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In the context of national scrutiny on graduate
medical education (GME) from both the Medicare
Payment Advisory Commission and the Joint Select Committee on Deﬁcit Reduction,1 Xierali et
al,2 bring our attention to the ongoing needs of
rural underserved communities and the potential
role of critical access hospitals (CAHs) in training
the rural physician workforce. Their analysis demonstrates the miniscule number of CAHs that have
reported resident training within their walls. The
literature shows that physician training in rural
settings is successful in producing rural physicians
but also is endangered with the number of rural
training tracks and rural residencies in free-fall over
the past 10 years.3
Although CAHs may be an untapped resource
for GME, there are signiﬁcant barriers to their
success. Xierali et al2 point out the challenges of
accreditation and stafﬁng. CAHs, like RTTs, are by
deﬁnition located in small communities that tend
to be under-resourced for physician faculty and
other medical education needs. Often the loss of a
single physician in these settings results in the loss
of the training site.
Financing is always an important consideration.
Though CAHs may be eligible for Medicare GME
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payments because they are free of the resident cap,
many CAHs have a low percentage of Medicare
inpatients, resulting in payments that are insufﬁcient to cover the costs of residency training. On
the other hand, this has not precluded urban hospitals from claiming the time that residents spend
in CAHs. Though this enables some residency
training time in CAHs, the ﬂow of funds, if any,
from the urban hospital to the CAH is unknown,
except to hospital ﬁnancial ofﬁcers.
Enabling and encouraging more residency training in rural settings is a priority if rural communities are to have adequate access to health care. New
training models that encourage community-based
training also encourage CAHs to participate in
physician training. However, changes to GME ﬁnancing are needed if CAHs are going to be able to
play a larger role in rural physician training.
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