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This presentation in one slide

• Physician shortage narrative dominates, but disparities between rural 
and urban communities are pressing issue

• Responsibility for shaping the size, distribution, and composition  of 
health workforce is shared between the state and federal 
governments—a dynamic that reflects the principles of federalism

• States are becoming more active in their legislative efforts. 
Examples: 1. Graduate Medical Education; 2. International Medical 
Graduates; and 3. Workplace Violence

• Workforce policy investments are generally aimed at early career 
trajectory; mid-to-late career behaviors are not well understood

• In NC, female physicians are two to five times more likely to drop out 
of the workforce; underscores need to focus on retention and re-
engagement
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Supply of physicians per capita in the US has increased, but 
states are feeling shortages
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Why?

Source: AAMC State Physician Workforce Data Book, years 2009, 2011, 2013, 2015, 2019, 2023 with data derived from the AMA Physician 
Masterfile; US Census Bureau. Total physicians active in patient care, includes federally employed physicians and excludes residents-in-training.



The gap between metro and non-metro counties is 
growing; data from my home state of North Carolina

2000 gap = 9.5 
physicians

2023 gap = 14 
physicians

Source: North Carolina Office of State Budget and Management population data based on US Census data. Map produced by North Carolina Health Professions 
Data System, Program on Health Workforce Research and Policy.

Physicians per 10,000 Population for Metropolitan and 
Nonmetropolitan Counties, North Carolina, 2000-2023
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• Annual Medicare funding for GME is ~$21.2 billion1

• Most funds go to hospitals2 

• Only 2% of Medicare funded GME occurs in rural areas3

• Limited transparency and accountability for how GME funds are spent 
• Changes to Medicare GME require an act of Congress 

Why physician shortages and maldistribution 
by geography and specialty? 
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Recent Congressional changes have not had significant impact on 
workforce shortages

Even lower in second round5:
Of the 99 new residency programs awarded new slots in 
second round November 2023:

 3% train residents in rural primary care for at least half 
their training

Of the 100 new residency programs awarded residency slots in 
first round (February 2023)4: 
 5% train their residents in rural primary care HPSAs for at 

least half (≥50%) of their residency

Consolidated Appropriations Act: Congress created 1,000 new residency slots 
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Significant disparities in Medicare GME funding exist between states

Rank State Active Physicians per 100K3-4 2020 Medicare GME payment per person5 

1 DC 871.0 196.83
2 New York 389.4 109.49
3 Mass. 466.0 91.24
4 Conn. 364.0 72.33
5 Michigan 300.8 72.10

US Avg GME Funding: $49.94 per person
US Avg Physician/100K: 286.5 

46 Texas 231.7 12.34
47 Montana 257.3 10.52
48 Idaho 196.1 5.76
49 Alaska 287.2 3.74
50 Wyoming 211.7 2.36

Source: Authors calculations based on Medicare GME payment data from the Robert Graham Center; population data from the US Census and 
active physicians from the 2021 AAMC State Physician Data Report.  
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Medicare GME investments are concentrated in Northeast and 
Midwest 

Source: GME funding is from Robert Graham Center, Data Tables:  Graduate Medical Education for Teaching Hospitals, 
https://www.graham-center.org/maps-data-tools/gme-data-tables.html; population data are from the US Census Bureau.  
Maps developed by Program on Health Workforce, Sheps Center, UNC-CH. https://observablehq.com/d/f828d5e14677b045 

https://www.graham-center.org/maps-data-tools/gme-data-tables.html
https://www.graham-center.org/maps-data-tools/gme-data-tables.html
https://www.graham-center.org/maps-data-tools/gme-data-tables.html
https://www.graham-center.org/maps-data-tools/gme-data-tables.html
https://www.graham-center.org/maps-data-tools/gme-data-tables.html
https://www.graham-center.org/maps-data-tools/gme-data-tables.html
https://www.graham-center.org/maps-data-tools/gme-data-tables.html
https://www.graham-center.org/maps-data-tools/gme-data-tables.html
https://www.graham-center.org/maps-data-tools/gme-data-tables.html
https://www.graham-center.org/maps-data-tools/gme-data-tables.html
https://www.graham-center.org/maps-data-tools/gme-data-tables.html
https://observablehq.com/d/f828d5e14677b045
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But Americans are moving south
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States are increasingly important locus for workforce policy 

“The states are far better equipped than the federal government 
to address increasingly complex and serious health workforce 
issues” • Authors suggest that federalism:

• enables states to stay close to 
the people they serve

• gives states more flexibility
• allows states to experiment

Francis LP, Francis JG. September 5, 2024. Harvard Public Health. https://harvardpublichealth.org/policy-
practice/considering-the-role-of-federal-state-and-local-government-in-public-health/ 



How State and Federal Policy Shape the Health Workforce
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Modified from: Fraher EP, Knapton A. 2021. Health workforce planning in a rapidly changing health care system. In: Fried B and Simpson C, editors. 
Human resources for health: Managing for success. 5 ed. Chicago: Health Administration Press. p. 429-456 12
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Recent federal GME investments have increased training in rural and 
underserved locations

• Number of residency programs with training in 
rural sites increased from 120 in 2008-09 to 412 in 
2023-24

• Residencies at FQHC sites grew from 69 to 321 
during same period

• Large proportion of this expansion has been 
funded through federal investments: 

• 21.6% of rural residencies are Rural Residency 
Planning and Development programs

• 28% of current FQHC-based residencies are 
Teaching Health Center programs
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Meanwhile, states are increasingly using Medicaid funding and state 
appropriation to Increase GME
Medicaid funds invested in graduate medical education increased from 
$3.78 billion in 2009 to $7.39 billion in 2022
Funding used to:
• Expand workforce supply in primary care, behavioral health, maternal health 

and other needed specialties 
• Address maldistribution of physicians by geography, 

setting, and specialty 
• Meet needs of growing, changing population 

• Provide GME slots for growing number of 
medical school graduates

• Offset potential loss of Teaching Health Center 
funds
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Find us, Follow Us, Sign up For our Newsletter

nchealthworkforce.unc.edu

go.unc.edu/Workforce

bhworkforce.unc.edu

Sign up for our newsletter directly at go.unc.edu/WorkforceNewsletter



Additional Resources
US government funds health workforce research centers with different research foci:

Emerging health workforce topics Improving the nation’s oral 
health services

Preparing the health workforce 
to meet the nation’s long-term 

care needs

Strengthening the current 
and future behavioral health 

workforce

Building the health 
workforce through allied 

health professions

Addressing health equity and 
health workforce diversity

Creating an effective public 
health workforce for the 

future

https://www.shepscenter.unc.edu/programs-projects/workforce/behavioral-health-workforce-research-center/
https://www.sph.umn.edu/research/centers/cphs/cworph/
https://www.gwhwi.org/hwrc.html
https://www.shepscenter.unc.edu/programs-projects/workforce/
http://www.oralhealthworkforce.org/
https://healthworkforce.ucsf.edu/
https://depts.washington.edu/fammed/chws/hwrc/health-equity/
https://familymedicine.uw.edu/chws/hwrc/allied-health/
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