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Background
Maryland’s All-Payer Hospital Rate Setting System
Effective January 1, 2014, the State of Maryland and the Center for Medicare & Medicaid Innovation (CMMI) entered into a new initiative to modernize Maryland’s unique all-payer rate-setting system for hospital services. This initiative, replacing Maryland’s 36-year-old Medicare waiver, allows Maryland to adopt new and innovative policies aimed at reducing per capita hospital expenditures and improving patient health outcomes. Success of the new All-Payer Model will reduce cost to purchasers of care – businesses, patients, insurers, Medicare, and Medicaid – and improve the quality of the care that patients receive both inside and outside of the hospital.
Maryland, in close partnership with providers, payers, and consumers, is already making significant progress in this statewide modernization effort. As we look toward the future, we understand that success depends not only on modernized payment systems, but also on developing and empowering a physician workforce that is well prepared to serve the health care needs of the population of Maryland in this new population-based environment.
Therefore, in Maryland’s modernized all-payer rate setting model agreement with CMMI, Maryland agreed to convene medical schools and schools of health professionals in Maryland to develop a five-year plan that will, “serve as the blueprint for improvement elements necessary to sustain health transformation initiatives in Maryland.” Further, Maryland committed that the plan will be generalizable to other states. Maryland confirmed with CMMI that our State’s efforts should address reforms to graduate medical education (GME) with an understanding that multidisciplinary training must be a component of a successful physician workforce. Our State committed to submitting this plan to CMMI by January 1, 2016.
Graduate Medical Education in Maryland
[image: Screen Shot 2015-10-19 at 2]Graduate medical education is medical training following the completion of undergraduate medical education (post-baccalaureate medical school). This training, preparing physicians to practice medicine in a specialty through both clinical and didactic training, is referred to as residency training. Subspecialty training, referred to as fellowship training, is also a component of GME.[footnoteRef:1] [1:  From the Accreditation Council for Graduate Medical Education (ACGME).] 

Maryland has a proud history of training physician leaders to serve our nation’s health needs. Maryland is home to the University of Maryland School of Medicine, the nation’s oldest public medical school, and the Johns Hopkins University School of Medicine, the home of the first residency program in the United States. Today, as a total number of graduates, the University of Maryland and the Johns Hopkins University programs train the largest number of Maryland resident physicians in more than 40 ACGME (Accreditation Council for Graduate Medical Education)-approved GME programs. With these, along with MedStar hospitals and several other hospitals, Maryland had 2,759 residents[footnoteRef:2] in 61 types of residency specialties in state fiscal year 2013. Most residency programs in Maryland are located in urban areas. [2:  From HSCRC data, State Fiscal Year 2013. Maryland’s state fiscal year runs July 1 – June 30.] 

Maryland Funds GME Within Our All-Payer SystemTotal Residents = 2,759
Total Program Cost per Resident = $110,996


The Health Services Cost Review Commission (HSCRC) founders saw GME as a public good and thus a core component of hospital costs that should be funded on an all-payer basis. GME costs include both the direct medical education costs (DME) and indirect medical education costs (IME). DME costs are those directly incurred in the operation of teaching activities and include actual salaries and benefits of residents, faculty supervisory expenses, and allocated overhead. IME expenses are the additional costs incurred because of the teaching function, such as higher costs for ancillary services and other treatment inefficiencies that occur as part of residency training, higher costs of staff and supplies resulting from higher acuity of patients treated at teaching hospitals, and higher costs for early adoption of new technology to support teaching and research. 
All payers—including private insurers, Medicare and Medicaid—reimburse Maryland hospitals using HSCRC’s rate structures. This means that all payers contribute to GME through the hospital reimbursement rates. The funding provided to hospitals for GME (both DME and IME) is “baked in” to unit rates at the time of a full rate review[footnoteRef:3] and then rolled forward annually as hospital budgets are adjusted for things such as inflation, volume/population changes, and quality program payments. Some hospitals have not received a full rate review since the initiation of the hospital rates nearly 40 years ago. Therefore, in this prospective rate system, the amount of funding for GME in rates today is not necessarily the same as the current actual GME costs—it could be more or less.[footnoteRef:4] However, hospitals must budget for their GME programs within their prospective rate structures.  [3:  A full rate review evaluates the entire rate structure of a hospital to determine whether the underlying costs of a hospital (including DME and GME) are reasonable and that the rates that are established are such that an efficient and effective hospital can remain solvent. Such a review can be initiated by either a hospital or the Commission, and they are relatively infrequent. ]  [4:  In addition to the full rate reviews, historically HSCRC’s reasonableness of charges methodology was applied to hospitals. This methodology provided for peer group based scaling which accounted for DME and IME costs. This provided potential rate adjustments, received through the annual update factor, which may have accounted for cost changes in GME programs.] 

[image: Screen Shot 2015-10-19 at 3]To alter the amount of GME in a hospital’s rate, hospitals need to undertake a full rate review with the HSCRC. Full rate reviews open the hospital to rate base adjustments across the full spectrum of costs, not only the costs of GME. Because this may involve risk to the hospital, it is unlikely that a hospital would engage in a full rate review exclusively for the purposes of requesting additional funds for GME.
Currently, the HSCRC collects data on the costs of DME through its financial reporting system and estimates the costs of IME using an empirically determined regression model. In state fiscal year (FY) 2013, hospitals reported total DME costs of $306,182,780. In FY 2013, the HSCRC estimated IME costs to be $545,237,171.[footnoteRef:5] In total, both DME and IME accounted for $851,419,951 or 6.1% of total inpatient and outpatient hospital revenue.  [5:  The IME regression model is a two variable model that accounts for both teaching intensity and poor share. HSCRC measures teaching intensity by the number of trainees (residents and clinical fellows) per risk-adjusted discharge. Currently, the data on the number of full time equivalent residents and interns is obtained from Medicare’s Intern and Resident Information System. Poor share is measured as the percentage of a hospital’s inpatient and outpatient charges where the primary payer is Medicaid, self-pay or charity care, or Medicare is primary and Medicaid is secondary payer (dual eligible). The model coefficient for teaching intensity quantifies the per-discharge effect of the resident per case mix adjusted discharge on the hospitals total adjusted charges.] 

In addition to supporting GME through hospital rates, the HSCRC also supports other workforce initiatives, most notably Maryland’s Nurse Support Programs. Through the collaborative efforts of hospitals, payers, and nursing representatives, the Nurse Support Program I focuses on sustaining the number of bedside RNs through educational opportunities, improved working environments, and retention initiatives. Understanding that nursing workforce growth is dependent on nursing faculty capacity, the HSCRC also supports the Nurse Support Program II, which focuses on increasing the nursing faculty capacity and diversity.
GME Funding Nationally Differs from GME Funding in Maryland
The funding of GME under the Maryland all-payer model agreement differs from GME funding elsewhere in the United States. Throughout the rest of the country most subsidized resident positions are funded through Medicare direct and indirect payments to hospitals. In the other 49 states, other payers contribute little to nothing to GME financing. 
Until the 1997 Balanced Budget Act placed a cap on the number of Medicare-supported resident positions, Medicare support for residents was open-ended. Hospitals increased their resident complement as they felt was required to meet patient care needs. The total number of Medicare-supported positions has been capped at the 1996 level since then, though some movement of unfilled positions, or from hospitals that have closed, has been allowed.[footnoteRef:6] Resident and fellow positions in excess of the cap must be supported entirely by the training site. The Affordable Care Act has recently redistributed some residency slots to underserved areas, especially for primary care and general surgery training.  [6:  Medicare exempts certain categories of providers from these caps, such as podiatric medicine and dental residency slots.   ] 

Outside of Maryland, Medicare support for graduate medical education is provided using direct and indirect payment calculations. DME support is intended to reimburse training sites with a per-resident-amount (PRA) for trainee stipends, faculty compensation and other expenses. The PRA for a given hospital or training site is established depending upon an individual hospital’s direct training costs with modifications made periodically and annual updates to account for inflation. The full PRA is provided for residents in their initial residency period, while 50% of the PRA is provided for trainees beyond that initial residency. DME funded by Medicare totals approximately $2.8 billion annually. IME support is allocated by Medicare using a formula that involves the resident-to-bed ratio and is intended to account for the additional patient care costs associated with sponsoring residency programs.
Developing Maryland’s GME Innovation Plan	
The Maryland all-payer system is being modified in an effort to improve health care and health, and simultaneously reduce cost. Under the new model, Maryland hospitals are committing to achieve specific improvements in quality measures (e.g., 30-day hospital readmission rate and hospital-acquired conditions), to limit per capita hospital growth, and to shift hospital revenue to global payment models. This will require a dramatic shift in attention towards population health, which prior to these new incentives had not been the primary focus of hospitals in the state.
In recognition of the need to align the focus of GME with the focus of this new all-payer hospital system, Maryland gathered a group of GME leaders to develop the State’s GME Innovation Plan. With a strong desire to be inclusive and gather broad-based input, the Maryland Department of Health and Mental Hygiene (DHMH) composed the Innovation in Graduate Medical Education (IGME) Workgroup in early 2015. The group, chaired by leaders from the University of Maryland and Johns Hopkins Medicine, brought together a diverse group of senior leaders from across the health care community. Leaders represented both large and small teaching programs from a variety of specialties. Workgroup membership included a current resident physician. Tables in the appendix provide a list of the IGME workgroup members as well as a project management team that facilitated the workgroup efforts. 
As its first charge, the IGME workgroup developed a guiding document, the Principles of Redesign, to articulate the proposed goals of Maryland’s GME innovation plan. To gain a wider range of perspectives on this important topic, the IGME workgroup convened a broader group of health care leaders to engage in the discussion. 
Creating a Leadership Forum to Inform, Validate, and Comment    
The IGME workgroup invited a cross-section of community, government, and industry leaders to discuss the current state of GME, the proposed Principles of Redesign, and to provide future direction and vision. The all-day event, held on May 20, 2015, attended by over 100 individuals, entitled “Maryland Summit on the Future of Graduate Medical Education,” included several keynote speakers—including a representative from CMMI. Breakout sessions by topic provided opportunities for workgroup members to elicit feedback from participants. Through a series of robust discussions, the Summit confirmed and refined the Principles of Redesign, and solidified the areas for which the IGME workgroup should engage and focus ongoing efforts.
Principles of Redesign
Five Goals Guided IGME Workgroup Recommendations
Based upon input from the Summit, the IGME workgroup recommends that the State of Maryland advance innovations in medical education to achieve the follow five goals:
1.       Achieve the three-part aim
2.       Focus on population health
3.       Provide equitable and efficient funding
4.       Augment what is good about GME in our current GME system
5.       Optimize workforce distribution
Achieve the Three-Part Aim
The three-part aim is a framework developed by the Institute for Healthcare Improvement, and advocated for by the Centers for Medicare and Medicaid Services (CMS) and CMMI, that describes an approach to optimizing health system performance. Specifically, its objectives are:
· Improving the patient experience of care (including quality and satisfaction)
· Improving the health of populations
· Reducing the per capita cost of health care
The US health care system is under pressure to deliver greater value for the resources expensed on health care. Health care spending in the US continues to rise (currently 17% of GDP and projected to approach nearly 20% by 2020), yet the US continues to lag behind most of the developed world in population health indicators. The combination of aging populations, increased longevity and expanding chronic health problems has created a challenge that puts new demands on health care and social services. Furthermore, patients report decreased satisfaction with the health care they receive despite continuing increased health care costs.[footnoteRef:7] Urgent changes are needed in our health care system to support the three-part aim. Maryland is beginning to drive this change through refocusing hospital reimbursement on the health of the community. [7:  http://www.theacsi.org/news-and-resources/press-releases/press-2015/press-release-utilities-shipping-and-health-care-2015] 

Physicians emerging from GME programs now and in the future will serve as managers of heath resources, charged with partnering in coordinating care and navigating an increasingly complex health care environment. While the ACGME has committed to enhancing physician understanding of the importance of meeting the three-part aim—with added attention to communication and interpersonal skills, achieving value through good stewardship of health care resources, and emphasis on quality, safety and reduction of health disparities—the IGME workgroup also sees a role as a State to lead and contribute to developing a physician workforce ready to deliver the three-part aim.
Focus on Population Health
Population health focuses on the health outcomes of a group of individuals as a community with a goal to improve the health of that community. Improving health includes:
· Leveraging health care resources to provide the right services to the right people to provide efficient and effective care such that the health of the entire community improves
· Recognizing the importance of social determinants of health and impact on health outcomes
· Reducing preventable hospitalizations and decreasing “inappropriate volume” (a term to used to describe hospital admissions that are more appropriately cared for in an ambulatory setting or hospital admissions that could have been avoided with more appropriate use of resources)  
While improving health of populations is a component of the three-part aim, the IGME workgroup noted the importance of this aim to the success of the all-payer model agreement and, therefore, developed this as a separate goal. Focusing on population health is a new paradigm of care. Population health requires an even greater reliance on team-based care than is currently used, including a reliance on multiple professions such as social workers and important partnerships between the community, public health, and health care providers. These teams must recognize and address broad issues including the social determinates of health. This requires that physicians be effective team members and leaders of new care teams that are emerging.
Population health incorporates data and data tools to assess population needs and direct care resources. Physicians in training will need to understand the skills and insights that will make them effective in a population health model. GME will need to incorporate the teaching of these skills and insights into training programs, including addressing broad health care needs and social determinants of health as core educational initiatives. In addition, as provider reimbursement follows more population-based reimbursement models, success in population health will also lead to physician economic success. 
Provide Equitable and Efficient Funding
One of the cornerstones of Maryland’s hospital rate setting system is to provide for equitable financing of hospitals among all payers. Successful implementation of GME reform in Maryland must take into account this foundational goal. Equitable financing is a cornerstone of Maryland’s all-payer hospital model because it distributes the costs across all payers and results in a fair allocation of costs. 
As described earlier in this report, GME costs are divided between Direct Medical Education (DME) and Indirect Medical Education (IME) expenses. The direct expenses include the salaries and benefits of residents and partial support for their supervising physicians. The indirect expenses are an estimate of the additional costs associated with providing care to patients in a teaching environment. These expenses may include the additional costs of diagnostic testing, the reduction in productivity inherently associated with teaching and the added care required to treat sicker and more complex patients drawn to teaching environments whose acuity is not otherwise captured through standard case mix/severity measurements.
GME costs, as with all other components of a hospital’s rate base, are subject to evaluation by the HSCRC during a full rate review. Because this is a prospective rate system, once the DME costs are incorporated into a hospital’s rate order, they are adjusted each year only by the overall change in rates approved for that hospital. Thus, over time, the amount included in rates in any one year may not bear any direct relationship to the actual costs for that year incurred by the hospital for that same time period.
The amounts included in rates for residency programs are reflected in the unit rates for the particular residency. Thus the costs of medical residents are included in the rates for the medical surgical units, pediatric residency costs included in the pediatrics rates, and so forth. 
Augment What is Good about GME in Our Current System
Revising and reforming today’s GME system aims to train a physician workforce prepared to accomplish the goals of a changing health environment. However, Maryland has a long history of training world premier physicians and physician leaders. We recognize that any discussion of GME reform must include a recognition of the good components of our current GME system and seek to augment that system. 
For example, Maryland’s current GME environment provides a clinical training grounded in scientific research for graduates of medical schools that is nationally standardized by accreditation requirements and ongoing program and institutional review, including frequent assessment of performance across the six ACGME Core Competencies and related specialty-specific milestones required for completion of training. 
GME today employs evidence-based educational methods to assure quality of training including incremental increases in the responsibility for patient care under the supervision and guidance of experienced and knowledgeable faculty in order to develop clinical judgment and autonomy while ensuring patient safety. Programs assign senior residents responsibility for managing inter-professional, multi-disciplinary inpatient teams to provide experience as a leader and team member.
The GME system engages trainees in the care of hospitalized patients with complicated and sometimes unusual conditions leading to skill and confidence in managing the care of critically ill and complex patients. Maryland trains world-class specialists and sub-specialists with high proficiency in procedural and cognitive skills that are a resource for the state, region, nation, and world. Moreover, residency training also provides opportunities for trainees to engage in scientific research and discovery in an effort to generate new knowledge and improve medical care in the future. 
Optimize Workforce Distribution
Having the right number and right type of physicians is essential to meeting the health care and health needs of the population of Maryland. Determining the optimal number of physicians is challenging, and the topic of significant debate on the state and national level. Although a thorough analysis of the adequacy number and distribution of physicians in the state is beyond the scope of this work, the IGME workgroup acknowledged that this must be an element of workforce planning for Maryland. Among the challenges in this regard is developing an accurate accounting of the number of physicians in practice, how they practice, and their practice plans for the future. In addition, the current and projected numbers of nurse practitioners and physician assistants must be taken into consideration when determining optimal numbers and types of practicing physicians.
Even in the absence of precise physician counts, there is little doubt that changes in the demographics of the US population—and by extension the population of Maryland—will create a greater need for primary care physicians and physicians in certain other specialties. The changing demographics, characterized by an aging of the population, are anticipated to produce a greater number of Americans living with multiple chronic conditions.
Contributing to changing needs is also geographic and racial/ethnic population shifts. The location at which physicians train may influence where they ultimately practice and we should understand this as we look to developing a workforce to serve currently underserved areas. Physician race and ethnicity is another important aspect of workforce distribution. Race-concordant office visits are longer and have higher ratings of patient positive affect.[footnoteRef:8] In addition, race-concordant patient-physician relationships are characterized by greater trust, respect, and patient satisfaction. There is evidence that a more diverse physician workforce results in improved access to care. Patients who are ethnic and racial minorities or who live in traditionally underserved communities are more likely to be treated by minority physicians.[footnoteRef:9] Optimizing our Maryland physician workforce must include efforts to develop and retain an ethnically and geographically diverse workforce with a focus on primary care. [8:  Cooper, et al. Patient-centered communication, ratings of care, and concordance of patient and physician race. Ann Intern Med 2003; 139:907-15.]  [9:  Groman, et al. Racial and ethnic disparities in health care: A position paper of the American College of Physicians. Ann Intern Med 2004; 141:226-232.] 

Current Challenges, Gaps and Barriers to Achieving Our Goals
Today’s GME environment contains a number of challenges, gaps and barriers. Some of our challenges are unique to Maryland, but many are not. As Maryland’s new payment models provide our State incentives to modify GME to produce a physician workforce proficient in meeting the objectives of Maryland’s new reimbursement model, Maryland may serve as a testing ground for GME revisions that could be developed later on a national scale. Maryland’s model has the strong potential to serve as a national test case for a new GME funding and training paradigm.
To revise Maryland’s GME model, we must overcome the following challenges, gaps, and barriers:
· GME is Primarily Hospital Based
As in the rest of the United States, funding of GME in Maryland is currently hospital-based. Maryland funds GME through the State’s all-payer rate setting system, which could lead to some challenges unique to our State. Consistent with Maryland’s commitment to equitable financing, all payers contribute to GME financing in Maryland.  This broad financing has advantages, but it makes shifting financing to non-hospital settings more complex. 
GME training occurs predominately in inpatient hospital settings and tends to focus on medical specialty and subspecialty training. Although many residency programs now have required outpatient components, there are concerns with how that commitment can be achieved when residents are often simultaneously responsible for hospitalized patients. Hospitals have come to depend on residents for the care of increasingly complex inpatients. In addition, emphasis on hospitals as main sites of training, the clinical training material is skewed toward more severe and acute disease states and clinical entities. This does not develop a physician workforce focused on population health, chronic disease management, and prevention. 
In addition, 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 in settings that do not provide time or opportunity for reflection on the health outcomes or process measures for the population of patients served by the clinic.
· Lack of Understanding of GME Funding Mechanisms  
As an all-payer system, Maryland’s funding of GME across all payers—public and private—is arguably far more equitable than GME funding nationally. However, the unique features of Maryland’s model can be challenging to understand and may contribute to a perceived lack of transparency. Maryland’s HSCRC sets hospital reimbursement rates. DME expenditures by the hospital are known and reported to the HSCRC on publicly available hospital financial schedules. Discussion at the Summit made it apparent that GME program directors within hospitals did not feel they had access to this information. 
IME in Maryland’s rate setting system is more difficult to quantify and assess. At the beginning of the all payer system, now almost four decades ago, IME for each hospital was reviewed and included as a factor in the rates. However, these rates have been updated annually over the last four decades and disentangling the current portion of hospital rates associated with IME has challenges. The HSCRC does estimate IME through a regression model; but, similar to DME, GME program directors did not feel they could access this information. This contributes to a general lack of understanding of how HSCRC sets hospital reimbursement rates and how much is included in hospital rates in any year for the cost of medical education.
Some revisions to GME call for moving resident training outside of hospitals. In addition to the complexities of disentangling funding from a hospital’s rate base, movement of residents and the funding associated with those residents outside of hospitals may leave significant budget pressures in hospitals that have come to rely on GME funding as an integral component in the hospital charge rates. In addition, movement of residents to sites outside of the hospital may create staffing gaps within the hospitals. These issues will need to be addressed as we strive for equitable and efficient GME funding.
· Unique Aspects of Maryland’s Hospital Rate Review Process Make it Difficult to Seek New Funding to Establish or Make Changes to Residency Program 
Currently the only method available to hospitals that seek increased financial compensation for changes or additions to their residency programs, or that wish to introduce a residency program where one does not currently exist, is to file a full rate review application with the HSCRC. In a full rate application, the HSCRC evaluates the entire rate structure of a hospital to determine whether the underlying costs of a hospital (including DME and GME) are reasonable and whether the rates that are established are such that an efficient and effective hospital can remain solvent. As a hospital’s entire rate base is under scrutiny and at risk during a full rate review, hospitals infrequently request full rate reviews.
Concerns that program innovations may not be reflected in productivity and reimbursements may also stymie residency program innovations. Changes to better educational practices and produce a stronger workforce are long-term efforts and may not always result in improved productivity or lower aggregate cost in the near term. As Maryland’s model agreement with CMMI places strict limits on the rate of growth in per capita hospital costs and ultimately the total cost of care, hospitals are carefully assessing impacts on their global budgets. 
· Current Physician Payment Models Encourage A Specialized Workforce
Health systems—including business and reimbursement models, organizational culture, and training programs—are still in an early phase of a shift to value-based models. The current reliance on fee-for-service physician reimbursement models stimulates career goals that emphasize specialization and procedural-based fields. A workforce composed of these specialists is likely not the workforce needed to achieve the goals of the three-part aim and support population health.
To date, Maryland’s payment reform modes have largely focused on hospital payments.  There are commercial Primary Care Medical Home initiatives and other innovative initiatives; however, large-scale efforts to align hospital and physician payment models are still taking hold. Even when value-based payment models become more widespread, it is likely that it will take time for these changes to affect the culture of residency programs and training strategies. 
· Growing Cost of Medical Education Encourages Individuals to Seek Specialty Training
Decisions to seek specialty and subspecialty training are also driven by the growing debt associated with medical education and the higher levels of compensation for procedure based specialties in contrast to primary care. Medical students entering residency in the U.S. have a median educational debt of $150,000 if they attended a publicly-funded medical school and $176,000 if their medical school was a private institution.
· Training Does Not Provide Tools and Skills to Lead in a Population-Based Health System
Training programs have naturally evolved from their hospital-based environments. Generally, they have not tended to emphasize team-based models of care, especially teams that extend beyond the traditional hospital-based staffing. Residents frequently leave training with insufficient competencies in interdisciplinary teamwork, care coordination, cultural sensitivity, social determinants of health, health economics, the appropriate use of diagnostic tests and treatments, quality improvement, telehealth, other care continuum sites, and health information technology. In addition, there is 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.
The ACGME has recently introduced the Next Accreditation System, with the goal of allowing for greater flexibility in training programs and for more innovation than has been possible in the past. Outcomes of training and acquisition of specific competency milestones are emphasized, and the expected outcomes include proficiency in team-based care, coordination of services, and advocacy for optimal patient care systems; however, the methods for achieving these outcomes and the criteria to be used in assessing competence are not stipulated.   
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. There is no deliberate and explicit exposure of trainees to the general health needs of a majority of the population. Training curricula do not emphasize clinical epidemiology and the ability to evaluate evidence related to populations.
The gathering, integration, analysis, and implementation of activities related to health care datasets are not currently a consistent element in training programs. Many residency programs lack education in continuous performance improvement, another gap in the ability to maximize efficiency and optimize health outcomes. The ACGME’s Clinical Learning Environment Review (CLER) program encourages engagement of residents in assessing and improving quality of care, addressing system defects, and reducing health care disparities; however, the focus of that program is on the hospital as the sponsor of the training programs. 
· Incomplete Data on Health Care System Needs and Performance 
Optimization of workforce is hampered by 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. However, the need for larger numbers of primary care providers, particularly in rural areas, is a consistent theme. Barriers to optimal workforce are far broader than training programs and involve both reimbursement policies and a culture of medical education that values specialty training.
· Factors Outside of Education Contribute Significantly to Attracting and Retaining an Optional Workforce
Many factors contribute to the training and job selection decisions of the physician workforce. There are multiple considerations for physicians when choosing where to live and practice, the types of facilities at which they seek employment, and the populations they serve. Factors such as professional support and community cohesion have a great influence on where they train and practice. In developing workforce solutions, it is important to understand that many of these factors may be unrelated to GME policy or structure. 
IGME Workgroup Solutions and Recommendations
With an understanding of these goals and barriers, the IGME workgroup, with input for Summit participants, have developed several recommendations. While many of the IGME recommendations are also elements of the current ACGME training program requirements, we acknowledge that the challenge is how to implement and facilitate these within our current and evolving health care system. This is especially true for areas in which these elements have not been previously recognized as essential components of training and the outcomes of this added emphasis in graduate medical education are still pending.
The IGME workgroup suggests the following recommendations to the State of Maryland: 
1. Continue statewide coordination and engagement
The Innovation in Graduate Medical Education taskforce convened a broad set of stakeholders and initiated discussions on the modernization of GME in Maryland. Many of the solutions and recommendations discussed within the Workgroup and at the Summit will need careful review and long term planning to develop, initiate, and evaluate. The IGME workgroup recommends that the State continue an on-going process to address GME in the context of both funding and planning efforts for Maryland’s health care workforce. To approach GME from a broad perspective, the workgroup recommends that Department of Health and Mental Hygiene coordinate and lead ongoing efforts. While the initial effort has focused on GME, multidisciplinary training is important and a broader workforce planning effort is needed. 
2. Adapt training programs to support physicians in a changing environment
The IGME workgroup recommends that residency programs adapt their training curriculum to provide GME programs/trainees with the tools to succeed in a health care system focused on population health, something necessary to respond to the changing demographics of the population and the shift to global payment models. 
GME programs should come together through the continued engagement efforts discussed in Recommendation 1 to develop best practices, model training programs, patient safety best practices, and other shared educational resources. This suggestion is aligned with ACGME program training requirements. The IGME workgroup builds upon these requirements to emphasize that these training elements should cross inpatient, ambulatory, and other non-clinical settings and that these elements be applied longitudinally.
The IGME workgroup and Summit participants discussed many concepts that would need to be augmented or added to current GME training programs in order to achieve the three-part aim. These suggestions and recommendations preserve the strengths of our current GME system while enhancing population health and broadening trainee experiences. In addition, the suggested principles incorporate safe patient care goals in all aspects of training. Suggestions include: 
· Teaching continuous quality improvement skills to residents and have primary care residents work in teams with faculty preceptors who are well versed in managing the health of the population. Residents need experience in the environment they will serve with accountability during their careers. Residents should learn to work in environments such as:
· Patient aligned teams
· Health homes
· Accountable care organizations
· Population health centers within outpatient clinics
· Focus on interprofessionalism communication and team leadership skills. 
· The IGME workgroup encourages connecting residents to communities and developing skills needed to address the needs of these communities. This should now be an essential component of GME. 
The IGME workgroup also highly encourages training programs do develop training and competencies in data-driven population health analytics to focus on cost consciousness/high value care. These include in the use of: 
· Publicly-available population health metrics (e.g., standard health metrics such as mortality, diabetes, obesity, and substance use disorders)
· Data metrics available through provider-based electronic health records, including specialty health metrics
· Shared information resources, such as data tools available through hospital systems and statewide efforts such as the Chesapeake Regional Information System for our Patients (CRISP), Maryland’s regional health information exchange
3. Encourage community-based training venues, including non-clinical sites
The IGME workgroup recommends that residency programs develop strategies to encourage training outside of hospitals, connecting GME programs and their trainees to the communities they serve. The workgroup recommends that GME funding should follow the resident as they move into non-hospital and even nonclinical settings such as schools, health departments, and others social service settings to support the faculty and other resources that will be needed to provide training in those sites. These settings provide a greater opportunity for residents to be exposed to the needs of different populations and the importance of understanding socio-economic factors and coordination with community-based services. It will be important for reimbursement for services in community clinical sites to recognize the time needed for care coordination, so that residents learn in an environment that models the medical home. The IGME workgroup, while recognizing that this recommendation is more applicable to certain types of residency programs, emphasizes that nearly all specialties will have a greater ambulatory focus in the future and will best serve trainees with some additional community-based training venues. Residency programs may develop these programs independently or in conjunction with a statewide engagement effort as discussed in IGME Workgroup Recommendation 1.

Training in non-hospital settings will also provide residents an opportunity to practice population health skills:  

· Use of health care system-level metrics in the care of individual patients and populations of patient (Quality Improvement)
· Improved training in cost control / cost reduction / cost conscious care
· Enhanced education about health promotion and preventive care
· Increased ability to lead teams to coordinate care 
· Improved competency working in inter-professional teams
· Focus on role of health beyond health care (e.g., school nutrition, smoking cessation). 
· Develop mechanisms needed to address and encourage patient compliance
· Define population health for specialized groups (e.g., aging, individuals with behavioral health needs)
· Develop experiences that provide broader experiences in communities
· Focus quality initiatives on what is best for patients while acknowledging care settings outside of the hospital
· Train in a way that fosters adaptability so that physician can adapt to changing needs of the population they serve, or changing populations served
· Need for collaboration between the GME programs and population needs
4. Focus recruitment and retention efforts on strategies that develop the physician workforce necessary to provide population health 
The IGME workgroup recommended that Maryland consider a broad set of strategies to improve the recruitment and retention of the optimal distribution and supply of the physician workforce. The workgroup recognizes that workforce recruitment and retention needs to begin very early. Federal funding of the Area Health Education Centers can play a role in providing leadership in this rural and urban settings and the IGME workgroup recommends increased funding for these types of initiatives to work in close partnership with residency programs. The workgroup also recommends medical schools provide medical student experiences in high-functioning primary care and other community-based venues for early exposure to primary care.
With an understanding that residents training in underserved areas are more likely to stay and practice in these locations,[footnoteRef:10] the IGME workgroup recommends supporting the development and expansion of quality primary care residency programs. The funding component of this recommendation is described in IGME Workgroup Recommendations 6 and 7. To attract quality residents to these programs, the IGME workgroup further recommends pairing loan repayment programs or other types of incentives with the development of these programs. [10:  Ernst Blake Fagan, et al. Family Medicine Graduate Proximity to Their Site of Training: Policy Options for Improving the Distribution of Primary Care Access. Family Medicine; February 2015.] 

The IGME workgroup also recommends that the CMS consider strong loan repayment programs for physicians working in primary care (or other general fields) with underserved populations by reviewing the federal loan repayment program requirements. Some federal requirements, such as geographical service areas, may serve as barriers to entry into these programs and do not necessarily align with the needs of Maryland’s populations. The magnitude of dollars available in State-based loan repayments programs is small compared to the substantial medical education debt. Therefore, the IGME workgroup encourages the State to review current State-based loan repayment programs with an understanding that educational debt is a significant barrier to attracting and retaining a physician workforce designed to lead efforts to achieve the three-part aim.
In addition, the IGME workgroup recommends supporting physician reimbursement structures that reduce physician disparity in payments both between specialties/procedural fields and primary care and between physicians in urban and rural settings. 
5. Increased transparency and awareness of GME funding and indirect medical education costs
Hospitals have access to information that provides estimates of both GME spending and GME’s contribution to hospital rates. Hospital reimbursement and finance departments report to the HSCRC the DME costs for their facilities and this information is publicly available in hospital finance reports. Using a regression model, HSCRC provides estimates of IME costs to hospitals periodically during the rate setting processes. To estimate the amount of GME in rates, hospitals can find the amount of GME estimated in rates from their last rate review and inflate forward.
Despite the fact that hospital finance leaders have access to information on DME and IME from the HSCRC, based on discussions led by the Innovations in Graduate Medical Education workgroup leading up to this Report, it is apparent that this information is not widely available or at the least not understood by interested audiences, including residency program directors. The IGME workgroup recommends that hospital finance leaders share information on DME costs and estimate current funding in rates with their residency program directors.
The IGME workgroup recognizes that time, money, and people are almost always needed to achieve innovations, and that the type of innovation proposed here is no exception. This may be especially true if innovation involves an increase in the time residents spend outside the hospital, since this may require hospitals to address staffing gaps that result from this shift. The workgroup recognizes that this will require GME leaders to work even more closely with hospital finance leaders. The workgroup hopes that this process can begin with the sharing of information so that GME leaders can better understand GME funding and so that hospital finance leaders can better understand the goals and objectives of change in GME to meet the needs of a changing population and the new All-Payer Model. 
The IGME workgroup also recommends that hospital leaders assess the cost drivers of indirect medical education and identify opportunities where these costs could be reduced while maintaining or increasing quality of care and training. To the extent that these costs are associated with case mix and patient severity, the IGME workgroup encourages the HSCRC to continue to develop better ways of measuring these and their impact on costs.  
6. HSCRC partial rate reviews for hospitals seeking funding to make changes to or establish new residency programs
The IGME workgroup recommends that the HSCRC consider a partial rate review for hospitals seeking new funds to establish or modify residency programs to meet the needs of the population and population health outlined in IGME workgroup Recommendation 2 or to train residents more likely to practice in underserved areas and/or provide care to underserved populations. The workgroup recommends that the review process require hospitals to demonstrate the need for new or modified programs. It would seem reasonable to assist hospitals seeking to develop primary care residency programs, or programs in other areas with a strong need for an increased number of physicians. Hospitals should be encouraged to provide evidence that new programs or modifications to their programs will result in attracting and retaining necessary physician specialties in geographic areas of need. Given that hospitals are under HSCRC’s Global Budget Revenue agreements and the State is operating under a fixed cap, the IGME workgroup recommends that the HSCRC consider linking partial rate reviews to dedicated funding for innovation (see IGME workgroup Recommendation 7 below). 
7. Dedicate specific funding for innovation in training
The types of changes needed to transform GME programs will take time and resources to implement. While these investments will contribute to a more efficient and effective health system, the IGME workgroup recognizes that the investments will take a long time to pay off and the cost savings benefits will accrue broadly to the health system. To encourage innovation, the IGME workgroup recommends that the HSCRC consider creating competitive funding opportunities with processes to review and evaluate the proposed innovations. Due to the State’s revenue growth constraints under our agreement with CMMI, the IGME workgroup understands that this recommendation would need to redistribute current funding either out of current GME funding already built into hospital rates (including DME and/or IME) or as a reallocation of other existing funding among hospitals. As there are global efficiencies across the hospital system, some dollars may be reinvested in targeted GME innovations. Depending on the amount of funding for innovation, this recommendation could potentially have significant redistribution effects. Ongoing planning efforts should carefully consider this impact. Any suggested changes in residency programs should be consistent with the goals of the new all payer model.
Conclusions
At the initiation of the IGME workgroup effort, the workgroup set forth five goals for GME reform defined in the principles of redesign:
1.       Achieve the three-part aim
2.       Focus on population health
3.       Provide equitable and efficient funding
4.       Augment what is good about GME in our current GME system
5.       Optimize workforce distribution
The IGME workgroup believes that the seven recommendations proposed in this report collectively represent a starting point for Maryland to address the goals of GME reform. These recommendations were developed through our collaborative workgroup process with input from over 100 GME leaders who attended the GME Summit. However, the IGME workgroup and State of Maryland recognize that additional work is needed to implement these recommendations, and there needs to be continued conversations on the improvement elements necessary to sustain health transformation initiatives in Maryland and beyond.
[bookmark: _GoBack]Aligning education, training and workforce development is a long term endeavor and national in scope. The IGME workgroup recognizes the importance and scale of this challenge and is hopeful that our Maryland efforts can be supported and bolstered by a larger national effort. 
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