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Current challenges, gaps and/or barriers
Achieve the Triple Aim
· Residency programs remain overwhelmingly hospital-based and focused on medical (sub)specialties. 
· With the emphasis on hospitals as main sites of training, the clinical training material is skewed to less common and more severe disease states and clinical entities. 
· Trainees are not exposed to the general health needs of a majority of the population.
· Residents frequently leave training with insufficient competencies in interdisciplinary teamwork, care coordination, cultural sensitivity, health economics, the appropriate use of diagnostic tests and treatments, quality improvement, mobile health, other care continuum sites, and health information technology.
· Address patient experience of care
· Health systems are still in an early phase of a shift to value-based reimbursement models; business models, organizational culture, and training programs are also still evolving.
· The current reliance on fee-for-service payment models stimulate the predominance of specialization and procedural specialization.
· Educational debt encourages individuals to seek well reimbursed specialties
Focus on Population Health
Understanding the current challenges begins with assessing current training programs to understand where and why the programs lack focus on population health.  
· Setting of training not designed for population health
· Hospitals, the most common learning setting, are not designed for population health. 
· Most rotations are in episodic care settings (hospital inpatient or sub-specialty rotations) where there is no longitudinal view of health. 
· Even in primary care programs, most residents practice in “clinics” that have limited hours of operation and the clinics have no capability for reflection on the health outcomes or process measures for the population of patients served by the clinic. 
· Training curricula do not emphasize clinical epidemiology and the ability to evaluate evidence at the bedside of the individual patient or for populations
· Without a basic knowledge of the science of medical decision-making, a physician cannot achieve the triple aim for an individual let alone reach it for an entire panel of patients or a population. 
· Many residency programs lack education in continuous performance improvement, another gap in the ability to maximize efficiency and optimize health outcomes. 
· Incomplete data to assess and improve the health of a population of patients; using available data is not stressed in training programs.
· Limited collaboration with other professionals and organizations necessary to address the health of a population. Most residency training curricula do not include adequate education in working with community agencies to improve health and healthcare. 
· Lack of data and metrics to evaluate success of population based health initiatives
Create Equitable and Efficient Funding
· General lack of understanding of how hospital rates are set and how much is included in hospital rates in any one year for the cost of direct medical education. 
· Funding is currently hospital-based
· Hospitals rely on residents and their associated funding to provide needed care in an inpatient setting
· There is uncertainty/lack of understanding of how money could or would “follow” residents moving to alternative care setting outside hospitals. There is a lack of understand on how Medicare rules and guidance apply to Maryland’s all payer hospital rate setting system.
· Currently the only way in which a hospital can request a change in their residency programs (or introduce a residency program where one does not currently exist) would be to file a full rate application. Full rate applications are rare events as a hospital’s entire rate base is under scrutiny and at risk. 
· Changes in residency programs may results in cost associated with innovations that may not always result in improved productivity or lower aggregate cost. The new demonstration places strict limits on the rate of growth in per capita hospital costs and ultimately the total cost of care.  
Promote Optimal Workforce Distribution
Multiple challenges exist in accurately identifying factors affecting workforce distribution: 
· There is a lack of clarity and agreement on the number of physicians and workforce needs. 
· Focused attention on a precise understanding of numbers and needs has stymied past workforce initiatives in Maryland.
· Barriers to optimal workforce are far broader than training programs.
· Reimbursement policies drive workforce decisions. Value-based models and a focus on total cost of care will take time to evolve.
· The culture of medical education that values specialty training
· Nationally, there has been limited success of prior initiatives such as National Health Services Corps and loan repayment programs.
· Attracting and retaining needed workforce in underserved communities is difficult due to many factors (e.g., lack of peer provider support).
1

image1.png




