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Introduction

The Governor’s Workforce Investment Board (GWIB) and Maryland’s Department of Labor, Licensing, and Regulation (DLLR) were awarded a $150,000 State Health Workforce Development Planning Grant from the U.S. Department of Health and Human Services (HHS), Human Resources and Services Administration (HRSA). The principle component of this grant will be the creation of Maryland’s Health Care Workforce 2020 Blueprint. This plan will encompass recommended objectives and initiatives intended to increase the primary care provider workforce by 10 to 25 percent between 2011 and 2020. 

The primary care provider definition provided by HHS/HRSA used in this State Health Workforce Development Planning Grant is as follows:

· Primary Care Physicians (Family Practitioner, Internist, Pediatrician, Gerontologist, Obstetrician/Gynecologist, and General Practitioner)

· Physician Assistants

· Nurse Practitioners

· Certified Nurse Midwives

Role of the Governor’s Health Care Reform Coordinating Council

The identification and initiation of the State Health Workforce Development Planning Grant derives from the efforts from the Governor’s Health Care Reform Coordinating Council (HCRCC), chaired by Lieutenant Governor Brown and DHMH Secretary Colmers.  The Council’s recommendations, contained in the final report submitted to Governor O’Malley on January 1st, 2011, contained a number of health care workforce related items. Though broad, they serve as a critical reference point in the formulation of the health care workforce 2020 blueprint. The HCRCC workforce-related recommendations are as follows:

Recommendation 5 – Encourage active participation of safety net providers in health reform and new insurance options 

Recommendation 8 – Institute comprehensive workforce development planning (result of which is GWIB’s State Health Workforce Development Planning Grant)

Recommendation 9 – Promote and support education and training to expand Maryland’s health care workforce pipeline 

Recommendation 10 – Explore improvements in professional licensing and administrative policies and processes 

Recommendation 11 – Explore changes in Maryland’s health care workforce liability policies 

Recommendation 13 – Promote improved access to primary care 

Regional Listening Tours

In developing a plan to increase the primary care workforce pool statewide, it is important to note the socioeconomic and geographic differences throughout Maryland. For this purpose, GWIB convened five regional listening tours to gather region-specific primary care concerns, as well as cross-cutting issues. The regional listening tours were held at the following locations:

· Baltimore Metropolitan Area

· Washington, D.C. Metropolitan Area

· Eastern Shore

· Southern Maryland

· Western Maryland

The GWIB would like to thank our partners at Anne Arundel Community College, Adventist Health Care, Inc., Eastern Shore Area Health Education Center, Southern Maryland Hospital Center, and Western Maryland Area Health Education Center for graciously agreeing to host our regional listening tours.

During the tours, the HCRCC final recommendations from the  report were presented as a baseline of consensus, as well as statewide data from DLLR/GWIB on projected trends in Maryland’s health care workforce capacity, and an overview of the HRSA planning grant.  Discussion among selected panelists on regional issues followed. The regional discussion was guided by the following questions proposed by GWIB: 

· What are the most critical challenges impeding the State’s ability to grow its primary care                workforce?

· How are you addressing these challenges? With whom are you partnering?

· What steps should Maryland take to ensure sufficient capacity in the health care delivery system to meet demand?

· Do you have any current initiatives designed to recruit and retain workers?

· How can Maryland plan for future primary care provider workforce needs?

· How do you respond to worker shortages?

· Where does your organization find its best talent?

· To what extent should Maryland use a broad range of tools to increase capacity and assure an adequate workforce, including fostering education and training programs designed for the workforce of the future, changing licensing policies, supporting recruitment and retention strategies, and changing liability laws and regulations?

· What are the workforce challenges and potential solutions for meeting the needs of different special populations you serve?
Cross-Cutting issues/Themes

Panelist discussion reflected overall statewide concerns, as well as unique regional issues. The cross-cutting issues identified by all regions fall under the categories of (1) reimbursement, (2) educational capacity and pre-practice training opportunities, (3) practice environment, and (4) challenges for special populations. The consensus for each issue is described below:

1. Reimbursement 

a. Income gap between primary care and specialist physicians. 

b. Inequity in reimbursement levels between Advanced Practice Nurses and Physician Assistants relative to primary care physicians

c. Primary care physician reimbursement in publicly-funded settings

2. Educational Capacity and Pre-Practice Training Opportunities

a. Difficulty attracting and retaining faculty because teaching salaries are not competitive with clinical practice

b. Limited physical capacity at schools and training sites

c.   Lack of reimbursement for preceptors 

i. Services provided by students are not billable
ii. Teaching activity takes away from productivity, and 
iii. Federal GME (General Medical Education) funding not allocated to clinical settings in the community
3. Lack of incentives for medical students to enter primary care specialty

a. High student debt for graduates

b. Maryland Loan Assistance Repayment Program (LARP) not funded

c. Students are directed away from primary care

d. High work load, high stress, lower reimbursement

4.    Practice Environment

a.   High private practice overhead

b.   High malpractice insurance premiums

e. Inability of providers to practice at full capacity of training

f. Credentialing issues

g. Perceived safety and desirability of working in high needs areas

h. Administrative burdens (billing)

i. Acquisition costs associated with health information technology (HIT) and electronic health records (EHR) are prohibitive for small private practices

j. Declining ability of solo practitioners and small practices to survive financially

5.   Challenges for Special Populations

a. Limited education

b. Limited health literacy

c. Low socioeconomic status

d. Prevalence of substance abuse

e. Limited transportation options

f. Transient (difficulty in locating individuals, coordinating their care and maintaining their health records, and mapping overall areas of primary care need.)

g. Limited English proficiency

Regional Comments

Baltimore Metropolitan Area – 

a. Baltimore will see a greater increase of primary care need, compared with rural areas, due to proportion of vulnerable populations (uninsured and Medicaid eligible) within the region

b. There is a unique opportunity for pharmacists in primary care (either exclusively or with the patient centered medical home [PCMH]). 

c. Baltimore has advantages in preparing for Medicaid expansion and Exchange operation because of the presence of the state’s two medical schools (Johns Hopkins University and the University of Maryland). 

d. The behavioral health care shortage is critical because primary care providers are not trained in this specialty and cannot do anything more than dispense prescriptions.

e. Panelists emphasized the need for additional funding for existing programs, such as loan repayment for primary care or additional primary care residency slots. This relates to HCRCC Recommendation #9.   (This was also mentioned in other regions.)

f. Panelists touched on HCRCC Recommendation #10, emphasizing the existing administrative burdens which take the provider away from patient care.

g. Panelists touched on HCRCC Recommendation #11, noting how important it is for Maryland to be “physician-friendly,” part of which includes lower malpractice premiums.

Washington, D.C. Metropolitan Area – 
a. Provider recruitment and retention will remain difficult in federally qualified health centers (FQHCs) due to lack of insured individuals to cover the medical expenditures of the uninsured.

b.  Offering part-time primary care provider slots is not feasible at this time. However, there would need to be at least two to three part-time providers to match the workload of one full-time provider.  

c. Much like Baltimore, panelists noted less of a desire from primary care providers to offer services to an area with a significant proportion of vulnerable individuals.

d. The increased reliance on urgent care centers was noted.  Panelists said this practice disrupts scarce coordination because facilities lack the capability of linking health information to an individual’s home facility. 

e. Amerigroup (a Medicaid MCO) noted challenges in moving patients toward its primary care medical home model; individuals would still receive care from the emergency room (ER) for treatments that could have been provided in an outpatient setting.

f. Some primary care providers find difficulties in practicing to the full scope of their training (such as a family practitioner, who is also trained in OB/GYN care.)

g. Panelists touched upon HCRCC Recommendation #5, noting their concern of an increased utilization of safety net providers beginning in 2014 (and the effects on recruitment and retention.) 

Eastern Shore –

a. The Eastern Shore has large numbers of retirees who are traditionally high users of health care.

b. The Primary Adult Care (PAC) program adversely affects provider reimbursement (a number of primary care providers do not accept PAC or Medicaid) due to the lack of coverage under the program for specialists, forcing the primary care provider to assume a greater burden of care.  

c. The region’s cost of living (which is comparable to being near the Washington, D.C. area), coupled with the designated rural reimbursement rate, makes retention and recruitment difficult.

d. The lack of primary care training opportunities is notable. (There is only one nurse practitioner residency program in region, located in Salisbury, MD).

e. The region contains a substantial amount of transient war veterans who lack access to physical, mental health and dental services.

f. The partnership in Worcester County is working well, where the health department is teaming with (1) Atlantic General Hospital for joint recruitment and funding mental health providers (2) AHECs in offering training and student placement, and (3) FQHCs in offering case management services to certain high need/high utilization clients. 

g. The Eastern Shore AHEC has a partnership with Upper Shore Workforce Investment Board and Mini-Med for teenage programs to promote early interest in the field.

Southern Maryland – 

a. Southern Maryland is the most deficient in primary care physician supply in Maryland. Moreover, primary care physicians are more likely (and do) stay within reasonable driving distance from Washington, D.C.

b. Panelists noted how averaging on a regional level distorts true areas of need (pockets of affluence offsetting pockets of impoverishment). Moreover, the region’s overall rural (lower) reimbursement designation and proximity to Washington, D.C. (elevating cost of living) make physician retention and recruitment difficult.

c. Educational or financial incentives might be used to entice providers into more rural areas.

d. Specific to behavioral health, panelists noted successes with partnering with St. Mary’s College, University of Maryland, Baltimore, and the College of Southern Maryland. They discussed a short-lived, multi-prong initiative offering a comprehensive benefits package subsidized by the organization at 70 percent, ongoing training for staff, and salary adjustments when possible (Although this practice mitigated behavioral health provider turnover, it is not sustainable over time without addressing reimbursement concerns).

e. One hospital has established clinics in order to ease the burden on the Emergency Department.  If an ED patient has no medical home, he/she is referred to a clinic for follow-up, thus eliminating another visit to the ED.  These clinics do not produce profits, but the hospital feels they are a service to the public.

Western Maryland – 

a. The region has adopted components of a “grow your own” philosophy towards primary care recruitment (such as family medicine residency programs in Allegany and Garrett counties for third year medical students, and having large numbers of University of Maryland rural interest groups contain medical students from Western Maryland)

b. Western Maryland AHEC works with the Maryland Rural Health Association to inform and educate adolescents to garner interest in primary care from high school students. 

c. West Virginia and Pennsylvania are more successful at building their primary care provider base in-state (they note it is difficult to retain physicians who trained at urban academic centers, who may lack focus or preparation for rural primary care.)

d. There is a need for more rural health slots in Maryland medical schools (the region consequently looks outside of Maryland for primary care recruitment.)

e. Compared to Baltimore, one local hospital’s reimbursement rate for primary care physicians is higher, to entice graduates to practice primary care in the region. The hospitals’ profit margin is too small, however, to sustain the model over the long term, especially with the increased demand expected through Medicaid expansion and Exchange operation in 2014; still must address reimbursement disparity.

f. Panelists touch on HCRCC Recommendation #13, emphasizing how different the health care access issue can be in rural (overall lack of supply) and urban (sufficient supply, but insurance barriers) settings.

g. This is the poorest of all regions, and the healthcare community works cooperatively to provide care for their residents.  All participants in the listening tour knew each other.

Key Informant Interviews
While Maryland has made several attempts to determine primary care workforce capacity in the State, work remains to be done to standardize relevant data collection tools and to develop a mechanism that will collect this data systematically for all components of the primary care workforce, at a regional as well as a statewide level.  A series of key informant interviews are being conducted to obtain a better knowledge of existing health care workforce resources and processes, and of existing channels that might be used to remedy existing data gaps and create better primary care shortage assessment tools.

Interviews Completed:

Jeanette Jenkins, Director, Office of Health Policy and Planning, Family Health Administration
Mark Luckner, Executive Director, Community Health Resources Commission
Steve Ports, Principal Deputy Director, Health Services  Cost Review Commission
Individuals scheduled:

Elisabeth Sachs, Secretary, Maryland Higher Education Commission
Madeleine Shea, Director, Office of Population Health Improvement, Department of Health and Mental Hygiene

Pat Noble, Executive Director, Maryland Board of Nursing
Irv Pinder and Robin Bailey, Maryland Board of Physicians

Susan Tucker, Director, Office of Health Services, Department of Health and Mental Hygiene
Tricia Roddy, Director, Office of Planning, Department of Health and Mental Hygiene
Linda Stahr, Department of Legislative Services
Marie Grant, Department of Legislative Services

Maria Tildon, Vice President, Corporate Communications, CareFirst
Ben Steffen, Interim Director, Maryland Health Care Commission 
Next Steps for GWIB Primary Care workforce Planning

Upcoming Tasks

1. Complete key informant interview process
2. Identify data gaps in assessing primary care provider supply
3. Begin to map out prioritization of goals for 2020 blueprint
4. Review Previous Recommendations - 
A component of HCRCC’s workforce-related analysis was the Health Care Workforce Workgroup. This workgroup drafted a white paper with options and the Council 
incorporated some of them into their final recommendations. Though the workgroup focused on the health care workforce as a whole rather than primary care exclusively, these options provide a critical starting point in prioritizing GWIB’s health care workforce planning grant efforts. The short term and long term goals are as follows:

Short-Term Goals

· Revisit Maryland Loan Assistance Repayment Program (MLARP) Funding 
· Comprehensive Workforce Planning 
· Improve Coordination of Existing Resources 

· Explore Licensure Process Improvements 
· Pursue Demonstration Program to Evaluate Alternatives to Current Medical Tort Litigation 
· Facilitate Medical Malpractice Coverage for Volunteers
Long-Term Goals

· Streamline Credentialing
· Facilitate Clinical Training in the Community 
· Maximize Opportunities for Non-Traditional Paths to Health Workforce Development 
· Continue to Improve Medicaid Reimbursement Rates
Activity in Other States

Virginia was the only state to receive a State Health Workforce Development Implementation Grant ($1.93 million) from HRSA.  Virginia had satisfied the programmatic requirements as detailed by section 5102 of the Affordable Care Act (ACA) in their application; chiefly by identifying partnerships which will facilitate initiatives in growing their primary care provider supply by 10% to 25% within the next decade. The goals of this grant encompass:

1. To set up the statewide infrastructure required for health workforce needs assessment and planning that maintains engagement by health professions training programs in decision making and program implementation. 

Specific objectives Virginia has outlined related to this goal:

a. To establish the Virginia Health Workforce Development Authority (VHWDA) as a sustainable public-private partnership

b. To establish the Virginia Health Careers Student Registry into a comprehensive registry of all Virginia students with an interest in health careers

c. To expand the scope of the annual Choose Virginia Conference to include all students and residents with an interest in primary care

2. To encourage regional partnerships that address health workforce pipeline development needs and promote innovative health care workforce career pathway activities.

Specific objectives Virginia has outlined related to this goal:

a. To identify High Priority Target Areas (HPTAs) within each region of the Commonwealth

b. To identify and convene regional leadership to discuss opportunities to better leverage and align existing state, regional and local programs and activities to support regional health workforce pipeline development initiatives that are designed to have a measurable impact on HPTAs

c. To make funds available for regional planning and implementation grants to encourage leaders at the regional level to develop partnerships to address the workforce issues in HPTAs and that result in health workforce development initiatives that improve health status and outcomes in those areas.

d. To capture, package, disseminate best practices and effective regional initiatives throughout Virginia

Key Elements in Virginia’s Proposal

Virginia’s implementation model revolves around (1) building on existing infrastructure, making it broader and deeper, (2) supporting activity across an array of workforce, education, and other interventions, (3) endorsing geographic priority setting through HPTAs, (4) recognizing the importance of “pipeline” strategies, and (5) recognizing the importance of innovation. 

The Office of Minority Health and Health Equity, within the Virginia Department of Health, led the effort in developing the grant proposal. It brought together partners from and leveraged resources of multiple private and public entities, to include the Virginia Department of Health Professions, Virginia Workforce Council, Virginia Health Care Foundation, Virginia Area Health Education Centers, Virginia Community Health Care Association, and Virginia Academy of Family Physicians. 
Funding Opportunities in Primary Care via Affordable Care Act

Announced

Section 5403 – Interdisciplinary, Community-Based Linkages – Authorizes funding to establish community-based training and education grants for Area Health Education Centers (AHECs) and programs.  Two programs are supported – Infrastructure Development Awards and Points of Service Enhancement and Maintenance Awards – targeting individuals seeking careers in the health professions from urban and rural medically underserved communities.

Related Grants:

· Area Health Education Centers (AHECs) Point of Service Maintenance and Enhancement - Estimated total funding is $6.5 million. Announcement closes June 10, 2011. Entities eligible to apply are ones which include at least one area health education center that is independent from the awardee; is not a medical school or its parent institution; designates a unique underserved area/population removed from the participating teaching facilities’ main location; fosters networking and collaboration between academic health centers and community-based centers; serves communities in partnership with academic medical centers and in coordination with the public workforce investment system; and has a community-based governing/advisory board that reflects the diversity of the communities involved.

· Area Health Education Centers (AHECs) Infrastructure Development – Estimated total funding is $5 million. Announcement closes June 10, 2011. Entities eligible to apply are public or private nonprofit accredited schools of allopathic medicine and osteopathic medicine and incorporated consortia made up of such schools, or the patent institutions.
Still Waiting For Guidance

Reimbursement Provisions

Section 5501 – Expanding Access to Primary Care Services and General Surgery Services - Beginning in 2011, provides primary care practitioners, as well as general surgeons practicing in health professional shortage areas, with a 10 percent Medicare payment bonus for five years. Section 10501 removes the budget neutrality adjustment that would have offset half of the cost of the primary care and general surgery bonuses.
Primary Care Training Provisions

Section 5301 – Training in Family Medicine, General Internal Medicine, General Pediatrics, and Physician Assistantship – Provides grants to develop and operate training programs, provide financial assistance to trainees and faculty, enhance faculty development in primary care and physician assistant programs, and to establish, maintain, and improve academic units in primary care. Priority is given to programs that educate students in team-based approaches to care, including the patient centered medical home.
Section 5317 – Demonstration Grants for Family Nurse Practitioner Training Programs – Establishes a training demonstration program that supports recent family nurse practitioner graduates in primary care for a twelve month period in FQHCs and nurse-managed health clinics. The demonstration is authorized from 2011 through 2014. Funding does not appear to be targeted directly to state entities. 
Section 5405 – Primary Care Extension Program - Creates a Primary Care Extension Program to educate and provide technical assistance to primary care providers about evidence-based therapies, preventive medicine, health promotion, chronic disease management, and mental health.  The Agency for Healthcare Research and Quality (AHRQ) will award planning and program grants to state hubs including, at a minimum, the state health department, state-level entities administering Medicare and Medicaid, and at least one health professions school. These State hubs may also include Quality Improvement Organizations, AHECs, and other quality and training organizations.

Section 5508 – Increasing Teaching Capacity - Directs the Secretary to establish a grant program to support new or expanded primary care residency programs at teaching health centers and authorizes $25 million for FY2010, $50 million for FY2011 and FY2012 and such sums as may be necessary for each fiscal year thereafter to carry out such program. Also provides $230 million in funding under the Public Health Service Act to cover the indirect and direct expenses of qualifying teaching health centers related to training primary care residents in certain expanded or new programs. Funding not targeted directly to states.
Section 5604 – Co-locating Primary and Specialty Care in Community-Based Mental Health Settings - Authorizes $50 million in grants for coordinated and integrated services through the co-location of primary and specialty care in community-based mental and behavioral health settings. Funding not targeted directly to states.

Section 5308 – Advanced Nursing Education Grants – Strengthens language for accredited Nurse Midwifery programs to receive advanced nurse education grants in Title VIII of the Public Health Service Act. Funding not targeted directly to states.

Student/Faculty Loan Provisions
Section 5201 – Federally Supported Student Loan Funds – Eases current criteria for schools and students to qualify for loans, shorten payback periods, and decrease the noncompliance provision to make the primary care student loan program more attractive. Funding not targeted directly to states.

Section 5202 – Nursing Student Loan Program – Increases loan amounts and updates the years for nursing schools to establish and maintain student loan funds (does not clarify if nurse practitioners are applicable) Funding not targeted directly to states.

Section 5203 – Health Care Workforce Loan Repayment Programs – Establishes a loan repayment program for pediatric subspecialists and providers of mental and behavioral health services to children and adolescents in a HPSA, MUA, or MUP. Funding not targeted directly to states.

Section 5310 – Loan Repayment and Scholarship Program – Adds faculty at nursing schools as eligible individuals for loan repayment and scholarship programs. Funding not targeted directly to states.

Section 5311 – Nurse Faculty Loan Program – Establishes a federally-funded student loan repayment program for nurses with outstanding debt to pursue careers in nurse education. Nurses agree to teach at an accredited school of nursing for at least 4 years within a 6-year period.
Residency Provisions

Section 5503 – Distribution of Additional Residency Positions - Beginning July 1, 2011, directs the Secretary to redistribute residency positions that have been unfilled for the prior three cost reports and directs those slots for training of primary care physicians. In distributing the residency slots under this section, special preference will be given to programs located in States with a low physician resident to general population ratio and to programs located in States with the highest ratio of population living in a HPSA relative to the general population.

Section 5504 – Counting Resident Time in Outpatient Settings and Allowing Flexibility for Jointly Operated Residency Training Programs - Modifies rules governing when hospitals can receive indirect medical education (IME) and direct graduate medical education (DGME) funding for residents who train in a non-provider setting so that any time spent by the resident in a non-provider setting shall be counted toward DGME and IME if the hospital incurs the costs of the stipends and fringe benefits.

Section 5505 – Rules for Counting Resident Time for Didactic and Scholarly Activities and Other Activities – Modifies current law to allow hospitals to count resident time spent in didactic conferences toward IME costs in the provider (i.e., hospital) setting and toward DGME in the non-provider (i.e., non-hospital) setting.  The Secretary of HHS is not required to reopen certain settled cost reports in applying changes to Medicare graduate medical education payment rules related to didactic training.

Section 5506 – Preservation of resident cap positions from closed hospitals – Directs the Secretary of HHS to redistribute medical residency slots from a hospital that closes on or after the date of March 23, 2008 based on certain criteria.

Rural/Underserved Areas

Section 5208 – Nurse-managed Health Clinics – Strengthens the health care safety-net by creating $50 million grant program administered by HRSA to support nurse-managed health clinics.

Section 5304 – Alternative Dental Health Care Provider Demonstration Project – Authorizes the Secretary of HHS to establish training programs for alternative dental health care providers to increase access to dental health care services in rural, tribal, and underserved communities.

Workforce Diversity Provisions
Section 5401 – Centers of Excellence – The Centers of Excellence program, which develops a minority applicant pool to enhance recruitment, training, academic performance and other supports for minorities interested in careers in health, is reauthorizes at 150 percent of 2005 appropriations, $50 million. 

Section 5402 – Health Professions Training for Diversity – Provides scholarships for disadvantaged students who commit to work in medically underserved areas as primary care providers and expands loan repayments for individuals who will serve as faculty in eligible institutions. Funding is increases from $37 to $51 million for 2009 through 2013. 

Section 5404 – Workforce Diversity Grants – Expands the allowable uses of nursing diversity grants to include completion of associate degrees, bridge or degree completion program, or advanced degrees in nursing, as well as pre-entry preparation, advanced education preparation, and retention activities.

Geriatric Training Provisions
Section 5305 – Geriatric Education and Training; Career Awards; Comprehensive Geriatric Education – Authorizes funding to geriatric education centers to support training in geriatrics, chronic care management, and long-term care for faculty in health professions schools and family caregivers; develop curricula and best practices in geriatrics; expand geriatric career awards to advanced practice nurses, clinical social workers, pharmacists, and psychologists; and establish traineeships for individuals who are preparing for advanced education nursing degrees in geriatric nursing.

