and
remain, in practice in rural Colorado.

-
University of Wisconsin

School of Medicine and Public Health
Madison, Wisconsin

Wisconsin Academy for Rural Medicine (WARM)

The Wisconsin Academy for Rural Medicine (WARM), a program within the University of
Wisconsin School of Medicine and Public Health MD degree, is dedicated to improving the
supply of physicians in rural Wisconsin and improving the health of rural Wisconsin
communities. Admission into the Wisconsin Academy for Rural Medicine is competitive,
and students must have a strong commitment to practice medicine in rural Wisconsin.
Admission is limited to Wisconsin residents. International applicants, who hold a
permanent resident visa and have permanent resident status in Wisconsin as well a strong
desire to practice rural medicine in Wisconsin, will be reviewed in the resident pool.
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Persons applying for acceptance into the program must meet the University Of
Wisconsin School of Medicine and Public Health, MD Degree Program admission criteria
as well as the criteria below:
1. A rural background and demonstrates a commitment to practicing rural medicine
_Or‘_

An urban background and demonstrates a commitment to practice in a rural setting
2. A strong desire to fulfill an unmet need in a rural community
3. A strong preference to live in a rural area and a desire to develop social ties with a rural
community
4. A strong record of community involvement/community service and/or a demonstrated
commitment to rural community health
5. A strong preference for a rural lifestyle and to participate in leisure activities available in
arural area
6. Family and social support for living a rural lifestyle
7. A strong motivation to pursue a career in rural medicine.

Programs with primary care mission but no defined a dmissions criteria with
geographic targeting

East Tennessee State University
Quillen College of Medicine
Johnson City, Tennessee

The primary mission of the Quillen College of Medicine is to educate future physicians,
especially those with an interest in primary care, to practice in underserved rural
communities. Quillen College of Medicine’s Admissions Committee has the role of
selecting students they feel will make excellent physicians, meet the mission of the
College, and will contribute to a well-rounded, diverse student body. The Office of
Admissions supports this role through recruitment, admissions counseling, tours of the
Quillen campus, managing the applicant screening process, and scheduling interviews. No
defined admissions criteria favoring geographic targeting.

University of Massachusetts Medical School
Worcester, Massachusetts

UMMS, located in Worcester, is one of five University of Massachusetts campuses, and
one of about 28 free-standing, university-based academic health science centers in the
U.S. It is ranked fourth in the nation in primary care education (2006). The
Commonwealth of Massachusetts’ first and only public medical school, the University of
Massachusetts Medical School (UMMS) was founded in 1962 to provide affordable, high-
quality medical education to state residents and to increase the number of primary care
physicians in underserved areas of the state. No defined admissions criteria favoring
geographic targeting.
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University of Washington
School of Medicine
Seattle, Washington

This school is the medical school for 5 states, called the WWAMI region. WWAMI is an
acronym for Washington, Wyoming, Alaska, Montana, and Idaho. The UW School of
Medicine for 14 years has been ranked by U.S. News & World Report as the No. 1 school
for teaching primary-care physicians and currently is ranked sixth in the country among
research-oriented medical schools. Over the course of the past 20 years, very close to
50% of graduating students have chosen to pursue careers in primary care. This is
particularly important since 35% of the population in the WWAMI region lives in rural,
generally underserved areas underscoring the importance of primary care. Upon
graduation, an estimated 20% of WWAMI graduates will practice in Health Professional
Shortage Areas (HPSAs) following graduate medical education. The University of
Washington School of Medicine has been identified as the top primary care school in each
of the last 15 years by U.S. News & World Report.
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OPPORTUNITY 3:
CURRICULUM OPPORTUNITIES

Review of current Georgia Medical
Schools primary care and /or rural
curriculum focus (rural or primary
care required rotations / clerkships)
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Georgia Medical School Curriculum Highlights relate

d to Rural / Primary care

School

Curriculum highlights

2008 Match results

Emory University
School of Medicine

Clinical rotations, and 5 month
“Discovery Phase” which
allows time for clinical or
bench research, international
experience or other academic
inquiry. Community service is

FM: 5 ( 5%) ***
IM: 36 (33%)
Peds: 12 (11%)
OB/GYN: 2 (2%)

Total primary care: 55/108

optional. (51%)
Medical College of In 3rd year, required core FM: 8 (5%) ***
Georgia School of clerkships include IM: 31 (18%)
Medicine Family Medicine, Internal Peds: 26 (15%)

Medicine, OB/GYN,
Pediatrics, and others. In 4"
year, all take an acting
internship in IM, FM or Peds,
ER, and electives.
Community service is
optional.

OB/GYN: 12 ( 7%)

Total primary care: 77/169
(46%)

Mercer University
School of Medicine

Community Medicine program
provides a continuity
experience in the clinical
aspects of a community-
oriented primary care medical
practice during the 1%, 2" and
4™ years. The 3% year
consists of required clinical
rotations in internal medicine,
pediatrics, obstetrics-
gynecology, family medicine
and others. Community
service is required.

FM: 3 (6%) ¥
IM: 10 (19%)
Peds: 9 (17%)

OB/GYN: 2 ( 4%)

Total primary care: 24/53
(45%)

Morehouse School Provides core clerkships FM: 4 (8%) ***

of Medicine during 3" and 4™ year; 20 IM: 9 (18%)
weeks of elective in the 4" Peds: 15 (30%)
year. Rural clerkship is OB/GYN: 3 (6%)
required in 4™ year.
Community service is Total primary care: 31/50
optional. (62%)

Philadelphia Integrated systems approach | NA

College of provides 1% and 2" year

Osteopathic
Medicine, Georgia
Campus

students with generalist
education. “Doctors from Day
One™ gives clinical exposure
in Primary Patient Skills.
Primary care/rural rotation
option in 4" year.

*»**See next page
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National sub-specialization rates used to predict GA

for Georgia: 2008 Match cohort

primary care practitioners

GA. 2008

Primary Care
Match Results

National Academic
Year 2007
Residents
completing
program who sub-
specialized *

National AY 07
Rates applied to
GA. 2008 Match
results

Estimate of future
primary care
physicians, GA.

FM 20 4.9% 1 19
IM 86 54.9% 47 39
Peds 62 39% 24 38
OB/GYN 19 NA NA 19
Total 187 115
Primary

Care

1JAMA, Sept. 10, 2008 — Vol 300. No. 10, Page 1178
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Current Literature Review
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CURRICULA INFLUENCING PRIMARY CARE OR RURAL PRACTIC E

AUTHOR

YEAR

KEY FINDINGS

Ackermann,
Comeau

1996

At Mercer University School of Medicine, curriculum
elements that impacted student choice of primary care
practice include students spending % day/week in first two
years of medical school in office of a community physician.
Community science program is designed to familiarize
students with community and rural medical practice and
educate them in disease prevention and health promotion.
Early assignment of patient families to follow, problem-based
learning, and positive role models throughout medical school
may have resulted in large percentages of students who
ultimately practiced primary care medicine.

Bell

2007

An Osteopathic school describes an accelerated curriculum
to encourage primary care careers. The program is
streamlined to 3 years, focusing on rotations relevant to
primary care and eliminating electives.

Students are assigned primary care mentors, are designated
“primary care scholars”, and focus on case-based capstone
sessions reinforcing primary care concepts. The students
will save one year’s tuition expense, and if they commit to
primary care work for 5 years after residency, receive a
scholarship equal to one year’s medical school tuition. The
school will conduct rigorous education outcomes research to
assess matriculation data, and review undergraduate and
graduate medical education performance and practice
parameters.

Blue

2004

School implemented in 1999 a required third-year, 4-week
rural, primary care clerkship. After the clerkship, students’
perceptions significantly improved regarding work demands,
medical expertise, and primary care service features.
Clerkship positively influenced students’ opinions about rural
primary care.

Brooks

2002

Reviewed literature to determine the role medical training
played in students’ decisions to practice rural medicine.
Medical school factors (nurture), looked at whether the type,
size, location, funding, and emphasis of medical schools
might impact rural primary care. Medical school’'s location in
a rural state, public ownership, production of family
physicians and smaller amounts of funding from the NIH
were each strongly associated with the production of more
physicians practicing in rural communities. Programs that
graduated more rural physicians also had more required
rural and obstetrical training months, full or partial rural
missions, locations in states that were more rural, emphasis
on procedural training and program director designated as
the rural contact.

Campos-
Outcalt

2004

The addition of a primary care clinical requirement to a family
medicine requirement is associated with a higher production
of family physicians. The study found a relationship between
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CURRICULA INFLUENCING PRIMARY CARE OR RURAL PRACTIC E

AUTHOR

YEAR

KEY FINDINGS

the number of family medicine clerkship sites students are
exposed to and family medicine choice. The addition of a
primary care clinical requirement to a family medicine
requirement is associated with a higher production of family
physicians.

Curran

2004

Rural practice learning experiences, and faculty values and
attitudes, positively impact the likelihood of medical students
to enter rural primary care practice.

Duerson

1989

Student surveys on attitudes toward aspects of primary care
before and after a family practice clerkship. Undecided
students approached those preferring primary care in
attitudes after the clerkship; significant difference seen
between primary care students and surgical subspecialty
students.

Emey

1991

Third year spent at clinical campus where students spent
half day per week in clerkship in primary care office. 21.3%
from clinical campus vs. 10.9% from main campus chose
family practice.

Fryer

1994

Medical students in Colorado, who participated in rural,
primary care clerkships, were more likely to choose a
primary care residency; six years later they were more likely
to practice in a rural community. In-state students were
more likely to practice primary care. Serving as a preceptor
for these experiences increased the preceptor retention.

Fryer

2002

Graduates of schools with Title VII pre-doctoral training and
department development grants were significantly more
likely to become family physicians and practice primary care
than were graduates of schools without funding in those
categories. Students who attended schools with no family
medicine Title VII funding during their tenure chose family
practice at a rate of 10.2%. Students, who attended schools
that received funding for 1 or more years of their enrollment,
chose family practice at a rate of 15.8%.

Harris

1982

Randomized controlled trial; a limited number of students
randomly selected among those who applied for intervention.
1% year: patient advocate course, interviews, home visits,
preceptorship half day per alternate week in primary care
office; 3" + 4" years: 4-week family practice clerkship, 4-
week preceptorship, 4-week emergency department rotation.
46.3% of participants vs. 16.1% of controls chose family
practice.

Hauer

2008

Authors examined factors associated with medical student
career choice in internal medicine. Students choosing
internal medicine highly rated the educational experience,
nature of patient care, especially continuity of care, and
lifestyle choices. They were more likely to report that their
educational experiences attracted them to IM.  Exposing
students to effective team-based care could inspire students
by showing how social workers, nutritionists, and other
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health care professionals can manage many aspects of
practice and allow physicians to focus on patient care. Role
modeling had an impact on students choosing IM and
students chose not to pursue IM based on “Bad mouthing “of
the discipline by other physicians and students.

Kassebaum

1993

Study compares medical student interest in primary care
practice at start and end of medical school career, and
relates it to rural background. The findings show that
medical schools’ output of rural physicians is just as
dependent on nurturing an interest in generalism (chiefly
family practice) and rural practice amongst non-rural
students. More will be gained by sustaining and enhancing
interest of all entering students in generalism and rural
practice than to be achieved solely by seeking rural
applicants during the admission process.

Kassebaum

1992

Proportion choosing family practice increased with presence
of required family practice clerkship in 3" year independent
of presence of family practice department.

Ko

2005

University of California, Drew Medical Education Program;
intentions to practice in underserved areas; studied 1088
students who had graduated. Students from Drew who were
in program that emphasize minority and multicultural health,
a longitudinal primary care rotation, and a health disparities
research thesis, were more inclined to practice in
underserved areas as a result of their participation in the
program. A small percentage of students also developed a
new interest in underserved populations by the end of
medical school. These shifts suggest that educators have
definite opportunities to guide students’ career paths.

Lang

2005

Appalachian Preceptorship Program, Ea. Tennessee State
University curriculum includes combination of supervised
patient care and classroom training in rural and cultural
issues. This is a month long multi-school internship
experience which includes patient care, intro to culture and
medicine, economics, religious beliefs, folk medicines, and
rural physician lifestyle. Students self select into program;
82% of graduates choose primary care specialties in
residency.

Laven,
Wilkinson

2003

Rural background and rural schooling were associated
positively with rural medical practice. Rural general
practitioners are more likely to report having had rural
undergraduate training during medical school than their
urban counterparts.

Pathman

1999

Physicians who are prepared to be rural physicians,
particularly those who are prepared for a small-town living,
stay longer in their rural practices. Physicians who had
spent three or more months in rural areas during medical
school felt better prepared for the practice of medicine.
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Phillips

1999

With early identification and support of students interested in
family practice, an increased number entered the specialty
and were still family physicians in mid-career.

Pipas

2004

Three medical schools collaborated to integrate curriculum in
primary care medical education. They combined family
medicine, ambulatory pediatrics and ambulatory medicine
into contiguous clerkship blocks to form longitudinal
curriculum of certain primary care topics. Students
demonstrated favorable responses; administratively, it
enhanced recruitment, retention and development of
community-based faculty; increased core of local and
national primary care leaders. Institutions experienced more
challenges, time and costs to traditional independent
clerkships.

Rabinowitz

1988

Proportion choosing family practice higher with 3"-year
family practice clerkship than with 4™-year family practice
clerkship; both higher than with no clerkship.

Rabinowitz

2001

Studied factors of PSAP that were predictive of rural primary
care increase of supply and retention. 5 of the 19 were
independently predictive of practicing rural. Freshman-year
plan for family practice, being in the PSAP, having an NHSC
scholarship, male gender, and selecting a senior-year rural
family practice preceptorship.

Rabinowitz

2005

PSAP educational program has resulted in multifold
increases in both recruitment and long-term retention of rural
family practitioners.

Rosenthal

2000

Rural training tracks (RTTs) are successful at preparing
residents for rural medicine, but there are too few of these
programs to ensure an adequate supply of family physicians
for rural America.

Rourke

2008

Reported on numerous factors influencing rural practice
choice on medical students in Canada. Found that involving
skilled rural physicians in medical education resulted in an
increase of the number of students expressing interest in
rural practice; this also produced a positive influence on
medical school faculty attitudes toward rural practice and
physicians.

Rourke

2005

Studied relationship between practice location and amount of
rural medical education experience. Rural family physicians
in Ontario are more likely to have had a rural background,
and rural undergraduate and postgraduate medical training
than their urban counterparts. These variables were also
shown to act independently. Rural physicians were 1.6
times more likely than urban to have received clinical training
in a rural setting. They were also 1.8 times more likely to
have spent >8 weeks in a rural setting during their
undergraduate training.

Smucny

2005

Offers a 36-week clinical experience in rural communities for
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medical students. Administrators commented that nine
months was the appropriate duration for the experience, and
any amount of time short of that would make the program
less successful. One-quarter of graduates located in
communities of less than 50,000, four times the proportion of
SUNY Upstate graduates who have not participated.

Stine

1992

Schools with the highest proportions choosing family practice
were more likely to have had a required family practice
clerkship.

Tolhurst,
Adams

2006

An exploration of when urban background medical students
become interested in rural practice. Exposure to rural
practice generated interest, as did altruism, interest in
primary care, affinity for leisure activities (hunting, hiking,
fishing, etc.).
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Review of PSAP model
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REVIEW OF PHYSICAN SHORTAGE AREA PROGRAM (PSAP)

Graduates of Jefferson Medical College and the Physician Shortage Area Program
(PSAP) at Jefferson were studied to identify factors independently predictive of rural
primary care supply and retention, and to determine which aspects of the PSAP lead to
its outcomes. 19 predictor variables that had been collected during medical school
were selected. 10 factors were related to rural primary care, and 7 of these had been
collected for all of the graduates. 5 of the 7 were independently predictive of practicing
rural primary care: freshman-year plan for family practice, being in the PSAP, having an
NHSC scholarship, male sex, and selecting a senior-year rural family practice
preceptorship. Being in the PSAP, selecting a rural preceptorship, growing up in a rural
area, and attending college in a rural area were univariately related to retention.

However, non-PSAP graduates who had grown up in a rural area and had a freshman-
year plan for family practice were 78% as likely to practice rural primary care as PSAP
graduates. These findings suggest the selective admissions component of the PSAP is
the most important reason for its success.

The most consistent finding from this study was the powerful impact of background and
career plans at the time of admission to medical school on future rural primary care
practice and retention.

The greatest impact on the rural physician shortage can be achieved by developing
strategies that will increase the selection of medical school matriculates who grew up in
rural areas, plan to practice family medicine, and have other premedical predictors

PSAP graduates account for 1 of every 5 family physicians in rural Pennsylvania.
Among all US and international graduates practicing in the state, PSAP graduates also
represent 1 of every 8 rural family physicians. The overall retention of PSAP graduates
was more than twice that reported for the National Health Service Corps.
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Community Based Training Issues

a. Community Based Faculty —
Summary Data from the 2008
Statewide AHEC Preceptor Survey
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Section 1: Precepting Experiemiease put an X in the box which best descripms feehabout each statement.

1. Overall, what is YDEGREE OF SATISFACTIC Neither
with yotuorr’e)zxperience as a community-based Dis\s/aetréﬂe( Dissatisfiec Sf;‘;iﬂ'i‘?. :( Satisfied S:\i’tg?i’e d
preceptor?
r r r r r
oo v ot oo vemras - T P TSt dge o oeimey
r r r r r
3. \f/gns\t,v ii?] ;r:\e INFLUENCE of having a student N;/ge;i/ive NEsEe P,?EE'Z%; T Pgsim .
- your overall job satisfaction? r r r r r
- patient flow? r r r r r
. your income? r r r r r
- your working hours? r r r r r
- your relationships with patients? r r r r r
. patient satisfaction? r r r r r
- your relationships with colleagues and staff? r r r r r
* %ﬁ:;ig%i?oR;ésg sii(czlgrllttesr.n ! Apglli?:;ble None linte Some | Great e
Giving something back to my professior r r r r r r
Demonstrating what community practice  r r r r r r
Enjoyment of teaching r r r r r r
Intellectual stimulation r r r r r r
Being a role model r r r r r r
Students’ contribution to my practice r r r r r r
Renewed sense of importance of my we  r r r r r r
Helping recruit for my specialty r r r r r r
Keeping my knowledge up to date r r r r r r
Increasing my status with patients r r r r r r
Student appreciation of my teaching r r r r r r
Recruiting future partners r r r r r r
Receiving payment or stipend for teachi  r r r r r r
Receiving other incentives for teaching r r r r r r
Recruiting future practitioners formy rec  r r r r r r
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Very
Dissatisfie

Dissatisfie

Neither
Satisfied @
Dissatisfie:

Satisfied

Very
Satisfied

5. Overall, what is YOEGREE OF

SATISFACTIOWNith the incentives you currently r

receive as a community preceptor?

6. Indicate théALUEyou place on each potential
incentive You may already receive one or mot

those listed.

None

Very
Little

Some

Great

Very
Great

No cost access to On-Line Internet Resources

Continuing Ed programs on clinical topics
Faculty development workshops
Local preceptor newsletter

Quarterly newsletters for clinical and education

development by specialty
Cat. Il CME credit for teaghtipgians only)

Academic appointment at medical university
Teaching recognition certificate or plaque
Appreciation lunches or dinners

-

—_— -~ =

Creation of “blank” with tax free stipends aaseded
on the number and duration of rotations supported:;
stipends could be used for CE/CME conferensges, b(gok

journals, etc.
Site visits by university representatives

Financial compensation

r
r

Serve on Medical School Admissions Committee r
Serve as an interviewer for medical schooltspplicanr

Other:

Section 2: Your Professional Experience

r

—_— e e e e T T T T Y

—_ o = =

—_ o ey e =

—_ - = =

—_ o = =

—_ o ey e =

—_ o - =

—_ o = =

e I T

—_— -~ =

—_ =~ =~ =

Very
Dissatisfiec

Dissatisfiec

Neither
Satisfied o
Dissatisfiec

Satisfied

Very
Satisfied

7. Overall, what is YOEGREE OF SATISFACTIONr

with your professional life?

r

r

8. HowBATISFIEBre you with the following
aspects of your professional practice?

Not
Applicable

Not at al

Toa
Small
Extent

Toa
Moderat¢
Extent

Toa
Great
Extent

To a Ver
Great

Extent

Control over your working hours

Adequate personal time

Control over your clinical decisions

Your income and benefits

Control over your practice business decision
Adequate time to spend with your patients
Supportiveness of colleagues and staff
Your relationship with your patients

r
r
r

r
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Section 3: About YouMark appropriate box or fill in the blank.

9. What is your Age? (check one)
a. 30-39 0-58. 5
b. 40-49 0+d. 6

10 How many vears have you been in practice?

11. In a typical week, how many:

a. hours do you work?

b. patients do you see?

12. Disciplines of students you currently precept:

r Medicine

r Physician Assistant
r Pharmacy

r Nurse Practitioner
r Cert. Nurse Midwife
r Other:

13. On average, how many WEEKS per year deptstyneats?

14. Would you like a copy of our findings?

r Yes r No

COMMENTS:

This concludes our survey. Thank you so muclo@orparticipation. Your input is
vital to us. Please return the survey in the estlesvelope or fax it to
706.721.8508.
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2008 Preceptor Survey
Summaryv Data. All Respondents

We are pleased to report on the Georgia Statewide AHEC Network’s first survey of community
based medical student preceptors. We sent 210 surveys to preceptors who had trained third-
and fourth-year medical students in at least two rotations, and by October 2008, we had
received 158 completed surveys, a 75% return. In general, the preceptors are happy with
mentoring future physicians, and expect to continue doing so for the next five years.

" DI I ! 3 5@ ! ! 8
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Most preceptors who responded to the survey are practicing in Internal Medicine (28%), Family
Medicine (18%), or Pediatrics (15%). The specialties of Obstetrics and Gynecology (9%),
Emergency Medicine (8%), Surgery (8%), and Psychiatry/Psychology (4%) were also
represented, as were Cardiology, Dentistry, Dermatology, Gastroenterology, Neurology,
Orthopedics, Pulmonology, and Radiology (<1% each).

11" A# /88@0 o "
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"o I ( 3= ( 3 "3"> 0&
+ T @ $ $
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Over the next few months, we will be releasing a series of fact sheets as we analyze the data by
age of preceptor, geographic region, and by discipline of the preceptor. Please watch our
website to obtain these Fact Sheets as they are released (www.mcg.edu/ahec).
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Preceptors reported very positive practice impacts as the result of precepting students.
Particularly, they appreciated the positive impact on their own job satisfaction, relationships with
colleagues and patients, and patient satisfaction as key elements in the ways students influence
their practice. Preceptors were asked to rank the influence of students on their practice from 1
(very negative) to 5 (very positive). The categories were overall job satisfaction, patient
satisfaction, patient flow, income, working hours, relationships with patients, and relationships
with colleagues and staff.
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Valued rewards were clear: the opportunity to teach, to give back to the profession, to be
intellectually challenged, and to serve as role models to future practitioners. Rewards such as
teaching stipends, status, and concrete incentives were less important. Preceptors were asked
to indicate the importance of various items in their decision to precept students, using a scale of
1 (none) to 5 (very great)

43 41 41 41 49

3.0 28 25

w
o
!

24 24 55 959 21

-59 -



OPPORTUNITY 3:
CURRICULUM OPPORTUNITIES

Community Based Training Issues
b. Housing to Support Community
Based Training- Current inventory
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GEORGIA STATEWIDE HOUSING INVENTORY SUMMARY: FY 2008

l. TOTAL ALL BEDS: 241
a. TOTAL # OF FULLTIME BEDS: 128
b. TOTAL # OF “PART TIME” BEDS: 82
c. TOTAL # OF “DESIGNATED” BEDS: 31

(Fulltime Beds are beds that are available to support any student from any program,
year round; Part-time Beds are those available to support any student from any
program on an “as needed” basis; Designated beds are those developed in
partnership with a particular program and reserved for use by students from the
partnering institution.)

1. LOCATION OF HOUSING (some cities have multiple sites / units):
Rome, Dalton, Athens, Clarkesville, Demorest, Gainesville, Greensboro,
Savannah, Warner Robins, Waycross, Milledgeville, Brunswick, Louisville,
Wrightsville, Adel, Albany, Cordele, Thomasville, Tifton, Valdosta, Columbus,
Covington, LaGrange, and Thomaston.

. HOUSING USAGE / EXPENSE: FY 2008

Total ALL rotations supported by AHECs: 3,908
Total MEDICAL STUDENT rotations supported by AHECS: 1,703
Number of ALL Rotations supported by Housing: 849
Number of ALL Rotations supported with Housing Stipends: 144
Number of MEDICAL STUDENT rotations supported with Housing: 417
Number of MEDICAL STUDENT rotations supported with Housing stipends: 109
ESTIMATED Dollars (cash) spent for ALL student Housing: $524,375
ESTIMATED Dollars (cash) spent for ALL student physical housing: $504,800
ESTIMATED Dollars (cash) spent for ALL student housing stipends: $19,575
ESTIMATED Dollars (cash) spent for MEDICAL STUDENT Housing: $253,425
ESTIMATED Dollars (cash) spent for Med. Student physical housing: $239,525
ESTIMATED Dollars (cash) spent for Med. Student housing stipends: $13,900

% of MEDICAL STUDENT rotations compared to ALL rotations: 44%

% of all Housing provided to support MEDICAL STUDENT rotations: 53%

% of all Housing support dollars (cash) spent on MEDICAL STUDENTS: 49%
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OPPORTUNITY 4:
STUDENT INCENTIVE
OPPORTUNITIES

Catalog of existing state / federal
programs to support medical
students seeking to enter primary
care and/or practice in an
underserved area
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OPPORTUNITY 4: STUDENT INCENTIVE OPPORTUNITIES

CATALOG OF EXISTING STATE AND FEDERAL PROGRAMS TO S UPPORT MEDICAL STUDENTS SEEKING
TO ENTER PRIMARY CARE AND/OR PRACTICE IN AN UNDERSE RVED AREA

ITEM PROGRAM DESCRIPTION S F
l. Georgia Country Purpose: To provide scholarship/loans to Georgia residents who are X
Doctors interested in becoming medical doctors and serving in rural areas of
Scholarship Georgia.

This program is open to residents of Georgia who have been accepted
at an accredited 4-year medical school in the United States that leads to
the degree of Doctor of Medicine or Doctor of Osteopathy. Applicants
must be able to demonstrate financial need and a strong commitment to
practice medicine in a Georgia county with a population of 35,000
persons or less. Along with their application, they must submit financial
aid forms, the names of 3 personal references, an essay concerning
their commitment to practice medicine in a rural area of the state and
their familiarity with a rural environment, and a copy of their letter of
acceptance to medical school. Applicants must participate in 2
interviews. The stipend is $20,000 per year. Recipients must agree to
practice medicine full time in an approved Georgia community for as
many years as they receive financial assistance under this program.
Recipients who fail to begin or complete their practice obligation are
required to repay 3 times the balance due on the contract as liquidated
damages. DURATION: 1 year; may be renewed for 3 additional years.
NUMBER OF AWARDS: Varies each year; recently, 37 of these
scholarships were awarded. Sponsored by the State Medical Education
Board of Georgia.

I. Loan Repayment The PRAA offers up to $25,000 per year in repayment of existing X
for Physicians medical education debt to physicians. Sponsored by the State Medical
Education Board of Georgia. Physicians must practice in a board

approved county with 35,000 or fewer residents, according to the 2000

- 65 -




CATALOG OF EXISTING STATE AND FEDERAL PROGRAMS TO S UPPORT MEDICAL STUDENTS SEEKING
TO ENTER PRIMARY CARE AND/OR PRACTICE IN AN UNDERSE RVED AREA

Statewide AHEC

driven, regional programs that promote health care access for medically

ITEM PROGRAM DESCRIPTION S F
US Census.
- Physicians who fail to complete their obligations to the state are
required to pay two times the amount of unpaid principal that has not
been repaid through service.
- Additionally, recipients of State Medical Education Board Scholarships
are eligible to participate with extended service commitment.
1 Georgia State Recruitment Centers are designed to publicize job openings and match X
Medical Fair providers with practice sites. In the State of Georgia, the Georgia
Medical Fair is sponsored by the State Medical Education Board of
Georgia.
\Y National Health A) Designed for students committed to providing primary health care X
Service in communities of greatest need. Scholarship recipients serve
Corporation where they are needed most upon completion of their training.
(NHSC) Programs The program offers the following benefits for up to 4 yrs. of
education: Payment of tuition/fees, 12 months stipend support,
A) NHSC and payment of reasonable educational expenses (tax exempt),
Scholars such as books, supplies, and equip. Expected to complete
B) National residency in Family Medicine, General Pediatrics, General
Nurse Internal Medicine, Obstetrics/gynecology, Psychiatry.
Service Immediately upon completion of residency training recipient will
Corps choose a practice in a federally designated shortage area. Period
C) Loan of service is 1 year for each year of support received with a 2 yr
Repayment minimum commitment.
Programs
(NHSC- B) Offers loan repayment programs for health professionals who will
LRP) practice in a designated rural or urban health professions
shortage area (HPSA). Loan can provide up to $50,000 for a
two-year obligation.
\% Georgia As a strategy to address its mission “to create and sustain community X X
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CATALOG OF EXISTING STATE AND FEDERAL PROGRAMS TO S UPPORT MEDICAL STUDENTS SEEKING
TO ENTER PRIMARY CARE AND/OR PRACTICE IN AN UNDERSE RVED AREA

ITEM PROGRAM DESCRIPTION S F
Network underserved Georgians” the Network partners with each Georgia
medical school to provide support for the community based clinical
training needs of medical students. This support includes site
identification, site credentialing, site scheduling, student housing and/or
travel support, and other services as appropriate.
VI Practice Provides new physicians practicing primary care or general surgery in X
Subsidies — rural underserved areas, a maximum credit of up to $5,000 annually for
Income Tax 5 years.
Credits
IX Locum Tenens Temporary employment opportunities for physicians and other X X

healthcare providers. Healthcare providers are employed as
Hospitalists., etc. Locum Tenens provides temporary jobs for a
physician back up program allowing physicians and other healthcare
providers in underserved areas to take vacation and attend continuing
education programs. On a federal level, the Locum tenens program is
funded by the U.S. General Services Administration, through a Federal
Supply Schedule (FSS) contract awarded to an external agency to
provide staffing for governmental healthcare facilities (e.g. VA &
Correctional facilities.) There are at least two known Locum Tenens
programs in GA. Ex. Delta Locum Tenens, Locum Tenens.com, LLC
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PPORTUNITY 4:
"UDENT INCENTIVE

PPORTUNITIES

GEORGIA AHEC MEDICAL
SCHOLARS PILOT PROJECT

This project was initially proposed in the
FY 2007 budget preparation period with
DCH / SORH. Funding was not obtained
at that time.
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OPPORTUNITY 5:
PIPELINE DEVELOPMENT

Note: Due to time constraints and already develope d
programming in this vital area, the decision was ma de
to defer conversation about Pipeline Opportunities to
a future meeting. However, we did want to shareth e
following two informational documents as evidence o f
two efforts to expand the pipeline that we are acti  vely
pursuing.

A. Statewide TEACH Academy
B. Expansion of Pathways
Program
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STATEWIDE TEACH PROPOSAL
(Teachers Exploring and Advocating Careers in Healt  h)
Offered by the Georgia Statewide AHEC Network

Rationale: Antidotal evidence indicates that many college and pre-college students
may be receiving inadequate or incorrect counseling regarding the vast array of career
choices in the health professions. To insure that Health and Pre-Med advisors within
the University System of Georgia are equipped with the broadest knowledge available,
along with hands on resources to assist them with their counseling, routine and proper
training must be provided.

Justification: The current health workforce shortages coupled with anticipated
demand, make health careers lucrative choices for matriculates in the University
System of Georgia. By insuring that all Health and Pre-Med advisors are both current
and articulate about a broad array of health careers, the System can insure that
potential students are not guided only into the limited traditional health careers of
medicine, nursing, and dentistry.

Strategy:  Offer a recurring, bi-annual academy for college health advisors based
largely on the TEACH Academy model already used for middle and high school math /
science teachers and guidance counselors. This model provides intensive education on
the array of health professions, and features multiple shadowing opportunities for
participants to witness first hand the variety of work available in healthcare. Additional
components relating to various admissions processes would be added. The University
System could mandate attendance at the Academy at least once every three years for
all health advisors. Stipends and travel allotments would serve as added incentives.
The academy would occur in Augusta on the campus of the Medical College of Georgia,
due to the concentration of health care sites and professionals, as well as most health
career educational programs. The Statewide AHEC Network Program Office would
serve as the lead staff in the development, marketing, and production of the Academy.
Each regional AHEC would send one staff person to assist during the time of the
Academy, and a maximum of six outside faculty would be paid a small stipend to serve
as Team Leaders during the event. The academy would begin at 1:00 on a Tuesday
and end at noon on Friday. Based on past experience, it takes a full year to plan a
successful event of this length and magnitude.

Curriculum:  The curriculum proposed would include presentations, shadowing, team
assignments, hands on skill building, and in-depth education on admissions policies and
requirements for various programs. Presentation topics would include: Health
Professions 101; Health Professions Workforce Shortages and Issues; Trends in
Healthcare; and, Personality and Career Aptitudes; etc. At least 5 shadowing events
will be scheduled for each participant to personally expose them to various aspects of
health care (e.g. oral health, rehabilitation therapies, primary care, mental health, etc.).
Hands-on skill building blocks will be offered on CPR, suturing, first aid, etc. Mock
interview sessions and tutorials offered by actual Admissions officers will be a major
focus. Additionally, the group will be divided into ten teams, each with a professional
facilitator / faculty member and will be assigned “research” projects and other
homework.

Expected outcomes:  Within 3 years, an estimated 120 health and medical advisors
within the University System will receive training on the depth and breadth of health
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careers available to students. This training will lead to higher quality counseling of
students, which should increase student success. Increased numbers of applicants to
health professions programs should occur.

Optional Strategy: An alternate strategy would be to approach DTAE and partner with
them to make this event open to all health and medical advisors in both systems, and
for all costs to be proportionately split.

CONTACT PERSON:

Denise Kornegay, MSW

Program Director

Georgia Statewide AHEC Network
Medical College of Georgia
706.721.8331
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PATHWAY TO MEDICAL SCHOOL

The Pathway to Medical School program was created through a collaboration of the
Southwest Georgia Area Health Education Center (SOWEGA-AHEC), the Southwest
Georgia Family Medicine Residency (SWGFMR) and the Albany Area Primary Health Care,
Inc. The Pathway program was developed to address the serious decline in US medical
students choosing a career in primary care.

Over the last decade, there has been a declining interest in primary care medicine in the
US, with the number of US medical graduates entering primary care residencies at an
historic low. Since 1996 the number of family medicine residency positions filled by US
medical graduates has declined by a third. This waning interest has added to the current
shortage of primary care physicians, particularly in the rural and other historically under-
served areas. Without changes, primary care access will continue to worsen and will reach
crisis levels. It has been demonstrated that students from rural communities are much
more likely to return to a rural area to practice than someone who grew up in an urban
community. The Update on Georgia’'s Physician Workforce (October, 2006) identifies as
one of the critical issues that, “diversity in the workforce still lags the diversity seen in the
population.” The report also states that the “distribution of physicians remains a problem
for the state, particularly with Pediatrics and OB/GYN. This poses serious challenges and
disproportionately affects rural Georgia.....resources must be increased and other methods
created that encourage rural practice.” In the summer of 2004, the collaborators formed a
committee and crafted a program to address this crisis.

The goals of the program are to:
0 Increase participants’ chances of being accepted into medical school

0 Reinforce interest in primary care specialties

o Provide early exposure to Family Medicine and Community Medicine

o Encourage students to return to practice in rural southwest Georgia

o Provide exposure to role model Family Physicians, Pediatricians and
Internists

o Foster ongoing mentor-student relationships through med school and
residency

o Provide a community and patient-centered primary care research
experience

The Pathway program is a 160 hour structured residential experience, consisting of 100
hours of clinical shadowing and 60 hours of research offered in a 4 week block during
the summer. Eighty-eight percent of Pathway participants who have applied to medical
school have been accepted. We are very proud of the success of our participants thus
far.

The highlights of the Pathway to Med School program are the clinical shadowing
experiences, the informal meeting with admissions officers from all medical schools in
Georgia, and the primary care research projects. The opportunity for the students to
observe physicians in a variety of settings is most valuable. Students rotate through the
family medicine residency clinic, six Federally Qualified Community Health Centers, and
five rural private practices.
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(Hauer, Durning et al. 2008) Factors associated with medical students’ career choices regarding Internal
Medicine.

Authors examined factors associated with medical student career choice in internal medicine.
Students choosing internal medicine highly rated the educational experience, nature of patient care,
especially continuity of care, and lifestyle choices. They were more likely to report that their educational
experiences attracted them to IM.  Exposing students to effective team-based care could inspire
students by showing how social workers, nutritionists, and other health care professionals can manage
many aspects of practice and allow physicians to focus on patient care. Role modeling had an impact on
students choosing IM and students chose not to pursue IM based on “bad mouthing “of the discipline by
other physicians and students.

(Ackermann and Comeau 1996) Mercer University School of Medicine: a successful approach to primary
care medical education.

At Mercer University School of Medicine, curriculum elements that impacted student choice of
primary care practice include students spending ¥z day/week in first two years of medical school in office
of a community physician. Community science program is designed to familiarize students with
community and rural medical practice and educate them in disease prevention and health promotion.
Early assignment of patient families to follow, problem-based learning, and positive role models
throughout medical school may have resulted in large percentages of students who ultimately practiced
primary care medicine.

(Kassebaum and Szenas 1993) Rural sources of medical students, and graduates’ choice of rural
practice.

This report describes the contribution of students from rural backgrounds to the enrollment of US
medical schools from 1982 to 1992. The preliminary practice plans of entering students with rural and
non-rural backgrounds were examined and compared with their intentions for practice and specialty
certifications four years later at graduation. The authors used data from the AAMC’s 1988 Matriculating
Student Questionnaire (MSQ) and the 1992 Medical School Graduation Questionnaire (GQ). The data
revealed that students with rural backgrounds were four times more likely than non-rural students to plan
rural practice at matriculation (16.2% versus 4.1%) and at graduation (13.2% versus 3.2%). The overall
percentage of students declaring interest in rural practice dropped from 6.2% at matriculation to 5% at
graduation. Interest in rural practice was much greater among those students who intended to pursue
specialization in family practice. The authors were concerned that students with rural backgrounds make
up only 17% of the total enrollment of US medical schools, and only 5% of them consider rural practice
after graduation. Therefore, it is unlikely that their contribution will help reduce the shortage of rural
physicians. The authors believe that more is to be gained by sustaining and enhancing the interest of all
entering students in primary care and rural practice than is likely to be achieved by trying to change the
admissions process to attract more students from rural backgrounds.

(Tolhurst, Adams et al. 2006) An exploration of when urban background medical students become
interested in rural practice.

Students from three Australian medical universities participated in focus groups and individual
interviews; 43 urban background medical students indicated an interest in rural practice, and data
representing this group was presented. The students’ degree of interest in rural practice depended on a
complex interaction of factors related to their characteristics, the locations they consider for practice and
other external influences. Increased familiarity with rural areas increased students’ interest in those
areas. Most students were also motivated by altruism. They preferred work as rural physicians because
of the variety and diversity of medicine, as well as for the opportunity to know patients better. Some were
interested in rural practice more as a short-term adventure than as a long-term career choice. Lifestyle
preferences also influenced their choices, with many professing to enjoy outdoor activities and the pace
of rural life. Other factors identified as influences included previous rural experience outside medical
school, rural rotations or placements, and rural doctors who served as role models. Students who
attended a regional university commented that moving from a capital city to a regional city had broadened
their outlook.
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(Fryer, Stine et al. 1994) Geographic benefit from decentralized medical education: student and
preceptor practice patterns.

In Colorado, the AHEC program Statewide Education Activities for Rural Colorado’s Health
(SEARCH) was established in 1977 to provide rural placement for medical students. The members of the
first six classes (1980-85) participating in SEARCH extramural rotations completed their residency
training by 1990, and their choices of medical specialty and practice location were examined. The article
reports how participation in these preceptorships affected rural distribution of primary medical care
providers in Colorado and surrounding states, and identifies implications for government funding and
policies. SEARCH rotations for students are offered during each of the four years of their professional
education. More students who had experienced at least one SEARCH-sponsored preceptorship listed
their specialty as one of three primary care specialties than did students who did not participate in these
preceptorships. More of the preceptorship participants established practice in rural communities and in
communities with fewer than 10,000, 5,000, and 2,500 people. The disparity in the ratio of percentages
between the participants and nonparticipants increased as population of the community declines. Former
SEARCH participants who practiced outside Colorado were also much more concentrated in extremely
small communities. Regarding preceptors, the retention rate for SEARCH preceptors still active since
1986 was superior to that for other physicians, although not statistically significantly so. The authors note
that while there was initially some faculty reluctance to entrust clinical preparation of University of
Colorado School of Medicine students to nonacademicians, these students have scored as high on the
National Medical Board Examination for their specialties as have students taught or precepted in the
university setting.

(Lang, Ferguson et al. 2005) The Appalachian Preceptorship: over two decades of an integrated clinical-
classroom experience of rural medicine and Appalachian culture.

For over 20 years the Appalachian Preceptorship Program has provided students from medical
schools throughout the country with the opportunity to experience supervised patient care in underserved
Appalachian communities while also attending a week of classroom instruction on rural and cultural
aspects of clinical care. While medical students may be prepared for the clinical aspects of practice, this
program aims to enhance their experiences relating to the realities of rural living in order to increase
retention. The program’s preceptor locations and campus-based instruction components are described.
Student focus group comments indicate that the participants consider the non-health sessions to be of
equal or greater value than the clinical portions. Very few students have the opportunity to consider the
history, spiritual beliefs, economic status and cultural practices of a population while in medical school.
Residency choices of the 164 participants who matched prior to 2005 indicate that 82% selected primary
care specialties. 20% of the students chose to practice in Appalachia; 33% of graduates in practice were
in rural areas, as opposed to 9% of all physicians. Because the program highlights the importance of
culture and lifestyle in choosing a rural practice, the authors hope that awareness of this consideration will
enhance the likelihood that these graduates choosing rural practice will remain there. The authors also
note that the integration of precepting and campus-based sessions provides their group of preceptors
with opportunities to visit the campus as instructors to share their experiences of rural family life,
community leadership, and their spiritual roles.

(Cordes 1978) SM. FEactors influencing the location of rural general practitioners.

17 percent of the rural doctors studied had fathers who were physicians, dentists, or pharmacists.
This is much larger than the percentage of these professions in the general labor force. A
disproportionately large number of the physicians in this study came from family backgrounds
characterized by relatively high socioeconomic status. A tendency exists for physicians to practice in the
same size community in which they spent their preadult years. A strong correlation exists between the
state or region in which a physician is practicing, and the state or region in which he or she (1) lived
during preadulthood, (2) attended medical school and (3) served residency. Rural areas do have some
professional appeal as indicated by the study, but that is rarely mentioned in the popular or professional
literature. Among the specific responses categorized as “professional appeal of the (rural) community”
were: “hospital was nearby”, “an opportunity for group practice existed”, and rural practice provides “more
satisfaction and independence.” Personal background and location of medical education and training are
therefore not the only factors at work when decisions on practice location are made. Other factors
include 1) rural group practice does have certain professional advantages or appeal; 2) the effects of
community recruitment efforts; and 3) economic reasons.
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(Komaromy, Grumbach et al. 1996). Role of black and Hispanic physicians in providing health care for
underserved populations.

This California study shows that black physicians cared for significantly more black patients and
Hispanic physicians cared for significantly more Hispanic patients than did other physicians. Black
physicians cared for more patients covered by Medicaid and Hispanic physicians for more uninsured
patients than did other physicians. These physicians also tended to live in areas with high percentages of
black and Hispanic residents. Census data was used to determine the demographic characteristics of
these areas. The authors suggest that their data can be used to encourage the continuation of affirmative
action programs, since changes that result in a decrease in the number of minority physicians are also
likely to result in poorer access to health care for a substantial proportion of the population.

(Easterbrook, Godwin et al. 1999). Rural background and clinical rural rotations during medical training:
effect on practice location.

A small study at the Family Medicine Program at Queen’s University in Ontario surveyed 159
physicians who graduated between 1977 and 1991. Physicians who were raised in rural communities
were 2.3 times more likely than those from nonrural communities to choose rural practice, and were 2.5
times more likely to still be in rural practice at the time of the survey (1993). The survey results showed
no statistically significant association between exposure to rural practice during undergraduate or
residency training and choosing to practice in a rural community. However, the authors admit that other
studies have shown that rural experience during medical education is an important component in the
decision to enter rural practice.

(Laven, Beilby et al. 2003) Factors associated with rural practice among Australian-trained general
practitioners.

Study was designed to determine the factors associated with GP’s current practice location. A
subgroup of GPs with partners or spouses was also analyzed. A rural background in both GP and
partner produced the highest likelihood of rural practice. Rural GPs also were more likely to report having
had a rural home and attending a rural primary and secondary school than were urban GPs. Their
partners reported similar backgrounds. The partner’s background appeared to exert the most influence.

(Riley, Myers et al. 1991). Recruiting physicians to rural practice: suggestions for success.

Questionnaires were sent to graduates from 1986 to 1988, and current residents, from twelve
family practice residency programs in the western US. Questionnaires were also produced for the
spouse or partner of the physicians and included comparable sections regarding their job search and
recruitment experience. The second highest preference for learning about job opportunities was for
personal presentations from prospective colleagues or employers (a faculty contact was first).
Recruitment firms and ads in national journals rated the lowest. Most residents did extensive job
searching in the second six months of their second residency year and the first six months of the third
year. Residents interviewing in rural areas needed to feel welcomed by the other local physicians. The
greatest source of dissatisfaction with a site visit was the failure to experience a good interpersonal match
with the physician’s future colleagues. Spouses or partners must also be helped to appreciate why a
particular practice would be a good choice. Their concerns and interests regarding rural living should be
identified and addressed. The article concludes with recommendations for rural communities that will
help their recruitment committees to be more effective in recruiting physicians: create a diverse
recruitment committee, plan the recruitment strategy carefully, identify prospects early and stay in touch
during residency, make a good first impression, identify the interests of a recruit’'s spouse or partner, pay
for as much of the site visit as possible, and follow up after the visit.

(Lannon, Oliver et al. 1999) Internal Medicine-Pediatrics combined residency graduates: what are they
doing now? Results of a survey.

Career outcomes of internal medicine/pediatrics (med/peds) graduates were examined to
determine whether they follow a generalist career path and whether they continue to practice both
specialties. The primary activity of almost 70% of graduates was direct patient care. Most graduates
cared for patients of all ages. More than half of all respondents indicated that their principle clinical site is
a community office practice. 6.6% of respondents work in rural communities. The survey question
regarding practice community size sought to determine if med/peds graduates are more likely than
categorical pediatrics or internal medicine graduates to practice in small communities. Unfortunately data
that allow a similar classification of the practices of categorical graduates are not readily available. The
authors suspect that med/peds graduates are more likely to sustain successful practices in smaller
communities because they care for adults and children.
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(Rourke, Dewar et al. 2005). Strategies to increase the enrolment of students of rural origin in medical
school: recommendations from the Society of Rural Physicians of Canada.

Some of the barriers that keep rural students from applying to medical schools are discussed.
Data from medical schools in Ontario suggest that fewer rural students then urban students apply to
medical school and that, even of those who apply, fewer are accepted even when their grade point
averages and MCAT scores are similar to those of their urban counterparts. Rural students also face
significant financial barriers to education, in that they must travel away from home to get a university
education. They have costs for accommodations and other living expenses that urban students may not
have to bear. Also, only three respondents to a survey of Canadian medical schools indicated that they
had a rural physician on their admission committee. The authors note that it is difficult to develop policies
that take rural issues into account if there is no rural representation on the admissions committee.
Recommendations from a rural physician task force are made regarding educational initiatives for high
schools and universities, funding support, and changes to the admissions process.

(Elisbury, Baldwin et al. 2002) Gender-related factors in the recruitment of physicians to the rural
Northwest.

Although women gravitate toward primary care specialties, they are less likely than men to
practice in rural areas. The recent increase in numbers of women in medical training is likely to have a
major impact on the supply of medical providers for rural areas. Surveys of recent recruits indicated that
three important focus areas for positive recruitment experiences are cultivating good recruitment
relationships, offering attractive practice arrangements, and emphasizing the strength of the medical
community. Women were more likely than men to attribute importance to opportunities for their partner or
spouse, the availability of childcare, and factors such as flexible schedules and part-time work.
Communities are more likely to recruit female physicians successfully if they address spouse-partner,
childcare, and scheduling issues during the recruitment process and if they strive for effective
interpersonal communication.

(Ward, Kamien et al. 2004) Medical career choice and practice location: early factors predicting course
completion, career choice and practice location.

A longitudinal study of medical students in Western Australia aimed to identify the factors that
best predict medical career choice and practice location, either rural or metropolitan. Personality
characteristics of the students were also studied. Among students who chose general practice, those
who had lived in rural areas at any time were more likely to choose rural practice. Also, students who had
been influenced to study medicine by another doctor were more likely to practice in the country. The
regression to predict which GPs became rural GPs found only one variable on entry into medical school
which discriminated between the two groups: whether or not the student had ever lived in a rural area,
regardless of the amount of time or where.

(Pacheco, Weiss et al. 2005) The impact on rural New Mexico of a family medicine residency.

The University of New Mexico has a large, decentralized family medicine residency that
implements community-based educational strategies for medical students. Four strategies were
developed to meet the health needs of New Mexico: recruiting preferences for rural and ethnic minority
applicants, state funding was obtained to place family practice residents outside the training hospital for
several months of their three years’ training, three family medicine sites were created outside of the major
metropolitan area, and a state-sponsored locum tenens program staffed by residents that provides
practice relief for rural practitioners. Program results included a high percentage of graduates who stayed
in-state and located in rural areas (55.5% and 25.9% respectively). A greater percentage of ethnic
minority graduates from UNM practiced in rural areas and stayed in state compared to ethic minority
graduates who were from other medical schools. The authors state that when residents have concrete
links to communities by participating in rural residencies, it provides bonds that form a strong basis for
rural practice.

(Woloschuk and Tarrant 2004) Do students from rural backgrounds engage in rural family practice more
than their urban-raised peers?

A follow-up study of Canadian students after graduation found that rural background students
from family practice residency programs were 2.5 times more likely to enter rural practice than their peers
from an urban background. However, the small number of rural background students currently enrolling
in medical schools will not fill the rural workforce void. The authors urge the development of a more
diligent recruitment effort at the high school level to enhance the candidate pool.
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(Rabinowitz 1983) A program to recruit and educate medical students to practice family medicine in
underserved areas.

The Physician Shortage Area Program (PSAP) at Jefferson Medical College in Pennsylvania was
initiated in 1974. A special admissions program was developed to identify medical student applicants
who would eventually practice family medicine in an underserved area. In addition to the usual academic
parameters, applicants were given high priority for the program only if they had lived or had strong family
ties to an area in or adjacent to a physician shortage area of Pennsylvania, had personal letters of
recommendation from three citizens in their community, and were judged by an admissions committee
member to have a strong commitment toward abiding by their intent to practice family medicine as a
future specialty. Students further committed themselves upon admission to take several family medicine
clerkships and preceptorships. Of the 47 students who had graduated from the PSAP, 29 (62%) have
entered their first postgraduate year in a family practice residency, compared to only 12% of all non-
PSAP students. 192 of the non-PSAP group entered Jefferson Medical College with freshman plans of
entering family medicine, and 64 (33%) actually entered a family medicine residency program. The
author believes that the PSAP admissions process has been successful in selecting a group of students
who are five times as likely as their peers to enter family medicine, and almost twice as likely to enter
family medicine as a comparable group of students who originally entered Jefferson with a desire to
become family physicians.

(Rabinowitz, Diamond et al. 1999) A program to increase the number of family physicians in rural and
underserved areas: impact after 22 years.

The impact of the Physician Shortage Area Program at Jefferson Medical College in
Pennsylvania was studied. PSAP graduates, while representing only 1 of every 100 Pennsylvania
medical school graduates, accounted for 1 of every 5 family physicians in rural Pennsylvania. Among all
US and international graduates practicing in the state, PSAP graduates also represent 1 of every 8 rural
family physicians. Also, the overall retention of PSAP graduates was more than twice that reported for
the National Health Service Corps. This success is attributed to the selective admissions process, which
admits students on the basis of their rural background and commitment to practicing rural family
medicine, in addition to meeting the academic and other criteria for admission.

(Rabinowitz, Diamond et al. 2001) Critical factors for designing programs to increase the supply and
retention of rural primary care physicians.

Graduates of Jefferson Medical College and the Physician Shortage Area Program (PSAP) at
Jefferson were studied to identify factors independently predictive of rural primary care supply and
retention, and to determine which aspects of the PSAP lead to its outcomes. For each graduate, 19
predictor variables that had been collected during medical school were selected. 10 factors were related
to rural primary care, and 7 of these had been collected for all of the graduates. 5 of the 7 were
independently predictive of practicing rural primary care: freshman-year plan for family practice, being in
the PSAP, having an NHSC scholarship, male sex, and selecting a senior-year rural family practice
preceptorship. Being in the PSAP, selecting a rural preceptorship, growing up in a rural area, and
attending college in a rural area were univariately related to retention. However, non-PSAP graduates
who had grown up in a rural area and had a freshman-year plan for family practice were 78% as likely to
practice rural primary care as PSAP graduates, which suggests that the selective admissions component
of the PSAP is the most important reason for its success. The most consistent finding from this study was
the powerful impact of background and career plans at the time of admission to medical school on future
rural primary care practice and retention. The authors suggest that the greatest impact on the rural
physician shortage can be achieved by developing strategies that will increase the selection of medical
school matriculants who grew up in rural areas, plan to practice family medicine, and have other
premedical predictors. An important lesson from this study is the need to reframe the key question from
“what can be done during medical school: to “what can medical schools do” to address the rural primary
care physician shortage.

(Rabinowitz 1999)Role of the medical school admission process in the production of generalist physicians

Medical education research has identified a number of medical student characteristics that are related to
graduates' entering generalist careers. These include initial specialty preference, geographic background,
gender, age, ethnicity, economic and lifestyle factors, attitudes and personal values, service orientation,
and premedical academic performance. Identifying and giving weight to these factors in the medical
school admission process is likely to increase the number of graduates who choose generalist specialties.
Changing the admission process could include increasing the number of generalists on the admission
committee, including community-based faculty, and changing the structure of the admission process by
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broadening the admission criteria to increase the weights of relevant student characteristics, while
maintaining high academic standards. The author argues that of the medical school characteristics that
are correlated with a high number of generalist graduates (public vs. private, level of research funding,
class size, required family medicine clerkships, etc.), the admissions process may be the easiest to
change.

(Rabinowitz, Diamond et al. 2005) Long-term retention of graduates from a program to increase the
supply of rural family physicians.

For rural primary care physicians, data have shown that the median duration of unobligated
practice by primary care physicians in the same rural area is approximately seven years. This study was
undertaken to determine the long-term (11-16 years) retention rate of graduates from the first nine years
of the Physician Shortage Area Program (PSAP). 92 physicians who graduated from Jefferson Medical
College, including 38 PSAP graduates, were studied. Each graduate’s current practice location and
specialty data were compared with similar data from when they were first located in practice. 26 of the 38
(68%) PSAP graduates were still practicing family medicine in the same rural area in 2002. Comparable
data for non-PSAP graduates showed that 46% were in the same rural locality. The typical primary care
physician remains in rural practice in the same area for approximately seven years, the time it takes to
educate a new physician to replace that one. The net result is one of replacement, but as the number of
physicians planning to practice family medicine declines, the overall effect will not even maintain the
current rural physician supply, much less improve upon it. Based on this and prior studies, the PSAP is
the only program whose outcomes have been shown to result in multifold increases in both recruitment
and long-term retention. In light of recent national recommendations to increase medical school
enroliment by 15%, the authors urge that some of this growth be allocated to developing and funding
programs similar to the PSAP as an effective way to address the rural physician shortage.

(Rabinowitz, Diamond et al. 2008) Medical school programs to increase the rural physician supply: a
systematic review and projected impact of widespread replication

Authors conducted a literature search and Internet site review to search for published outcomes from
medical school programs with comprehensive programs that included a primary goal of increasing rural
physicians, a defined cohort of students, and either a focused rural admissions program or an extended
rural clinical curriculum. They developed an evidence-based model of the projected impact if every US
medical school replicated this type of program. Schools with programs that met the criteria included:
University of Minnesota (and U. Minn Duluth), Michigan State, Thomas Jefferson U. (PSAP), SUNY
Upstate New York, and U. of lllinois at Rockford. Given the 53% to 64% range of rural practice outcomes
from these published studies, instituting new programs in every US medical school would be expected to
result in 1,139 rural physicians yearly, more than twice the number produced if there were no such
programs. While the absolute number of rural physicians produced would be relatively small, even one
physician in a small rural area can have a major impact on access to care. The current call for expanded
medical class size offers an unprecedented opportunity to replicate rural programs with proven results.

(Rourke, Incitti et al. 2005) Relationship between practice location of Ontario family physicians and their
rural background or amount of rural medical education experience.

The study was designed to test the hypothesis that rural family physicians in Ontario are more
likely to have had a rural background, and rural undergraduate and postgraduate medical training than
their urban counterparts. These variables were also shown to act independently. Rural physicians were
1.6 times more likely than urban physicians to have received clinical training in a rural setting. They were
also 1.8 times more likely to have spent >8 weeks in a rural setting during their undergraduate training.
Physicians who grew up in large cities but chose to practice in rural settings were more likely to have had
clinical training in a rural area during medical school than their urban background counterparts in urban
practice. Regardless of background, rural physicians were also more likely than urban physicians to have
had clinical training in a rural setting of >6 months during residency. For physicians in Ontario, long rural
residency experience is an important variable that is associated with rural practice independent of rural
background.

(Ko, Edelstein et al. 2005) Impact of the University of California, Los Angeles/Charles R. Drew University
Medical Education Program on medical students’ intentions to practice in underserved areas.

The authors studied 1088 students who graduated from either the Drew medical program or
UCLA'’s School of Medicine between 1996 and 2002 to determine the impact of medical school programs
versus premedical and postgraduate factors on students’ career plans. They hypothesized that students
from Drew, which emphasizes minority and multicultural health, a longitudinal primary care rotation, and a
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health disparities research thesis, would be more inclined to practice in underserved areas as a result of
their participation in the program. Studying results of graduation questionnaires, they found that
participation in the program predicted, maintained, and increased intention to practice in underserved
areas during medical school. They also observed that in some students, interest in underserved
communities decreases markedly from the first year of medical school to the fourth. However, a small
percentage of students also developed a new interest in underserved populations by the end of medical
school. These shifts during medical school, both toward and away from practice in underserved areas,
suggest that educators have definite opportunities to guide students’ career paths. The authors’ findings
were consistent with those of the Jefferson Physician Shortage Program (PSAP). They propose that an
inner-city-based program can likewise reinforce the commitment of service among students predisposed
to work in urban underserved areas.

(Rosenblatt and Andrilla 2005) The impact of US medical students’ debt on their choice of primary care
careers: an analysis of data from the 2002 Medical School Graduation Questionnaire.

The authors examined whether rising total educational debt is one of the factors that explains the
recent decline in students’ interest in family medicine and primary care. They found that total debt was
associated with a lower likelihood of choosing a primary care career, but factors such as gender and race
appeared to have more explanatory power. The effect of debt was modest when demographic
characteristics were taken into consideration. The factors that best predicted students’ career choices
were the students’ demographic characteristics, in particular race and gender. African American
students were far more likely than to practice in underserved inner-city locations and were extremely
unlikely to consider rural practice. Other underrepresented racial minority students, on the other hand,
showed very little interest in working in underserved areas or in becoming family physicians. Female
students were more interested in all the primary care disciplines, with a very strong preference for
pediatrics. Although medical students believe that debt affects their career choice, the independent
impact of debt on their choices in 2002 was modest. Association of debt with the choice of primary care
persisted when other factors were controlled, but the independent impact was modest. Only when the
three primary care disciplines were combined was increasing debt level associated with a small decline in
interest in primary care. Students who graduated with more than US $150,000 debt were much less likely
to enter into a primary care field.

(Kamien 1998) Staying or leaving rural practice: 1996 outcomes of rural doctor’'s 1986 intentions.

This study was a follow-up to a 1986 Australian survey of practice intentions. The authors
looked for those doctors who subsequent actions by the end of 1996 were at variance with their stated
intentions in 1986. If, in 1986, the doctors stated they would stay in rural practice another five years and
were still there after ten years, they were classified as “stayers.” However, if they said they would stay in
rural practice ten or more years but left before that time, they were classified as “leavers.” 24% of those
who intended to stay in rural practice had left and 49% of those who intended to leave had stayed. They
found that doctors’ main reasons for relocating rural practices were to prevent deskilling, especially in
anesthesia, and to reduce workload. In 1986, the stayers had been concerned with being overworked,
unable to find locums, the lack of specialist backup when managing emergencies, the adequacy of
hospital facilities, and income. By 1996, the stayers had solved most of these issues; however, the
leavers had been influenced to leave because of these problems before 1994, when many of these
problems were being addressed by the Australian government. The main reason why leavers left rural
practice were a desire to change professional direction, burn-out, and disillusionment from the
downgrading of hospital facilities resulting in deskilling. The main social reasons for leaving were
children’s education and marital difficulties. For those who had intended to leave but stayed in rural
practice, more than 60% of reasons for staying related to job satisfaction, with the remaining reasons
divided between social and financial issues. The study results were in agreement with another Australian
study that found physicians’ main reasons for staying in rural practice were the professional satisfaction of
the variety of work, autonomy of practice and the social and personal satisfaction of rural life. Also
important was the feeling of doing an important job.

(Blue, Chessman et al. 2004) Medical students’ perceptions of rural practice following a rural clerkship.
This study from the Medical University of South Carolina examined changes in students’
perceptions toward rural primary care practice following a required rural clerkship and the relationship
between students’ background (rural versus urban) and their perceptions. The school implemented a
required third-year, 4-week, rural, primary care clerkship in 1999. Both before and upon completion of the
course, the students completed a questionnaire that included 20 items assessing beliefs about rural
primary care physicians. Prior to the clerkship, students perceived rural primary care physicians to have
more work demands, lower income potential, the same amount of medical expertise, and more primary
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care service features in their practice in comparison to their urban or suburban counterparts. After the
clerkship, students’ perceptions significantly improved regarding work demands, medical expertise, and
primary care service features. There were no significant differences in beliefs about rural primary care
between students of rural background and non-rural background before or after the clerkship and no
significant change in beliefs between the two groups. The authors suggest that their results show that the
clerkship positively influenced students’ opinions about rural primary care in several ways. Observing the
rural physicians’ clinical skills and application of medical knowledge may have altered students’
perceptions about rural primary care physicians as practitioners unable to maintain quality clinical skills
and current medical knowledge due to isolation. Students’ opinions of the primary care services provided
by the rural physician improved. Working with the spectrum of patients seen in rural practices, and the
types of care provided, as well as observing the personal/social respect accorded to a rural physician,
appears to have positively influenced students’ views.

(Rourke, Incitti et al. 2003) Keeping family physicians in rural practice: solutions favored by rural
physicians and family medicine residents.

The Canadian Medical Association and other groups have developed recommendations to
address the problem of recruiting and retaining rural physicians in Canada. However, the authors state
that none of these recommendations have been subjected to review by the two most important target
groups: residents who will potentially become rural family physicians, and rural family physicians
currently in practice. The authors attempted to discover which recruitment and retention strategies were
most important to these two groups. Results were analyzed by sex, but male and female residents and
physicians ranked solutions similarly. Also, the residents’ and physicians’ ratings were remarkably
similar. For educational solutions, return-of-service agreements were the lowest-rated solution.
Sabbaticals at appropriate pay for qualified rural physicians were highly rated by both groups. Most
residents rated “a separate rural stream for aspiring rural physicians” as very or most important. Both
residents and practicing physicians supported advanced skills training. 82% of practicing rural physicians
rated a learner-driven CME fund for rural physicians (currently offered in Canada) as very important. For
practice solutions, “payment plans should include time off in recognition of physicians in rural practice for
more than 10 years” was highly rated by practicing physicians. They also urged that physicians in
practice for more than 20 years should not be required to take overnight calls. As for limiting call to no
more than 1 night in 5, practicing physicians rated this as most important, and residents rated it third most
important. Residents rated locum programs and support as most important of the practice incentives, and
rural physicians also rated them very highly. The authors recognize that their study is limited because it
did not measure the effect of the proposed solutions, nor could it determine if such solutions could have
prevented physicians from leaving rural practice.

(Szafran, Crutcher et al. 2001) Location of family medicine graduates’ practices: what factors influence
Albertans’ choices?

Graduates who completed one of two Canadian family medicine residency programs between
1985 and 1995 were surveyed regarding their practice location decisions. Graduates ranked their top
three factors (from a list of 23) that were the most influential in attracting them to their current practice
location. Overall, the top three were spousal influence, type of practice, and proximity to extended family.
Four factors were identified as least influential: political environment, potential teaching opportunity,
incentives for loan repayment, and having done a locum in a similar community. However, loan
repayment was ranked as important by those who decided to practice in rural areas, along with type of
practice, income, community effort to recruit, and medical need in the area. Those choosing to practice in
metropolitan areas picked proximity to family, working hours, professional opportunities, familiarity with
the medical community, children’s education, cultural influences, and teaching opportunities as more
influential. More men than women ranked income, high medical need in the area, and climate or
geographic features as influential in their choice of practice location. Women identified working hours,
familiarity with the medical community and availability of support facilities or staff as influencing their
choice.

(Laven and Wilkinson 2003) Rural doctors and rural backgrounds: how strong is the evidence? A
systematic review.

The authors reviewed the literature for case-controlled or cohort-designed studies that sought to
make an explicit and quantitative comparison between doctors currently working in rural or urban areas,
or that followed medical students over time to determine employment patterns. The focus of their review
was on growing up in a rural area, but they also considered the influence of rural undergraduate medical
training, rural postgraduate education, and a spouse or partner’s rural background. Their review provided
good evidence that doctors with a rural background are about twice as likely to work as rural doctors,
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compared with those with an urban background. Rural schooling was also associated with rural practice
in all studies in which it was reported.

(Fryer, Meyers et al. 2002) The association of Title VII funding to departments of family medicine with
choice of physician specialty and practice location.

The authors examined Title VII funding to determine if it was accomplishing its intended
outcomes—to increase the number of primary care physicians and increase practice in rural and
underserved areas. Physicians who graduated from US medical schools from 1981-1993 were included
in the study. Physicians were organized into groups according to the type and duration of grant support
to their medical school of graduation. Students who attended schools with no family medicine Title VII
funding during their tenure chose family practice at a rate of 10.2%. Students who attended schools that
received funding for 1 or more years of their enroliment chose family practice at a rate of 15.8%.
Graduates of schools with Title VII pre-doctoral training and departmental development grants were
significantly more likely to become family physicians and practice primary care than were graduates of
schools without funding in those categories. Both pre-doctoral and department funding were significantly
associated with practice in underserved areas (PCHPSAa) and with practice in rural areas. The authors
note that their findings most likely underestimate Title VII's effect on primary care HPSAs. A greater
proportion of graduates of schools that had received Title VII funding during their enroliment than other
graduates practice in each of the six rural county categories of the Department of Agriculture’s
Rural/Urban Continuum. The authors believe that many rural counties have not been designated as
HPSAs or have had that designation withdrawn due to the presence of graduates from medical schools
that had Title VII support during their enroliment.

(Cull, Chang et al. 2005). Where do graduating pediatric residents seek practice positions?

The study was designed to examine the relationship of local pediatrician supply and graduating
residents’ job-search behaviors and experiences. The authors specifically aimed to describe the areas
that residents target in their job searches, to test the correlation of job-searching success with local area
pediatrician-supply levels. They also sought to determine residents’ interest in debt-relief programs to
encourage physician diffusion. 308 residents from US pediatric residency programs responded to the
survey. To profile the areas to which respondents applied, zip code information from residents’ first and
second-most desired positions was linked with the characteristics of the Primary Care Service Area
(PCSA) with which each application zip code was located. The survey revealed that pediatric residents
continue to apply to areas with already high supplies of pediatricians, and as a result they must send our
more resumes and face longer search times than do residents who apply to underserved areas. Part of
the problem may arise because pediatricians less frequently own their own practices, and new
pediatricians are especially likely to be employed in group practices. Where they locate, therefore, is tied
to the current location of pediatric practices or multispecialty groups. Small towns may not be able to
support a pediatric practice. Even with a viable practice area and promising practice arrangements, the
question remains of whether residents have interest in working in smaller towns and rural areas. The
study results were mixed, with most residents reporting that their spouse or partner’s career plans or their
family situation limited their selection of position, along with many other factors. On the other hand,
smaller residency programs were more likely to train residents who applied to the lower or medium-supply
areas. A very high percentage of residents carrying debt reported that they would consider working in a
small town or rural area only in exchange for substantial debt relief. On a positive note, residents who
were interested in medium or low-supply areas had much easier job searches. They sent out fewer
applications and received the highest-paying jobs.

(Casey, Owens et al. 2005). Rural Kentucky's physician shortage: strategies for producing, recruiting,
and retaining primary care providers within a medically underserved region.

The article reviews the programs currently in effect in Kentucky and recommends strategies to
increase the numbers of physicians in rural areas, which comprise two thirds of all counties in the state.
Current programs include the state’s rural residency program, which has produced 212 physicians, with
145 practicing in rural areas. However, despite continued growth in training expenses over time, state
support for family practice graduate medical education has remained flat for several years. The
University of Kentucky also has a placement service that has placed 200 physicians across the state in
the past 15 years. This placement service charges client facilities less than half of the average cost
charged by national placement firms. Kentucky also offers a state loan repayment program, where health
professionals entering the program agree to a two to four year service commitment in return for loan
repayment. However, this program depends on community support as well, and since many rural health
organizations are unable to pay their portion of the loan repayment, the program has been only
moderately successful. Kentucky also aggressively imports international medical graduates (IMG), and
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currently has the nation’s eighth-highest percentage of IMGs. Data collected in 2002 regarding the IMGSs’
practice patterns has show that they are not transient; 82% of them were practicing in the county in which
they were originally placed. Recommendations to improve these programs are both short and long term.
Short term fixes include equalizing funding among rural residency programs, increasing funding for all
rural residency programs, creating waivers for physician placements within rural areas, and allowing
alternative loan repayment matching funds. Long term recommendations include expanding Kentucky's
rural residency program, reforming medical liability (which has reached crisis levels in Kentucky),
increasing the “rural pipeline” of potential medical students; and continued support of J-1 visa waivers for
IMGs.

(Campos-Outcalt, Senf et al. 2004) A Comparison of primary care graduates from schools with
increasing production of family physicians to those from schools with decreasing production.

Starting in 1997, the number of US graduating seniors choosing family medicine declined each
year. Other primary care residencies also declined. The American Academy of Family Physicians
commissioned studies to look for causes that could be addressed. This article covers one of the four
studies, and examined schools with the largest increases and declines. A questionnaire was constructed
that contained items on significant medical school experiences such as family medicine and primary care
clinical rotations; faculty role models; negative comments about family medicine by faculty, students, and
residents; experiences with and perceptions about family medicine faculty and residents; and desired
practice location and practice content. 1,457 surveys were returned and included in the study. Three
variables in the binary logistic regression remained significantly correlated with attending a school with
increases or decreases. The variables were the number of family medicine and primary care required
clinical rotations, the students’ perception of the clinical competence of the family medicine faculty, and
an intent to practice or an actual subsequent practice in a rural area. These three variables were able to
predict 63% of the time whether the graduate attended a school with an increase or decrease. The study
found a relationship between the number of family medicine clerkship sites students are exposed to and
family medicine choice. Also, the addition of a primary care clinical requirement to a family medicine
requirement is associated with a higher production of family physicians. Lastly, schools with increases
had a higher proportion of their students located at a university-based facility during the clerkship.
Although there has been concern about exposure to community-based family physicians, the highest-
rated preceptors were community based.

(Azer, Simmons et al. 2001) Rural training and the state of rural health services: effect of rural
background on the perception and attitude of first-year medical students at the University of Melbourne.

This study was designed to evaluate the perceptions and attitudes of first-year medical students
towards rural health services and to identify factors that could possibly interfere with their acceptance of
internship training or a job as a rural doctor. One hundred first-year students were surveyed, with a 97%
response rate. For perception towards rural health services, 41% of students rated public hospitals in
rural areas as “not so good” while 25% rated it as “fairly good.” None of the students rated this service as
“very good” and 16% rated it as “not at all good.” 44% of students rated private general practice in rural
areas as “fairly good” while 25% rated it as “not so good.” Students from a rural background showed a
more positive attitude towards this service as compared to urban students. As for the sources of
information on which students based their perception, a relatively higher percentage of urban students
than rural students used state newspapers, television, and local newspapers as the major source of
information. However, 81% of rural students chose personal experience as their source of information
compared with 20% of urban students. Both kinds of students thought that the major problems
experienced by rural patients were distance of health services and isolation, lack of doctors and facilities,
and lack of specialists. Rural students were also able to identify other problems on the basis of personal
experience: lack of female physicians, limited choice of doctors available, and that rural physicians tend
to be fairly old. Overall, students from a rural background showed a more positive attitude toward health
services in rural areas. This was associated with a greater adverse influence by the media upon urban
students. The authors suggest that a range of activities will be needed to address the negative
perceptions by students of working in rural areas. These may include positive exposure to rural settings
and rural health issues during their undergraduate medical education, addressing the causes of the
negative stories, and the development of a rural health media strategy.

(Tolhurst, Talbot et al. 2000) Women in rural general practice: conflict and compromise.

This editorial reported on results from six focus groups of women general practitioners in
Australia. The women noted that rural doctors work longer hours than urban physicians, which is an extra
burden on female GPs because of their home and family commitments. Responsibilities at home and
remoteness also limit female rural GP’s attendance at CME events. Social isolation is also a problem.
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The female GPs’ strategies to address the problems raised included: more flexible childcare services and
subsidies for childcare; childcare for CME programs; support and chat groups for female rural physicians;
discussion of gender issues in medical practice during medical school; adequate workplace security,
especially for after-hours services; suitable CME programs for female rural doctors that reflect their
practice content; retraining for rural female doctors returning to the workforce.

(Incitti, Rourke et al. 2003) Rural women family physicians: are they unigue?

This article compares the scope of practice and degree of personal and professional satisfaction
of rural women family physicians with their rural male, urban female and urban male counterparts. Family
physicians in Ontario, Canada were surveyed. Results of the study revealed that rural women are as
likely as rural men to incorporate a variety of professional activities into their practice. Most rural women
family physicians (84%) work more than 40 hours weekly; only 53% of urban women physicians work
those hours. Rural women tended to be less satisfied with the balance of their professional and personal
lives than both male and female urban physicians. Rural women physicians showed a trend to being less
satisfied with work opportunities for their spouses and educational opportunities for their children than
urban women physicians. Accommodating the needs of spouses and children as much as possible is
likely an important part of recruiting both female and male physicians to rural communities. Rural women
and men physicians were less likely to be satisfied with professional backup than their urban
counterparts.

(Probst, Samuels et al. 2003) The National Health Service Corps and Medicaid inpatient care:
experience in a southern state.

Previous examinations of the post-service activities of National Health Service Corps (NHSC)
alumni physicians have primarily used the physician’s location and/or self-reported patient-care patterns
to measure behavior. However, retention (usually studied as a rural practice location) overlooks
vulnerable patient populations such as the large number of urban Medicaid and indigent patients.
Physicians practicing in a federally qualified community health center (FQCHC) or seeing a
disproportionately poor and minority population meet an important need. This study sought to determine
if NHSC alumni continued to treat vulnerable patients after meeting their service obligation. NHSC alumni
in South Carolina were compared to other practicing physicians in the state. The Uniform Billing data set
was used to assess the type of population cared for by physicians. Demographically, one in five black
physicians providing inpatient care in South Carolina was an NHSC alumnus. Just over half of the NHSC
physicians were initially assigned to SC by the NHSC for their service obligation. Their patient population
included a greater proportion of Medicaid and black patient discharges than did other physicians. NHSC
alumni were significantly more likely than other physicians to fall into the top quartile for the proportion of
Medicaid-funded discharges in their practice. Female sex, black or other nonwhite race, and graduation
from an international medical school were also positively and significantly associated with high Medicaid
participation. NHSC alumni were significantly more likely to be located in HPSAs or in counties with high
concentrations of poor and minority populations. In a population of practicing physicians, none of whom
was currently obligated to NHSC service, a history of such service was linked to subsequent acceptance
of Medicaid patients.

(Wilkinson, Laven et al. 2003) Impact of undergraduate and postgraduate rural training, and medical
school entry criteria on rural practice among Australian general practitioners: national study of 2414
doctors.

The authors completed a national study of Australian GPs that aims to determine the impact of
rural backgrounds, educational experience at school and university and postgraduate training on where
GPs work. This paper reports on three key aspects: the association between rural practice and
undergraduate rural training, postgraduate rural training and preferential entry to medical school for rural
students. Results showed that rural GPs were more likely to report having had rural undergraduate
training at medical school than were urban GPs. Rural GPs were much more likely to report having had
some rural postgraduate training than were urban GPs. As the duration of postgraduate training in the
country increased so did the likelihood of working as a rural GP. GPs reporting rural undergraduate
training but no rural postgraduate training were more likely than those receiving neither to be rural GPs.
The authors’ data suggests that rural postgraduate training is the factor more strongly associated with
rural practice than is undergraduate rural training. There is limited Australian evidence to indicate that
rural undergraduate training increases the likelihood of subsequent rural practice; however, the evidence
from North America is generally supportive.
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(Smucny, Beatty et al. 2005) An evaluation of the Rural Medical Education Program of the State
University of New York Upstate Medical University, 1990-2003.

The State University of New York (SUNY) Upstate Medical University administers the Rural
Medical Education Program (RMED), which offers a 36-week clinical experience in rural communities for
medical students. A mean of 9 students per year have participated in RMED out of an average SUNY
Upstate class size of 150 students. A study was designed to test the effectiveness of the program in
providing a valuable educational experience for students and assisting rural communities in physician
recruitment. The geographic practice locations of students who completed the RMED program was
compared to the locations of students who did not participate in the program. For the evaluation, “rural
community” was defined as a county of less than 50,000 people. Students and graduates were surveyed,
as well as the administrators of hospitals that have participated in RMED. Results showed that RMED
graduates from rural hometowns were significantly more likely to be practicing in rural communities than
were graduates from nonrural hometowns, but the authors did not see similarly significant associations if
a spouse’s hometown or a residency location was in a rural setting. 84% of respondents reported that
RMED was important in helping them choose a geographic location for practice. Hospital administrators
reported various benefits to their institutions related to participation in RMED: recruiting new physicians,
retention of existing medical staff, leading to better care from physicians, benefits to medical and nursing
staff, good public relations, and the stimulus to improve their medical library. Administrators also
commented that nine months was the appropriate duration for the experience, and any amount of time
short of that would make the program less successful. The study found that approximately one-quarter of
RMED graduates in clinical practice are located in communities of less than 50,000, nearly four times the
proportion of SUNY Upstate graduates who have not participated in RMED.

(Rosenblatt, Schneeweiss et al. 2002) Family medicine training in rural areas.

The authors state that the exact proportion of family medicine residency programs located in truly
rural parts of the United States remains unknown, as does the extent to which training rural physicians is
a priority of existing family medicine residency programs. Questionnaires were sent to the 453 civilian
family practice residency programs listed in the American Academy of Family Physicians directory. They
were asked about the extent to which program directors considered training future rural physicians to be a
priority and the location of all scheduled training rotations, including electives. 402 (92.4%) of
respondents are in urban areas. 150 of these considered rural physician training to be an important part
of their mission, only 2.3% of the training sponsored by these urban programs actually takes place in rural
communities. Only 33 of the responding programs were in rural areas, and most of these were in large
rural towns (populations of 10,000 to 49,999). Establishing rural family medicine training programs in
rural areas is one strategy that contributes to the production of rural physicians, but it has not been widely
adopted in the US.

(Crump, Fricker et al. 2002) An Innovative method for preparation for rural practice: the high school rural
scholars program.

Students from rural backgrounds, who attend smaller high schools with fewer resources, tend to
score lower on standardized tests. However, when they are admitted to medical school, they tend to
perform on par with their urban classmates. Kentucky had developed a program that involved taking rural
seniors to two larger cities for a six-week summer program, but it was not successful. “Urban disruption”
has been cited as an example of why rural students end up practicing medicine in urban areas: they must
go to large cities for college, medical school, and residency; those recent experiences overwhelm their
initial affinity for rural life. A pilot program to reverse this urban disruption was developed in 2000. Rural
high school rising seniors were allowed to live at home while shadowing local health care professional
and receiving ACT tutoring via a virtual classroom. The West Kentucky AHEC and the regional rural
medical campus of the University of Louisville collaborated on the project. The AHEC convened a Health
Careers Advisory Council in each county that participated. After selection, each student was assigned to
a host work site, all chosen from the Advisory Council members’ workplaces. Each county also had a
shadowing coordinator. Students worked either part time or full time and received a stipend. As a result
of their ACT tutoring, the students’ composite scores were increased by an average of 1.2 points, to 23.
The average ACT score for a college-bound student interested in health sciences is 20.9. Students’
comments about the program indicated that students had more positive experiences when they were
allowed to shadow physicians and nurse practitioners in the exam room, operating room, and emergency
department, as opposed to areas with less patient contact. The program has been successful in meeting
its three goals: to expose students to health careers in their own communities; to alert students to the
need for rural health care practitioners; and to assist students by preparing them for post-secondary
education.
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(Ernst and Yett 1984) Physicians’ background characteristics and their career choices: a review of the
literature.

Most of the material reviewed is from the 1960s and 1970s, and much has changed since then.
However, this review does agree with a later study (Ko, Edelstein et al. 2005) regarding black and
minority physicians’ practice patterns. A 1977 study that examined Census figures found that 72% of
active black physicians practiced in areas with high black populations. Also, the number of black
physicians decreased significantly as the percentage of nonblack minorities increased. The number of
non-European foreign physicians also increased significantly with both the percentage of blacks and other
minorities in the population. For rural or urban location choices, most of the research cited is consistent
with more recent studies.

(Weissman, Campbell et al. 2001) Residents’ preferences and preparation for caring for underserved
populations.

A national survey was made of residents completing their training at 162 academic health care center
hospitals in 1998, with 2,626 residents responding. The percentage of residents ranking public hospitals,
rural areas, and poor inner-city areas as desirable employment locations and the percentage feeling
prepared to provide specified services associated with indigent populations were ascertained.
Respondents were also asked to estimate the percentage of patients they care for who were African
American, Hispanic or Mexican, insured by Medicaid, or uninsured. One third or fewer respondents rated
underserved settings as desirable or very desirable locations for employment after graduation. Those
who trained in public hospitals were more likely to want to practice there after graduation. Residents’
preferences for rural areas varied by subspecialty plans, sex, IMG status, debt and specialty. Residents
more likely to rate this location as desirable included men, non-citizen IMGs, and residents with large
educational debts. Residents with greater exposure to underserved groups were more likely to feel
prepared to counsel patients about domestic violence and substance abuse. The also felt prepared to
treat HIV-positive patients and those with substance abuse problems. Female residents, IMGs, and
under-represented minority residents all expressed significantly greater desire than other residents to
practice in poor inner-city areas. The increasing number of women seeking medical degrees may bode
well for services in the inner city. Also, since IMGs were more likely than other residents to be attracted
to both inner-city and rural areas, their usefulness in helping redress the imbalance of practitioners in
those areas is supported.

(Michels, Hornung et al. 1993) Factors which discriminate rural and urban family physicians practicing in
South Carolina.

100 graduates of the USC family medicine program between 1990-91 were surveyed regarding
their reasons for selecting specialty and residency training sites, factors affecting their choice of a
community in which to practice, characteristics of their current practice, and satisfaction with the practice
of family medicine in general and the community of practice in particular. Among the 100 graduates, 56
were in practice in South Carolina. 38% of the respondents practiced in towns of less than 10,000
people. More than half of the physicians who practice in rural communities were actively recruited to
establish practice there, as opposed to only 31% of those in urban communities. Rural family practice
alumni in South Carolina were found to be significantly more likely to accept fee for service only and
admit to only one hospital, and are more likely to assume more night calls, to accept new Medicare and
Medicaid patients compared to urban practicing alumni. A large percentage of alumni reside in a location
near their residency training. South Carolina rural physicians placed more importance on “standard of
living from practice in the community” and “cost of living in the community.” They also rated “financial
assistance for starting a new practice” as important. The authors recommend that findings that
discriminate rural and urban family physicians could be incorporated into a residency admissions
questionnaire to better predict those applicants who will most likely practice in rural areas of the state.

(Scammon, Williams et al. 1994) Understanding physicians’ decisions to practice in rural areas as a
basis for developing recruitment and retention strategies.

Focus group interviews were held with a group of family physicians, in order to better understand
the experiences of providers in rural practice as a means of developing recruitment and retention
strategies for providers to rural practice. Most of the focus group participants had been in their current
practice locations for 10 or more years. Health system problems were an important issue to these
physicians. They suggest that more equitable reimbursement for Medicaid patients seeking care in rural
areas, structured referral patterns from rural to non-rural areas and back again for insured patients living
in rural areas, large scale relocations of poor to rural areas only with adequate arrangements for health
care, and back-up personnel to help provide emergency or respite coverage to isolated providers may all
be beneficial. Focus group members’ comments also suggested that decisions to practice in rural areas
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are likely to be family decisions. The importance of one’s spouse in practice decisions was also
underscored. For many of the informants, one of the real assets of rural practice is the chance to become
an integral part of the community. The community of feeling between provider and patient emerged as an
important theme relevant to the motivations for staying in rural practice. The authors suggest that both
medical students and practicing physicians who are unsatisfied with their current practice situations could
be likely targets for recruitment to rural areas, as long as recruitment materials are carefully designed to
articulate the benefits of rural practice while also presenting rural practice as the solution to some of the
problems physicians may be experiencing in their current practice.

(Shapiro and Longenecker 2005) Country doctors in literature: helping medical students understand what
rural practice is about.

One of the difficulties many students face in choosing rural training or practice is a lack of
understanding about the nature of either, and a tendency to focus more on potential risks rather than
rewards. The Ohio State University College of Medicine’s Rural Helath Scholars Retreat is a series
designed to developing rural generalist leadership. This particular two-day retreat gave fourth-year
medical students an opportunity use literary sources to explore issues in rural healthcare and examine
their own impressions of doctoring in rural settings. Small group discussions focused on two main
themes: characteristics and attributes of rural communities and patients, and the “nature” of rural practice
and rural practitioners. Students were attracted to rural practice because of the opportunity it offered to
form uniquely intimate and multidimensional relationships with patients, a perspective reflected in the
texts. Evaluations of the programs indicated a high level of satisfaction. Written comments about the
retreat revealed that it had helped to solidify participants’ commitments to rural practice. The authors
suggest that similar programs could offer rural residencies an additional tool for attracting students or
confirming the decisions of those already leaning in a rural practice direction.

(Sempowski 2004) Effectiveness of financial incentives in exchange for rural and underserved area
return-of-service commitments: systematic review of the literature.

The authors selected 10 articles on this topic that were judged to have the highest levels of
evidence. Their review concluded that most studies showed effective recruitment despite high buyout
rates in some US programs. One study on retention showed that physicians who chose voluntarily to go
to a rural area were far more likely to stay long term than were those who located there as an ROS
commitment. The authors conclude that in the absence of a multi-dimensional approach, these programs
have had less success with respect to long-term retention.

(Brooks, Walsh et al. 2002) The roles of nature and nurture in the recruitment and retention of primary
care physicians in rural areas: a review of the literature.

To determine the amount that nature (factors present before medical school) and nurture
(aspects of medical training) are accountable for students’ decisions to practice rural medicine, a review
of quantitative studies was conducted. 21 articles were included in the final review, the strongest of which
were cohort studies with control groups and multivariate analyses. Regarding pre-medical-school factors
(nature), one of the most thoroughly studied factors has been physicians’ place of upbringing, which
appears to be a key factor in the decisions graduates make about their initial practice sites. These
studies consistently found that rural upbringing was positively associated with physicians’ practicing in
rural areas. For medical school factors (nurture), several studies looked at whether the type, size,
location, funding, and emphasis of medical schools might impact rural primary care. A medical school’s
location in a rural state, public ownership, production of family physicians and smaller amounts of funding
from the NIH were each strongly associated with the production of more physicians practicing in rural
communities. Programs that graduated more rural physicians also had more required rural and
obstetrical training months, full or partial rural missions, locations in states that were more rural, emphasis
on procedural training and a program director designated as the rural contact. One-Two Rural Residency
Track programs also produced exceptionally high rates of rural practitioners. The authors conclude that
training programs and not just rural background are important factors in their students’ eventual practice
decisions.

(Pathman, Steiner et al. 1999) Preparing and retaining rural physicians through medical education.

This study was designed to examine the associations between various aspects of rural
physicians’ training, their self-perceived preparedness for the demands of rural practice, and their
subsequent retention. Data was collected in 1991 and in 1996-97. Among other items, physicians rated
how prepared they had felt when they began working in their first practice for the requirements of medical
practice and the “realities of living” there. They also identified the single training experience that they felt
had best prepared them for rural practice. 54% of these rural physicians reported growing up in rural
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areas. Physicians who had spent three or more months in rural areas during medical school felt better
prepared for the practice of medicine. Physicians who had participated in rural rotations as residents felt
better prepared for small-town life as well. When retention was analyzed, it was significantly longer for
those who had reported in 1991 that they initially felt better prepared for the requirements of medical
practice in their rural jobs and for those who had felt better prepared for the realities of living in small
communities. However, when tested together, only preparation for living in the initial practice community
remained associated with retention. Six years after arriving in their rural communities, physicians who felt
more prepared for small-town living were twice as likely as unprepared physicians to still be there.
Physicians’ assessments of their most valuable training experience cited clerkships and preceptorships in
rural areas as providing them with their best preparation for rural practice. The most commonly cited
valuable lessons included building clinical skills and confidence, learning to work more independently
while relying on fewer consultants and less technology, and gaining an understanding and appreciation
for rural medical practice.

(Stevick, Mullis et al. 1994) Perspectives of rural surgical practice in Georgia.

187 rural Georgia surgeons were surveyed to determine their practice characteristics and
professional and lifestyle satisfaction. The authors believe that there is an uneven distribution of general
surgeons in Georgia, but they offer little in the way of original or research-backed solutions to this
problem. Their survey apparently did not request suggestions for improvement from the physicians
surveyed. The authors suggest that incentives be developed to promote the rural lifestyle.

(Jarratt, Leonardson et al. 1989) Practice location factors influencing South Dakota School of Medicine
graduates.

The authors found that the expansion of the School of Medicine from a two-year to a four-year
program had resulted in a greater number of graduates who set up practice in the state. They also found
that 80% of graduates who residency trained in the state ultimately practiced in South Dakota. Surveys of
the graduates found that those who located in the state and/or rural areas did so because of their desire
to live close to relatives or spouses’ relatives or home town areas. They also desired to live in more rural
areas and were influenced to do so by preceptorship and clerkship experiences as well as forgiveness of
loans. In order to increase the number of SD School of Medicine graduates who remain in the state, the
authors suggest recruiting in-state and rural applicants. They also recommend reinstitution of the loan
forgiveness program and the continued development of high quality preceptorships that expose students
to practice in various communities throughout the state. Given the graduates’ perception of the
importance of medical facilities and technology when selecting a practice location, every effort should be
made to insure that the latest technology is available throughout the state.

(Stamps and Kuriger 1983) Location decisions of National Health Service Corps physicians.

56 of 100 NHSC physicians surveyed indicated that they intended to remain in rural areas to
practice after their obligations were fulfilled. Factors that significantly influenced their decisions to remain
in rural areas included being more influential in the community, having a high medical need in the
community, climate and/or geographic features, preference for a rural lifestyle, recreational possibilities,
and having been brought up in a rural area. However, this study only includes data on expressed
intentions, not actual location after fulfiling NHSC obligations.

(Rosenthal 2000) Outcomes of rural training tracks: a review.

Rural training tracks (RTTs) are “one-two” programs which require residents to spend one year in
urban-based residency in a traditional family practice residency program, and then two years in a rural
community, living there and working with rural faculty, specialists and hospitals. 13 RTT programs were
identified and the graduates surveyed. 94% of all graduates felt adequately prepared for practice by the
RTT experience. 65% of these graduates provided prenatal and delivery care. RTTs provide large-
volume prenatal and delivery experience, competent role models and teaching by faculty endorsed by the
academic medical center; all components that have been established as factors associated with rural
career choice. 67% of graduates have a primary office ZIP code in a rural community, and 61% practice
in a designated HPSA. 30% of graduates returned to their home town to practice. About half were
located within the service area of their training program. However, only 77 graduates have been
produced from 1987 to 1997, and 30% of RTTs reported unfilled positions in 1998. At this rate, it is
unlikely that RTTs can contribute more than a fraction of the rural family physicians needed in the United
States. RTTs may do little more than preserve the inclination to practice in rural areas, but they appear to
do this better than any other strategy.
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(Ringel 2001) Your career guide. Surveying the landscape. Are you cut out to be a country doc?

This article by a rural family physician states that people who like both a high-stimulus career and
a low-stimulus lifestyle are best suited to practice rural medicine. He notes that while change comes
slowly to rural areas, rural medicine, in virtually any specialty, means higher stimulus than one would
experience in urban medicine. He notes that the breadth of practice is greater in rural settings, as well as
the level of responsibility. Also, being a rural doctor is a very public position with little privacy—you are
always a physician any time you are in public. He does believe that being an important person in the
community is a plus for rural physicians, and enjoys the special insight into his patients’ histories that
comes with rural practice. In his list of desirable traits for rural physicians, this top trait is that both the
physician and their spouse or partner enjoy country living, and that this feeling comes from actual time
spent there, not from reading or fantasy.

(Phillips, Rosenblatt et al. 1999) The long-term effect of an innovative family physician curricular pathway
on the specialty and location of graduates of the University of Washington.

In 1968 the University of Washington created a medical education program (WAMI) for students
from Washington State, Alaska, Montana, and Idaho. In small towns throughout those states, a family
medicine clinical clerkship was created and required for all students in the family physician pathways. In
1994, information on the first six classes was collected to determine their practice location and specialty.
The program’s goals initially were to increase the number of physicians in family practice in Washington,
and to have at least 20% of each class enter family practice. 72% of students left school intent on
careers in family practice, and 57% were still family physicians in 1994. The Physician Masterfile showed
only 12% of graduates from all other US schools in the 1968-1973 matriculating classes in family practice,
less than half of the percentage in the UW cohort. Twenty-one graduates from these classes were family
physicians in rural Washington in 1994. The authors state that their medical school’s pathway curriculum
identified career interests early in medical school and gave students realistic experience in those careers
to test that choice. Their school was one of only three in the US with more than 30% of its graduates
entering family practice residencies, compared with a national rate of 14.6%.

(Pipas, Peltier et al. 2004) Collaborating to integrate curriculum in primary care medical education.

Three medical schools collaborated to integrate curriculum in primary care medical education.
They combined family medicine, ambulatory pediatrics and ambulatory medicine into contiguous clerkship
blocks to form longitudinal curriculum of certain primary care topics. Students demonstrated favorable
responses; administratively, it enhanced recruitment, retention and development of community-based
faculty; increased core of local and national primary care leaders. Institutions experienced more
challenges, time and costs to traditional independent clerkships.

(Bell, Ferretti et al. 2007)_A Three-year accelerated medical school curriculum designed to encourage and
facilitate primary care careers.

An Osteopathic school describes an accelerated curriculum to encourage primary care careers.
The program is streamlined to 3 years, focusing on rotations relevant to primary care and eliminating
electives.
Students are assigned primary care mentors, are designated “primary care scholars”, and focus on case-
based capstone sessions reinforcing primary care concepts. The students will save one year’s tuition
expense, and if they commit to primary care work for 5 years after residency, receive a scholarship equal
to one year’s medical school tuition. The school will conduct rigorous education outcomes research to
assess matriculation data, and review undergraduate and graduate medical education performance and
practice parameters.
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