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Site and Community Snapshot
Cahaba Medical Care is headquartered in Bibb County, Alabama, approximately one hour south of Birmingham, southeast of Tuscaloosa, and north of Montgomery. The organization serves four rural counties in Alabama’s Black Belt region, including Bibb, Perry, and Wilcox, as well as underserved urban neighborhoods in western Birmingham. The Black Belt is historically defined by its rich soil but is now more often associated with deep, persistent, intergenerational poverty and rural health disparities, including higher rates of chronic disease and mortality and reduced access to health care services relative to urban areas. It has been described in national reporting as a place “where health care will not go,” reflecting longstanding workforce shortages, limited infrastructure, and chronic underinvestment in rural health systems (Ouyang, 2017). Several counties in the service area lack full‑service hospitals; Perry County has not had a hospital for more than three decades, and Wilcox County has faced repeated threats of hospital closure and has been described as one of the least healthy counties in the United States. Regional referral patterns typically require travel to Birmingham or Tuscaloosa for specialty and tertiary care, creating substantial barriers for residents with limited transportation and financial resources.
Organization Profile
Dr. John Waits, founder and CEO of Cahaba Medical Care, first came to Bibb County during a rural medicine rotation in medical school and later returned through the National Health Service Corps, a federal program designed to place clinicians in underserved areas. He has lived and practiced in Bibb County for more than two decades, describing himself as “a statistical aberration” in a workforce where few physicians remain long term in rural communities. His experience reflects a broader challenge in rural health care, where exposure during training and service‑based scholarship programs is often critical to recruiting and retaining clinicians. As Dr. Waits has emphasized, “If doctors train in rural areas… they are statistically likely to stay there… We train doctors in big cities. They are great places to live.”
Cahaba Medical Care began as a private rural practice and converted to a Federally Qualified Health Center (FQHC) through a public–private partnership with the Health Resources and Services Administration (HRSA) in 2010. Since then, it has expanded into a multi‑site community health system serving both rural counties in Alabama’s Black Belt region and underserved urban neighborhoods in western Birmingham. By 2025, Cahaba Medical Care was serving approximately 46,000 unique patients each year across its rural and urban sites and employed roughly 600 staff, including about 150 physicians, nurse practitioners, pharmacists, and other clinical providers. The organization also functioned as a Teaching Health Center with accredited graduate medical education programs in family medicine and psychiatry. Cahaba operated as a hybrid model: a community‑governed FQHC that maintained independent leadership while working in close partnership with rural hospitals, academic medical centers, and federal training programs.
Workforce Challenge and Pre-Intervention State
The workforce challenges facing rural counties served by Cahaba Medical Care were both severe and structural. When Dr. Waits began practicing in Bibb County, the Health Professional Shortage Area (HPSA) score—19 in 2004—ranked among the nation’s worst. As Dr. Waits described, “When I moved to Bibb County 23 years ago… 93% [of the low-income population] are either not getting primary healthcare or going to the ER.” In 2010 in Bibb County, only 7% of the low-income population (defined as ≤200% of the federal poverty level) had affordable access to primary care. In some Black Belt counties, the proportion was as low as 5%.
In Bibb County and surrounding Black Belt communities, there was a limited pipeline of physicians willing to establish long-term rural practices, and many communities relied heavily on emergency departments for routine primary care needs. In some counties, the physician workforce was aging without clear successors; for example, Wilcox County’s last remaining physician continued practicing into his 80s and learned to use an electronic medical record for the first time alongside residents. Beyond physicians, shortages extended to medical assistants, behavioral health clinicians, and psychiatric providers. Newly graduated nurse practitioners (NPs), while essential to rural care delivery, were often insufficiently prepared for immediate independent practice in complex, resource-limited rural settings.
These workforce gaps unfolded in a fragile organizational and policy context. Rural hospitals in Alabama operated under significant financial strain, with some facing closure or conversion to alternative designations that limited available service lines. Several counties lacked access to Medicare-funded GME because they did not have qualifying hospital infrastructure, sharply limiting their ability to expand local physician training programs. In addition, Alabama’s geography has restricted eligibility for critical access hospital designation in some rural areas, creating policy constraints that further reduce financial stability and limit access to federal support available to other rural states. Financial instability in rural facilities, combined with these structural limitations, made recruitment and retention of clinicians particularly difficult. Compounding the problem was the absence of local training infrastructure, meaning that most clinicians were trained elsewhere, typically in urban academic centers, and were statistically unlikely to return to rural communities.
The consequences were significant for community health and access. Labor and delivery units closed or operated under the constant threat of closure, and some counties were left entirely without hospital-based services, eliminating not only inpatient care but also access to emergency care. Residents often faced long travel distances to reach specialty, obstetric, and tertiary services, increasing delays in care and associated health risks. Most critically, affordable access to primary care among low-income populations remained persistently low, reinforcing cycles of emergency department dependence, preventable morbidity, and poor health outcomes.
Workforce Innovation: Rural Teaching Health Center Model
The central innovation at Cahaba Medical Care is a community-embedded Teaching Health Center workforce strategy: a multi-campus rural GME model integrated within an FQHC rather than dependent solely on hospital-based Medicare funding. This model includes rural “frontier” residency tracks, a 15-month structured nurse practitioner residency program, a competency-based “belt” pipeline for medical assistants that ties skills progression to wage advancement, integrated behavioral health training, and an emerging rural psychiatry residency program. Together, these components form a layered, ‘grow-your-own’ workforce ecosystem rather than a single recruitment initiative.
The primary objectives of this strategy are clear and measurable: increase long-term rural physician retention, expand affordable primary care access for low-income residents, reopen or stabilize essential services such as labor and delivery, reduce dependence on short-term recruitment packages and locum tenens coverage, and build sustainable internal workforce pipelines across clinical roles. Rather than episodic hiring, the model aims to create a self-replenishing rural workforce infrastructure rooted in place.
The guiding principles behind Cahaba Medical Care’s workforce strategy are equally deliberate. Training programs are located where need is greatest, rather than where implementation is most convenient. In one Black Belt county, for example, the organization converted a former Dollar General store into a combined FQHC clinic and training site, allowing both patient care and GME to occur in a community that previously lacked stable clinical infrastructure. GME is intentionally embedded within community health centers to maximize flexibility, maintain mission alignment, and allow training to occur in settings that would not otherwise qualify for traditional hospital-based programs.
Cahaba’s leadership has also demonstrated a willingness to invest in workforce infrastructure ahead of immediate financial return, recognizing that access to care and workforce stability function as long-term drivers of system sustainability. Most importantly, the organization aligns its mission with measurable gains in access to care for low-income populations, using improvements in coverage, utilization, and workforce retention as core indicators of success. As Dr. Waits summarized, the goal was to build a system that could serve as “a place where healthcare will go,” countering the longstanding pattern in which rural Black Belt communities were seen as places where healthcare systems would not invest.

Design and Implementation
Cahaba Medical Care’s design and implementation of their workforce strategy reflect a deliberate blend of governance, innovation, structured training programs, strong partnerships, and practical infrastructure decisions.
Governance and Leadership Structures
Conversion from a private rural practice to an FQHC enabled Cahaba to receive federal Teaching Health Center funding directly. This fundamentally altered its ability to finance GME outside traditional Medicare hospital formulas. This preserved community-level ownership; rural campuses function in close partnership with local hospitals, often sharing facilities, parking lots, and infrastructure to align incentives and stabilize services. Importantly, leadership succession is cultivated internally: former chief residents and program graduates now serve as rural program directors, reinforcing continuity and place-based commitment.
Program Components and Practices
The Teaching Health Center physician training model has established rural residency tracks in Bibb County and in two Black Belt counties that lack access to Medicare GME funding. The “frontier” track intentionally placed residents in counties without hospitals, proving that physician training could occur in the absence of traditional inpatient infrastructure and in communities that would otherwise be excluded from traditional GME pathways. As Dr. Waits recalled when first proposing a residency in a low-volume rural hospital, “You want a residency program in a 30-bed hospital with an average daily census of 1.7? … What are you even talking about?” The model challenged conventional assumptions about where accredited training could occur.
Complementing physician training, Cahaba launched a 15-month nurse practitioner residency program designed to prepare new NPs for the realities of independent rural practice; Cahaba started the residency before federal funding was available. The program includes structured mentored clinic time, formal didactic instruction, and salary support during training, explicitly addressing readiness gaps for independent rural practice. To stabilize the broader clinical workforce, the organization also developed a “belt-based” medical assistant pipeline that combines on-the-job training with structured competency checkpoints tied to salary progression (e.g., “white belt,” “purple belt”). Evaluations include hands-on skills assessments and simulations of difficult patient conversations, reinforcing both technical abilities and communication skills.
Behavioral health integration was developed using a similar workforce pipeline approach. Because recruiting licensed clinical social workers in rural Alabama proved difficult, Cahaba hired master’s-level social workers (MSWs) and provided in-house supervision toward clinical licensure, allowing staff to complete required clinical hours while remaining employed within the organization. In exchange for this training support, clinicians committed to continued service, helping stabilize the behavioral health workforce across sites. Through this model, more than 45 behavioral health staff have been embedded across Cahaba clinics. Building on this foundation, the organization later developed an Accreditation Council for Graduate Medical Education-accredited rural psychiatry residency, further expanding specialty capacity in underserved counties.
Partnerships and External Relationships
HRSA Teaching Health Center funding serves as the core enabling mechanism for the rural GME model. Close partnerships with local hospitals, including those transitioning to Rural Emergency Hospital (REH) status, support shared staffing and help stabilize key services. At the same time, leadership continues to explore Medicare GME–based expansion in rural sites, while navigating policy limitations that currently restrict GME access for REHs. In at least one partner hospital that converted to REH status, Cahaba lost access to Medicare GME funding just as it was preparing to launch a new rural track there.
Infrastructure and Resiliency Elements
Operationally, the model emphasizes practical resiliency. The organization implemented electronic medical record systems across multiple generations of rural physicians. Physical co-location with hospitals strengthens alignment and reduces fragmentation. Most notably, labor and delivery services have been reopened in Bibb County through shared staffing guarantees tied to the residency program, demonstrating how workforce strategy directly underwrites essential service stabilization.
Early Outcomes and Impact
The workforce innovations at Cahaba Medical Care have yielded measurable impacts across provider retention, pipeline development, clinical access, and system stability. To date, 43 rural alumni have been trained through Cahaba’s Teaching Health Center–based programs, with 43% of rural campus graduates practicing in rural areas, approximately eight times the national rural retention average (Table 1 summarizes selected pre- and post-implementation indicators). Even graduates from the Birmingham campus who enter rural practice do so at roughly five times the national rate. These gains have translated into concrete improvements in community-level access, including a halving of the HPSA score (10 as of 2022) in Bibb County, signaling a substantial reduction in the severity of the primary care shortage.
Clinical and access outcomes have been particularly striking for low-income populations. In Perry County, which lacks a hospital, affordable primary care access for low-income residents increased threefold. Camden now reports coverage exceeding 100% of the census-estimated low-income population, while Maplesville increased from roughly 5% to 70%-100% annually. Bibb County has sustained increased access to low-income services for seven consecutive years. As Dr. Waits emphasized, “Seven years in a row, we see more of the low-income population than the U.S. Census captures.” Maternal and infant health outcomes have improved alongside these access gains: labor and delivery services have been reopened in Bibb County, and multi-year periods with zero deaths in the first year of life have been recorded, consistent with statistically significant reductions in infant mortality over the past decade.
Operationally, these workforce strategies have stabilized hospital staffing, reduced reliance on episodic recruitment, and integrated residency training as a long-term anchor for rural workforce sustainability. The combination of local training, structured pipelines, and embedded residency programs has created a durable model linking workforce development directly to measurable improvements in clinical access and community health outcomes.
Lessons Learned
Several key enabling factors have supported the success of Cahaba Medical Care’s rural workforce innovations. Federal Teaching Health Center funding provided the core financial mechanism for establishing multi-campus rural GME programs, while the flexibility inherent in FQHC status allowed the organization to operate independently of hospital-based Medicare volume constraints. Cultivating local leadership, promoting former chief residents and program graduates into director roles, ensured continuity and community-rooted governance. The organization also maintained a clear, mission-driven focus, using low-income access as a “north star” metric to guide all workforce and service decisions; structural rural poverty continues to shape both patient needs and workforce sustainability, influencing everything from recruitment to retention.
Cahaba’s experience suggests that many elements of its model are transferable and replicable approaches to enhancing rural workforce development, but only within certain policy and financing conditions. While local strategies such as embedding training in high-need communities, and building structured pipelines for NPs, medical assistants, and behavioral health staff can be adopted almost anywhere, their scale and durability depend heavily on stable federal Teaching Health Center funding and more flexible graduate medical education policies. Broader diffusion of the Cahaba model will require federal reauthorization and policy reform to align GME financing with rural workforce needs.
Looking Ahead
Looking ahead, planned strategies focus on sustaining and expanding these innovations. Cahaba aims to grow its rural psychiatry residency pending federal appropriation, explore hybrid Medicare GME pathways for additional rural tracks, continue internal leadership development, and maintain workforce pipelines. In doing so, the organization contributes to a broader rural workforce framework as an exemplar of FQHC-based GME innovation, physician-led rural retention strategies, multi-level ‘grow-your-own’ workforce development, and access-driven mission accountability.
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	Domain 
	Indicator 
	Pre-Intervention (Baseline) 
	Post-Implementation (Current) 
	Change 

	Workforce Capacity 
	Physicians trained through rural GME programs 
	0 residents/year 
	9 residents/year (rural campuses) 
	+9/year 

	 
	Rural residency graduate retention 
	<10% (national avg) 
	43% (rural campus graduates) 
	8× national average 

	 
	HPSA score (Bibb County) 
	19 (severe shortage) 
	~10 (reduced by ~50%) 
	50% improvement 

	 
	Behavioral health staff (integrated) 
	Minimal/unstable 
	45+ embedded social workers/clinicians 
	+45 FTEs 

	Access to Care 
	Low-income primary care access (Bibb County) 
	7% 
	>100% of census estimate 
	14× increase 

	 
	Low-income access (Perry County, no hospital) 
	~27% 
	~81% 
	3× increase 

	 
	Low-income access (Camden/Wilcox County) 
	Very low 
	>100% 
	Exceeds census estimate of low-income population 

	Clinical Services 
	Labor & delivery services (Bibb County) 
	Closed/threatened 
	Reopened and sustained 
	Service restored 

	 
	Annual patient volume 
	Unknown baseline 
	~46,000 unique patients 
	Sustained growth 

	Organizational Capacity 
	Residency program tracks 
	0 
	4 tracks (2 rural, 2 urban; family medicine + psychiatry) 
	4 accredited programs 
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