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Introduction

The geographical maldistribution of the medical workforce is a 
structural failure of modern society,  driven by unchecked market forces 
in the healthcare industry, accentuated by regulatory bottlenecks, 
and a systemic underinvestment in the rural infrastructure required 
for healthcare delivery.1-3  After synthesizing recent reports on the 
shortage of doctors and nurses in rural United States, this editorial 
summarizes critical evidence on market consolidation,4,5 pediatric6,7 

and maternity care unit closures,8,9 systemic limitations of Graduate 
Medical Education (GME) allocation,10 and the role of telemedicine in 
rural physician retention.11,12.

Health Workforce Maldistribution

Only 9-11% of US physicians practice in rural areas, completely 
inadequate for the lives covered in rural communities.13  The 
persistent deficit of physicians in rural communities is not an accident 
of geography, it stems from the direct consequence of structural 
economic failures and political choices.14  In profit-hungry, market-
driven healthcare systems, capital allocation inevitably flows toward 
paths that maximize financial returns, creating a severe chasm 
between thriving urban centers and neglected rural geographies.15,16
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While medical schools have graduated record numbers of clinicians globally, the lack of strong 
regulatory frameworks ensures that these professionals remain concentrated not only in the most 
affluent metropolitan locations but also gravitate to financially lucrative specialties.  Let us examine 
how commercial and institutional factors have interacted to create a crisis of rural medical access, 
highlighting structural flaws, and exploring potential solutions.

1. The Profit-Driven Neglect of Underserved Communities

In the United States, healthcare delivery operates under the constraints of late-stage capitalism, where 
shareholder value and corporate returns take priority over equitable public health distribution and 
patient outcomes.  Market dynamics have undermined the viability of rural clinics and community 
hospitals through several distinct mechanisms. 

Large-scale hospital consolidations have proceeded unchecked across many regional markets, directed 
towards limiting competition and raising prices. These market forces have driven the total assets 
held by US hospitals from $750 billion in 2000 to $1.6 trillion in 2019.17  The systematic acquisition 
of physician practices by for-profit entities and private equity firms has accelerated in the last decade, 
now estimated at almost two-thirds of all physician practices.  These strategies had left only 18% of 
US doctors practicing in physician-owned clinics by the start of 2026, consequently eroding both 
physician autonomy and patient-centered care.18,19  Economic analyses show that corporate mergers 
predictably drive up baseline healthcare costs rather than generating efficiencies, partly because of 
the huge power differential between individual customers and their corporate providers.  Capital 
allocations have consistently shifted away from unprofitable services (like maternal and pediatric 
care) and out of low-margin rural sectors to fund highly profitable urban facilities and services 
(Figure 1). 

Figure 1. Various forms of feed-forward cycles list this one are operating in 
different regional markets, driving healthcare resources away from the populations 
that need them the most.
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Financial extraction from healthcare markets directly and indirectly triggers a cascade of detrimental 
effects at multiple levels, in overt or insidious ways, often leading to systemic societal harm over 
time.  Multi-hospital conglomerates, owning numerous physician practices continue to build massive 
balance sheets while cutting costs and essential local services.  As market share access and referral 
patterns shift, nonprofit hospitals and academic institutions are forced to close down their medical 
services in low-income zip codes and open lucrative sites in wealthy suburbs.  Excessive executive 
compensation and high administrative overheads pull vital resources out of frontline clinical 
delivery.20,21  Aggressive collection agencies and predatory pricing practices have locked up over 40% 
of American adults into deep medical debt, causing moral injury to local clinicians.22,23

2. GME Allocation Failures and Pipeline Bottlenecks

The structural foundation of the U.S. physician shortage is rooted in statutory restrictions on 
graduate training pipelines.  Medical student enrollment in the US has increased by 60% over the 
past two decades, with a sustained majority of women (57%) entering medical school,24 while 
the representation of minorities and rural students has lagged behind.25 This gap widens further 
in residency and fellowship training because of the lack of investment in postgraduate training 
infrastructure and jobs, creating the strongest bottleneck in the physician supply pipeline. Two main 
factors sustaining this bottleneck include statutory constraints and regulatory inequities in job 
distribution. 

Legislation such as the Balanced Budget Act of 1997 imposed a rigid cap on Medicare-funded residency 
positions, restraining the annual growth in GME training pathways below 3%, despite a growing and 
aging population as well as a larger pool of medical graduates. Hospitals and academic institutions 
were forced to absorb the direct costs of residency slots onto their own bottom lines, directly 
impacting their profit margins.  Several corporate hospitals have eliminated or significantly reduced 
their financial support for GME training. Climbing average medical educational debt ($200,000 to 
$250,000) also drives medical graduates away from the lower-paying rural primary care into urban 
sub-specialties.26

Regulatory inequities in slot distribution have further worsened the rural healthcare crisis. In 2020, 
Medicare dedicated $16.2 billion to GME funding, yet a mere 2% of that was allocated to rural areas.  
The Consolidated Appropriations Act of 2021 authorized 1,000 new residency slots, but its rollout 
failed to bridge the urban-rural gap.27  Despite the fact that trainees who spend at least 50% of their 
residency in a rural setting have five-fold higher odds of practicing there, the gap in residency slots 
between urban and rural areas continues to widen.  Only 5% of training programs receiving these 
new slots trained residents in rural Health Professional Shortage Areas for 50% of their residency, 
completely underrepresenting 32.1% of the US population living in underserved rural communities.

3. The Collapse of Rural Inpatient Care

The ongoing physician shortage creates a dangerous loop of health infrastructure decay.  As doctors 
leave rural practices, the local clinics and small hospitals become unsafe or financially non-viable, 
leading to closures that prevent any future physician recruitment. High fixed baseline operating 
costs due to regulatory requirements make maintaining standalone, low-volume units unsustainable.  
Extreme difficulties in retaining nursing and multidisciplinary ancillary teams makes it even harder to 
keep these rural units open.
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Consequently, rural families are forced to navigate complex, long-distance interfacility transfers 
for common medical issues like asthma, croup, and seizures.28  The risk of poor clinical outcomes 
rises significantly for the most vulnerable patients, include rural children, mothers with high-risk 
pregnancies, and elderly patients with complex, chronic diseases.  Low-income families are forced 
to bear substantial indirect financial burdens, including unpaid time away from work and high travel 
and parking costs in urban centers for routine medical care.  Instead, they may compromise by 
accepting a lower health-related quality of life or disease-induced limitations in their daily living 
activities.  A 2021 survey reported that millions of people in the US forgo prescribed medicines to 
reduce costs.29  When inpatient services close, pediatric and adult specialists often shut down their 
outpatient clinics in the community, leaving entire regions without access to local specialty care.

4. Telemedicine as a Structural Mitigant

Digital health technology and telemedicine were considered as potential solutions, particularly 
after the COVID-19 pandemic, to fill the geographic gaps created by rural physician shortages,.30,31  

Despite these predictions, the academic literature highlights that virtual care models may function as 
a double-edged sword for retaining physicians in rural areas,12 or for sustaining access to primary 
or secondary healthcare for rural families and communities. Emerging advantages and disadvantages 
are summarized in Table 1 below. 

Table 1. Opposing Effects of Rural Telemedicine
BENEFITS: CHALLENGES:
•	 Lower local admission and ED utilization 

rates by 10-25%

•	 Extends overbooked primary care capacity 
to patients in isolated areas

•	 Connects rural clinics directly with urban 
specialists

•	 Increases daily charting and administrative 
workloads

•	 Demands major upfront capital investment 
for digital tools and broadband access

•	 Fails to replace hands-on diagnostic and 
surgical capabilities

•	 Delays care for acute emergencies well 
beyond the ‘golden hour’

Many people living in rural communities are less comfortable with technology, and they particularly 
feel the lack of physician warmth, gentle touch, and genuine concern during telehealth consultations.  
Rural folks may lack the appropriate equipment (computer, camera, smartphone, broadband service) 
and the motivation to access healthcare remotely, leading to significant differences in the use of 
telemedicine between urban and rural patients across younger and older age groups.32,33  Rural 
families are also reluctant to allow healthcare providers to view their homes and living conditions 
because of privacy needs.  Though telemedicine may provide a reasonable solution to access urban 
specialty care for rural communities, but it cannot adequately replace the loss of local primary care 
or emergency services.34 

Albeit limited, telemedicine does have an important role in rural healthcare delivery.  Virtual consult 
networks do expand the reach of rural doctors, allowing them to care for isolated populations with 
limited mobility.  For example, a telemedicine consultation network in rural California successfully 
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lowered local hospital admissions and emergency department utilization.34  Remote support options 
can also ease the clinical burden on overbooked primary care physicians by triaging non-acute 
cases.  Telemedicine integration can also help rural community emergency departments to maintain 
pediatric readiness without requiring permanent on-site specialists.

However, virtual tools cannot replace on-the-ground diagnostic infrastructure, hands-on clinical 
intuition, or local surgical capabilities.  Small rural hospitals frequently face severe funding and 
reimbursement challenges when trying to set up and maintain advanced telehealth systems.  Relying 
heavily on digital care can also worsen administrative burnout if it adds to data entry burdens 
rather than reducing paperwork.  In summary, telemedicine works best as a retention tool when it 
connects rural doctors to urban specialist networks, making them feel less professionally isolated.

5. International Parallels: Rural healthcare in India

The structural challenges seen in the United States match the inequity in healthcare workforce 
distribution in India, though the economic contexts differ.  India produces a large volume of medical 
graduates every year, yet it faces a deep urban-rural chasm driven by the demographics of medical 
graduates and their training design. 

Approximately 80% of India’s MBBS graduates settle in urban cities, while only 20% practice in rural 
areas.  This maldistribution leaves a massive 65% of the population medically underserved in rural 
districts.  Rural public health postings are widely viewed by medical interns as a form of “punishment” 
because of their distance from urban amenities and social networks.  Staffing vacancies persist in 
rural Primary Health Centres (PHCs), which often lack reliable electricity, clean water, safe housing, 
or good local schools for physician families.  The traditional medical curriculum focuses heavily on 
high-tech tertiary care, preparing students more for careers in developed countries rather than for 
practicing in rural settings.

The National Eligibility cum Entrance Test (NEET) is India’s sole national-level entrance examination 
for undergraduate medical education.  It is mandatory for securing a seat in MBBS, BDS, AYUSH, and 
Veterinary courses across all government and private institutions.  The NEET exam poses as a major 
educational barrier, because less than 5% of top scorers come from rural backgrounds.35  Illegal 
capitation practices and exorbitant tuition fees at private medical colleges force graduates to seek 
high-paying urban corporate positions to pay off their educational debts.36  Furthermore, exclusive 
use of the English-language in medical school training further blocks qualified rural youth receiving 
instruction in regional languages from rural government schools, before applying for the NEET exam.

For the MBBS graduates of government medical colleges, mandatory rural service for 1-2 years 
was traditionally enforced by some States, through compulsory rural service bonds.  These coercive 
mandates often did not work as intended because medical graduates from middle-class or wealthy 
families could simply paid off the financial penalty to avoid rural service postings.  Some states, 
including Maharashtra, Kerala, and Andhra Pradesh have scrapped these service bonds, whereas 
other states like Karnataka have relaxed the enforcement of their mandatory one-year social 
responsibility service bond.  National institutions like AIIMS and JIPMER and private medical colleges 
did not implement mandatory post-MBBS service bonds. 

Similar factors apply to residency training or postgraduate medical education in India.  Most seats are 
available only in urban centres and these programs charge even higher fees for admission and tuition 
than the MBBS courses.  The pipeline of MBBS graduates from rural areas is already restricted, but it 
faces further drastic reductions in their entry into the highly competitive postgraduate programs.37  
Innovative and effective approaches must be explored to address these glaring inequities, and to 
bridge the widening gaps in rural healthcare workforce distribution. 
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6. Pathways of Promise

Conceived and built during the COVID-19 pandemic and inaugurated in March 2023, the Sri 
Madhusudan Sai Institute of Medical Sciences and Research (SMSIMSR) has introduced a radically new 
alternative, creating free-of-charge training pipelines for both under-graduate and postgraduate 
medical students. This unique and innovative program provides completely free tuition, boarding, 
books, materials, clothing, toiletries, and other amenities to rural youth in exchange for a binding 
commitment to serve in rural healthcare facilities for a duration equal to their years of subsidized study.  
All teaching and training courses are conducted in state-of-the-art, advanced facilities within a values-
based, residential and holistic educational system, and endowed with deep spiritual understandings.  
This unprecedented approach seeks to build a community-specific healthcare workforce by training 
medical professionals within a rural milieu, eliminating student debt, and bypassing the well-beaten 
paths to urban migration.  In addition to nurturing clinical talent, imparting knowledge and skills, this 
unique institute is building character and integrity among medical professionals, creating an inspired 
healthcare workforce dedicated to building their careers in rural medical practices.  

Generating a sustainable rural healthcare workforce, however, will require much greater investment 
than the efforts of one institution.  International healthcare systems must shift from short-term 
recruitment bonuses to systemic structural reforms.  All countries dealing with the rural healthcare 
crisis must adopt models like SMSIMSR that actively recruit, support, and train rural youth within 
rural clinical environments to foster a long-term commitment to community service.  The US 
must first overhaul GME funding models by un-capping residency slots and legally mandating that 
a significant percentage of funding be allocated to rural underserved areas and regional primary 
care programs.  Legislators and administrators at all levels must also work hard to protect the 
smaller regional and rural hospitals from corporate exploitation, stabilize Medicaid and public health 
insurance reimbursements, upgrade clinical utilities in underserved areas, and provide full student 
loan forgiveness that is annually tied to physicians, nurses, or other healthcare providers remaining 
and exclusively practicing in rural geographies.  Policy reform, political will, and innovative models 
like the SMSIMSR have the potential to bridge rural-urban disparities in healthcare delivery, edging 
the world closer towards achieving the UN Sustainable Development Goals (SDGs), namely, SDG#3 
and SDG#10.38
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