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INTRODUCTION 

Rural healthcare systems across the United States navigate persistent workforce 

challenges that directly affect their ability to deliver care. To address these challenges, 

they have developed an array of recruitment and retention strategies to improve workforce 

availability both now and in the future. This report synthesizes insights from conversations 

with health system leaders engaged in workforce strategy and operations to better 

understand how these challenges are being managed. It aims to capture the breadth of 

initiatives used in rural healthcare settings to offset staffing constraints, accommodate 

evolving care needs, and address limitations unique to rural settings. While the focus is on 

meeting needs for clinical staff, the discussion broadened to include administrative and 

technical support staff as well. 

KEY FINDINGS 

• Recruiting new personnel strategies continue to focus primarily on financial 
incentives, including sign-on bonuses, tuition reimbursement, and loan repayment 
programs, alongside non-financial strategies targeting lifestyle considerations, 
professional development opportunities, and community fit. 

• Expanding the local pool of people interested in health careers and potentially 
attracted to positions the systems are filling includes strategies and investments to 
generate workforce from local populations, including creating (with funding) 
education and training opportunities for local residents, both pre-professionals and 
professionals seeking advancement. 

• Retaining people in the workforce is achieved primarily through a strong, supportive 
organizational culture and specific policies that target worker satisfaction, 
including the use of decision support tools, creating career advancement ladders, 
and implementing pay incentives. 

• Extending the workforce is accomplished by optimizing the time of existing 
professionals through improvements in care design, such as integrating behavioral 
health providers in primary care clinics, effective use of advanced practice 
professionals, and technology to meet some clinical needs through telehealth and 
reduce administrative burden. 
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BACKGROUND 

This study was initially motivated by informal environmental scans of health care provision 

in Western and Midwestern states. A workforce strategy needs to incorporate activities of 

health care systems that invest organizational resources to develop and sustain an 

effective workforce. Since the project began, more resources to invest in workforce 

programming have become available to states through the Rural Health Transformation 

Program (RHTP), which will invest $50 billion over five years in efforts to create sustainable 

improvements to rural health services. All fifty states have identified workforce as a priority 

area in their programs. As states move from RHTP planning into implementation, this 

report can offer a starting point for states interested in workforce strategies health systems 

are already implementing on their own, so they can determine which workforce strategies 

to prioritize and scale.  

This study makes an important contribution to the renewed discussion of workforce in two 

ways. First, we call attention to ongoing activities of health systems, which in many cases 

are independent of publicly supported programs. Second, optimal strategies to meet rural 

workforce needs should leverage a combination of private and public programs. The RUPRI 

Health Panel will continue its focus on meeting rural workforce needs, including a 

forthcoming paper calling attention to the full spectrum of workforce needs to meet the 

demands of a transformed health care delivery system. 

METHODS 

This report is based on a series of semi-structured conversations with a diverse group of 

leaders from healthcare organizations serving rural communities across several 

Midwestern and Western states. Participants represented a range of clinical and non-

clinical roles and were involved in varying aspects of workforce strategy in rural settings. 

Interviewees included 18 individuals from 8 organizations. The 8 participating 

organizations varied in size and structure, ranging from large, multi-state integrated health 

systems to systems with a footprint concentrated in 1 or 2 states. Ownership and 

governance structures ranged from fully owned rural hospitals to affiliation agreements 

with varying degrees of local control to contract-based arrangements for specific services. 
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Discussions focused on current strategies related to recruitment, retention, workforce 

development, and technology. 

All conversations were conducted by the lead author (Lauren Lavin) from August through 

October 2025. They were conducted via Zoom and recorded for transcription purposes. 

The conversations were also documented through detailed field notes. The notes and 

transcripts were reviewed and organized using a matrix framework to identify recurring 

themes across the interviews and healthcare organizations. The RUPRI Health Panel 

participated in that process as well the work that followed. Key domains included 

"organizational footprint," "pipeline and recruitment strategies," "retention, leadership, 

and workforce redesign," "technology and workforce support," and “financial incentives 

and policy levers." To protect participant and healthcare organization confidentiality, 

findings are presented in aggregate and do not attribute specific strategies or perspectives 

to individual organizations.  

STRATEGIES TO MEET HEALTHCARE WORKFORCE NEEDS 

Rural healthcare organizations are addressing workforce challenges through a coordinated 

set of strategies that operate across four interconnected domains: recruiting new 

professionals, expanding the workforce supply, retaining the existing workforce, and 

extending capacity through care redesign and technology. 

Recruiting the Rural Workforce 

Given the persistent workforce shortages across rural healthcare settings, organizations 

described ongoing efforts to recruit healthcare professionals into rural markets as a key 

component of their staffing strategy. Leaders described the difficulty in recruiting new 

healthcare professionals due to geographic isolation and an increasingly competitive 

recruitment environment in which organizations are competing with both urban healthcare 

systems and virtual practice options within the same limited pool of candidates. 

Organizations have also found that potential employees consider factors outside of 

compensation, such as lifestyle considerations, call expectations, and job responsibilities, 

which many felt put rural employers at a disadvantage. With this understanding, 
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organizations use a range of recruitment strategies designed to position rural healthcare as 

both professionally and personally viable.  

Financial incentives remain central to recruitment efforts. Organizations report using sign-

on bonuses, tuition reimbursement, and loan repayment in addition to offering 

compensation structured to remain competitive with urban markets. Several organizations 

discussed using sign-on bonuses to attract candidates for hard-to-fill positions. One noted 

that sign-on bonuses ranged from $500 to $50,000 and have even reached $100,000, 

depending on the position and location. Other organizations reported reallocating money 

traditionally used for one-time sign-on bonuses towards tuition reimbursement for current 

employees to participate in training programs, a more effective financial incentive. Tuition 

reimbursement and loan forgiveness strategies were used widely among organizations, 

with some organizations establishing internal programs. Organizations also facilitate 

access to federal and state loan repayment programs.1 One organization highlighted the 

Montana Rural Physician Incentive Program (MRPIP), which offers up to $150,000 in loan 

repayment for physicians with five years of verified medical service.2 Another organization 

cited the Rural Healthcare Facility Recruitment Assistance Program in South Dakota that 

offers up to a $10,000 payment to rural health professionals that complete three years of 

service.3  

Internally, organizations described scholarship and loan forgiveness programs targeting 

high-need roles. The structure of these programs varies between organizations, with some 

offering direct pay models to educational institutions for tuition or loans and others 

offering scholarships paid directly to the individual, such as a payment up to $20,000 to 

cover any necessary expenses during their education. Leaders noted that the biggest 

barriers to education are not always tuition but rather the need for housing, food, and 

childcare, which cannot be covered with traditional assistance programs. Contractual 

obligations tied to these programs varied from organization to organization, with service 

 
1 https://bhw.hrsa.gov/funding/apply-loan-repayment  
2 https://www.mus.edu/Prepare/Pay/Loans/MRPIP.html  
3 https://doh.sd.gov/healthcare-professionals/rural-health/careers-and-recruiting/recruitment-assistance/rhfrap/  

https://bhw.hrsa.gov/funding/apply-loan-repayment
https://www.mus.edu/Prepare/Pay/Loans/MRPIP.html
https://doh.sd.gov/healthcare-professionals/rural-health/careers-and-recruiting/recruitment-assistance/rhfrap/
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commitments ranging from 1 to 5 years. One organization specifically pointed out that 

most of their programs do not have service contracts. They seldom need to enforce 

repayment agreements. A different organization noted that about nine percent of nursing 

students withdrew from their educational sponsorships before completing their three-year 

service commitment. While these tools remain central to recruitment efforts, leaders 

emphasized that financial incentives alone are not sufficient in securing long-term 

commitments in rural areas.  

Leaders discussed recruitment tactics that go beyond monetary rewards in an effort to 

make rural practice appealing on both a professional and personal level. For clinicians 

interested in growing professionally, particularly in research, one organization offers 

internal research awards of up to $100,000 per year for employee research funding and a 

scholarship program with 20–30 percent protected time for 2–3 years to execute their 

research agenda. Another organization offers an alternative practice model in which 

Integrated Behavioral Health (IBH) is embedded in primary care in their Collaborative Care 

Model (CoCM) pilot aimed at improving the provider practice experience and patient 

outcomes. Beyond professional development opportunities, organizations also described 

lifestyle-oriented recruitment supports. For personal incentives, organizations offer both 

housing and food assistance to rural medical and residency students on rotations in rural 

areas. Another organization has also explored options for offering housing in rural areas. 

One health system uses the outdoor recreation opportunities in their area as a recruitment 

tool. These approaches reflect recognition that professional opportunities and lifestyle 

factors are important in recruitment efforts for rural organizations. 

Despite the range of financial and non-financial recruitment strategies described, leaders 

acknowledged that recruitment efforts operate within structural constraints. There is a 

limited workforce supply, especially in rural areas, and limited financial investment 

reserves, and they are competing with urban competitors that have more resources at their 

disposal to attract candidates. In some cases, organizations have noted that using a 

contracted travel workforce is more economically viable than costly recruitment efforts. Of 

note, only one organization mentioned the use of foreign-trained healthcare professionals, 
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an interesting observation considering the increased reliance on foreign-born providers in 

rural areas. Leaders did not mention foreign-trained provider recruitment strategies nor 

concerns about the difficulty of recruiting these workers. This may reflect the timing of 

these interviews, which were conducted prior to shifts in immigration and visa policy. 

Additionally, leaders noted hesitancy among early-career professionals to sign service 

contracts due to their desire for flexibility, indicating that traditional financial incentives in 

return for work may be a less effective option going forward. As a result, many 

organizations described parallel investments aimed at expanding workforce supply 

through education and pipeline development. 

Expanding the Rural Workforce Supply 

Across the organizations interviewed, leaders emphasized workforce production strategies 

designed to expand the supply of rural healthcare professionals as a central component of 

their response to workforce shortages. Organizations acknowledged the ongoing challenge 

of recruiting new talent from outside rural areas and, as a result, have invested in programs 

designed to grow local talent. Expanding the rural workforce supply emerged as a 

promising theme among many organizations, as individuals raised in rural communities 

are most likely to return to their home communities.4 Leaders also acknowledged that 

individuals who were raised in rural communities are more familiar with the demands of 

rural practice. Therefore, an effective way to increase the workforce supply is to create a 

spectrum of initiatives that interacts with future health professionals at multiple 

timepoints. While external recruitment remains a necessary part of staffing rural 

healthcare organizations, leaders consistently outlined robust internal investment 

initiatives to generate a local workforce. These efforts include early pipeline exposure 

programs for K–12 students, allied health professional career ladder pathways, and 

partnerships to support graduate medical education.  

Organizations reported that to generate a meaningful increase in the supply of the rural 

workforce, initiatives must occur across multiple time horizons. In the near term, 

 
4 https://www.ruralhealthinfo.org/topics/workforce-education-and-training  

https://www.ruralhealthinfo.org/topics/workforce-education-and-training
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organizations reported offering career ladder pathways for allied health professionals to 

address their most critical workforce shortages. Career ladders offer opportunities for 

employees to advance their education and develop higher-level skills through training and 

certification. They provide resources for technical upskilling over a 1 to 3 year period. At 

the intermediate level, efforts focus on educational partnerships that offer rural rotations 

for graduate medical students and establish residency programs with a focus on rural 

medicine. Leaders noted that positive rural rotation experiences increase the likelihood of 

return. Several organizations also put money into long-term upstream strategies, such as 

K–12 pipeline programs and, in some cases, medical education infrastructure, to increase 

workforce availability in the long term. 

The structure of these expansion efforts differed across organizations, reflecting variation 

in scale and local context. In technical credentialing, one health system’s program offers 

credentialing for high-need roles, such as Certified Nursing Assistant (CNA), radiology 

technician, and surgical technician. The program reduces financial barriers by covering 

tuition, laptops, and scrubs in addition to providing stipends for reduced hours for 

employees of more than six months. This program was initiated as a way to redirect 

spending on large sign-on bonuses toward developing internal workforce candidates. 

Another organization’s apprenticeship program provides on-the-job training combined 

with classroom instruction and a standardized pay scale based on the U.S. Department of 

Labor apprenticeship model. With this program, they identify top-performing internal 

candidates and support them through the training process for roles such as pharmacy or 

surgical technician. Looking toward long-term educational opportunities, another health 

system opened a new medical school in 2025. Their first class consisted of 24 students, all 

from the local area. In addition, they have plans to add 4-year rural psychiatry and pediatric 

residency programs. Further upstream, another healthcare system has developed career 

exploration camps, summer internship opportunities, and “careers-in-a-box” for students 

as young as elementary age, all the way through high school. Taken together, the strategies 

employed across these organizations illustrate the importance of a multifaceted workforce 
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production effort, beginning with early health career exposure, supporting through 

technical credentialing, and offering training opportunities for future rural health providers. 

Workforce expansion through education and training is essential but inherently gradual. 

Several leaders noted that education and training capacity depend on supervision and 

institutional capacity, which may not be available, especially in rural areas where staffing 

and funding are scarce. Additionally, there is inherent risk in these strategies, as 

investment in early exposure, credentialing, and education does not guarantee that the 

workforce will remain in rural areas post-training. As a result, organizations pair 

recruitment and expansion initiatives with strategies aimed at retaining the existing rural 

workforce. 

Retaining the Rural Workforce 

Beyond recruitment and supply growth, leaders emphasized that a critical part of the 

workforce strategy is the need to retain the existing workforce. Organizations emphasized 

supporting the workforce that is already serving in rural areas well through ongoing 

training, professional development opportunities, and personal support. Without strong 

retention initiatives, turnover can have a disproportionate impact in rural areas due to the 

small team sizes and limited redundancy across roles. When turnover occurs, vacancies 

may remain open for extended periods, increasing workload pressures on remaining staff. 

Effective retention strategies require intentional design that reflects the needs of 

employees and the realities of working in rural areas.  

Organizations described several strategies to support workforce continuity in rural 

settings. The first was practice design models that offer flexible practice environments and 

different salary models than what has traditionally been available in rural settings. One 

organization has implemented multiple retention-focused strategies, including flexible 

working arrangements with options for providers. Clinicians may work in person, remotely, 

or in hybrid roles across inpatient, outpatient, consultative, and telehealth settings. They 

have also instituted a salary-based compensation model for psychiatrists and IBH 

providers to reflect the prioritization of easier access to care over productivity and alleviate 
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pressures associated with the productivity-based model. This model also allows them to 

reduce clinical expectations for clinicians who collaborate with Advanced Practice 

Providers (APPs) and provides clinicians with the opportunity to be intentional with their 

collaboration and oversight. Another system has offered preceptor pay for nurses training 

nursing students. 

One organization implemented innovative solutions to improve retention among its rural 

workforce. For rural physicians, they have created a physician pay scale that is adjusted 

for isolation, call burden, community size, and oversight demands, framed as a retention 

tool. Leaders also stressed the importance of a holistic transition for early-career rural 

clinicians, including spouse/partner fit into the rural community. Rural clinicians in this 

area have also expressed concerns about maintaining necessary practice skills, 

particularly in low-volume, high-stakes cases, so they are piloting a program to implement 

hands-on training opportunities for rural clinicians. During a week-long intensive, rural 

clinicians can travel to a larger academic medical center, and work with the local trauma 

team to get repetition and gain confidence in high-stakes scenarios. Leaders noted that the 

trauma team at the academic medical center may see 40 of these types of trauma cases in 

a week, while clinicians in rural critical access hospitals might only see 40 across 10 years.  

Additionally, culture plays a key role in retaining the existing rural workforce. Leaders from 

one system described their emphasis on the “four P’s": place, practice, people, and pay, 

and the notion that they need to deliver on at least three out of four of those categories. To 

account for "people," they invest extensively in mentorship for their early-career 

employees. Leaders at another organization noted that their culture of trust and 

community has contributed to a low turnover rate of less than two percent in nursing. 

Several organizations recognize the importance of leadership opportunities for long-term 

employee satisfaction and offer leadership development opportunities. To encourage the 

usage of these programs among the rural workforce, organizations can cover the travel 

costs for leadership development and do back-end audits to monitor rural involvement. At 

one system, leaders reported that 40 percent of the 2025 leadership cohort were rural 

participants. Leaders at another organization stressed the need for cultural integration 
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among their rural workforce and have identified the first 90 days, up to one year, as a 

critical retention window. They have utilized a retention interview program at the 5, 10, and 

15-year marks for long-term employees to ensure they are meeting the needs of these 

individuals. Approaches across organizations highlight the importance of building a 

supportive culture throughout the lifecycle of a rural employee.  

These retention strategies show that people who work in rural areas need a planned 

approach that includes both professional support and community integration. In rural 

areas, even modest turnover, and vacancies in one position can increase strain on the 

remaining team. Leaders consistently emphasized that without the intentional support of a 

robust retention strategy, the rural workforce would remain vulnerable to turnover.  

Extending the Rural Workforce 

In addition to recruitment, workforce supply development, and retention strategies, 

leaders described additional efforts to maximize limited workforce capacity. Care team 

redesign and technology emerged as consistent strategies to improve access to care in 

rural areas amid scarce personnel resources. Care team redesign was cited as a way to 

optimize the existing workforce, while technology, primarily telehealth, was discussed as a 

mechanism for rural organizations to gain access to specialty services that are traditionally 

not available in rural areas. Leaders noted that these strategies are not a substitute for 

growing and retaining the workforce but rather provide a way to amplify the effectiveness 

and reduce the burden on these teams during sustained periods of understaffing.  

The goal of care team redesign is to mitigate the burden of rural staffing challenges. For 

example, one system has embedded master's-level psychotherapists in primary care 

clinics with same-day availability as well as integrated IBH providers to function as 

behavioral health case managers. Several organizations have expanded their use of 

community health workers (CHW) to support primary care practice. Many organizations 

have explored and utilized credential flexibility for technicians and APPs based on state 

and federal policies to meet workforce needs. An organization reported that reliance on 

APPs, mostly nurse practitioners (NPs), is due to the strong NP supply relative to 
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physicians. This location also abandoned its search for an ER physician after the position 

had been open for more than 1,000 days. Consequently, they now use contracts with 

locums to fill ER physician and certified registered nurse anesthetist (CRNA) positions. 

They have also explored transitioning to exclusively midwife coverage for delivering babies 

due to obstetric and CRNA staffing challenges, as both are needed for surgical obstetric 

coverage. Another system would like to use more locums and travel workers to alleviate 

their shortages, but due to certification requirements, electronic health record (EHR) 

training needs, and the impact of payer credentialing slowing billing, they have not been 

able to implement those arrangements as a workforce solution. These examples illustrate 

how rural systems are attempting to align available personnel with local needs when other 

staffing strategies remain unsuccessful.  

Where redesign cannot close gaps, technology has emerged as an additional mechanism 

to maintain access to care in rural settings. Every organization reported using telehealth as 

part of their rural workforce strategy. One organization reports having access to 15 

specialists via telehealth, one-third of their behavioral health therapists are remote, and 

they offer quick primary e-care visits. Telehealth usage at a different system was more 

variable, with primary use being tele-emergency department (ED), which leaders stated 

should be the gold standard in rural ED care and for tele-supervision in rural areas where a 

supervising clinician was not available in person.5 AI tools, particularly ambient listening, 

and documentation support, were widely adopted. Leaders reported that AI technology 

can reduce clinician burnout and address the shortage in personnel that assist in 

documentation. Telehealth and AI technology function as operational tools that enable 

rural healthcare systems to maintain service lines and improve efficiency despite ongoing 

staffing constraints. 

Technology and care redesign do not come without challenges. Leaders noted that 

increased reliance on technology had been difficult due to the poor infrastructure and IT 

support available in rural areas. When technology malfunctions, it takes longer to resolve 

problems in rural areas. Interoperability with technology is also a concern, with leaders at 

 
5 This service was initiated with grant funding from The Leona M. and Harry B. Helmsley Charitable Trust. 
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one system specifically citing the challenges of having different EHR platforms across the 

system as a barrier to shifting employees between locations. For telehealth, many 

organizations cited uncertainty about the future of telehealth reimbursement, which 

makes them hesitant to expand telehealth operations. Despite implementation concerns, 

leaders consistently described technology and care redesign as necessary adaptations to 

address the sustained workforce shortage in rural settings. While dependent on reliable IT 

infrastructure and supportive reimbursement policies, these strategies allow rural 

organizations to preserve access to high-quality care. Within a layered workforce 

approach, extension strategies function as mechanisms of resilience, enabling rural 

systems to sustain care delivery amid persistent labor market constraints. 

LIMITATIONS  

This report has several limitations. First, participants held diverse leadership roles, 

including executive, clinical leadership, and administrative positions, resulting in variation 

in depth and scope of knowledge across topic areas. As a result, the scope and depth of 

insight varied across conversations. While some participants could provide broad system-

wide perspectives, others offered detailed insight into specific segments of the workforce 

or organization location. Additionally, even among participants with similar titles, 

responsibilities and knowledge varied based on organizational structure and local context. 

However, the variation across participants does reflect our aim to capture the reality of the 

complexity of workforce strategy among rural healthcare systems.  

Second, the findings in this report represent the perspectives of leaders from organizations 

serving rural communities predominantly in the Western and Midwestern regions of the 

U.S. Therefore, findings may not be generalizable beyond the regions represented. Finally, 

this report is based on leadership perspectives and does not include quantitative 

evaluation methods. Consequently, the findings presented are examples and should be 

interpreted as illustrations of how rural healthcare systems address workforce challenges 

rather than a comprehensive or outcome-based assessment of these approaches. 
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DISCUSSION 

Health system leaders consistently emphasized that the most urgent workforce challenges 

extend beyond physician supply. While physician recruitment is difficult for certain 

specialties, the most immediate and disruptive shortages are in behavioral health, allied 

health professionals (e.g., radiologic technologists, nursing assistants, respiratory 

therapists, laboratory technicians, and surgical technologists), environmental workers, 

and nursing, though many organizations caveated that nursing shortages have improved 

recently. In rural areas, it can be difficult for organizations to maintain a "critical mass" of 

employees to support desired service lines and keep necessary services running during 

absences. When organizations do not have the workforce necessary to staff their 

operations, they may limit service availability, rely on contract staffing, or redesign care 

team models. As a result, many of the strategies described in this report center on 

organizations' efforts to attract and grow their workforce across many segments of 

healthcare.  

Throughout discussions, a consistent throughline emerged: no single strategy is sufficient 

to address rural workforce challenges. Instead, healthcare organizations are implementing 

multi-layered approaches that combine workforce development, recruitment, retention, 

and care delivery innovation. Local conditions, such as labor markets, educational 

infrastructure, and community needs, shape these strategies, making them place-

dependent. To capture this layered approach, findings are organized into four 

interconnected domains. "Recruitment" refers to efforts to bring new individuals into the 

workforce through recruitment strategies and financial incentives. “Expanding” refers to 

strategies that increase workforce supply through training programs, educational 

partnerships, and internal career pathways. “Retaining” focuses on approaches to retain 

the existing rural workforce, including culture, compensation, and professional 

development. Finally, "extending" reflects strategies meant to extend the current 

workforce through changes in care team models and incorporation of technology. 

Together, these domains illustrate how rural healthcare organizations are combining 
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multiple strategies to address workforce challenges in coordinated and context-specific 

ways. 

POLICY CONSIDERATIONS 

This report has presented findings focused on activities of health systems to develop and 

implement strategies to recruit the workforce they need continue delivering high quality 

health services in rural communities. Their success will determine the sustainability of 

those services, an important objective in public policy. Therefore, the implications for 

public policy are to support successful initiatives developed by these systems across the 

broader array of healthcare organizations that may be positioned to complete similar 

initiatives. Based on this study, the RUPRI Health Panel recommends three directions for 

federal and state health workforce policy. 

 
1. Strengthen Rural Workforce Pipelines Through Educational Partnerships. Public 

grant funding could support new programs that serve broader pipeline programs 

through partnerships with healthcare organizations and K-12 schools. Research 

should be conducted to establish the characteristics of successful programs. This 

approach should be built into the health care workforce programs being 

implemented through state RHTPs.  

2. Expand and Fund “Grow Your Own” Workforce Models. States are best positioned 

to help spread this strategy through grassroots work in rural communities and with 

the educational system, including community colleges. They can create 

scholarship opportunities for students and help provide flexibility in curriculum and 

special training opportunities.  

3. Workforce Policy Should Include Retention Efforts. Retaining valuable employees 

who contribute to community well-being must be a priority in rural community 

actions, supported by state and national policy as appropriate. Programming to 

keep healthcare workers content is primarily an employer responsibility, but 

policies focused on local amenities and critical resources such as educational 

opportunities are also retention strategies. 
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4. Optimize Workforce Capacity Through Care Model and Role Design. State policies, 

encouraged and assisted through federal grant programs, can help develop 

opportunities for expanded health teams to provide local services. This has 

certainly been true for Federally Qualified Health Centers and Rural Health Clinics. 

State-supported training programs, combined with scope of practice revisions, can 

leverage the potential of healthcare workers across the spectrum. 

5. Recognize the Full Scope of Rural Workforce Needs Beyond Physicians. State 

RHTPs present opportunities to implement programming suggested by the 

interviewees to invest in an array of positions in the rural health workforce, including 

allied health professionals, therapists, community health workers, and non-clinical 

personnel. 

6. Design Policy and Program Flexibility for Local Workforce Variation. The most 

critical shortages, available educational infrastructure, and viable care models vary 

significantly across regions, states, and communities. Federal policy (including 

grant programs) should be developed to establish broad guidelines while allowing 

states flexibility to tailor implementation to local workforce conditions. States, in 

turn, are best positioned to translate that flexibility into context-specific solutions 

that reflect the needs of their rural communities. The RHTP provides access to 

resources, a portion of the annual award for each state, to use in programs 

designed by the states, which is an opportunity to actualize this recommendation. 
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