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EDITORIAL

“Of all the forms of inequality, injustice in 
health care is the most shocking and inhu-
mane.”

—Martin Luther King, Jr.

Health care inequality is arguably one of the 
most disturbing, pervasive, and persistent so-
cial injustices in the United States. In America, 
life expectancy differs based on gender, race, 
education, income, and geography.1,2 Mortality 
rates increase with increasing levels of rural-
ity3 and poverty,1,3 leaving rural poor and rural 
minorities particularly vulnerable. Frustrat-
ingly, as a country, we have allowed the life 
expectancy gap between our resource-rich and 
our resource-poor communities and individuals 
to widen over the past 2 decades.1-4 

The rural physician shortage was first doc-
umented in the literature over 90 years ago,5 
soon after publication of Flexner’s original 
report,6 which called for a centralization of 
medical education to academic centers. Many 
benefits were a result of this reform, but an 
unintended consequence was the significant 
and persistent maldistribution of physicians 
away from rural America. And the injustice 
is that although we understand and could af-
fect many of the factors that impact the ru-
ral physician disparity, we have not moved 
quickly enough to improve it. A widening life- 
expectancy gap is a profound consequence.  
Those rural lives matter.

The physician maldistribution is not the 
only disparity affecting rural America, and 
admittedly it is hard to solve problems com-
plicated by multi-generational poverty and 
inopportunity. The physician maldistribu-
tion falls squarely in the realm of medical 
education, however, and, as family medicine 

educators, that is where we can most effec-
tively advocate. So, for rural medical educa-
tion, what matters?

Admissions matter. Students from rural 
backgrounds are significantly more likely to 
practice in rural areas,7-9 yet are consistently 
underrepresented in medical schools.10,11 Sim-
ilar to other disadvantaged and underrepre-
sented populations, this is often an issue of 
longstanding educational and socioeconomic 
challenges for these rural students. Reform-
ing admission policies to provide more holis-
tic review of applications and less dependence 
on standardized test scores has been shown to 
result in higher acceptance of students from 
many disadvantaged backgrounds,12-16 yet re-
sistance to admission reform remains—ironi-
cally often supported by the argument that 
admission policies should be equal for all.  
Regardless of race, color, ethnicity, or gen-
der, training a workforce that is motivated to 
practice in areas that have been historical-
ly underserved is necessary to ensure a just 
health care system for all, and consistently it 
has been shown that students who originate 
from underserved communities are more like-
ly to return as physicians. As primary care 
educators, we need to continuously remind 
our medical schools of their responsibility to 
society. Our admissions committees need to 
determine which students are truly and pas-
sionately going to serve vulnerable popula-
tions and then ensure these students have a 
place in every medical school. Debt reduction 
needs to be a focus to attract disadvantaged 
applicants, as these students are more likely 
to practice in underserved communities. And 
if each matriculating class does not mirror the 
communities and populations a medical school 
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is intended to serve, we should demand an ex-
planation for why.  

Place matters. Students trained in ru-
ral and underserved areas are more likely to 
practice in these communities.9,17-20 Physicians 
trained in high-resource areas—where spe-
cialty consults happen quickly, technology is 
readily available, and generalists are rare—
are competent within tertiary care systems but 
are often uncomfortable when presented with 
a hospital or a community that lacks access to 
similar resources. In order to educate physi-
cians comfortable with practicing in remote or 
underserved regions, we need to support train-
ing opportunities within these communities. 
As we expand medical education, the United 
States needs to be more strategic than it has 
been in the past. We need to consciously de-
velop and fund programs in rural and other 
underserved communities, for generalists of 
all specialties. We need to acknowledge that 
today’s rural physicians are often part of two-
career couples, who require different social and 
professional support than previous generations 
may have needed. And telemedicine, specialty 
outreach, and a broad definition of community 
need to be incorporated into the education of 
all physicians, in order to better support those 
choosing rural practice. The injustice is that 
once recognized, any educational model that 
perpetuates disparity should no longer be ac-
ceptable. We have recognized that a specialty-
driven, tertiary-care focused, urban model of 
medical education has perpetuated some of our 
current disparities. It is now time to improve 
upon this model.

Training matters. In rural and other un-
derserved areas, comprehensiveness is vital. 
Rural hospitals and small communities look 
to family physicians to deliver the majority of 
care; the current trend to reduce comprehen-
siveness in family medicine education is omi-
nous for rural practice. The percentage of US 
family physicians providing maternity care 
has declined significantly, yet rural hospitals 
still depend on family physicians to provide 
obstetric services, including surgical obstet-
rics.21 Many rural family physicians will staff 
emergency departments without specialty 
backup, will provide geriatric care for a com-
munity, and will be called to resuscitate and 
care for newborns. In most rural counties in 
America, they will also provide the majority of 
mental health services.22 These skills are no 
longer typical for family physicians in all prac-
tice settings, yet all residency programs serve 
communities in which they may be necessary. 

Comprehensiveness as a tenet of the discipline 
of family medicine is important, and morphing 
the specialty to fit the model of the majority 
will only worsen health care disparities. Upon 
graduation, family physicians should be pre-
pared to practice in any community.  In order 
to accomplish this, we need to value and pre-
serve the model of comprehensiveness, even 
within those communities where its useful-
ness is hard to recognize.  

And finally, as Evans et al eloquently 
pointed out in this issue’s lead article,23 once 
students interested in rural practice are iden-
tified, medical educators need to honor that 
passion by leading them toward training op-
portunities that truly will support and foster a 
rural career. Students should be able to trust 
that family medicine residencies will prepare 
them to meet the health care needs of their 
future communities. Without exception. Our 
residency programs, especially those identify-
ing as rural, should cultivate a generation of 
physicians that practice to the fullest scope of 
their potential. And our medical schools and 
society should no longer tolerate the injustice 
of leaving any population behind.
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