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Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

I. EXECUTIVE SUMMARY
Introduction
In 2008, Governor Martin O’Malley signed into law Senate Bill 459, creating the
“Task Force to Review Physician Shortages in Rural Areas”. The need for this Task
Force grew out of concern for documented rural health issues, health workforce
shortages including primary care and specialty care, and rural health care delivery in
the state.
“The Maryland Physician Workforce Study”1 indicated that there is a statewide
shortage of physicians, within the Eastern, Southern, and Western rural regions of
the state experiencing the greatest shortages. Southern Maryland has critical
shortages in 25 of 30 (83.3%) physician categories, Western Maryland has a
shortage in 20 of 30 (66.7%) categories, and the Eastern Shore has a shortage in 18
of 30 (60.0%) physician categories. In other words, residents in rural areas of the
state experience an increased difficulty in accessing care. Increasing the distribution
of physician workforce in rural areas will not only help to address rural health care
needs, but will also have a significant economic impact.
The Task Force to Review Physician Shortages in Rural Areas was cochaired by Senator Thomas Middleton and Delegate John Donoghue, both of the
Maryland General Assembly, and was comprised of representatives of: state
government including, the Department of Health and Mental Hygiene (DHMH),
Department of Higher Education, the Maryland Health Care Commission, and the
University of Maryland School of Medicine; other entities including Johns Hopkins
University School of Medicine, MedChi, Maryland Hospital Association; and
practitioners and health service providers from rural areas.
As specified in SB 459, the Task Force to Review Physician Shortages in
Rural Areas examined the following:
1. the recruitment and retention of primary care physicians in rural areas of the
State;
2. the funding of programs to encourage physician practice in rural areas;
3. new academic physician recruitment programs to enroll and encourage
students interested in rural life and practice;
4. study federal and State programs to equalize physician distribution across
geographic areas;

1

Maryland Physician Workforce Study. 2008. Maryland Hospital Association & MedChi, the Maryland
State Medical Society, Baltimore, MD.
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5. financial and tax incentives for physicians who practice in rural underserved
areas;
6. make recommendations regarding what should be done to encourage more
primary care physicians to practice in rural areas of the State.
The development of a Rural Residency Track Pilot Program may encourage and
accelerate the practice of primary care physicians in rural, underserved areas of the
State. SB 459 also requests the University of Maryland School of Medicine
(UMSOM) review the possibility of creating a Pilot Rural Residency Track in Family
and Community Medicine (FCM) that would consider the areas listed below:
•

Recognize the importance of partnering with rural health care
providers, Federally Qualified Health Centers (FQHCs), and local
health departments

•

Make use of telemedicine resources for resident training and patient
care

•

Work with Area Health Education Centers (AHECs) to attract more
students from rural areas to health careers

•

Identify necessary resources and incentives needed to support the
pilot rural residency track

Within the Task Force, two subcommittees were formed: “The Subcommittee
on Options for Addressing Physician Shortages in Rural Areas”, chaired by Ms.
Christine Stephanides and “The Student and Resident Education Subcommittee”
chaired by Dr. David Stewart.
The Subcommittee on Options for Addressing Physician Shortages in Rural
Areas was charged with reviewing potential strategies to retain existing physicians in
Maryland, “Grow Your Own” pipeline programs, efforts to attract and retain new
residents from within and outside of the State, incentives for recruitment and
retention to rural Maryland, and other options they may ascertain They conducted
conference calls, consulted with experts state-wide, and researched the literature.
The group then drafted a list of recommendations, which was presented to all Task
Force members. Each recommendation was discussed at length, revisions were
made, and revised recommendations were discussed until the draft was accepted by
the Task Force. Task Force members discussed and concluded that “Grow Your
Own” programs must also include strategies to address diversity in the health
careers pipeline.
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The Student and Resident Education Subcommittee went through a similar
process of meetings and conference calls. This subcommittee combined
representatives of Maryland’s two medical schools, rural hospitals, and the Maryland
Rural Health Association, in order to generate ideas related to medical student
exposure to rural practice, the applicability of current Maryland AHEC programming,
and the barriers and options to expanding residency education training efforts. They
consulted the literature on related programs, as well as experts in and outside the
state who have experience implementing similar programs.
Again,
recommendations were drafted, discussed and accepted by Task Force members.
Task Force Co-Chairs asked that the Report on Policies Regarding Use and
Reimbursement for Telemedicine Services in Maryland and Other States required
under Senate Bill 728 (2006) “Telemedicine-Use and Reimbursement Study” be
reviewed to explore opportunities for telemedicine/telehealth.
The Task Force Co-Chairs held five full Task Force meetings in Annapolis
from July – December, 2008. Meetings included open discussion among members,
public comment, and input from others attending the meetings on topics within their
area of expertise. For example, at the request of the Task Force, Dr. Nancy Lowitt,
Associate Dean for Professional Development and Professor of Medicine at
University of Maryland School of Medicine, conducted a web-based survey of
medical residents at the University of Maryland Medical System (UMMS) regarding
their perceptions of barriers and incentives to practicing in rural areas and primary
care as a specialty. Results from this study were considered by Task Force
members in conjunction with other reports or evidence2,3,4,5. Finally, the Rural
Maryland Council’s Rural Roundtable presented its report and recommendations, on
“Grow Your Own” programs and physician and other health professional shortages,
to the full Task Force. The Roundtable also discussed diversity in health careers
pipeline.

2

Hauer KE, Durning SJ, Kernan WN, et al. Factors Associated With Medical Students' Career Choices
Regarding Internal Medicine. JAMA. 2008;300(10):1154-1164.
3
Paying for Physician Care in Maryland: What Are the Factors Contributing to Differences Across Specialties?
2008. Maryland Health Care Commission, Baltimore, Maryland.
4
Carlisle RE. Financing and Budgeting of Community-Based Family Medicine Residency Programs. Southern
Medical Journal. 2006; 99(6):576-578.
5
Glasser M, Hunsaker M, Sweet K, MacDowell M, and Meurer M. A Comprehensive Medical Education
Program Response to Rural Primary Care Needs. Acad Med. 2008; 83(10):952–961.
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II. Recommendations and Rationale
a. Major Recommendations
1. Expansion of the Loan Assistance Repayment Program (LARP) for
medical residents and physicians with educational debt who agree to
locate in designated shortage areas
a. Recommend the HSCRC look at the all payor system for potential
funding of LARP
b. Provide funding for the administrative and programmatic support
required to manage the program
c. Start discussion to increase proportion of Maryland physician licensure
fees going to physicians ( i.e. review why a portion of physician fees
currently support workforce shortage areas other than physician
shortages)
d. Work to increase federal appropriation for LARP
Rationale: The average debt of a medical school graduate is $147,000.
Coupling this debt level with Maryland’s low reimbursement rates and high
cost of living creates a potential barrier to locate in and serve rural residents
and other underserved individuals.
2. Seek broader state and federal HPSA/MUA(P) designations and National
Health Service Corps (NHSC) assignments and increased state staff to
administer.
Rationale: Broader state and federal Health professional shortage areas and
medically underserved areas/populations (HPSA/MUA/P) designations could
increase potential funding and allow newly designated areas to qualify for
physicians under the J-1 Visa program.
Additionally allowing more
designated shortage areas would encourage more applicants to apply for
LARP to help address physician shortages.
3. Address physician reimbursement disparities in shortage areas:
a. Increase physician retention initiatives; and
b. Improve network adequacy.
Rationale: Increasing physician reimbursement with more focus on physician
retention initiatives will improve network adequacy and expand access to
physicians for the underserved.

5
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4. Encourage partnerships between teaching programs and hospitals in
shortage areas to build a medical student pipeline and identify potential
medical school students and medical residents who could be encouraged to
consider practicing in those areas.
Rationale: Strengthening partnerships between local programs, hospitals,
and medical schools should increase the medical student pipeline, by working
together to find innovative ways to reach out to medical students and
residents encouraging them to remain in Maryland. These partnerships would
help to increase incentives to promote rural practice and may build strong
bonds with local communities and lead to long term professional relationships
in rural and underserved areas.
5. Telemedicine/Telehealth:
a. Continue to explore how telehealth/telemedicine can address access
barriers; and
b. Explore and implement reimbursement mechanisms to support
telehealth/ telemedicine.
Rationale: Maryland needs to be in the forefront of establishing innovative
ways to address healthcare workforce shortages and access barriers,
particularly in rural and other underserved communities, by supporting
telemedicine/telehealth programs and along with state and federal efforts,
reimbursement for health professionals that deliver telemedicine/telehealth
services.
6. Undergraduate medical education and primary care resident training
a. Implement a 4 week summer placement program for UMSOM medical
students in rural regions- Funding source: Local, nongovernmental
sources (see Section II.b.ii.).
b.1. Implement one month rural Family and Community Medicine (FCM) and
Primary Care (PC) resident rotation- Funding source: “All Payor” hospital
rate system.
b.2. Develop and implement a Rural FCM and PC residency programFunding source: Recommend HSCRC look “All Payor” hospital rate
system.
Rationale: Rural primary care medical student and residency training,
including summer placements and one month rural rotations, adds
opportunities for these individuals to become connected with local
communities and local hospitals in professional capacities increasing the
likelihood that these individuals may permanently locate in underserved
areas.

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

7. Grow your own programs
Develop additional and intensive health care careers’ education programs for
elementary, middle, high school, and college students in shortage areas.
Establish formal memorandum of understanding with the two Baltimore
medical schools that works to foster medical school admission of rural and
other underserved qualified medical student applicants that meet all academic
requirements in exchange for service in rural and other underserved areas of
Maryland.
Rationale: Recognizing the importance of “Grow your own” programs, which
develops health care profession education programs for elementary, middle,
high school, and college students in shortage areas demonstrate that the
earlier students are exposed to health careers opportunities, the more likely
they are to pursue math and science education. The Maryland AHEC
Program and Centers will play a significant role in “grow your own” programs.
8. There is an overwhelming need to establish “Formal Coordination” among
the entities/agencies dealing with health care workforce shortages. Ask the
DHMH Secretary to examine and recommend to Co-Chairs and Task Force
Members a strategy for coordinating across agencies such as DHMH, the
Maryland Higher Education Commission (MHEC), the Department of
Business and Economic Development (DBED), the Governor’s Workforce
Investment Board (GWIB), etc.
Rationale: There is a lack of coordination of health careers and pipeline
efforts among and across Maryland state agencies in dealing with the issue of
health care workforce shortages. It appears that DHMH should be the central
coordination point to ensure a unified State approach.

7
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b. Draft Subcommittee Recommendations And Options
i. SUBCOMMITTEE ON OPTIONS FOR ADDRESSING
PHYSICIAN SHORTAGES IN RURAL AREAS
Chair:
Christine Stefanides, President/CEO, Civista Health, Inc.
Members:
Senator Thomas Middleton, Maryland General Assembly
Delegate John Donoghue, Maryland General Assembly
Mr. Andy Clark, Director of Legislative Affairs, University System of
Maryland
Dr. Fayette Engstrom, American Academy of Pediatrics, Maryland
Chapter
Dr. Michael Fadden, Medical Director, Choptank Community Health
System
Dr. Bradley Gottfried, President, College of Southern Maryland
Mr. Samuel Graves, Charles County Commissioner, District 1
Mr. James Hamill, CEO, Washington County Health System
Dr. Carol Paris, President, St. Mary’s County Medical Society, and
President, Carol A. Paris, LLC
Dr. Norman Poulsen, Johns Hopkins Community Physicians at
Odenton
Mr. Joseph Ross, President/CEO, Shore Health System, Inc.
Mr. Ben Steffen, Director , Center for Information Services and
Analysis Maryland Health Care Commission
Dr. David Stewart, Chair, Department of Family and Community
Medicine, University of Medicine School of Medicine
Recruitment
1. Establish/expand loan forgiveness programs targeted at “shortage areas.”
Rationale: Need to have multiple recruitment mechanisms when
average debt of a medical school graduate is $147,000, and Maryland
is a low reimbursement, high-cost of living state.
The current program is only available for primary/ mental health care
and only if the physician is practicing in a nonprofit setting in a federally
designated shortage area.

9
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2. Allow other “nonprofit” organizations, such as hospitals, nursing homes, clinics,
hospices, etc., to sponsor a physician for loan assistance reimbursement
program (LARP) purposes.
Rationale: Requiring the physician to work in a “nonprofit setting” limits
recruitment efforts by private practices in shortage areas. Allowing a
nonprofit to “sponsor” the physician and permit the physician to work in
a private practice setting would greatly expand the opportunities for
retaining the physician in that community on a long term basis.
3. Consider adjustment to the current assessment on physician licenses to expand
LARP.
Rationale: Currently, 14% of the physician license fees (12% beginning
in FY 2009) are dedicated and split between two programs: 1.) grants
under the Health Manpower Shortage Incentive Grant Program; and
2.) the Loan Assistance Repayment Program for primary care
physicians.
For FY 2008 the grants awarded under the Health
Manpower Shortage Incentive Grant Program totaled $499,098 and
were split between 39 different postsecondary institutions. The LARP
for primary care physicians in FY 2008 totaled $432,500, with an
average of $25,441 provided to 17 physicians. (Chart attached).
Generating additional revenue for the state portion of LARP funding
could be used to draw down additional federal funding and/or establish
a state program with greater flexibility. Further discussions with
affected stakeholders are warranted to determine whether the grants
awarded the Health Manpower Incentive Grant Program are too
small/diluted to have the impact originally intended, and whether that
money could be used more effectively if dedicated entirely to LARP.
4. Enhance outreach/administrative support for potential LARP/National Health
Service Corps applicants.
Rationale: Assisting with the paperwork required to qualify for these
programs could be an attractive outreach and recruitment tool.
Hospitals could develop expertise (individually or collectively) on the
requirements of these programs to assist in recruiting.
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5. Encourage teaching programs to offer greater exposure to primary care practice
settings, greater exposure to specialties in short supply, and rotations in shortage
areas.
Rationale: Focusing on the types of specialties in short supply,
including family medicine, and exposure to shortage area practice
settings could generate interest at the medical school level (before
residencies/specialties are selected). Early identification of students
with an interest in practicing in shortage areas would also be useful in
earlier identification of students with an interest in those types of
settings.
6. Encourage medical schools to generate additional interest/focus in family
practice specialties and residencies.
Rationale: There is currently a shortage of primary care physicians at
the state and regional levels. All regions, except Central Maryland
where supply is just meeting demand, are experiencing shortages.
7. Enhance efforts to collect data on physicians who have graduated from medical
schools in Maryland; identify those graduates who are not currently practicing in
Maryland; and offer them incentives to return to Maryland to practice.
Rationale: Provides mechanism to target recruitment to those who are
already familiar with Maryland and its health care system.
8. Create partnerships of community, higher education, health care providers, and
government bodies similar to the West Virginia Rural Health Education
Partnerships.
Rationale: Description attached (See Appendix C).
9. Create a Maryland Health Service Corps program.
Rationale: Shortages exist in areas and specialties in Maryland
beyond the limited focus of the national program.

11
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Retention/Practice Support
1. Direct a portion of the Center for Medicare and Medicaid Services (CMS)
electronic medical record demonstration monies to practices in shortage areas.
Rationale: CMS recently awarded Maryland a five-year demonstration
project to determine the potential of EHRs to transform quality and
efficiency of health care. Approximately 200 small practices (under 20)
from Maryland and DC will be eligible for bonus payments over a fiveyear period for making certain IT/EMR improvements and reporting
clinical quality measures. (See Appendix C)
2. Encourage/require insurers to provide incentive payments to practices in
shortage areas for technology upgrades/medical home development/expanded
hours, etc.
Rationale: Providing upfront IT improvement funding (similar to the
CMS demonstration above) eliminates a huge barrier to making these
investments, will enhance quality improvement and patient safety
initiatives, and may create leverage for additional federal funding under
the CMS Medical Home Demonstration Project.
3. Enhance Medicaid/commercial carrier reimbursement in “shortage areas” similar
to Medicare’s reimbursement policies for HPSAs.
Rationale: Consistent with existing Medicare policy.
4. Direct the Maryland Insurance Administration to monitor carrier network
adequacy standards aggressively in shortage areas.
Rationale: Effective this fall, Maryland Insurance Administration
regulations will require carriers to demonstrate an adequate “network”
of providers to meet the needs of their members.
5. Require medical liability insurers to provide additional mechanisms for Maryland
physicians to institute risk management strategies in exchange for premium
reductions; i.e., telemedicine, EMRs, chronic disease management, medical
home designations, etc.
Rationale: Investments for technology upgrades that enhance patient
safety and improve patient outcomes reduce liability risk.
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6. Require medical liability insurers to offer retired/part-time physician policies that
do not require “tail” coverage.
Rationale: Provides flexibility/incentives for retired physicians to
practice part-time.
7. Provide tax credits for practicing and/or making technology investments in
shortage areas.
Rationale: Aligns tax policy to address an identified state health care
need.
Grow Your Own
1. Develop recruitment strategies focused on minority students.
Rationale: Capitalize on the significant increase in the numbers of
minorities in the demographic trends in the state and nation.
Telemedicine
1. At a minimum, require Medicaid and private third-party payors to reimburse for
telemedicine services in accordance with Medicare policy.
Rationale: Consistent with Medicare policy.
2. Encourage new uses for telemedicine.
Rationale: Reimbursement should go beyond the Medicare limitation
of “interactive clinical services that otherwise would be provided faceto-face.” Monitoring chronic disease at home, providing continuing
medical education to local providers in rural areas, clinical integration,
improving coordination and communication among providers, payors,
and patients, etc., all have the potential to significantly improve
efficiency and effectiveness of health care delivery in shortage areas.
Federal
1. Expand funding for the National Service Corp Scholarships and AHEC programs.
2. Provide flexibility in the federal LARP requirements to allow physicians in private
practice settings in shortage areas to qualify for the program.
3. Encourage continuation of the J-1 Visa (“Exchange Visitor”) Program and expand
waivers on the responsibility to return to home country after graduation in return
for serving in an underserved area.

13
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4. Remove barriers for hospitals/groups to require payback if J-1 or H-1B visa
employee leaves practice early.
5. Seek broader funding for Medicare reimbursement for telemedicine services.

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

ii. STUDENT & RESIDENT EDUCATION SUBCOMMITTEE
Chair:
David L. Stewart, Chair, Family and Community Medicine
Members:
Michael Fadden, Medical Director, Choptank Community Health
System
Jacob Frego, Executive Director, Eastern Short AHEC
Norman Poulsen, Johns Hopkins Community Physicians at Odenton
Christine Stefanides, President/CEO, Civista Health, Inc.
Joseph Ross, President/CEO, Short Health System, Inc.
James Hamill, CEO, Washington County Health System
Christine Wray, President/CEO, St. Mary’s Hospital
Goals:
1. Expand opportunities for medical student educational experiences
in rural areas.
2. Expand opportunities for residency educational experiences in rural
areas.
3. Explore residency program possibilities in rural areas.
Existing Resources:
1. Maryland Statewide Area Health Education Center (AHEC)
Program which has extensive involvement with the aspects of
clinical rotations for medical student education and some, although
limited, involvement with clinical rotations for resident education.
2. Numerous local physicians who have verbalized a willingness to be
involved with residency education.
3. Hospitals based in rural areas who have verbalized a willingness to
be involved with resident education (Civista Medical Center, Shore
Health System, Washington County Hospital, and St. Mary’s
Hospital).
4. University of Maryland School of Medicine Department of Family
and Community Medicine who is willing to explore residency
training options in family practice.
5. Federally Qualified Health Centers (FQHCs) throughout the State—
some of which exist in rural areas and are willing to discuss
partnerships in residency education.

15
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Short Term Strategies
Recommendation
I. Offer 4 week summer Preceptorship experience in rural areas to
students at the end of their first year of medical school that are
enrolled in the Family Care Tract. This experience will be AHECbased and link with existing efforts at the University of Maryland
School of Medicine to develop and retain student interest in primary
care throughout medical school.
Cost: Estimated cost for a four week summer Preceptorship of up
to 20 students per year: $42,936. Full budget in Attachment A.
Financing:
1. Contributions from local non-government health care entities
proportional to the number of students who do Preceptorships in
a geographic region.
2. Potential future funding opportunities via educational grants to
the AHEC or Department of Family and Community Medicine
II. Offer a one month required rural rotation for second year
residents in family medicine. The rotation will partner with the
AHEC for purposes of exposing doctors in training to career
opportunities in rural areas within Maryland.
Cost: Estimated cost for one month required rural rotation for 8
family practice residents per year: $27,936. Full budget in
Attachment B.
Financing:
1. Contributions from local non-government health care entities
proportional to the number of residents who do one month rotations
in a geographic region.
2. Potential future funding opportunities via educational grant
funding to the AHEC or the Department of Family and Community
Medicine
Long Term Strategy
Recommendation:
I. Develop a Rural Residency Training Tract as part of the
University of Maryland Family and Community Medicine Program.
Residents in the rural tract would spend the first year of training in
Baltimore. Years two and three of training would be based in rural
areas with institutions which financially support the training.
Cost: Estimated cost for rural residency training tract in family
practice.
Five residents per year. Year one based in Baltimore. Years two
and three based in a rural area. Total cost for three years:
$3,096,175. Full budget Attachment C.
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Financing: Utilize Maryland’s Cost Review Commissions authority
to adjust hospital rates for hospitals supporting the residency
training program. Revenue from the increased rates will be utilized
to cover the costs of residency training.

17
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Attachment A – Undergraduate Support
Support for Medical Students in Community Setting
June-Aug
Students - Undergrad

TBN

ROLE
Undergrad Faculty oversight

1st year Medical
Students Summer 6 weeks
TBN

Admin Support

Stipend/Salary
Support
$
3,900

FRINGE
$
1,092

TOTAL
$
4,992

up to 20
$1500.00
stipends

$

30,000

$

-

$

30,000

20%

$

2,300

$

644

$

2,944

$

36,200

$

1,736

$

37,936

10%

TOTAL SALARY
AND FRINGE
CONSULTANTS

$

-

EQUIPMENT

$

-

LAB SUPPLIES/
OFFICE
SUPPLIES

$

-

TRAVEL

In-state misc up to 20 students at $250.00 reimbursable.

$

5,000

OTHER

Outpatient

$

-

ALTERATIONS/
RENOVATIONS

$

-

TOTAL YEAR 1:

$

42,936
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Attachment B – Resident Support
Support for Resident in a Community Setting
June-Aug
Resident Training
Stipend/Salary
Support

TBN

ROLE
Undergrad Faculty
oversight

10%

$

3,900

$

1,092

$

4,992

TBN

Admin Support pre/post

20%

$

2,300

$

644

$

2,944

$

6,200

$

1,736

$

7,936

TOTAL SALARY
AND FRINGE

FRINGE

TOTAL

CONSULTANTS

$

-

EQUIPMENT

$

-

LAB SUPPLIES/
OFFICE SUPPLIES

$

-

TRAVEL

$

In-state - up to 8 residents (Elective)
Riem Travel/Exp to community site - lodging,
mileage, per diem, misc:

$

2,500.00

20,000

per resident

4 week rotation

OTHER

Outpatient

$

-

ALTERATIONS/
RENOVATIONS

$

-

TOTAL YEAR 1:

$

27,936
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Attachment C
Support for Resident Training in a Community Setting – Totals
Support for Resident in a Community Setting
Rotation Training Years 1 thru 3

TBN - Faculty
Resident Training
Stipend
TBN

ROLE
Residency Rural Health
Care Director
Resident rotation PGY 1 &
2&3
Admin Support pre/post

Stipend/Salary
Support

FRINGE

TOTAL

1.0 fte

$

441,350

$

123,578

$

15.0 fte
1.0 fte

$ 1,567,725
$
129,253

$
$

438,963
36,191

$ 2,006,688
$
165,443

Family Medicine UMB
TBN UMB Faculty
Faculty Support
.20 fte
$
127,676 $
35,749
TOTAL SALARY
$ 2,266,004
$
634,481
AND FRINGE
* Does not include Clinical Overhead, Facilities Costs, Malpractice or Rural Facility Staff
CONSULTANTS
Teleconferencing Setup
Costs
$
1,500

$

564,928

163,426

$ 2,900,485
$

1,500

EQUIPMENT

$

-

LAB SUPPLIES/
OFFICE SUPPLIES

$

-

TRAVEL

CME
Riem Travel/Exp to community site – Relocation Expenses
1 Year Rotation – to Rural Health Center –
mileage, per diem, misc:

$ 105,000.00

OTHER

Malpractice for Director Recruitment Effort – Advertising,
seminars, travel
Teleconferencing/Podcasts

$

$

52,190.40

$
$

30,000.00
7,000.00

89,190

ALTERATIONS/
RENOVATIONS

$

TOTAL YEAR:

$ 3,096,175

-
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Attachment C.1
Support for Resident Training in a Community Setting – Year 1
Support for Resident in a Community Setting
Year 1 Rotation – UMB Training

TBN - Faculty
Resident Training
Stipend
TBN

ROLE
Residency Rural Health
Care Director

Stipend/Salar
y Support

FRINGE

TOTAL

1.0 fte

$

140,000

$

39,200

$

179,200

5.0 fte
1.0 fte

$
$

240,000
41,000

$
$

67,200
11,480

$
$

307,200
52,480

TBN UMB Faculty
.30 fte
$
40,500 $
11,340
TOTAL SALARY
AND FRINGE
$ 461,500
$
129,220
* Does not include Clinical Overhead, Facilities Costs, Malpractice or Rural Facility Staff
CONSULTANTS
Teleconferencing Setup
Costs
$
1,500

$

51,840

$

590,720

$

1,500

EQUIPMENT

$

-

LAB SUPPLIES/
OFFICE SUPPLIES

$

-

Resident rotation PGY 1
Admin Support pre/post
Family Medicine UMB
Faculty Support

TRAVEL

CME

$

1,000

OTHER

Malpractice for Director Recruitment Effort – Advertising,
seminars, travel

$

15,600

$

10,000

Per resident

$

5,000.00

$

25,600

ALTERATIONS/
RENOVATIONS

$

TOTAL YEAR:

$

-

622,820

21

22

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

Attachment C.2
Support for Resident Training in a Community Setting – Year 2
Support for Resident in a Community Setting
Year 2 Rotation – Rural Location

TBN
Resident Training
Stipend
TBN

ROLE
Residency Rural Health
Care Director
Resident rotation 5-pgy1 &
5-pgy2
Admin Support pre/post
Family Medicine UMB
Faculty Support

Stipend/Salar
y Support

FRINGE

TOTAL

1.0 fte

$

147,000

$

41,160

$

188,160

10.0 fte
1.0 fte

$
$

514,500
43,050

$
$

144,060
12,054

$
$

658,560
55,104

TBN UMB Faculty
.30 fte
$
42,525 $
11,906
TOTAL SALARY
AND FRINGE
$ 747,075
$
209,180
* Does not include Clinical Overhead, Facilities Costs, Malpractice or Rural Facility Staff
CONSULTANTS

$

54,431

$

956,255

$

-

EQUIPMENT

$

-

LAB SUPPLIES/
OFFICE SUPPLIES

$

-

TRAVEL

$ 35,000.00

per Resident PGY2

Riem Travel/Exp to community site –
Relocation Expenses
1 Year Rotation – to Rural Health
Center – mileage, per diem, misc:

$

1,500.00

Per Resident PGY 1 & 2

CME

$

1,000.00

OTHER

Malpractice for Director Recruitment Effort – Advertising,
seminars, travel
Teleconferencing/Podcasts

$ 17,424.00

per Resident PGY2

$

3,500.00

$

30,924

$ 10,000.00
$ 3,500.00

ALTERATIONS/
RENOVATIONS

$

TOTAL YEAR:

$ 1,022,179

-
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Attachment C.3
Support for Resident Training in a Community Setting – Year 3
Support for Resident in a Community Setting
Year 3 Rotation – Rural Location

TBN
Resident Training
Stipend
TBN

ROLE
Residency Rural Health
Care Director
Resident rotation 5-pgy1 &
5-pgy2 & 5-pgy3
Admin Support pre/post
Family Medicine UMB
Faculty Support

Stipend/Salar
y Support

FRINGE

1.0 fte

$

154,350

$

43,218

15.0 fte
1.0 fte

$
$

813,225
45,203

$
$

227,703
12,657

TOTAL
$

197,568

$ 1,040,928
$
57,859

TBN UMB Faculty
.30 fte
$
44,651 $
12,503
TOTAL SALARY
AND FRINGE
$ 1,057,429
$
296,081
* Does not include Clinical Overhead, Facilities Costs, Malpractice or Rural Facility Staff
CONSULTANTS

$

$

-

EQUIPMENT

$

-

LAB SUPPLIES/
OFFICE SUPPLIES

$

-

TRAVEL
per Resident PGY2 & 3
per Resident PGY2 & 3
per Resident PGY 1 & 2
&3

OTHER

57,155

$ 1,353,510

$ 65,000.00
Riem Travel/Exp to community site –
Relocation Expenses
1 Year Rotation – to Rural Health
Center – mileage, per diem, misc:

$

3,500.00

per Resident

$

1,500.00

per Resident

CME

$

1,000.00

per Resident

Malpractice for Director Recruitment Effort – Advertising,
seminars, travel
Teleconferencing/Podcasts

$ 19,166.40

$

32,666

$ 10,000.00
$ 3,500.00

ALTERATIONS/
RENOVATIONS

$

TOTAL YEAR:

$ 1,451,176

-
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Attachment C.4
Support for Resident Training in a Community Setting
Budget Justification
BUDGET JUSTIFICATION:
We are requesting funding for 3 years to implement the project that aims to teach residents in a rural
healthcare setting to improve teaching outcomes and to decrease health disparities.
Personnel Costs:
TBA, M.D., Residency Director (Total effort: 100% Years 1-3)
The Residency Director will be responsible for the overall coordination and implementation of the
project. 1) Design curriculum 2) implement and monitor curriculum and performance at each project
site 3) conduct group trainings residents and faculty as well as one-to-one mentoring of residents 4)
work with the Health Centers to conduct all of the evaluations and outcomes reporting.
TBA - M.D., Co-Residency Director (Total effort: 20% Years 1-3)
UMB Family and Community Medicine Faculty member will support the development of the training,
evaluation, and site preparation.
Residents, (Total effort: 5.0 fte per year – Years 1-3)
Recruit – “5” Family Medicine Residents for Training in rural community’s.
TBA, Admin Support / data entry / Residency Coordinator (Total effort: 100% years 1-3)
Will be responsible for assisting both the Director and co-Director in everyday administrative, payroll,
implementation material, and processes. Will also assist in recruitment, and support of incoming
residents.
Fringe Benefits
Fringe benefit rates are calculated based on University of Maryland standard rates: 28% for clinical
and administrative personnel. Fringe benefits include: health, dental, retirement, disability, and
prescription coverage. COLAs are calculated at 5% annually.
Consultant Costs:
Teleconferencing Technical Support $1500 (Year 1)
Setup and implementation of teleconferencing processes for Rural Sites.
Indirect Costs
Travel and Incidentals
Year 1:
CME costs for each resident to total $5000.00 - $1000.00 per Resident
Years 2 and 3:
Travel, per diem and misc incidentals in Year 2 and 3 for each resident to cover travel from Baltimore
to Rural site. $1,500 per resident per year
Relocation Expenses for each Resident to cover the costs of Relocating to rural health site - $3,500
per resident per year.
Equipment: none
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Other:
Recruitment materials: $10,000 in year 1 - to produce materials to support recruitment of top rated
residents. Provide support for Advertising, travel to recruitment seminars.
Teleconferencing Cost/ Podcast: $3500.00 in year 2 and 3. To covert he cost of Quarterly training
podcast and routine teleconferences
Malpractice: The Residency Director will be provided Malpractice insurance at a rate of $52190.40
for the first three years.

25

26

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

c. Maryland State Ethics Commission Financial
Disclosure Exemption
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C H A P T E R 182
(Senate Bill 459)
AN ACT concerning
Task Force to Review Physician Shortages in Rural Areas
FOR the purpose of creating a Task Force to Review Physician Shortages in Rural Areas;
providing for the composition, cochairs, and staffing of the Task Force; prohibiting a member of
the Task Force from receiving compensation but authorizing members to be reimbursed for
certain expenses; requiring the Task Force to study the recruitment and retention of certain
physicians in certain rural areas, the funding of certain programs, certain academic recruitment
programs, certain federal and State programs relating to physician distribution, and certain
financial and tax incentives for physicians who practice in certain rural areas; requiring the Task
Force to make certain recommendations; requiring the Task Force to report to the Governor
and to certain committees of the General Assembly regarding certain findings and
recommendations; requiring the University of Maryland School of Medicine to develop a certain
pilot program; providing for the termination of this Act; and generally relating to the Task Force
to Review Physician Shortages in Rural Areas.

Preamble
WHEREAS, Rural health care delivery is an important component of developing statewide
health care delivery; and
WHEREAS, Based on a recent report by the Maryland Hospital Association there exists an
extreme lack of coverage in rural areas of the State; and
WHEREAS, Although residents in rural areas comprise one–quarter of the United States
population, they do not have the same level of access to basic primary health care services that
is available to other Americans; and
WHEREAS, Health care delivery in rural communities is further complicated by poverty,
inadequate transportation, large geographical distances, an aging population base, and
economic decline; now, therefore,
SECTION 1. BE IT ENACTED BY THE GENERAL ASSEMBLY OF MARYLAND, That:

(a) There is a Task Force to Review Physician Shortages in Rural Areas of the State.
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Ch. 182
(b) The Task Force consists of the following members:
(1) one member of the Senate of Maryland, appointed by the President of the Senate;
(2) one member of the House of Delegates, appointed by the Speaker of the House;

(3) the Secretary of Health and Mental Hygiene, or the Secretary’s designee;

(4) the Chair of the State Board of Physicians, or the Chair’s designee;
(5) the Secretary of Higher Education, or the Secretary’s designee;
(6) the Chancellor of the University System of Maryland, or the Chancellor’s designee;
(7) the Dean of the University of Maryland School of Medicine, or the Dean’s designee;
(8) the President of Johns Hopkins University, or the President’s designee;

(9) one representative from a community college, selected and appointed by the Maryland
Association of Community Colleges;
(10) one representative from MedChi, selected and appointed by MedChi;

(11) one primary care physician who practices in a rural area, selected and appointed by the
Maryland Chapter of the American Academy of Family Practitioners;

(11) (12) one representative of the Maryland Hospital Association, selected and appointed by
the Maryland Hospital Association;
(12) (13) three representatives of rural hospitals that serve southern Maryland, western
Maryland, or the Eastern Shore of Maryland, selected and appointed by the Maryland Hospital
Association; and
(14) one representative of a rural long–term care facility, selected and appointed by Lifespan;

(15) one representative from the Rural Maryland Council, selected and appointed by the Rural
Maryland Council; and
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Ch. 182
(13) (16) one representative from the Maryland Rural Health Association, selected and
appointed by the Maryland Rural Health Association; and
(17) one pediatrician who practices in a rural area, selected and appointed by the Maryland
Chapter of the American Academy of Pediatrics.
(c) The member appointed by the President of the Senate and the member appointed by the
Speaker of the House shall serve as cochairs of the Task Force.
(d) The Department of Health and Mental Hygiene University of Maryland School of Medicine
shall provide staff for the Task Force.
(e) A member of the Task Force:
(1) may not receive compensation as a member of the Task Force; but
(2) is entitled to reimbursement for expenses under the Standard State Travel Regulations, as
provided in the State budget.
(f) The Task Force shall:
(1) study the recruitment and retention of primary care physicians in rural areas of the State;

(2) study the funding of programs to encourage physician practice in rural areas;

(3) study new academic physician recruitment programs to enroll and encourage students
interested in rural life and practice;
(4) study federal and State programs to equalize physician distribution across geographic
areas;
(5) study financial and tax incentives for physicians who practice in rural underserved areas;
and
(6) make recommendations regarding collaborative approaches to support and enhance the
Rural Residency Track Pilot Program developed by the University of Maryland School of
Medicine in accordance with this Act; and
(6) (7) make recommendations regarding what should be done to encourage more primary care
physicians to practice in rural areas of the State.
(g) On or before December 1, 2008, the Task Force shall report to the Governor and, in
accordance with § 2–1246 of the State Government Article, the
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Ch. 182
House Health and Government Operations Committee, the Senate Education, Health, and
Environmental Affairs Committee, and the Senate Finance Committee regarding its findings
and recommendations.
SECTION 2. AND BE IT FURTHER ENACTED, That, in order to encourage and accelerate the
practice of primary care physicians in rural, underserved areas of the State, the University of
Maryland School of Medicine shall develop a Rural Residency Track Pilot Program to place at
least two Family and Community medical residents in a rural residency track. The pilot program
shall:
(1) recognize the need to develop partnerships with rural hospitals, local providers, Federally
Qualified Health Centers, and local health departments;
(2) use the telemedicine infrastructure to support resident training and patient care;

(3) in conjunction with Area Health Education Centers, seek to create a pipeline to attract more
qualified students from rural areas to pursue healthcare careers; and

(4) identify resources and incentives needed to support the pilot program.

SECTION 2. 3. AND BE IT FURTHER ENACTED, That this Act shall take effect June 1, 2008.
It shall remain effective for a period of 1 year and 1 month and, at the end of June 30, 2009,
with no further action required by the General Assembly, this Act shall be abrogated and of no
further force and effect.

Approved by the Governor, April 24, 2008.
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Appendix B:
All Agendas and Minutes
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Task Force to Review Physician Shortages
in Rural Areas
Miller Senate Office Building
Finance Room
11 Bladen St., Annapolis, Maryland 21401
Tuesday, July 8th, 2008
10:00 A.M. - 12:00 P.M.

Agenda
I.

Welcome:
Senator Thomas M. Middleton

II.

Introductions:
Task Force Members

III.

Charge to Task Force

IV.

Pilot Rural Family and Community Medicine Residency Tract at the
University of Maryland School of Medicine:
David Stewart, MD, MPH, Chair, Department of Family & Community
Medicine, University of Maryland School of Medicine

V.

Discussion

VI.

Timeline for Report to Governor

VII.

Next meetings

VIII.

Adjourn
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Task Force to Review Physician Shortages in Rural Areas
July 8, 2008
Senate Finance Committee Meeting Room, Miller Senate Building
10:00am-12:30pm
Task Force Members/Alternates Present: Senator Thomas Middleton, Mr. Andy
Clark, Dr. Michael Fadden, Mr. Jake Frego, Commissioner Samuel Graves, Jr., Mr.
James Hamill, Dr. Louis Kaufman, Ms. Andrea Mansfield, Mr. Thomas McLoughlin,
Dr. Norman Poulsen, Dr. Carol Paris, Mr. Irving Pinder, Jr., Mr. Joseph Ross, Ms.
Chris Stefanides, Mr. Ben Steffen, Dr. David Stewart, Ms. Christine Wray
Staff Member: Dr. Claudia Baquet
Support Staff: Ms. Georgia Jennings, Dr. Shivonne Laird
Senator Middleton called the meeting to order at 10:00 am and welcomed everyone
to the first meeting of the Task Force. He introduced Commissioner Samuel Graves,
Jr., County Commissioner for Charles County District 1 and a member of the
Maryland Association of Counties (MACo), who will be added to the Task force
membership.
Senator Middleton emphasized the importance of the work this Task Force proposes
to do, stressing the importance of pairing universal healthcare models and increased
coverage with access to and availability of physicians. He reminded attendees that
the purpose of this Task Force is to make recommendations and prioritize them for
the Governor and the General Assembly. He then asked Task Force members
and/or their representatives to introduce themselves.
During introductions, some members shared issues related to the Task Force
mission. Dr. Fadden, as a practicing physician in a rural area, experiences the
critical shortage of physicians first hand. He spends much of his time using creative
tactics to recruit physicians, trying to understand the motivations of new graduates
as well as seasoned physicians. Dr. Paris, as a practicing psychiatrist, expressed
her desire to address shortages in this field as well. Mr. Hamill seconded this
sentiment, wanting to look at more than primary care physicians, as did Ms. Wray.
Senator Middleton assured everyone that the Task Force, although focusing on
physicians, will consider all specialties. Commissioner Graves shared that his
background was in law enforcement, so his first encounters were with those in need
of mental health treatment. He indicated that the shortage of mental health workers
led to an overwhelmed emergency department for care. Ms. Stefanides explained
that Charles County has had a hard time replacing their retiring physician workforce.
Mr. Ross wants to be sure this Task Force does not only address specialty care
shortages, as they are symptoms of a larger problem; he wants to address
fundamental issues to hospitals and physicians, as their work is intertwined. Mr.
Steffen has an interest in access and reimbursement issues, including
uncompensated emergency care.
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Before formal discussion began, the question of whether regulatory aspects that play
in supply and demand. The Senator indicated that though they will be identified and
discussed, they will not be examined in depth in this forum.
Dr. Stewart was asked to discuss the University of Maryland School of Medicine
Rural Residency Track that is to be piloted. He first explained that financial support
for this type of program is a big issue because of their high cost and the way they
are funded. The average medical student has about $147K in educational debt at
graduation, paying $25K/year for in-state tuition ($35K/year out of state tuition). This
debt drives their specialty choice for residency. The Accreditation Council for
Graduate Medical Education (ACGME) is responsible for accrediting residency
programs. There are about 8,000 accredited programs in the US and 126
specialties to choose from. Direct costs, including salary and fringe benefits, are
funded by Medicare. Residents usually make about $45K/year their first year, with a
$2K-$3K/year increase for every year in residency. Residents who become
supervisors also make a little more. The budget for residency programs is about $3
billion total, with a complex formula for how much money each hospital is going to
receive for each resident in a given program.
The formula is a complex
combination of factors such as how much uncompensated care the hospital receives
and length of stay. There are also indirect costs, such as uniforms, parking, and gas
reimbursements. The University of Maryland’s Family and Community Health
Department, which has about 8 residents, has about $2.5 million dollars that is not
reimbursed, and they are just trying to break even. Programs try to make up the
loss with grants and by subcontracting the residents to other hospitals. Thus, in
general, residency programs are costly and not money-makers for their institutions.
Dr. Stewart also explained that accreditation of a residency program requires a
detailed written description of the training environment and activities. Any changes
to a program must be approved by the ACGME. They have very specific guidelines,
including the number of hours in training, the clinical setting, the number and
makeup of support staff available, and the time in the parent program compared to
other sites. We could do an unaccredited program, but they are often not attractive
to residents. He suggested that it may be easier to train Fellows, although creation
and accreditation of a fellowship may also be intensive. Dr. Stewart reiterated the
fact that residents make decisions based on salary, spouse/family employment
opportunities, and setting.
There are currently no residency training programs in Southern Maryland, Western
Maryland, or the Eastern Shore. Senator Middleton indicated that implementing a
residency training program in these regions may be one solution. Group discussion
indicated that barriers to bringing residents to rural Maryland include the financial
costs of a program and finding an appropriate clinical setting. It may be possible to
explore West Virginia model for residency programs in community settings.
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Mr. Ross explained that twice, around 1994, a group explored the possibility of
having a residency program on the Eastern Shore. One problem was that the sites
that were most interested did not meet the ACGME guidelines. They could not even
find the funding for a residency rotation as a starting point. The community hospitals
may have been able to apply for and receive grants, but they did not have the
infrastructure to maintain the grant with activities such as continuous monitoring
reporting. It was brought up that about 50% of medical residents continue to
practice in an area where they performed their residency. Mr. Frego described a
program where 4th year medical students from the University of Maryland did a
rotation in a rural area by way of their Area Health Education Centers (AHECs). Dr.
Baquet clarified that doing a rotation in a rural area was mandatory for medical
students at University of Maryland. There are AHECs in three locations: one on the
Eastern Shore, one in Western Maryland in Cumberland, and the newest one in
Baltimore City. She also wanted to emphasize the importance of pairing these with
long term pipeline programs that make rural residents interested in medical school
and helping them to acquire the credentials to be competitive.
At the request of the Senator, Dr. Stewart defined the term “residency track” for the
group. In this arrangement, the parent department is in charge of the resident and
there are requirements for the amount of time the resident spends in this
department. Any agreement for a resident to work offsite must go through the
parent department, and must add something to the residency experience that cannot
be found within the parent program. This usually entails practice in a rural or inner
city urban site. The group concluded that a Maryland community hospital could
partner with a non-Maryland school for this type of experience, if necessary.
Dr. Stewart reminded everyone that residents tend to practice where they train. He
also said that programs tend to self-define, with programs in urban areas becoming
known for urban training and attracting residents interested in that type of training.
The University of Maryland has had a good experience partnering with the AHEC.
The students/residents who go there have become more enthusiastic about
practicing in rural areas.
Senator Middleton then asked for the viewpoint of rural hospitals and doctors. Dr.
Fadden felt that the residency program was an important long term solution, though
he felt that the decision for a rural program compared to a rural track might be one
better suited for those in policy. From his experience, schools like his alma mater
Georgetown did not make it easy to choose primary care. During his time in medical
school, tuition jumped from $3,500/yearr to $15,000/year. He chose the National
Health Service Corps to help him pay for his education. He suggested the Virginia
residency training system may be a possible model. It is built on the belief of people
like Dr. Fitzhugh Mayo, from the 1960’s and 1970’s, who believed in the importance
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of training residents in areas where there was a need for need for health
professionals. Dr. Fadden said they have 6-8 residents a year at each site, and
wondered what their outcomes were like. He suggested we learn whether they have
the same problems with supply and where the money for these programs came
from.
Dr. Paris trained in West Virginia and was familiar with several small, community
hospitals there that had training programs in primary care. She taught in Grenada
and learned there that many of the medical students had already formed ideas of
what and where they wanted to practice before they arrived to medical school. She
would therefore like to see a program that is for physicians who already know they
want to practice in rural areas early in their training. This led to discussion of an
elective rotation in rural community hospitals and whether this would acquire
accreditation.
Action Item: Senator Middleton would like a synopsis of requirements for a rotation
in a rural hospital.
Some Task Force members agreed that education was an important solution, but
that it must be put into context. For example, here is the problem of a lack of faculty
in the system. Also, in physician recruitment, the individual and their spouse must
want to live in a given location, meaning the spouse must also be recruited.
The work of the Maryland Health Services and Cost Review Commission (HSCRC)
must also be addressed, as reimbursement rates are too low. Mr. Ross added that
to achieve the 50th percentile of nationwide income, the workload of a Maryland
physician would have to be in the 75th percentile of physician workloads nationwide.
Specifically, for a Maryland primary care physician to achieve the 50th percentile of
income nationwide, their workload would have to be in the 110th percentile of
physician workloads nationwide. He found similar trends for ENT, family practice,
and gynecology specialists. Senator Middleton reiterated that he did not want this
Task Force to focus on reimbursement, because there is another Task Force
already studying this (Health Care Access and Reimbursement Task Force).
Mr. Steffen indicated that primary physicians produce ½ the relative value units
(RVU, a measure of physician productivity) of a specialist. This may partially explain
primary care shortages, as income levels are tied to RVUs. It takes 3-4 years for a
young physician to put down roots, thus it may be more beneficial to concentrate on
creating programs that are longer than 1-2 years.
Ms. Stefanides explained that there are three ways to build the physician workforce
in rural areas: 1.) “grow your own” referring to long-term programs that increase the
pipeline of medical students from rural areas, 2.) recruit new physicians from other
regions, and 3.) retain physicians. Grow your own strategies are good for long term
increases, but recruitment and retainment programs are best for immediate shortterm payoffs.
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Action Item: A subcommittee including the rural hospitals and Dr. Stewart should be
formed to identify rural residency training program barriers and options.
Ms. Wray brought up the major concern that some rural parts of Maryland that are in
need find it difficult to attain and maintain a health professional shortage area
(HPSA) designation. Without this designation they become ineligible for many
government programs; for example, they cannot recruit physicians using loan
repayment programs as an incentive with a HPSA designation. Task Force
members indicated that the Department of Health and Mental Hygiene decides
which areas receive HPSA designations.
Action Item: Someone needs to look into this process and how it can be improved,
and report back to the larger group.
Dr. Fadden introduced the topic of foreign medical graduates (FMGs), who often
have a difficult time getting certified to practice within Maryland. There are slots for
FMGs to stay and train in the state which are sometimes left empty, though he is
unsure why. We need to look at where people train other than the US. For example,
we have licensure reciprocity with Canada but not Great Britain. The Senator wanted
to know the view of those in rural areas towards FMGs practicing there. Although
some FMGs would like to practice there to fulfill visa requirements, the difficulty of
attaining HPSA status has prevented this.
There is also a concern of
communication related issues, specifically spoken English and patient satisfaction
with these physicians.
Mr. McLoughlin questioned whether increasing physician extenders, such as
physician assistants (PAs) and nurse practitioners (NPs), should also be considered.
Currently, there are regulations that limit this expansion in the State. For example,
Maryland physicians can only work with a limit of two PAs, whereas other states may
have a limit of four. Senator Middleton explained that this type of policy can become
very controversial and emotional. It involves looking at reimbursement for PAs and
NPs, differences in training between them and MDs, independence, and other topics
that can be extremely divisive.
Senator Middleton spoke about the one of the original intents of his bill, which was to
look at the possibility of replicating a “grow your own doctors” program currently
operating in Alabama. Dr. Baquet has recently met with the Dean and Provost of the
University of Alabama School of Medicine which runs the program. Alabama set
aside funding to pay for medical school for rural students, the majority of whom stay
in Alabama to practice. The program also offers an academic support system for
students K-12 so they can be competitive when applying for medical training
programs. There is a service requirement, which was assumed to be 5 years.
There is some support for a similar program in Maryland. Mr. Frego shared that the
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AHECs are involved in similar training through their Health Careers program, which
also includes k-12 academic support. This program is hampered, however, by a
lower number of staff and
less funding. Results like those seen in Alabama cannot be attained by visiting a
school 1-2 times a week. He maintained that it requires a certain level of followthrough, working consistently with students to make their applications to medical
school regionally and nationally competitive.
Senator Middleton inquired how these students can be identified within the school
system. Ms. Wray described her program which identifies high school and college
students and helps to encourage public school students who are on the college track
to focus on health care. There is no attention to students interested in health care
within the public school system. Dr. Baquet noted that federal funds for these
programs are short. She described a program she ran where students from
underserved areas came to the medical school, were partnered with faculty,
watched edited videos of actual surgeries, and met with physicians from similarly
underserved areas who served as role models.
Dr. Stewart remarked that some of the issues are symptomatic of a changing health
care system. Medical schools are now mostly female and entrance is very
competitive. There are often no applicants from some rural counties. The group
agreed that a student in a special residency track may need more support and
resources. Most medical students are already self-starters and can find the
resources they need.
The Senator also asked if anyone knew of possible legal challenges to having
residency slots reserved specifically for rural trainees. Dr. Baquet indicated that
though this is often comes up when discussing this type of program, she was
unaware of any legal challenges.
Dr. Fadden referred to the need for a formal, nurturing program where medical
schools reach out to underserved rural areas. He also noted that many rural
physicians would welcome the opportunity to teach trainees.
Ms. Stefanides described a program she was involved with where potential nursing
students were mentored in this way. This was funded by a grant from the HSCRC.
High school sophomores were selected, found part-time field placement during the
summers, mentored, and guaranteed a nursing school slot after graduation. She
emphasized the fact that they need a person really working with them to help
prepare them for the realities of these training programs.
Senator Middleton asked where the resources come from for these programs. He
referred to a mentoring program within his district which often has trouble recruiting
mentors.
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Dr. Paris inquired whether it is possible to recruit non-rural applicants as well. What
about a system like a Maryland Service Corps? It was also suggested that rural
Maryland is not all poor areas. There are many areas that are similar to city suburbs
that may be attractive to applicants if they knew they existed.
Dr. Poulsen indicated that Johns Hopkins University does not have a primary care
residency program, though it does offer many specialties. Some of the specialty
residency programs at Johns Hopkins may be willing to have slots set aside for rural
residents. It would be expensive to set up a new program, however.
Senator Middleton wrapped up the meeting by reviewing some future steps:
• Looking at working with University of Maryland and Johns Hopkins University
to explore residency training options
• Finding out about possible legal/financial barriers
• Looking into the HSCRC grant program Ms. Stefanides mentioned
• Setting up a meeting with the Superintendant of Schools
• Conducting a briefing on the Health Careers Program
o One problem: students in this program would not be available until
2022, since it starts with sophomores in high school
• Ms. Stefanides and MedCHI should get together to discuss foreign-trained
physician options, as well as physician recruitment and retention in rural
areas
NEXT MEETINGS: August 12th, 2008 and September 16th, 2008
10 am-12:00pm
Senate Finance Committee Meeting Room
Miller Senate Building
Senator Middleton announced that physician shortages are also the topic of the
Rural Maryland Council’s Rural Health Roundtable in Annapolis, October 2nd-3rd
2008. Dr. Baquet added that the timeline for this Task Force is to technically have a
report ready by December, but that we will actually be aiming to complete it by
October. It will hopefully be presented to the governor before his budget is
complete.
If the working groups would like a space to meet in Annapolis, please let Senator
Middleton’s staff know and they would be happy to set that up.
Thank you for your time and effort!
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Task Force to Review Physician Shortages
in Rural Areas
Miller Senate Office Building
Finance Room
11 Bladen St., Annapolis, Maryland 21401
Tuesday, August 12th, 2008
10:00 A.M. - 12:00 P.M.

Agenda
I.

Welcome and Introductions

II.

Distribution of Minutes Previous Meeting

III.

Reports from Subcommittees and Conference Calls
a. Ms. Chris Stefanides
b. Dr. David Stewart
c. Discussion with Secretary Grasmick and Department of Education on
pipeline to technology and health careers
d. Discussion

IV.

Report on Maryland Medical School Applicants and Matriculants from
Rural Maryland
a. Dr. Mickey Foxwell Dean Admissions University of Maryland School of
Medicine, Johns Hopkins Medical School

V.

Discussion

VI.

Other and Assignments

VII.

Timeline for Reports

VIII.

Next Meeting September 16, 2008 10-12noon

IX.

Adjourn
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Task Force to Review Physician Shortages in Rural Areas
August 12, 2008
Senate Finance Committee Meeting Room, Miller Senate Building
10:00am-12:00pm
Welcome and Introductions were provided by Task Force Co-Chairs: Senator
Middleton and Delegate Donoghue. Both Co Chairs thanked the Task Force for their
hard work.
Task Force Members/Alternates Present: Senator Thomas Middleton, Delegate
John Donoghue, Mr. Andy Clark, Dr. Michael Fadden, Mr. Jake Frego,
Commissioner Samuel Graves, Jr., Pam Kasemeyer, Ms. Andrea Mansfield, Mr.
Thomas McLoughlin, Dr. Norman Poulsen, Dr. Carol Paris, Mr. Irving Pinder, Jr., Mr.
Joseph Ross, Ms. Chris Stefanides, Mr. Ben Steffen, Dr. David Stewart, Ms.
Christine Wray, Dr. Bradley Gottfried
Staff Member: Dr. Claudia Baquet
Support Staff: Ms. Georgia Jennings
Distribution of Minutes
Meeting minutes, reports from Subcommittees, and reports from invited speakers
were distributed. Senator Middleton started the meeting by emphasizing that he and
Dr. Baquet wanted everyone to keep in mind that all reports and documents
presented by Task Force Subcommittees were in draft form. Members of the Task
Force were asked to review the minutes and send, via email, all revisions and
additions.
Reports from Subcommittees and Conference Calls
Senator Middleton requested that reports from the two Subcommittees be
presented.
Chris Stefanides reported: Chair of the Subcommittee to Address Barriers for
Recruitment and Retention of Physicians
“Report of the Subcommittee on Options for Addressing Physician Shortages in
Rural Areas”. She indicated that 10 people had been on the conference call July 18,
2008 for about 1 hour.
Ms. Chris Stefanides went over her report in detail. She stated the background
information that had been used to produce the results in the report. See report
Background section. The report focused on Recruitment, Retention/Practice
Support, Grow Your Own, Telemedicine, and Federal program.
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1. Under Recruitment the reports first recommendation is to Establish/Expand loan
forgiveness programs targeted at “shortage area.” This recommendation is based on
information from the MHA/MedChi Maryland Physician Work Force Study. Senator
Middleton interjected that Bill Casey from Carefirst had disputed the findings of that
report.
2. In discussing the loan assistance reimbursement program (LARP), the need to
allow physicians to practice in a private setting was introduced. Task Force
members discussed the possibility of having nonprofit organizations sponsor a
physician, covering loan repayment costs and allowing the physician to work on a
long term basis in a private practice in a rural area. Currently, recruitment efforts by
private practices have been limited by the requirement to practice in a “nonprofit
setting.” For clarity, the term “nonprofit setting” was specified to include hospitals,
nursing homes, clinics, hospices, etc. Senator Middleton recommended that the
Subcommittee continue to look at nonprofits and bring back recommendations.
3. The Subcommittee discussed adjusting the current assessment on physician
licenses to expand LARP. Currently, 14% of the physician license fees from the
Board of Physicians Quality Assurance Fund are dedicated and split between two
programs: 1) grants under the Health Manpower Shortage Incentive Grant Program;
and 2) the Loan Assistance Repayment Program for primary care physicians. Some
members questioned whether adjusting the current assessment on physician
licenses would expand loan repayment the money awarded to physicians, as it
hasn’t always done so in the past. Also, the amount of the assessment that goes to
the BPQA fund has been recently reduced from 14% to 12%.
Senator Middleton met with stakeholders and suggested the money be reallocated,
with 100% directed to LARP. There are about 20-30 LARP awards made annually,
including 10 new physicians receiving funds each year. Task Force members were
not aware what percentage of LARP is given to community colleges, and it was
suggested that the Maryland Higher Education Commission be consulted for the
answer.
4. The Subcommittee suggested enhanced outreach/administrative support for
potential LARP/National Health Service Corps applicants. Senator Middleton
suggested that the Maryland Hospital Association (MHA) should assist with this
effort. A hospital liaison may be necessary to assist in getting through the necessary
paperwork for these programs.
5. The Subcommittee recommended that the hospitals in shortage areas establish
loan forgiveness programs, similar to those for nurses, under the all-payer system.
Generating more of our funding for the program may give the state more flexibility in
its implementation. Mr. Steffen added that while this may be a good idea, there may
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be some problems in changing using rate revenue to fund this program. There may
be a need to look at alternate funding sources through the hospitals, or may need
CMS approval. The funding source may, however, be outside of the scope of this
Task Force, and may be a question for the Reimbursement Rate Commission.
6. The Subcommittee encourages medical school programs to offer rotations in
shortage areas. Interest at this early in training could better influence choice of a
rural practice location and aide in early identification of future rural family practice
physicians. Mr. Frego suggested that an even earlier experience, exposing medical
students to primary care rural areas in years 1 and 2. Dr. Stewart said that special
efforts are already underway to entice these students to a family practice career in
year 1 & 2, which are working well. This does not include rural exposure. Mr. Frego
had previously cited shortages of physicians in primary care and subspecialties. He
also suggested the development of an intense program where students can
experience all that rural Maryland has to offer. Rural Maryland can be different than
other sectors of rural America. Students could also work with Dr. Fadden and other
physicians for an Eastern Shore experience. Various task Members recounted
positive personal experiences with physicians practicing in rural Maryland.
The question arose whether MHA has a mentorship program. A Task Force
member noted that although we only train 16 family doctors per year in Maryland,
Virginia is able to train 60.
7. The Subcommittee wanted to expand existing AHECs in western Maryland and
the eastern Shore, and establish one in Southern Maryland. Dr. Baquet described
the AHEC program. The Maryland AHEC Program and its three Centers, the
Western Maryland AHEC founded in 1976—one of the oldest in the country; the
Eastern Shore AHEC founded in 1995; and, the Baltimore AHEC which began
operations in 2003, are a long-standing success in Maryland, and have played a
strategic role in addressing the needs of vulnerable populations in our State.
AHECs are funded by HRSA and the Maryland Department of Health and Mental
Hygiene. Federal funders are currently not accepting new AHECs, but in her renewal
grant Dr. Baquet will officially bring Southern Maryland into the AHEC program. Our
current southern presence is through the University of Maryland Statewide Health
Network, through our Waldorf office, and the Eastern Shore AHEC. Senator
Middleton suggested that we consult with Congressman Steny Hoyer. Dr. Baquet
noted that HRSA would be responsive to Congressman Hoyer.
8. The Subcommittee noted that rural areas need to aggressively pursue additional
HPSA and MUA designations so that more rural areas would be eligible for the more
than 30 federal programs, resources, and benefits available under these
designations.
9. & 10. The Subcommittee urged medical schools to generate additional interest in
primary care specialties and residencies. Specifically, the Subcommittee would like a
designated number of UMB & JHU medical school slots set aside for those who
would like to practice in rural areas. Other task force Members agreed, specifying
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that this should not be limited to those who are from these areas, but should be open
to all who have an interest in a rural medical practice. Mr. Steffen noted that
hospitals already offer an incentive for rural doctors.
There was a question as to whether this type of program has had any legal
challenges. Alabama, which has similarly set aside residency slots for those
wanting to practice in rural areas, has not received any legal challenges.
11. The Subcommittee noted the dearth of data they had to work with, and
suggested that data be collected on physicians who graduate from Maryland medical
institution. By identifying those who are not practicing in Maryland and finding out
where they relocated and why, decision-makers can create better incentive
programs aimed at retention. Senator Middleton voiced a concern over whether outof-state students who come to Maryland to study medicine leave after completing
their program.
12.-13. The Subcommittee reviewed points 12-14, with no new comments from
other Task Force Members.
14. The Subcommittee recommended the creation of a Maryland Health Service
Corps program, but the current federally funded NHSC is focused on very few areas
in Maryland. Creation of a similar state program would give more flexibility and allow
administrators to better tailor it to the needs of the state.
Retention/Practice Support
1. The subcommittee recommended that a portion of CMS EMR demonstration
monies be set aside for shortage areas. Mr. Steffen thought it may be easier for
shortage areas to receive direct resources than actual funding.
2. The Subcommittee also recommended that insurers provide monetary incentives
for upgrades in shortage areas such as increased technology, medical home model
implementation, expanded hours for convenience, etc.
3. Enhancement of reimbursement from Medicaid and commercial carriers, similar to
Medicare reimbursement policies for HPSA’s, were suggested for shortage areas. If
increase reimbursement, however, they may have to increase costs elsewhere
causing groups to drop out. Mr. Steffen indicated that this idea needs to be
developed further. This could be something that commercial payors might want to
consider in these areas, amounting to a subsidy for a small area of the state where
there is a need for physicians. This could be a good investment, but you need to
really look at targeted areas and keep it limited.
4. There was some discussion about the subcommittee’s suggestion that the
Maryland Insurance Administration monitor carrier network adequacy standards
aggressively in shortage areas. Some Task force members felt that more work is
needed on network adequacy, and that insurance companies need to look at why
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they do not have sufficient providers. There was some concern that MIA may not
want the responsibility of monitoring network adequacy, allowing insurance carriers
to disregard this legislation. Paperwork, physicians who may not be working full time,
all contribute to unique issues in rural areas that make it difficult
to monitor network adequacy. Senator Middleton is confident that the MIA has the
power to enforce this legislation, and they will be able to sufficiently monitor
insurance carriers and assure access to their patients.
5. Considering the evidence that shows improvements such as telemedicine, EMRs,
chronic disease management, and implementation of the medical home model can
reduce liability risk, the Subcommittee recommends requiring liability insurers to
provide premium reductions to physicians who put these improvements into practice.
6. The subcommittee recommends providing medical liability coverage for retired
physicians as an incentive to practice part-time. Additional information from may be
required, specifically from Med Mutual.
7. The subcommittee recommends providing tax credits for practicing or making
technology investments in shortage areas.
Grow your own
The Subcommittee presented their recommendations with little discussion from other
Task Force Members. Their recommendations are:
1. Allow shortage areas/regions to purchase one or more medical school slots in
exchange for the student’s commitment to practice in the region for a period of
time.
2. Develop partnerships between teaching programs and hospitals in shortage
areas to identify potential medical school students who could be encouraged to
consider practicing in those areas.
3. Develop additional health care careers education programs for elementary,
middle, high school; and, college students in shortage areas.
4. Develop recruitment strategies focused on female and minority students.
It was suggested that Dr. Nancy Grasmick attend the next meeting to discuss the
potential development of additional health care careers education programs.
Telemedicine
1. The Subcommittee recommended requiring Medicaid and private 3rd party payors
to reimburse for telemedicine services. Senator Middleton noted that the General
Assembly had enacted legislation to study reimbursement rates for telemedicine. Dr.
Baquet released a report about a year ago on barriers to telemedicine in our state.
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Telemedicine can cover consultations on primary care, follow ups and mental health
visits, and can be a good way to expand services. Dr. Baquet says the committee
should review the report and Senator Middleton agreed.
2. The Subcommittee suggests encouraging new uses for telemedicine. Senator
Middleton said that infrastructure for bandwidth is being developed. Georgia and
California were examined because they allow reimbursement. Ms. Stefanides said
telemedicine is a great way to extend physician capabilities and will make rural
physicians more effective. Senator Middleton noted that throughout the country Dr.
Baquet has looked at relevant federal programs nationwide.
Federal
Senator Middleton asked David Stewart to report on the Residency Training
Subcommittee finding. David indicated that there were three participants on his call.
His report recognizes existing resources including AHEC, local physician interest,
rural based hospitals interested in residency education, UMSOM willing to explore
residency training options, and FQHCs interested in partnering in residency
education. The major barrier to residency training is cost. Some HRSA funds were
available to cover some start-up costs of training, but were not ongoing. Participants
on the call thought the State would need to supply the funding. From points
discussed during the conference call Dr. Stewart agreed to find out if FQHCs in rural
areas were experienced in residency training and to locate information on a state
with a track record at training residents in rural area. To address the first question,
he contacted Sarah Leonhard, M.D. at Greater Baden Medical Services, Inc. They
have seven sites and none qualify as HIPSA sites. They had some previous
educational experiences with George Washington University and were interested in
partnering. To address the second question, Dr. Stewart spoke with James
Arbogast, M.D., Chairman, West Virginia University Department of Family Medicine.
He went over the 6 important points in their conversation. They are listed in his
report.
There needs to be discussion with Nancy Grasmick and Department of Education on
pipeline to technology and health careers.
Report on Maryland Medical School Applicants from Rural Maryland
Dr. Mickey Foxwell, Associate Dean Admissions UMSOM
Dr. Mickey Foxwell, Associate Dean of Admissions University of Maryland School of
Medicine reported on Maryland Medical School applicants from rural Maryland. Dr.
Foxwell went to University of Maryland College Park. He lives in Cambridge,
Maryland. MCATs and GPA are consistent throughout the country. Rural students
do poorly on MCATs. Residents who went out of State for other opportunities are
hindered by UMSOM policy for in-state tuition when they return. Preference is given
to Marylanders-Native to Maryland. 60% of students in medical school are women
and 19% are minorities. Even though we are lacking in scholarships, we are
competing with Hopkins, Penn State, and Columbia. Unless students from rural
areas register with the Alumni Association they cannot be tracked. As the 2006,
2007, 2008 Entering Freshman Class report reflects, we have some counties where
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no one has applied. On the other hand Washington and Wicomico Counties are up.
Grades and MCATs are a limiting factor; we can make adjustments for MCAT by
looking for motivated students with grades to succeed. Another limiting factor, the
end of 2nd year students have to take boards and this does not leave a lot of time for
rural rotation. Dr. Foxwell’s second report focused on 16 Dorchester County
students at the School of Medicine since 1980. 8 students left the state and 1
student returned. Even with strong ties many students do not go home. Example,
student from Easton stayed in Baltimore and opened a practice at Mercy Hospital.
Christine Wray asked Dr. Foxwell, “What we could provide that would attract
students during the summer to build their resumes?” Dr. Fadden interjected that we
could provide early insurance programs. Dr. Foxwell indicated that many students
take time off before starting medical school. We need students with a certain
maturity level, properly motivated, and incentives ensured when they return from
taking a year off. Dr. Foxwell went on to explain that the #1 question students ask on
interview day is “Can I travel internationally?” Many students are focused on
international medicine.
Delegate Donoghue provided information on his daughter’s experience when initially
considering medical school. She had a 4.0 average. Loved to watch ER and other
medical show, but did not want to be $125, 000 dollars in debt. Wants to come back
to Hagerstown after completing PA school.
Dr. Foxwell-Incentives to rural areas would make a difference. University of
Maryland School of Medicine is one of the more expensive schools. We have not
done a lot to keep tuition down. We could keep students here if we offered
incentives.
Dr. Carol Paris stated that some schools are not looking at SAT scores any more.
Dr. Foxwell responded that we are elitist in some ways. This is a problem. It is an
ivory tower test. However, there is a correlation that students who do well on this
test, subsequently test well on other test. We look for students with background,
experience and scores.
Senator Middleton asked if standards could be reduced for students from rural
areas. Dr. Foxwell responded that we could talk about this. These students are
faced with coursed outdated, no genetic and biochemistry etc. We don’t want to
increase the attrition rate. We have a 3% attrition rate. Senator Middleton went on to
say that Alabama has slots for rural students and Dr. Foxwell responded that
according to the Supreme Court set asides are illegal. Must be worded properly. You
can’t legislate kids going back without incentives. Senator Middleton agreed with this
point.

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

Mr. Steffen asked Dr. Foxwell if background or residence was the more powerful
motivator of a student. Opportunity for rural residency more important driver. You
need time to establish roots. Absence of rural residency program is a big hindrance.
Dr. Foxwell agreed with Mr. Steffens point.
Senator Middleton will seek Dr. Foxwell’s input on a recommendation for slots at
medical schools. This will be a priority for the School of Medicine, as they play an
important role in the success of such an endeavor. Tuition incentives if they go back
to rural areas. Dr. Foxwell indicated that he would work with Dr. Baquet on that.
Barbara Klien, AVP for Government & Community Affairs at the University of
Maryland, wants to get residents together to see if they would be inspired by
recommendations. Since that time Dr. Baquet has begun work on a study to
determine barriers to resident/physician selection of clinical practice in rural areas of
Maryland.
Senator Middleton suggested that hospitals send letters to University of Maryland
students to see Charles County and other rural areas. Christine Stephanides
indicated that hospitals are doing this. Ms. Stephanides further explained that getting
them to come down is hard, so they roll out the red carpet when they do visit.
Dr. Fadden suggested that we need training in areas closer to where we want them
to practice. How much community contribution could be applied to this?
Dr. Foxwell indicated that the AAMC want School of Medicine’s to increase students
by 30%.
Timeline for Reports
Middleton indicated to the Task Force Members that he and Dr. Baquet were hoping
to wind down next meeting so that we could vote on recommendations and start on
report.
Next Meeting September 16, 2008, 10-12 noon
Senator Middleton adjourned the meeting.
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Task Force to Review Physician Shortages
in Rural Areas
Miller Senate Office Building
Finance Room
11 Bladen St., Annapolis, Maryland 21401
Tuesday, September 16th, 2008
10:00 A.M. - 12:00 P.M.

Agenda
I.

Welcome and Introductions

II.

Discussion and Approval of Minutes From Previous Meeting

III.

Reports from Subcommittees
a. Ms. Chris Stefanides
b. Dr. David Stewart
c. HSCRC comments regarding financing workforce
d. Update on resident survey

IV.

Discussion

V.

Other Items and Potential Assignments

VI.

Timeline for Reports

VII.

Next Meeting: October 21st, 2008, 2-4pm

VIII.

Adjourn
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Task Force to Review Physician Shortages in Rural Areas
September 16, 2008
Senate Finance Committee Meeting Room, Miller Senate Building
10:00am-12:00pm
Welcome and Introductions were provided by Task Force Co-Chairs: Senator
Middleton and Delegate Donoghue. Both Co-Chairs thanked the Task Force for their
hard work.
Task Force Members/Alternates Present: Senator Thomas Middleton, Delegate
John Donoghue, Mr. Andy Clark, Dr. Fayette Engstrom, Dr. Michael Fadden, Mr.
Jake Frego, Dr. Bradley Gottfried, Mr. James Hamill, Pam Kasemeyer, Dr. Louis
Kaufman, Ms. Andrea Mansfield, Mr. Thomas McLoughlin, Dr. Norman Poulsen, Dr.
Carol Paris, Mr. Irving Pinder, Jr., Mr. Joseph Ross, Ms. Chris Stefanides, Mr. Ben
Steffen, Dr. David Stewart, Ms. Christine Wray,
Staff Member: Dr. Claudia Baquet
Support Staff: Dr. Shivonne Laird
Distribution of Minutes
Hard copies of the August meeting minutes, reports from subcommittees, and
reports from invited speakers were distributed. Task Members had an opportunity to
review and send revisions for the minutes prior to this meeting, and the revised
minutes were approved.
Reports from Subcommittees
Senator Middleton requested that reports be presented from the two subcommittees.
Report from the Subcommittee on Residency Education Training
Dr. Stewart, Subcommittee Chair, began by reviewing some of the
recommendations from his subcommittee. The subcommittee is recommending
preceptorships for medical students and opportunities for family practice residents to
work with community hospitals and Federally Qualified Health Centers (FQHC).
Funding will be needed to cover administrative cost. Senator Middleton asked the
subcommittee if they thought funding should come from within the system or from
the state’s general fund. Subcommittee members indicated that the funding should
come from the general fund. The Senator believed this would be hard to do given
budget concerns for FY08 and FY09. Senator Middleton would like to explore other
funding sources. He believes that rural communities would be supportive and may
be a source of funding.
Dr. Stewart was asked to discuss costs. He indicated that about $30K/yr was
needed for the preceptorship and $40K/yr for the family practice residency program.
He explained that much of this goes to the participant in the form of a salary or
stipend. Dr. Baquet asked what year of medical school the preceptorship would
target. Dr. Stewart replied that they were looking at students who have just
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completed their first year. There is a cadre of students looking for experience during
this time. The students would benefit from mentorship and developing long term
professional relationships that could possible lead to the choice of a rural practice
location. Dr. Stewart has received some funding from HRSA to do this on a smaller
scale and is considering seeking funding from HRSA for this type of funding for
larger projects. The subcommittee will continue to investigate potential funding
sources. Mr. Frego said that the he and his colleagues will also look into what they
can do to help find funding. They will work with Drs. Baquet and Stewart to look for
potential alternatives, as this effort is very important to rural Maryland.
Ms. Wray inquired what year of residency was being targeted and Dr. Stewart
responded they were looking to assist second year residents. Ms Wray also asked if
the residents must work with FQHCs, and Dr. Stewart informed her that they did not,
but he has been in contact with FQHCs who had been willing to work on this project.
Dr. Stewart was asked if there were other residency programs, aside from family
practice that may be interested in this type of program. According to Dr. Stewart,
other residency programs were interested, internal medicine specifically. In addition,
he will see if pediatrics was interested in participating.
Report from the Subcommittee to Address Barriers and Options for Recruitment and
Retention
Ms. Stefanides, Subcommittee Chair, noted that the subcommittee has modified the
draft of their report since the last meeting, and the modifications have been italicized
for easy identification. Ms. Stefanides submitted the draft to Jeanette Jenkins,
Director of the Maryland Department of Health and Mental Hygiene’s (DHMH) Office
of Policy and Planning, for comments and has included these as an attachment to
the modified Subcommittee Report. The modified documents from the last meeting
and the attachment should collectively be considered the draft report of the
subcommittee. Ms. Stefanides reviewed the changes made since the last meeting.
The subcommittee recommends (“Recruitment”, recommendation #2) that other
nonprofit organizations, such as hospitals, nursing homes, clinics, hospices, etc., be
allowed to sponsor a physician for loan assistance reimbursement program (LARP)
purposes. They understood that LARP prohibits this right now. Senator Middleton
asked how this could be changed. It is mostly a question of funding, matching
federal money with BPQA money. More BPQA funds would be needed to get more
matching dollars.
In continuation of discussion from the last meeting, Ms. Stefanides provided
additional information on where the 14% of the physician license fees is going
(“Recruitment”, recommendation #3). It was noted that the grants awarded under
the Health Manpower Shortage Incentive Grant Program is divided between 39
different postsecondary institutions, so no one institution gets a windfall. There is
concern that there is not enough funding and that the available funding is too
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diluted to have an impact and that the few funds available should be focused on
primary care physicians. The subcommittee recommends more money from the
state.
Senator Middleton asked Mr. Steffen for the reaction of the Maryland Health Care
Commission (MHCC) to these assertions, and he agreed that the program has been
too diluted. The original intent was to provide $1500 per student and it generally
provides $150 which is not enough to be effective.
Because community colleges receive most of these funds, Mr. Pinder was asked
what their feeling would be if the funds were distributed differently. Mr. Pinder
replied that community colleges can see the bigger picture and would therefore
understand the need for change.
Ms. Stefanides suggested that funding could possibly be expanded by increasing
physician licensing costs, and that physicians may understand if they knew most of
the money was going to help other physicians. Dr. Paris indicated that this would be
a hard sell to physicians under the current system, and that it may even be a little
difficult the first time the idea is brought to them. However, if most of the funding
goes to up and coming physicians, they would eventually come around.
Dr. Paris wanted to know if the 14% could actually be raised to 16% and where the
other 86% is being applied under the current system. The group was reminded that
as of 2007, the 14% is actually now 12%, and they were told that the 88% goes to
different destinations, including the MHCC and about $2.5 million in indirect costs.
Delegate Donoghue asked if anyone knew about the foreign trained dentist program.
Dr. Fadden said that he was aware of the program and explained that it gave foreign
trained dentists an opportunity to practice in the U.S. in pediatric dentistry. The
Walnut Street clinic in Hagerstown has a pediatric dental fellow working and finds
the program very effective. Delegate Donoghue stated that he and Mr. Hamill were
proud of the work they had done to assure that program continued. The Delegate
also asked if Dr. Fadden knew how it was funded but he did not. Delegate
Donoghue suggested we find out how this successful program is funded to see if this
could lead to an additional solution for this group.
The question of how other professions contribute to the fund was reiterated.
Senator Middleton said that he was not comfortable redirecting all of the money to
physicians alone without taking into account other professions. He indicated that if
this is suggested, the Task Force may lose some support for what they are trying to
accomplish. He did suggest that a discussion occur with all stakeholders about the
issue of contribution to the BPQA Fund. The Senator also noted that the Task Force
on Health Care Access and Reimbursement
(HCAR) was also discussing the possibility of paying for their recommendation using
reimbursements. HCAR has agreed to present their recommendations to the
members of this Task Force when they are confirmed.
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It was again asked if we could have a detailed breakdown of where the previously
mentioned 14% goes, and it was suggested that a detailed discussion on this topic
take place. Generally, ½ goes to physicians and ½ goes to community colleges.
Someone noted that there is actually a breakdown of this information in the meeting
folders showing to whom LARP awards have gone.
The Task Force was informed that the Board of Physicians continually has allied
health groups coming in under their umbrella. One task Force member inquired
whether these allied health members pay into the BPQA Fund, and the response
was they do not. They pay MHCC fees, but no other fees. Task Force members
indicated that they need an estimate of the contribution allied health fields should be
making to the BPQA Fund. Currently, they are not adding to the scholarship funds.
This issue has been raised several times, but every time a bill comes up to change
it, many people come to testify against the bill. This is the reason for the dilution of
the program. It is not that the other loan repayment programs are not worthy, but
they should not all be funded by physicians. The money goes to nurses, social
workers, physician assistants, etc.
Senator Middleton summarized that there is general agreement from the Task Force
Members that this issue needs to be looked at, and suggested that there be a formal
recommendation to this effect. Ms. Stefanides said she will add the recommendation
to the Subcommittee Report. Task Forces Members were also reminded that the
reduction from 14% of BPQA Funds to 12% was intended to reduce the burden on
physicians. There are also other fields that have shortages that may be in dire need
that must be accounted for i.e. nurses.
In reference to “Recruitment” recommendation #5, there was a question as to
whether there is a limit to how much federal money we can get if we can match the
funds, but no one was sure.
“Recruitment” recommendation #6 was changed to specify family medicine and
specialties in short supply. It uses the term “encourage” because Johns Hopkins
faculty wanted “encourage” vs. “require” to avoid the bureaucratic red tape and
paperwork to constantly justify the requirement being met. Teaching programs will
do it anyway, but it is easier if this is not a requirement. Dr. Poulsen said this came
from the Vice Dean of Education. At Johns Hopkins, most residents go into
specialties and subspecialties, so there may be some increase, but nothing like the
increase you may see at University of Maryland.
Dr. Kaufman said, from his experience, it is difficult to recruit physicians for long term
care in rural areas. LifeSpan has recently been fortunate to receive someone who
happened to be a graduate of the Johns Hopkins geriatric residency program.
Although they do not have a primary care program per se, they do have a few
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specialty programs that are considered part of primary care, and should therefore
not be discounted.
Dr. Kaufman would like to see more cooperative agreement
between programs to train residents.
“Recruitment” recommendation #7 was changed to include a site in Southern
Maryland. Dr. Baquet explained that HRSA approved funding for the Southern
Maryland AHEC. Mr. Frego said the AHEC can develop more clinical rotation sites
and housing for students. The Southern Maryland site will be an extension of the
Eastern Shore AHEC.
Mr. Steffen noted that without some expansion in HPSA definitions, or more people
in the Maryland Department of Health and Mental Hygiene, aggressively pursuing
additional HPSA/MUA designations (“Recruitment” recommendation #8) this is going
to be difficult. The Feds need to know that they are too strict for Maryland’s type of
rural area. We need to work with the Congressional delegation to change HPSA
designation regulations. Ms. Stefanides noted that this recommendation has already
been included in this report under the “Federal” heading. They need to know that
this is something they can do to help.
Senator Middleton asked about the best way to let them know. He asked Mr.
Steffen what the MHCC wants to do to approach Hill delegation on HPSA
redefinition to benefit Maryland.
Ms. Stefanides informed the group that Congressman Steny Hoyer had a round
table in Southern Maryland, and he was told informally there. This information has
been conveyed informally to Senator Cardin as well. This information should also be
shared with the governor, who has a Washington, DC office.
Dr. Kaufman detailed how he tried to attract physicians with J-1 Visas to St. Mary’s
county but was told it was not a Medically Underserved Area (MUA). Though all of
Calvert County is designated as a MUA, only a very small part of St. Mary’s and
Charles Counties are designated as MUA’s. Because of this, these physicians can
only work 12 hours a week or less in St. Mary’s county, and must spend the rest of
the time in Calvert County.
Dr. Nancy Lowitt – Survey Update
Dr. Nancy Lowitt is Associate Dean for Professional Development and Professor of
Medicine at University of Maryland School of Medicine. She stated that she also did
her residency at Johns Hopkins and referred to the wonderful staff at the Bayview
Medical Center. Dr. Lowitt’s purpose was to update the task Force on the status of
the survey of residents at University of Maryland School of Medicine. The survey
targets residents in primary care specialties including general medicine, family
practice, OB/GYN, general psychiatry and general pediatrics and the study focus is
practice location choice. For example, many residents plan to stay in MD, but who
are the residents who choose to stay?
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The survey asks a variety of questions, including the resident’s specialty, whether
they had previously considered rural practice, whether they would consider rural
practice in the future, and what types of incentives would bring them to a rural
practice. Dr. Lowitt indicated that some of the factors that she has anecdotally heard
affects practice location include quality of life, practice setting, and family.
The survey has been submitted to the Institutional Review Board (IRB), as is
required for such a research project, and is in the form of an electronic survey. Dr.
Lowitt noted that she expects IRB approval in about a week to ten days, and then
expects data collection using the survey to take about a week. As soon as the
survey is complete and the data collected, Dr. Lowitt will update the group. She
assured the Task Force that she should have some results by the October meeting.
Bob Murray – Comment on Recommendations
Mr. Bob Murray introduced himself as the Executive Director of the Health Services
Cost Review Commission (HSCRC). After reading the recommendations from the
Subcommittee report, he had two comments: 1) Loan repayment program MDs
model and 2) concept using rate setting system.
Mr. Murray started by addressing recommendation number five. He said that
HSCRC has the authority to provide small discounts, for example a discount to a
payor if they provide payment up front. He also referenced an assessment related
to nursing. Nursing care is a high percentage of hospital costs. If they cannot find
permanent nurses and have to pay an outside agency, costs are high. For this
reason, they are able to provide an assessment in rates to help support the nursing
program.
Physicians are not directly paid by the hospital, so this connection is a little less clear
in their case. Direct financing incentives within the rate setting system is not going to
be received well. Something similar was attempted in the 1990’s, but Finance
Committee dropped it. Direct funding for increased primary care residency slots
would reduce the number of specialty slots.
Delegate Donoghue wanted to know if this agreement would appeal to an institution
like Johns Hopkins, since it has no primary care slots. Mr. Murray stated that this
does not have to be a bill. It could be an HSCRC policy initiative. He can support it,
and will bring his previous report for the Task Force members. Mr. Murray also
agrees that maldistribution is one of the major problems the state is having with
physician shortages.
It was noted that the Task Force members need to reconcile the view that there are
other healthcare workers experiencing shortages.
The Maryland Statewide
Commission on the Shortage in the Health Care Workforce reported that there were
shortages in multiple healthcare fields. The Senator was concerned with the idea of
increasing support form primary care physicians at the expense of other workers.
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Mr. Steffen noted that there has been a push to increase medical
students from the Association of American Medical Colleges (AAMC), which will, in
turn, increase the number of people who will be applying for residency programs.
Mr. Murray indicated that a policy discussion is all that is needed. Senator Middleton
asked whether a recommendation from this Task Force was needed to start the
discussion. Mr. Murray said that he has already started discussion, but needs the
endorsement of the Task Force.
Ms. Stefanides pointed out that the case has not been made for how physician
shortages have affected hospitals financially. Mr. Murray said physicians, who are
usually contractors or independents, are not clearly connected to hospital costs in
the way that nursing staff can be. Ms. Stefanides said the shortage of workers in
other fields, such as anesthesiology, radiology, and emergency department staff
should also be included in operating costs because a hospital needs them to
function. Mr. Murray reminded the Task Force that it is not within his purview to
regulate physician costs. A Task Force member noted that physicians should be
considered part of hospital operating costs because hospitals need them.
When rate setting established different case with Medicaid. For HSCRC to embrace
physician costs would lose the growth of Medicaid spending.
Dr. Hamill said that reimbursement is a fundamental issue in retention. Maryland
pays only 80% of the Medicaid rate, while others are playing approximately 120% of
the Medicaid rate or more.
Mr. Murray suggests that a change in statute may be needed to have HSCRC
regulate physicians. There may be something under the federal waiver that needs to
be changed.
Mr. Murray believes the fundamental issue is high costs within the health care
system. There is a more rational approach in structured payment with incentives.
The older, fee for service system does not work. Dr. Kaufman did not agree with this
assessment. Mr. Murray suggested examining the issue in context. In the U.S., 17%
of the gross domestic product is healthcare related, and is slated to increase to 2030%. The country cannot afford this unsustainable spending. Other countries use
different systems with better outcomes.
Dr. Kaufman said that no primary care physician is going to put in an IT system
because the Center for Medicaid and Medicare Services incentive is not big enough.
If local hospitals incentivize this, it would be helpful.
One Task Force member noted that the system is broken, but how could the system
be improved? To increase the number of residency slots, they need to target
support from state and others. This is why the Task Force is important. Senator
Middleton said it will get better. These are tough times at the State level.
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Dr. Fadden reminded Task Force members that the AAMC recommended an
increase in capacity of at least 30%; however, the University of Maryland School of
Medicine will not achieve this goal. He asked why not and what the barriers to
expansion are for this university and others. Dr. Fadden asked about the
commitment of state and local municipalities to this issue.
Dr. Baquet wanted Task Force members to know that their folders contain an article
on factors that affect medical students’ choice of an internal medicine residency
position. She also pointed out information on the Maryland Area Health Education
Centers in the Eastern Shore and Western Maryland, as well as the impact of AHEC
programs. As discussed in the last Task Force meeting, many of these programs
are designed to increase the healthcare workforce pipeline in rural areas.
Mr. Bill Casey, Vice President of Government Affairs, CareFirst Blue Cross Blue
Shield-Maryland
Mr. Casey wanted to speak to the group, not from the perspective of being against
the recommendations, but from the perspective of providing data related to the
issue. He stated that a 1% increase in reimbursement would cost about $844K/year.
A 25% increase would lead to a loss of insurers of $21 million/year.
He partially listed some of the parties who would not be participating. This includes
ERISA.
The market share of the industry is decreasing as many of the small businesses
cannot afford to provide insurance for their employees. $1000 premiums for some
families are much more than they can pay. Soon it will increase to $2000 or $3000.
This is an unsustainable system, but these are the trends.
BC/BS has already started trying to look for solutions. They have launched a payfor-performance pilot program. It improves quality and patient satisfaction while
providing greater financial efficiency. They have implemented the medical home
model, managing care of the chronically ill. They have implemented a flexible
reimbursement module and are therefore already paying rural physicians more than
urban physicians.
Mr. Casey feels that reimbursement is an important issue, but there is always a level
above which raising reimbursement just make costs higher and make the whole
situation worse. Senator Middleton asked how much the shortage is costing BC/BS,
but Mr. Casey was not sure. The Senator also asked what would happen to rates if
the number of primary care physicians was cut in half. Mr. Casey was not sure, but
thought they may go up.
Mr. Frego said that employers were concerned, if there was anything that can be
done for them. Mr. Casey said there is a minimum benefit required within state law.
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Delegate Donoghue said that in 2008, legislation was passed providing a match
program up to 1500 small businesses to help provide healthcare coverage.
Registration for this program is between September 9th and October 1st.
Dr. Paris disagreed with the notion that due to supply and demand, rural physicians
are in a better position for negotiation. She had been told in the past by Blue
Cross/Blue Shield that they do not negotiate with single providers. Mr. Casey
reiterated that it is true for most rural physicians, though there are outliers. There
was then a discussion of the definition of rural and primary care. Is Charles County
rural? Mr. Steffen agreed to send various rural definitions for Maryland Counties
along with Mr. Frego.
Mr. Steffen said that rural and urban areas in Maryland need to talk about costs,
should include information on offsets, that it would be hard to speculate on what they
would be.
Care for 12 year olds and younger provided by pediatricians. Large number of
employers offer a plan, but not in network.
ERISA laws are so tight.
Example: A midcareer internist says he is closing his current practice. He opens a
new practice with a $1500 entrance fee, and his patients liked it a lot. There will be
a lot of people finding new economic models because the old ones are not working.
Dr. Pinder says he is looking closely at examples like that one. These trends are
very disturbing.
Ms. Pegeen Townsend, from the audience, said that renewed CareFirst report says
no money up front to create a “medical home.” She also informed Task Force
members that Pennsylvania has an interesting model. They pull together all payors
and divide the upfront costs of medical home equally. They find that it is in their
interest because the return on investment is so huge. Ms. Townsend agreed to
send more information on this to the Task Force members.
Delegate Donoghue took a moment to talk about the Hagerstown Shelter that had
been set to close. He thanked Jim Hamill, as well as Bill Casey of Blue Cross/Blue
Shield for their help in keeping it open and helping out its 15 frail residents.
Brett Lininger of Semmes, Bowen & Semmes, on behalf of Coventry
Coventry is a smaller carrier, and therefore has had more trouble getting a foothold
in the state. There is a lack of flexibility in the small group market, making it difficult
to reach small employers. Mr. Lininger believed that rural physicians have a greatly
enhanced negotiating position based on supply and demand, in agreement with Mr.
Casey.
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The representative reviewed the recommendations that had been presented, and
expressed Coventry’s agreement with the need for increased Telemedicine. The
market is responding positively, though it should be monitored/evaluated closely. He
also agreed with the movement toward pay for performance.
Mr. McLoughlin said that much of the discussion tied to the MHA and MedCHI
report. He noted that in 2015, 41% of healthcare workers will be allied health
practitioners. He mentioned that regulation has a part to play in the solution. If the
numbers are correct, the Task Force needs to be on a path that recognizes their
contributions, or it will be a missed opportunity. He served on the previous
healthcare shortage commission, and after that report, he had not heard of any
plans for implementation. The commission consciously did not delve into it, and it
may not be right for here either. Mr. McLoughlin hoped that the task force report did
not end up on a shelf somewhere.
Mr. Pinder said that allied health workers are becoming an issue for the Board of
Physicians as well. For example, it now needs to examine delegation, scope of
practice, etc. for physician assistants.
The subcommittees were informed that final drafts of reports are due by October
15th. It will then be given out to Task Force members. If issues are not resolved,
the Task Force can arrange to have another meeting.
At the next meeting, there will be an opportunity for public groups to speak.
Mr. Steffen will send HCAR options being considered for review of the Task Force
members. He also reminded everyone of the subsidy programs for small employers
(<9 employees).
A major segment of the uninsured are small healthcare
organizations, so he encouraged them to participate.
Senator Middleton thanked Task Force Members and guest for their continued hard
work and informed everyone that the next meeting Tuesday, October 21st 2008
from 2:00 pm to 4:00 pm and adjourned the meeting.
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Task Force to Review Physician Shortages
in Rural Areas
Miller Senate Office Building
Finance Room
11 Bladen St., Annapolis, Maryland 21401
Tuesday, October 21st, 2008
2:00 P.M. - 4:00 P.M.

Agenda
I.

Welcome and Introductions:
Task Force Co-Chairs
Senator Thomas Middleton and Delegate John Donoghue

II.

Distribution and Approval of Previous Meeting Minutes

III.

Reports from Subcommittees
a. Dr. David Stewart
b. Chris Stefanides

IV.

Update on Survey of University of Maryland Resident Physicians

V.

Rural Maryland Jurisdictions

VI.

Logistics for Final Report

VII.

Discussion and Public Comment

VIII.

Adjourn
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Task Force to Review Physician Shortages in Rural Areas
October 21, 2008
Senate Finance Committee Meeting Room, Miller Senate Building
2:00 p.m. – 4:00 p.m.
Welcome and Introductions were provided by Task Force Co-Chairs: Senator
Middleton and Delegate Donoghue. Both Co-Chairs thanked the Task Force for their
hard work.
Task Force Members/Alternates Present: Senator Thomas Middleton, Delegate
John Donoghue, Mr. Andy Clark, Dr. Fayette Engstrom, Dr. Michael Fadden, Mr.
Jake Frego, Dr. Bradley Gottfried, Mr. James Hamill, Pam Kasemeyer, Dr. Louis
Kaufman, Ms. Andrea Mansfield, Mr. Thomas McLoughlin, Dr. Norman Poulsen, Dr.
Carol Paris, Mr. Irving Pinder, Jr., Mr. Joseph Ross, Ms. Pegeen Townsend
(representative chosen by Ms. Chris Stefanides), Mr. Ben Steffen, Dr. David
Stewart, Ms. Christine Wray
Staff Member: Dr. Claudia Baquet
Support Staff: Dr. Shivonne Laird
Distribution of Minutes
Hard copies of the August meeting minutes, reports from subcommittees, and
reports from invited speakers were distributed. Task Members had an opportunity to
review and send revisions for the minutes prior to this meeting, and the revised
minutes were approved.
Reports from Subcommittees
Senator Middleton requested that reports be presented from the two subcommittees.
Report from the Subcommittee on Residency Education Training
Dr. Stewart thanked the subcommittee for the time and effort they had put into
creating their recommendations. He indicated that there were two strategies, one
short term and one long term. They would require partnership with AHECs,
physicians willing to be preceptors, hospitals in rural areas, University of Maryland
School of Medicine and Federally Qualified Health Centers.
The first recommendation, in the short term, is a preceptorship in rural areas. It
would develop a mentoring relationship between practicing physicians and students.
This program would be paid for by a pool of hospitals, and would therefore require
no additional state funding. The same would be true of a residency program. Both
programs would be open to medical students from Johns Hopkins and other medical
schools. The hope is that this would increase the number of physicians who would
be based in rural areas.
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The second recommendation is a rural residency training track, in the long term, run
by the University of Maryland School of Medicine. This training track would take
three years to complete and would be more expensive.
Interviews with existing
community residency programs were conducted. It is estimated that this would cost
about $200K/yr. Most of these programs don’t have Title VII funding, and receive
their funds from the hospital and associated medical school, plus any patient fees.
Senator Middleton asked if hospitals can be reimbursed for paying for this and
whether this can be embedded into their rates. Dr. Fadden asked if the estimates
take into account annual cost increases.
Dr. Stewart said the residents must be based at their parent institution for a year,
and, after that, must return to parent institution for parts of their training. Dr. Yvette
Rooks, President of the Maryland Academy of Family Physicians, concurred that
residents need 16, 4 week blocks at their home institution, although telemedicine
does count for this requirement.
Ms. Wray questioned an item in Budget C indicating that salary costs per resident
would come to $150K, but Dr. Stewart assured everyone that this estimate was over
3 years. Mr. Steffen and Mr. Hamill noted a potential discrepancy in the 3 year total
program cost estimates. Dr. Stewart agreed; he will work with Mr. Steffen
recalculate the cost per resident, and resubmit the subcommittee report.
Senator Middleton asked if there is no change in rate setting, what is the likelihood
that rural hospitals will participate? If none, then there must be an even more urgent
plea to the Health Services Cost & Review Commission (HSCRC). Ms. Pegeen
Townsend, who was representing Ms. Christine Stefanides, indicated that there was
interest, but this is not a good economic climate for hospitals to participate. Dr.
Fadden suggested that this does not necessarily have to be a university-based
program. After 1 year, it can be based at an Area Health Education Center (AHEC)
or a Federally Qualified Health Center (FQHC). Mr. Frego supported Ms.
Townsend’s statement that there was interest among rural hospitals, but must make
it appealing/affordable.
Senator Middleton reminded everyone that a medical resident does not replace a
doctor, so bringing more residents does not imply that region requires fewer doctors.
He asked if the community at large, who has a stake in this, come together to help
support the program by finding housing, etc. Mr. Frego said that this already
happens in the AHEC medical student program. Students get community trips,
social interactions with docs in the community, etc. The Senator requested that
community support be included in recommendation.
For clarification, Dr. Fadden stated that right now this is one program for three areas
of the state, but in the long term, the state will need three programs: one for each
area. Mr. McLoughlin asked how we make this attractive. How do we make
resident physicians want to practice in rural areas or choose these rural residencies?
Senator Middleton suggested an all out recruitment effort by the community, similar
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to what is done in business. Dr. Faye Engstrom also suggested focusing recruitment
efforts on medical students and residents who initially know they do not want to
practice in an urban area. Dr. Richard Colgan, University of Maryland School of
Medicine Director of Undergraduate Education in the Department of Family and
Community Medicine and a guest at the meeting, informed the Task Force members
that medical students in the family care track program in his department tend to go
into family medicine. Some of the students this year were from rural areas and
some have stated that they do not want to practice in an urban area. If shown a
rural practice option, they may go back to rural areas to practice. At the request of
Senator Middleton, Dr. Stewart indicated that recruitment effort guidelines are still to
come.
Dr. Fadden suggested a coordinated Maryland Health Service Corps model.
Delegate Donoghue noted that, given the war and the economy, there is currently an
increased desire among some people to “give back.” They would not be doing this
to make a fortune; they just want to help people. The Delegate suggested that a
Peace Corps model may work.
Report from the Subcommittee on Options for Addressing Physician Shortages in
Rural Areas
Ms. Townsend informed members of small changes made to the report since the
distribution of the last version. Similar to an HSCRC funding mechanism, .1% from
the hospital pot could generate $5 million could go to LARP. This would attract
physicians and bring them to rural areas sooner than a rural residency track. Mr.
Steffen said that such a program may have to be hospital based. Ms. Wray
reminded everyone that much of the money paid for doctors now are not exactly
paying for physician services. They are paying for other services and items used in
treatment.
Mr. Hamill used an Iowa-based example to emphasize that while we are “growing
our own,” we must also think about how to get doctors now. Senator Middleton
sought comments on whether we should focus on Maryland physicians (residents
and students) or if programs should be open to all states. Dr. Stewart responded
that 10% of medical students go into family medicine, and that a small percent goes
into primary care, thus focusing only on Maryland students may not be good enough.
Dr. Rooks agreed, noting that it may be best to focus on U.S. medical graduates, as
opposed to international medical graduates, because they are less likely to leave
after completion of their training. Senator Middleton concluded that in the report it is
best that the recommendation not focus solely on Maryland medical graduates. Dr.
Fadden suggested that we track students in other residencies and medical schools
who are from Maryland and start with them for recruitment.
Delegate Donoghue asked whether there was a focus on state or federal rural
designations, and if focused on federal, whether there were opportunities for
funding. Mr. Hamill responded that FQHCs receive federal funding because of
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access to care issues in Medically Underserved Areas (MUAs). This was a point
discussed at the last meeting, whether to use state or federal designations of “rural.”
Dr. Baquet pointed everyone to a list in their packets accompanied by a map of state
vs. federal rural jurisdiction designations. The map was designed by Ms. Michelle
Clark, Program Director of the Office of Rural Health at the Maryland Department of
Health and Mental Hygiene (DHMH). Ms. Clark said that any money from the
federal government must go to federally designated rural areas. She also confirmed
that FQHCs receive federal funding because they are in MUAs. Ms. Clark also
clarified that a rural area is not necessarily an MUA. Ms. Townsend suggested that
the federal government should recognize both state and federal designations of
rural, and recommended that a letter to the Maryland Congressional Delegation be
written to this effect. This idea had been discussed briefly at a previous Task Force
meeting. Mr. Steffen said that Maryland doesn’t look rural. He suggested that how
the Task Force responds may not likely have an impact on federal spending, but that
a letter encouraging the Maryland Delegation to contact HRSA may be helpful.
Senator Middleton said that the Task Force can recommend that Secretary Colmers
reviews this issue with the Delegation. Dr. Louis Kaufman asked if any letter to the
Delegation could focus on all underserved areas. Senator Middleton requested that
a map of all MUAs be included in the report, perhaps to be used instead of the map
of rural areas. Dr. Kaufman noted that there is also a J-1 Visa program issue.
Senator Middleton asked that the final report be presented at the next meeting. The
recruitment and retention piece will be worked on by Drs. Stewart and Baquet.
Dr. Baquet spoke briefly about the medical resident survey. She asked Dr. Nancy
Lowitt to extend the deadline for survey completion to try to include more
participants and increase the sample size. Dr. Baquet did note that preliminarily,
medical residents surveyed saw loan repayment programs as a major incentive for
practicing in rural areas, and were concerned about employment for the spouse.
These responses are congruent with ideas discussed during prior Task Force
meetings. Dr. Baquet said that maps will be sent out showing HPSAs and MUAs for
primary care, as well as dental and mental health. As an AHEC Program Director,
Dr. Baquet said that it was interesting that HRSA does not recognize rural areas, yet
gives funding for rural programs. NIH also funds rural programs. This information
should be used in constructing the letter to the Maryland Delegation. Ms. Clark
suggested that the likelihood of this group changing the federal definitions is very
slim, so perhaps there should be more of a focus on changing state programs.
Senator Middleton said he would like for Secretary Colmers or a member of the
other Task Force (on Health Care Access and Reimbursement, or HCAR) to report
to this Task Force on their recommendations, or at least their tentative draft of
recommendations, at the next meeting. Also by that time, the Senator plans to
speak to Dr. Nancy Grasmick to get support from the Maryland State Department of
Education (MSDE). And finally, Dr. Stewart will present revised subcommittee
recommendations. The next meeting will be after Thanksgiving but before midDecember.

73

74

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

Ms. Sheila Higdon presented a letter from Dr. Edward Miller, CEO of Johns Hopkins
Medicine and Dean of the Johns Hopkins University School of Medicine. She said
that Dean Miller, although looking forward to working with the Task Force to alleviate
physician shortages in rural areas, was concerned about a recommendation of
mandated rural residency slots. Senator Middleton noted that Alabama has not
mandated the rural slots, but made them a priority. He suggested the use of a
Memorandum of Understanding. Dean Miller’s letter indicates that he would prefer
to see a rural residency track be voluntary, like an elective. The university could
then encourage residents to make use of these slots.
The Senator was concerned, too, about the legal issues, though he wasn’t against
not having a mandate. He would like to see the state and the schools have some
sort of understanding. Mr. Frego said he understood the sentiments expressed by
the Dean, but he felt good results must be shown if there is no mandate. Mr. Steffen
said that he would like to see heightened enthusiasm for encouraging students to go
into primary care specialties. Hopkins could focus greater support on primary care
specialties without the mandate.
Senator Middleton said that he had recently attended a workshop of the Rural Health
Roundtable and asked the workshop’s facilitator, Dr. Annie Kronk, to speak to the
Task Force about it. Dr. Kronk said there were 70 stakeholders present to discuss
actions/solutions, and Dr. Baquet brought information on AHEC “grow your own”
programs. Dr. Kronk reviewed 4 strategies/recommendations that they came up
with:
1. The Maryland AHEC Program could form a formal consortium of partners to
work on “Grow Your Own” initiatives and expand their funding sources.
2. With support from the MSDE, public schools could establish formal
partnerships with their regional AHECs for provision of health careers
awareness activities, implementation of health careers exploration programs,
and identification of “Grow Your Own” cohorts.
3. State officials could request a report from the AHECs in Baltimore on how
they are including rural/underserved community health in the medical school
curriculum.
4. State officials could request a report from the Academic Health centers in
Baltimore on their efforts to increase rural/underserved clinical rotations in all
health professions schools through each year of formal education.
Senator Middleton asked who should take the lead, suggesting that the Task Force
could recommend that this be a focus for DHMH. Delegate Donoghue asked if it
would be possible to get part of the slots money to fund the loan assistance
repayment program (LARP) or “grow your own” programs.
Ms. Townsend
suggested finding out how much money is to be given to eligible LARP participants,
and change hospital assessments to pay for it. This may be a better option than
allowing a “pot” of money to grow that may subsequently be used for other programs
if needed. Delegate Donoghue expressed a similar
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concern, and asked how the Pediatric Dental Fellowship controlled it’s funding. Ms.
Andrea Mansfield reported that the Maryland Higher Education Commission (MHEC)
runs a LARP for dentists that is administered by DHMH. Delegate Donoghue asked
if a physician LARP could also be run by MHEC.
Dr. Fadden asked whether this falls under economic development for rural areas.
Senator Middleton said that other doctors have recommended that emphasis be
placed on economic development for rural areas. This would help increase the
prospect of job placement for spouses, for example. Mr. Steffen said that MedChi,
Johns Hopkins, and HCAR are looking into viewing an increase in physicians as part
of an economic development plan. Senator Middleton suggested that this may
encourage retiring baby boomers to go to rural areas; currently, there is not enough
healthcare access in some areas for them to retire there.
Mr. Steffen asked if the focus was on family practice residents, and if the goal was to
expand into other primary care specialties. Dr. Baquet replied yes, that is the intent.
Dr. Kaufman said that malpractice costs are high and tort reform is fundamental to
doctors staying. He would have liked to see a recommendation reflecting this.
Senator Middleton said this is an extremely volatile issue, and some may take issue
with its inclusion in the report. He would be apprehensive to include it. Delegate
Donoghue concurred, noting that there had been a bottleneck on tort reform in the
House and Senate Judiciary committee.
Mr. Hamill said the report must acknowledge that there are facts that make Maryland
unattractive as a practice site for physicians, including low reimbursement rates.
Senator Middleton said that because the state has not had a lot of money, many of
the bills from last session became task forces, which are, in turn, recommending the
need to spend. There will probably be fewer task forces next session.
Mr. Thomas McLoughlin asked if there was any connection between healthcare and
economy in the report. He would not want the report to misrepresent the Task
Force, implying that because many of the members are health professionals or
providers that they are only concerned about healthcare. Mr. McLoughlin suggested
the shortages be framed as an economic issue. Ms. Pam Kasemeyer noted IT
development and infrastructure building as relevant issues which fall under the
Maryland Department of Business and Economic Development (DBED). Ms.
Kasemeyer said that this does not necessarily mean building new businesses, but
supporting the existing ones. She indicated that an HCAR economic development
subgroup meets to discussion the connection between economic development and
healthcare.
Dr. Kaufman said that though the Johns Hopkins Community Corporation (JHCP)
has a site in southern Maryland, Johns Hopkins has not reached out to other rural
physicians in that area. Dr. Norman Poulsen replied that JHCP is a large primary
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care community practice, not part of Johns Hopkins University faculty. Dr. Poulsen
said the group did make some effort to reach out to the medical community, but they
are a small office with less than four people.
Dr. Fadden suggested that before looking at residency program development,
stimulus is needed for economic development in rural areas. He noted that these
areas need more family practice physicians, though other specialties are needed as
well. Dr. Fadden did not see internal medicine physicians or other specialist doing
as well in rural areas as family practice physicians.
Senator Middleton suggested a formal recommendation to DBED to perform an
analysis of economic loss due to health workforce shortages and the benefit of
development. Dr. Paris said there should be a distinction between the delivery
system and the finance system in this analysis. The impact of issues in the finance
system (e.g., insurance) on health care should not be attributed to the delivery
system (e.g., providers). Senator Middleton clarified that the finance system falls
under the Maryland Insurance Administration, not DBED. Dr. Paris noted that there
tends to be a focus on how to make physicians work more efficiently, but what about
insurance? Ms. Townsend, agreed, adding there is also no discussion on how much
physicians and hospital time must be spent on administrative duties. Mr. Steffen
said there is an interest in looking at this at the state level through HCAR, so this
Task Force may not want to focus on these topics.
Senator Middleton did not want the task force to lose sight of the economic
development piece.
Dr. Fadden suggested looking at some of the previously mentioned issues, but
focusing on the barriers leading to workforce shortages. Dr. Kaufman said that
remuneration for primary care services is low in Maryland, which may be why
Hopkins residents choose to specialize. He reported that in Charles County there
are no Medicare-accepting endocrinologists. This means that patients needing
these services have nowhere within the county to go, and it is often difficult to
transport them to other counties for care. Dr. Kaufman suggested that this be
identified as a problem. Senator Middleton reiterated that he should have Secretary
Colmers report on the recommendations from HCAR at the next meeting, especially
due to the discussions about reimbursement. Dr. Poulsen said reimbursement is the
number one barrier to his recruitment efforts. He can only get physicians who are
from the state who are used to low pay, or those with ties returning to the state. Mr.
Hamill said the report must at least recognize these as barriers. While the Task
Force recommends education, other solutions may be needed.
Senator Middleton adjourned the meeting.
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I.

Welcome and Introductions:
Task Force Co-Chairs
Senator Thomas Middleton and Delegate John Donoghue

II.

Distribution and Approval of Previous Meeting Minutes

III.

Update on Survey of University of Maryland Resident Physicians

IV.

Revised Report from Dr. David Stewart

V.

Review of Task Force Report Outline and Executive Summary

VI.

Discussion

VII.

Adjourn
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Task Force to Review Physician Shortages in Rural Areas
December 9th, 2008
Senate Finance Committee Meeting Room, Miller Senate Building
10:00am-12:00pm
Welcome and Introductions were provided by Task Force Co-Chairs: Senator
Middleton and Delegate Donoghue. Both Co-Chairs thanked the Task Force for their
hard work.
Task Force Members/Alternates Present: Senator Thomas Middleton, Delegate
John Donoghue, Dr. Michael Fadden, Mr. Jake Frego, Dr. Bradley Gottfried, Mr.
James Hamill, Dr. Louis Kaufman, Ms. Andrea Mansfield, Mr. Thomas McLoughlin,
Dr. Norman Poulsen, Mr. Irving Pinder, Jr., Mr. Joseph Ross, Ms. Chris Stefanides,
Mr. Ben Steffen, Dr. David Stewart, Ms. Christine Wray
Staff Member: Dr. Claudia Baquet
Support Staff: Ms. Georgia Jennings, Dr. Shivonne Laird
Distribution of Minutes
Hard copies of the October meeting minutes, reports from subcommittees, and
reports from invited speakers were distributed. Task Members had an opportunity to
review and send revisions for the minutes prior to this meeting, and the revised
minutes were approved.
Update on Medical Resident Survey
Dr. Claudia Baquet provided a brief update on the results of the medical resident
survey. Dr. Baquet reported that the major barriers to residents’ decision to practice
in rural areas are money and opportunity for employment of their spouse. The
residents surveyed recommend an extension for the time for loan repayment or
forgiveness. Dr. Baquet noted that this is not shocking or new, as these have been
themes the Task Force have been discussing. These results are further justification
for the major recommendations of the Task Force. The medical resident survey had
96 participants and includes residents from the following disciplines: medicine,
pediatrics, OB/GYN, family medicine, and general psychiatry. Medical malpractice
was not mentioned often, but this may be because participants are relatively early in
their career. The next most frequent issues discussed were a potential lack of
access to continuing education and resources related to general quality of life.
Senator Middleton said that the MHA/MedChi report on workforce shortages is very
revealing. Most doctors look at their practice as a business. Senator Middleton
asked how much knowledge is out there among the general public on which
counties are underserved. How much impact does that have on practice choice? He
suggested that estimates of population size are probably used to estimate how rural
a county may be.
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Task Force members reported that a lot of physicians cannot go into an individual
practice after residency and are choosing to join larger group practices. On the
Eastern Shore, reimbursement is an issue. Some people are having a hard time
finding physicians seeking new patients, especially among the Medicare population.
It was also noted that if a physician is losing money on each patient, they cannot
make it up in volume. This can especially be a problem when a large number of
patients are uninsured or underinsured.
An article in today’s Washington Post describes a woman who, like many others in
her cohort, has a hard time finding a physician who is taking new patients, and a
harder time finding a physician taking new Medicare patients. The article states that
in Maryland, for every 100 Medicare patients there are 4 physicians who accept
Medicare, which is slightly higher than the national average of 3.2 doctors for every
100 Medicare patients.
A Task Force Member reported that in Charles County, an increasing number of
specialists are choosing not to accept Medicare, which puts an increased burden on
primary care physicians. Senator Middleton indicated that almost all primary care
physicians have full enrollment in general.
It was reported that Medicare
participation is increasing while an increasing number of physicians are not taking
new Medicare patients. However, Mr. Ben Steffen reported that most doctors who
are participating in Medicare are accepting the given reimbursement rates.
HCAR Summary Report
At the request of Senator Middleton and in the absence of Secretary Colmers, who
could not attend, Mr. Ben Steffen summarized the recommendations of the Health
Care Access and Reimbursement Task Force (HCAR). Mr. Steffen noted that a
draft of the full report is available on the HCAR website, with a final copy being
distributed to HCAR members today. Mr. Steffen reviewed the main points of a draft
of the Executive Summary of their report, focusing on the 8 major recommendations:
1. Recommendation 1: HCAR begins to address supply problems by recommending
an expansion of loan programs in the state and promotion of practice development,
particularly in primary care.
2. Recommendation 2: HCAR recommends that State agencies permit a single
organization to conduct primary and secondary source verification on behalf of
health plans and hospitals if that arrangement is agreeable to the provider being
credentialed.
3. Recommendation 3: This HCAR recommendation establishes a more equitable
and transparent floor on payments pegged to the greater of 140 percent of the
Medicare fee and 125 percent of the average of the in-network rate for evaluation
and management services.
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4. Recommendation 4: HCAR recommends that Maryland establish requirements on
carriers and plans for physician performance measurement systems.
5. Recommendation 5: This HCAR recommendation focuses on steps Maryland
needs to take to build multi-stakeholder coalitions that will be needed to develop,
promote, test, and fund the medical home.
6. Recommendation 6: HCAR recommends that insurance carriers and health plans
promote one component of the medical home model – 24-hour access – by
immediately paying a premium for after-hours and weekend care. In addition, the
Task Force recommends that eVisits and telephone calls, be reimbursed in certain
situations when the electronic event replaces a face-to-face visit.
7. Recommendation 7: HCAR recommends that health plans and MedChi develop
guidance and training sessions for primary care providers requesting information on
billing for mental health services.
8. Recommendation 8: HCAR outlines expansions for data collection on the provider
work force in Maryland.
There was no question and answer period regarding this information, as a more
detailed report would be available on the HCAR website. Senator Middleton noted
that there will be a briefing with respect to the final reports of both the HCAR and this
Task Force on the same day.
Report from Student and Resident Education Subcommittee
As requested at the last Task Force Meeting, Senator Middleton invited Dr. David
Stewart to very briefly describe the result of revisions to the budget of the report. Dr.
Stewart said that comments from the previous meeting were correct, and that there
had been an underestimate of the cost of the program, but this has been corrected.
A motion to accept the revised report was submitted and seconded, and the Task
Force voted unanimously to remove the previous report and replace it with the
revised report.
Update on Status of Final Report Recommendations
Dr. Baquet reviewed the tentative Table of Contents of the final report. She first
described the Executive Summary, and specifically noted that there will be an
introduction describing the Task Force, its purpose, its charge, and a general
overview of how it functioned. This will be followed by major Task Force
recommendations, which is a summary of the major recommendations from both
subcommittees, a copy of the letter from the State Ethics Commission granting the
Task Force exemption from financial disclosure, and finally, the Appendices.
Included in the appendices is a copy of the bill (SB 459) and the Task Force roster, a
copy of agenda and minutes from all meetings, the full subcommittee reports called
“Draft Subcommittee Recommendations and Options,” the Rural Roundtable report
discussed at the last Task Force meeting, Maryland AHEC
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program material, and all other letters and supplemental materials submitted to the
Task force members for review. The whole final report draft was not distributed
because it is still in early stages and about 200 pages long, but will be distributed
once changes made at this meeting are incorporated.
Dr. Baquet then reviewed each of the Major Recommendations in detail so that Task
Force members could discuss any necessary changes. Most of the major
recommendations were accepted with minor wording changes, but some did
generate more of a response.
There was extensive discussion over the initial wording of Major Recommendations
1 and 2, both of which dealt with the Loan Assistance Repayment Program (LARP)
and its funding. It was finally decided to combine them, with additions. Discussion
led to a recommendation that the HSCRC look at the payor system for potential
funding of LARP. Also, as mentioned a previous meeting, Task Force members
recommended the initiation of discussions to increase the proportion of Maryland
licensure fees going to physicians. Also, there was a recognized need to work to
increase federal appropriation for LARP and to include this in the major
recommendations as well.
In Major Recommendation 3, it was noted that both federal and state designations of
areas in need should be reassessed to broaden the coverage of areas where
physicians in programs such as LARP can practice. Dr. Baquet explained that the
terms “Telehealth/Telemedicine” in Major Recommendation 6 will be defined in the
appendix to assure that readers understand that “tele-“ connections to education
centers are included.
Major Recommendation 7 only includes training programs through the University of
Maryland School of Medicine, which Task Force members agreed was appropriate.
Again, it was specified that the HSCRC be asked to look at the payor system to see
if it would be an appropriate funding source for the medical student and residency
training programs. In conjunction with Major Recommendation 8, it was confirmed
that “Grow Your Own” programs involving K-12 students will include coordination
with the Superintendent of Education.
There was some discussion of Major Recommendation 9, and its establishment of a
“Coordinated Healthcare Workforce Center,” although Senator Middleton indicated
that this concept was supported by Secretary Colmers. After some discussion, Task
Force members preferred to recommend the formation of a group intended to
coordinate healthcare workforce activities across Maryland state agencies, including
DHMH, MHEC, the Department of Business and Economic Development, etc.
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Senator Middleton reminded everyone that the detailed subcommittee reports will be
added in the Appendices. There was a motion to accept the revised Major
Recommendations, which was seconded and subsequently all members present
voted to pass. He explained that Dr. Baquet and Susan will discuss what needs
to be done, including the draft legislative form, and that there will be a joint briefing
on the results of this Task Force and HCAR to the members of the Health and
Government Operations committee.
A Task Force member asked who will keep their eye on this issue to assure it moves
forward when the economy is better and more funds are available. Senator
Middleton assured everyone that there is so much enthusiasm for this work among
community organizations, University of Maryland School of Medicine and Johns
Hopkins School of Medicine, and others that this report will not just sit on the shelf.
The unmet need itself will push it forward.
Senator Middleton adjourned the meeting.
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Appendix C:
Draft Subcommittee Report Addendum
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WVRHEP History
The Vision for Rural Health Education in West Virginia:
In pursuit of our vision, the West Virginia State Legislature has appropriated
state funding and, with these resources, we have built a community based
health sciences education infrastructure upon the following values:

•

•

•
•
•

Partnerships
Community members, rural health care providers, and health
professions' school faculty and administrators must actively
participate in governing an integrated rural health education,
research, and service system.
High quality education
Health science curricula must include content about rural practice,
rural communities and populations, and interdisciplinary team
building and skills, and must provide students with clinical
experiences in rural settings.
Community-based educational experiences
The best training for health professional students offers significant
time and experience in rural, academic, community-based settings.
Interdisciplinary teaching
Rural practice environments should provide an interdisciplinary
approach to teaching.
Community-based service and research
Communities, health care providers, and higher education institutions
must collaborate to provide students with opportunities for service
and research in rural communities.

The mission of the West Virginia Rural Health Education Partnerships is to
achieve greater retention of West Virginia trained health science graduates
in underserved rural West Virginia communities by creating partnerships of
community, higher education, health care providers, and governmental
bodies. This mission is not rhetoric, rather one that has been carved from a
set of guiding principles formulated by the partners who govern this
organization and have thirteen years experience at building this partnership.
Our organization is characterized by value-based leadership from all
elements that constitute the partnership: the community and rural
providers, higher education, and state government.
Through our mission of training health sciences students in rural community
based settings, we are guided by the following principles:
•

The State of West Virginia needs more primary care health
professionals in rural and/or underserved areas.

85

86

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

•

•

•

•
•

A partnership of community, health profession schools, and
health care providers is essential to the preparation of all
health science graduates for practice in communities of West
Virginia.
These professional graduates are best trained when a
significant portion of their education is in rural academic
community-based settings using an interdisciplinary approach
to teaching.
The education system must encourage the preparation of
students in rural settings and include content for better
understanding of rural practice, rural communities and
people, and interdisciplinary team building.
Communities must be committed to the preparation of
students in high quality rural practice environments.
The active participation of community members, rural health
care providers, health professions' school leaders, and
governmental bodies and agencies in the governance of an
integrated rural health education, research, and service
system is essential.

History and Progress to Date
The West Virginia Rural Health Education Partnerships (WVRHEP) grew from
the integration of two programs, the Kellogg Community Partnerships
Initiative and the West Virginia Rural Health Initiative (RHI) ( see:
Kellogg/RHI Integration Guidelines, 5/22/95). The partnership between the
state of West Virginia and the W.K. Kellogg Foundation is cultivating an
environment supportive of long range, creative strategies to address the
problem of critically limited primary health care in rural and medically
underserved areas of the state.
In the spring of 1991, West Virginia initiated dialogue with the W.K. Kellogg
Foundation about needed changes in health profession education. In the
early fall of 1991, the university system received a four year Kellogg
Community Partnership grant to develop a community based academic
program. The sustainability of the Community Partnerships program was
addressed by the governor through assurances to the W.K. Kellogg
Foundation that he would seek financial support from the legislature to build
a state infrastructure of community based training sites and to make
changes within the academic institutions to emphasize rural primary care
and interdisciplinary clinical training at the community level. With this
assurance was the expectation that the Community Partnership sites would
become part of the state funded program.
Also in 1991, debate began in the legislature concerning the funding of
three medical schools in the state. This debate led to a joint proposal by the
schools and the governor to develop rural community based training
programs and a reallocation of funding for this purpose. The governor called
a special legislative session in the fall of 1991 and on October 18 passed
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H.B. 213, the Rural Health Initiative Act. Based upon the Community
Partnerships model, rural community sites were selected and the first
students begin rural placements at the Kellogg sites in the fall of 1992 and
at RHI sites in the spring of 1993. The Bureau for Public Health took a
significant lead role in initiating the program and selecting the sites that
would eventually become the WVRHEP lead agencies. Working with the Vice
Chancellor of the University System, the Office of Community and Rural
Health Services laid the foundation for the collaboration and ignited the
partnership spirit between these two state agencies. The partnership role
modeling of these agencies fostered the growth of a tremendous statewide
infrastructure by articulating the need for change in health professions'
education, and by encouraging and eliciting cooperation from local
communities in partnership building.
By April 1994, the RHI and Kellogg Community Partnerships had developed
strong ties and the community and program leaders began the process of
integrating both programs into one statewide program. The first steps of
this process were to establish a set of guiding principles, develop an
integration plan and timetable, and select the leadership needed to guide
this process. The integration and restructuring committee provided the
oversight for an 18 month process of focus groups, committee meetings,
drafting of legislation development, review of input from all elements of
both programs, and the development of a set of restructuring guidelines for
all training sites of both programs to follow. At every juncture of this
process, the outcomes have reflected the guiding principles and values
jointly established by the leadership of both programs. In the fall of 1994,
the University System of WV Vice Chancellor mandated that all system
supported health science students, except Dentistry, must complete a
minimum of three months of clinical rotations in rural areas of the state.
On March 9, 1995, the West Virginia State Legislature passed S. B. 161
amending the RHI Act AND providing for the official and legal integration of
the Rural Health Initiative and the Kellogg Community Partnerships
program. These two programs are now a statewide program consisting of 13
training consortia or networks of community based health, social, and
education agencies, covering 47 of West Virginia's most underserved
counties. This enabling legislation called for the appointment of an
integrated state advisory panel, which reports to the Vice Chancellor for
Health Sciences of the University System in the development and
implementation of the restructured program. The Vice Chancellor served as
the project director of the Kellogg Community Partnerships and the Rural
Health Initiative and now heads the integrated program.
The 1995 legislation renamed the program "The West Virginia Rural Health
Education Partnerships" and prescribed the membership and duties of the
State Advisory Panel appointed by the governor, that reports to the Vice
Chancellor for Health Sciences. Based upon the experiences in the Rural
Health Initiative and the Kellogg programs, this panel has articulated the
vision, values, mission, and goals of the restructured and integrated
program. The State Advisory Panel approves all policies for the organization.
The functions and duties of the state panel are to establish and maintain the
vision and mission of the program. The panel oversees development and
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implementation of policy in governance and administration including
personnel policies, operations and management, and finance.

The membership of this body is recommended by the Vice Chancellor, and
elects its own chair. This membership is as follows: one community member
from each of the designated consortia, the Dean or designee from each of
the participating University System of West Virginia health sciences schools
(ex officio), one representative from the private colleges, one representative
from the state college system, and one site coordinator elected from the site
coordinators group. Also on the body, by legislation, are five rural health
provider representatives, two of whom are rural physicians, two of whom
are representatives of rural health facilities and one of whom is a nurse
practitioner in the delivery of rural health care; the Commissioner of the
Bureau of Public Health (ex officio); and the Director of the Office of
Community and Rural Health Services (ex officio).
Term limitations are three years for the community members and terms will
be staggered to achieve a 1/3 annual turnover of the body. The private and
state colleges, and the site coordinators are to select their representatives
and set the term limits to be not greater than three years. In addition to the
above duties and functions, this body reviews, through its various
committees, the following standard reports at appropriate times: committee
reports, network level and centralized budgets, matters of state level policy,
site coordinator reports, annual review of affiliation agreements, and annual
reports.
Over the eight years of its growth, WVRHEP has come to reflect a true
collaborative partnership of state government and higher education, local
communities and providers, and private funding sources. Six million dollars
came from the Kellogg Foundation from 1991 to 1996. Approximately 37%
of these funds went to the educational institutions to support faculty time,
project management and administration, curriculum development, campus
and field faculty development, and technical assistance for services and
program development at the community level. The remaining 63% of these
funds went to the community sites and was used to hire field professors and
site coordinators, provide clerical support and office materials, build and
furnish Learning Resource Centers, provide student housing, and reimburse
field faculty travel.
The Rural Health Initiative state appropriated dollars were used for the same
functions as the Kellogg Initiative and, in some cases, for the renovation of
clinical space for additional patient exam rooms, offices, and conference
rooms needed due to increased student and patient education activities.
Annually, 66% of the funds are distributed to the educational institutions
and 33% to the community sites. In 1996, the Legislature approved an
additional $1.5 million in the higher education/RHI line item. These funds
were used to accommodate the integration of the four original Kellogg
Community Partnership sites, Kellogg support activities at the schools, and a
new consortium in the western part of the state.
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In building the WVRHEP program it became evident that efforts were needed
to develop a full educational pipeline to include health workforce
development strategies from grade school education to graduate health
professions education and even into the practice arena. Efforts were needed
in communities at the public school level to identify and encourage students
who may have an interest in the health sciences. The WVRHEP recognizes
that training, recruiting, and retaining appropriately trained health
professionals in rural areas of the state is a very complex and multifaceted
issue. Strategies to meet this challenge have to include interventions at
many levels and partnerships of local leaders, government, and the
educational system. To this end, the Health Sciences and Technology
Academy (HSTA) was developed and funded by the W.K. Kellogg Foundation
in January 1995. This program identifies eighth to twelfth grade students
from underserved areas and, through a summer program, fosters and
encourages their interests in the health sciences. HSTA's goal is to increase
the number of economically disadvantaged and African American high school
students from West Virginia who pursue post-secondary education in the
areas of health science.
Students in this program progress through four years of summer training
with their local schoolteachers and campus based faculty. The students are
enrolled in HSTA Science Clubs and are led by trained middle and high
school teachers in group and individual projects. They develop networking
skills, communication skills, and the ability to pull together resources and a
feeling of ownership in providing solutions to community problems. The
counties involved in this high school program include those covered by the
WVRHEP; however, not all WVRHEP sites are involved with the HSTA
program. Each of the WVRHEP lead agencies in these counties has a HSTA
coordinator to administer the program. From the first 44 students involved
in HSTA in its first year, the program has grown to 550 students in 2000
with 40 HSTA Clubs in 22 counties of the state. Ninety-eight (98) percent of
those students who successfully completed the HSTA program as of 1999
are in college and 90% are attending West Virginia colleges and universities.
In 1997, the state legislature gave state -supported schools the authority to
grant full tuition and fee waivers to successful HSTA students.
In 1994, the University System received a two-year grant from the Claude
Worthington Benedum Foundation to establish the West Virginia
Recruitment & Retention Project and an advisory group appointed by the
vice chancellor. The goal of this project was to provide statewide
coordination of financial strategies to alleviate shortages of primary care
providers in rural West Virginia. The project began coordinating efforts of
the University System, the state's health science schools, rural
communities, and the Bureau for Public Health to recruit and retain primary
care physicians and other primary care providers. The project focuses on
policies, financial incentives, and placement activities to develop an
integrated state strategy on recruitment and retention. During the 1995
legislative session, the Health Sciences Scholarship Program (HSSP) was
enacted and given a separate appropriation from that of the WVRHEP and
the general higher education budget. The Office of the Vice Chancellor
administers the HSSP.
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In 1996 the advisory group became the R&R Committee of WVRHEP. This
committee is recognized in WV Code as the group responsible for
coordination of R&R activities and strategies in the state. This committee
includes representatives of the sponsoring agencies, the schools, the
hospital association, and the primary care association and makes policy and
strategy recommendations to state agencies and the WVRHEP program. The
committee awards HSSP scholarships to medical students, physician
assistant students and nurse practitioner students. Through integration and
coordination of the Recruitment and Retention Committee within WVRHEP, a
workgroup has begun to evaluate the state's financial incentive programs
and create a database to track recipients. The committee is also giving
consideration to broadening the scope and availability of these financial
incentive programs to include more graduate trainees from a wider array of
disciplines.
To truly understand the significance of legislative support for this program,
one must become aware of the environment in West Virginia. Given the
pressure on the Legislature to allocate resources for chronic economic,
health, and social problems, the dedication of these dollars annually to
invest in non-traditional strategies to increase primary care services in
underserved areas is certainly insightful if not courageous. Health
professions education plays a critical role within any strategy designed to
address issues of health care access. However, given the challenges to
improving and maintaining positive health and quality of life in rural areas, it
is critical that any mission in this area also embrace community and
economic development efforts to complete the full complement of needed
strategies.
Outcomes and Accomplishments to Date:
•

•

•

Collaborative strategies for recruitment and retention of health care
professionals across the partnership that includes higher education,
the Bureau for Public Health, and local communities. This partnership
is a values and mission based organization and has grown from 4
primary care centers and eight regional networks in 1992 to 13
consortia covering 47 counties with 255 training sites and 493 field
faculty in 2000.
Coordination of financial incentive programs with the development of
the Recruitment and Retention Committee (initially as a Benedum
funded project to USWV). This WVRHEP committee, which was
authorized in WV Legislative Code, has guided development of two
new state funded programs: Health Sciences Scholarship Program
within the university system and the Recruitment and Retention
Community Project within the Bureau for Public Health.
Significant changes in the health profession programs curricula to
include three month rotations in rural communities as required by
THE University System of West Virginia Board of Trustees and THE
Vice Chancellor for all health sciences students with the university
system. The curriculum during these rotations includes disciplinespecific clinical training, interdisciplinary case management,
community service, and/or community-based research.

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

Growth of Infrastructure, Student Rotations, and Weeks of Training
1994-1999

Academic
Year

Total
Student

Total
Student
Weeks

Community
Service
Contacts

Training
Sites

Field
Faculty

Rotations
1994-95
496
3,874
(RHI only)
1995-96
1,075
4,275

Not
available
23,000

Not
available
163

Not
available
340

(RHEP
only)
1996-97

1,713

7,347

59,039

187

422

(RHEP &
other
rural)
1997-98

1,989

8,429

100,564

211

455

(RHEP &
other
rural)
1998-991

1,596

7,304

156,628

255

493

(RHEP &
other
rural)
Continuing Challenges:
•
•
•
•

•

On-going efforts to further the partnership's role in improving the
quality of life and health status of West Virginians.
Maintaining the partnership's focus on the core values and mission
while balancing growth with a fixed budget.
Continuing program needs for adequate funding for Information
Technology development and support and program evaluation and
research.
Integrating graduate medical, nursing, and other health professional
training in community-based training sites. Legislative funding
reallocation in 1999 will assist in developing medical resident training
in community settings.
Exploring how best to integrate the strategies and successes of
WVRHEP into community and economic development in our most
needy rural areas of the state.
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•
•
•

On-going philosophical struggles within some local consortia boards
regarding the role of the boards in governance vs. advisory functions
with lead agencies.
On-going curricular struggles in gaining acceptance of service
learning as needed skills for rural practice.
On-going evaluation struggles to assess the impact of WVRHEP
community services and the presence of community-based training
on the health of the communities they serve.

If we can help you with more information, please contact us. Thank you for
your interest in rural health education in West Virginia.
Hilda R. Heady, Associate Vice President for Rural Health
Office of Rural Health
Robert C. Byrd Health Sciences Center at West Virginia University
P.0. Box 9003
Morgantown, WV 26506-9003
(304) 293-6753
hheady@hsc.wvu.edu
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Appendix D:
Rural Roundtable Report

95

96

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

The Rural Maryland Council’s Rural Health Roundtable
Maryland Department of Agriculture, Annapolis
October 2-3, 2008

“Grow Your Own” Recommendations to Address the Shortage of Physicians
and Other Health Professionals in Maryland
The Maryland Area Health Education Center (MAHEC) program is an integral part of
the solution to reduce health professional shortages, and played a leadership role in
the recent Rural Health Roundtable. This report was prepared by the Executive
Director of a rural AHEC who moderated the discussion, and was written on behalf
of Roundtable members who participated in the “Grow your Own” Breakout Session
of the Rural Maryland Council’s 2008 Rural Health Roundtable. That group was
tasked with prioritizing actions that build on existing infrastructure and could
realistically be implemented in Maryland, given the current funding climate. The
number one priority the group generated was to “Provide Senator Middleton’s
taskforce with a clear blueprint of a “Grow Your Own” model that groups students in
cohorts similar to the Alabama model with elements of the WV model.” The
breakout group wanted the blueprint to include an inventory of what Maryland has in
place now and what Maryland lacks.
At present, the MAHEC Program believes that a clear blueprint would be incomplete
without having first met with all stakeholders and assessed existing programs and
resources for potential collaborations. This document serves then, to provide
background information, suggest some action steps that might be taken, and make
some recommendations for implementing a comprehensive statewide effort to “Grow
Your Own” health professionals.
Appendix A: Background Information can be found on page 3.
Appendix B: What Could a Well-Funded “Grow Your Own” Program Look Like in
Maryland? can be found on page 7.
As the state evaluates physician and other health professional shortages, it is
important to note that the models that are effective in “growing” rural health
professionals can be easily adapted to “grow” health professionals for other
underserved areas.
What’s Realistic in the Short Run?
Recommendations
1.

With the appropriate level of fiscal support, the Maryland AHEC Program
could accomplish the following in FY2009-FY2010:
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Action 1: Bring the education and healthcare workforce stakeholders, and
others who are working to assess and address shortages, together and form
a formal consortium of all partners who will
A. List all “Grow your Own” programs and resources
B. Identify specific opportunities for collaboration
C. Identify lead partners and helping partners
D. Develop a plan for additional funding
E. Set timelines for coordinated efforts
F. Develop a plan of incentives to physicians to practice in rural areas
G. Identify funding to support the University of Maryland’s rural residency
track program in Family and Community Medicine
Action 2: Identify strategies and fully fund the Maryland AHEC “Grow Your
Own” initiatives at each center to concentrate on cohorts of students to bring
them along the health professional pipeline in a way that includes measurable
impacts.
These action steps are in line with the Task Force to Review Physician
Shortages in Rural Areas’ Report of the Subcommittee on Options for
Addressing Physician Shortages in Rural Areas (page 7):
Grow Your Own Recommendation 3. Develop additional health care
careers education programs for elementary, middle, high school and
college students in shortage areas.
Rationale:
Generate interested in health care careers among
students living in shortage areas.
2.

With support from the Maryland State Department of Education, public
schools could establish formal partnerships with their regional AHECs for
provision of health careers awareness activities, implementation of health
careers exploration programs, and identification of “Grow your Own” cohorts.
If funding were available, along with experiential activities, “Grow Your Own”
programs would work with the identified students to prepare them for
application to and entrance into the various health professional schools. For
example: STEM programs need experiential activities for the health and
biosciences careers, and AHEC could facilitate. (In-line with the Task Force’s
Grow your Own Recommendation 3. See above.)

3.

State officials could request a report from the Academic Health Centers in
Baltimore on how they are including rural/underserved community health in
the medical school curriculum.
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An infusion of formal education on rural/underserved community health would
keep rural students connected with their rural focus while enhancing the
education experience for all students. Urban/suburban practitioners currently
provide care to rural patients because often rural patients must travel to urban
or suburban settings in order to obtain specialty care.
4.

State officials could request a report from the Academic Health Centers in
Baltimore on their efforts to increase rural/underserved clinical rotations in all
health professions schools through each year of formal education.

Appendix A: Background Information for Task Force
Existing Infrastructure
Current Maryland “Grow Your Own’ efforts include numerous programs at the Area
Health Education Centers, public schools, hospitals, and higher education institutions,
some operating separate from one another and some operating in collaboration. The
following list of “Grow Your Own” efforts is a sampling of what’s currently happening in
Maryland and is not intended to be inclusive of all efforts:
1. Maryland Area Health Education Center Program
 Western Maryland AHEC
1) STEM: Promoting Careers in Science Technology Engineering and
Mathematics, includes the health and biosciences fields, for elementarymiddle-high school students
a. AHEC is the experiential component of the health and biosciences
career cluster
b. Feeds other AHEC pipeline programs
2) Youth Health Service Corps
a. To recruit diverse high school students into health care careers
b. Operates mostly during the school year and forms the component
to keep ECHO students active an involved on a year-round basis
c. Links high school youth with clinical education students and
community healthcare and related facilities
d. Program components
1. Training Curriculum
2. Volunteer Service at a healthcare facility
3. Reward and Recognition
4. Service learning Projects
3) ECHO (Exploring Careers in Health Occupations)
a. Residential summer health careers program that identifies cohorts
of students interested in becoming health professionals
b. Links students with the Youth health Service Corps
c. Links high school youth with clinical education students
d. Program Components
1. Job shadowing, mentoring
2. Trips to healthcare facilities and higher education institutions
3. College entrance advice and prep
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4) Rural Clinical Educational Activities
a. For University System of Maryland health professions students
1. Allopathic Medicine (fourth year medical students)
2. Medical Resident (from UMMC occasionally)
3. Physician Assistant
4. Pharmacy
5. Dental
6. Physical Therapy
7. Occupational Therapy
8. Advanced Practice Nurse
9. Public Health
10. Nursing
11. Emergency Services
b. For Non-University System Students
1. Medical Resident (from Union Memorial Hospital occasionally)
2. Physician Assistant
3. Occupational Therapy
4. Pharmacy
5. Nuclear Medicine Technology
6. Diagnostic Medical Sonography
7. Physical Therapy
8. Dental
9. Pastoral Counseling
Note: Out of state and non-University System of Maryland students pay a
small amount for their housing to offset some costs. University System of
Maryland students do not pay for housing.


Eastern Shore AHEC
1) Elementary, middle, and high school programs in the 9 Eastern Shore
counties
a. “The Great Hospital Adventure” puppet video show
b. Job shadowing; career mentoring by healthcare professionals
c. Hospital tours and work-based learning experiences
d. Youth Health Service Corps (see description on page 3 of this
report)
2) One-time events designed to
a. Encourage students and get them interested in the health
professions
b. Facilitate understanding of middle and high school requirements
that will lead to readiness for the rigors of health professions
education
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Example: Healthcare Careers Day held at Chesapeake College
in cooperation with Maryland State Department of Education, the
Health Occupations Students of America (HOSA), Shore Health
System, the ESAHEC and Chesapeake College all partnering
with the HOSA advisors and students. Event was held 10.10.08
for over 330 students, faculty and health care professionals.
Conference-style day for the students on the campus of
Chesapeake College, with 16 breakout sessions led by a variety
of health care professionals. Career Lane brought in businesses,
health care facilities, professions and wellness displays.
3) Rural Clinical Educational Activities
a. For University of Maryland system health professions students
1. Fourth year medical students
2. Pharmacy students
3. Dental
4. Physical Therapy
b. For Non-University system Students
1. Physician Assistant-George Washington University
2. Dental- Arizona School of Dentistry
3. Anne Arundel Community College
c. Expanding the AHEC Clinical Education Program into Southern
Maryland
1. Working through Dr. Baquet and UM SOM with Dr. Robert
Bauer in St. Mary’s County
2. Soliciting additional Preceptors in Calvert and Charles
Counties.
3. Seeking additional housing options for students
4. Students will be generally medical students but may include
Pharmacy, Dental, Physician Assistant, and/or nursing


Baltimore AHEC also conducts clinical education activities and the YHSC

2. Public Schools
 STEM—Science Technology Engineering and Mathematics
 Certificate Programs (CNA-GNA)

- Dual enrollment with 2 & 4 Year Colleges
 Health Occupations Students of America, Medical Academy, Gear Up,
Project Yes, & others
 Maryland State Department of Education Enrichment and Summer Programs
 Maryland Rural Health Association
• Planning state’s first Med Bee (spelling bee with medical terminology)
• Scholarship for winners who go into health careers
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3. Higher Education
 Nursing and allied health pipeline efforts throughout the state have developed
a strong collaboration: Maryland Board of Nursing, Maryland Schools of
Nursing and Allied Health, Center to Champion Nursing in America, AARP,
Robert Wood Johnson Foundation, Health Services Cost Review
Commission, Partners Investing in Nursing’s Future, Maryland Hospital
Association, Maryland Higher Education Commission, Governor’s Workforce
Investment Board Healthcare Industry Initiative
 Higher education institutions have discipline-specific collaborations with
public schools and degree collaborations with each other
• They conduct numerous summer and other programs that support
students’ in their efforts to improve academics while in high school and
motivate students to continue their education after high school:
Upward Bound, Regional Science Center Robotics camps at Garrett
College and Frostburg State University
 The expansion of the University of Maryland’s School of Dentistry in to Cecil
County, where it houses dental students who participate in a rural clinical
education experience that provides services in a dental clinic.
 Garrett County government’s investment in higher education for residents: all
students in the county school system have the opportunity to attend and
obtain a free degree from Garrett College
4. Local Hospitals and Other Healthcare Facilities
 Medical Explorers, teen volunteer programs
 Career Ladders that encourage and pave the way for employees to move
from administrative positions into clinical positions
 Career Ladders that encourage and pave the way for employees to move
from one clinical position to another that requires higher education levels
 Scholarships for nursing education
 In-house training for careers not requiring licensure
What’s Missing?
Maryland is missing a comprehensive “Grow your Own” model that creates a seamless
continuum of programs to assist rural students in attaining their goal to become health
professionals. These programs should begin in elementary school and continue all the
way through health professions education, clinical rotations, and even residency
programs if applicable.
 Formal Consortium of all Partners
 Integration of University and Community College K-12 Programs
 Large Osteopathic School
 Private funding
 Increased state and local funding
 Programmatic support for rural students while in health professional school to
retain their rural identity and practice focus (connections back to home
throughout higher education career)
 Scholarships/incentives for students to return to rural/underserved
communities
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Increase in types and length of job shadowing and internship opportunities for
high school and college students
Higher Education ties to rural communities for programs not offered in rural
regions, such as medical school
• Increase use of distance learning technology
Mandatory rotations in rural/underserved areas for all health professions
disciplines
• With rural community health experiential activities
Rural Residency program

Appendix B: What Could a Well-Funded “Grow Your Own” Program Look Like in
Maryland?
Please note that activities would be conducted in partnership with the above listed
stakeholders, with the Maryland AHEC Program leading the effort. The business and
economic development community needs to be fully engaged in the model.
Elementary School
Establish teacher and counselor champions who understand the importance of growing our
own health professionals and the opportunity it brings to their students and the region.
AHECs would conduct interesting and fun presentations to students, using props such as
the Health Careers Puppet Pals.
AHEC pipeline program students would interact with elementary students to conduct health
careers awareness activities and making healthy choices
Work with STEM programs as an experiential component for the health and biosciences
career cluster.
Middle School
Establish teacher and counselor champions and provide health careers awareness training
and opportunities to get them excited about the opportunities available to their students.
These champions would help establish criteria for entrance into a cohort and identify those
eligible students in the eighth grade.
Continue to make
appropriateness.

health

careers

awareness

presentations,

adjusting

for

age

Through collaboration with STEM programs, career exploration programs, and academic
achievement programs AHEC would act as the experiential component for health careers.
Work with champions to identify students to bring into a health careers cohort, ensuring that
students take Algebra I in the eighth grade.
Begin mentorship programs with identified students, pairing them with AHEC high school
pipeline students
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High School
Continue to establish teacher and counselor champions to promote “Grow Your Own”
programs, identify cohorts, and help shepherd the cohorts through the high school years
Cohort students would participate in the ECHO and YHSC programs throughout the four
years of high school
ECHO and YHSC programs would be augmented
 Enhance tracking
 Provide academic support to students, including test prep
 Provide families with information and the tools that can demystify the college
selection and entrance process
 Facilitate an increase in interactions with higher education programs
College
Identify instructors who could act as rural health champions
Scholarships and financial incentives
 Senatorial
 Private
 Academic
Provide academic support throughout
Connect students to
 Rural clinical education activities
 Rural health professional mentors
 Previous pipeline students who are now health professions students with a focus
on rural practice
Health Professions Education
Clinical Education through Health Professions Schools
 Provide clinical rotations for University System of Maryland health professions
students to experience health care in a rural setting and to encourage them to
practice in an underserved area
 Connect UM medical students with preceptors
 Expand community-based field experiences
• Cholesterol screenings for 5th graders
• Service learning projects with pipeline students
• Mentoring of pipeline students
• STEM presentations
 House students from non University System of Maryland schools when
vacancies occur
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Provide academic support throughout
Scholarships and financial incentives
 Senatorial
 Private
 Academic
 Expansion of Loan Assistance Repayment Program
Mandatory practice in rural/underserved region for successful “Grow your Own” participants
Establish Regional Campuses via use of videoconferencing technology, to help maintain
rural identity
Specific to Physician Shortages
Once funding allows, AHEC could start a primary care cohort in partnership with the
UMSOM, based on the Rural Health Scholars Program at the University of Alabama and the
West Virginia “Grow your Own” model. We would establish a comprehensive approach
based on best practices of known successful programs, including a rural residency program.
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Appendix E:
Maryland AHEC Program Material
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Western Maryland Area Health Education Center (WMAHEC)
Overview
Established in 1976 as a vital link
between the academic resources of
the University of Maryland, other
major academic health centers, and
local
community
organizations,
WMAHEC is the state’s longest
running AHEC. It has established a
strong network of health professions
caucuses that support the training
and education mission of the agency.
WMAHEC
serves
Maryland’s
Appalachian
counties—Allegany,
Garrett, and Washington—and the
surrounding tri-state area.

Key Programs

Other Programs:

•
Geriatric Assessment
Health Careers Pipeline Programs focus on increasing
Interdisciplinary Team (GAIT)
the number of minority and disadvantaged students in
•
Geriatrics and Gerontology
our region that enter and graduate from health
Education and Research Program
professions education programs, as well as increasing
(GGEAR)
the number of students from other areas who choose to
•
Community Network Program
practice in Western Maryland.
•
Allegany County Family Violence
Clinical Education provides clinical rotations for health
Council
professions students to experience health care in a
•
Western Maryland Mini-Med
rural setting and to encourage them to practice in an
School
underserved area.
Services:
Continuing Education Courses and Training Programs
•
Health Professional Caucuses
provide health professionals in the WMAHEC service
•
Learning Resource Center
-Library Services
area with vital licensing and other educational
-Internet Health Information
opportunities.
Training
Exploring Careers in Health Occupations (ECHO) is a
WMAHEC summer residential program designed to
recruit tomorrow's health professionals today. The
purpose of ECHO is to provide high school students
with educational support and job training skills to
nurture an interest in health careers.
Youth Health Service Corps* (YHSC) recruits, trains,
and places diverse high school students as volunteers
in health care settings. Students fill a community need
for volunteer service while acquiring hands-on learning
experiences under the guidance of professional health
care role models.
*
Contact Information: Susan K. Stewart, Executive Director- Western Maryland AHEC
11 Columbia Street- Cumberland, MD 21502
Phone: (301) 777-9150 Fax: (301) 777-2649
www.allconet.org/ahec
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Eastern Shore Area Health Education Center (ESAHEC)
Programs:
Community-Based Preceptor
Program Continuing Education
Programs Clinical Education
Programs
Health Information/Career
Workshops for Displaced
Manufacturing Employees
The Geriatric Assessment
Interdisciplinary Team (GAIT)

Services:
Health Careers Recruitment

Key Programs
Interdisciplinary Eastern Shore AHEC
Clinical Education Program
The interdisciplinary Eastern Shore AHEC Clinical Education
Program includes two unique components. The first component
incorporates clinical rotations with preceptors or clinical
instructors in the student's respective health field. The second
component includes interdisciplinary seminars designed to
address public health concerns/issues of the respective
community.
Health Careers Program
As a means to improve the supply and distribution of the
healthcare workforce on the Eastern Shore, a Health Careers
Program was developed to expose health career opportunities to
students of all ages to consider the health care industry as a
potential and desirable career path. The Eastern Shore AHEC
nurtures numerous successful partnerships guidance counselors
and school administrators with local universities, colleges, high
schools, and regional health care professionals.

Learning Resource Center
Geriatrics and Gerontology
Learning
Resource Center Oral Cancer
Education and Training for Health
Professionals
Overview
The Eastern Shore AHEC was established
in 1997 and has the largest service area of
the three Maryland AHEC centers, serving
all nine Eastern Shore counties. Since the
Eastern Shore AHEC began offering rural
rotations to health professional students in
1996, the number of students served has
steadily increased. Thirty students
participated in 1996, increasing to
approximately 150 students during the
academic year of 2002-2003.

Contact Information: Jake Frego, Executive Director • Eastern Shore
AHEC PO Box 795 • Cambridge, MD 21613 (p) 410-221-2600 • (f) 410221-2605
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Maryland Area Health Education Center
Outcomes of Programs and Services
In Rural Maryland
As of October, 2007
The Maryland Area Health Education Center has been in operation for over thirty
years.
The overarching goal of the Maryland AHEC Program is to eliminate
disparities in health outcomes and access to health care through specific objectives
and methodologies that are consistent with state and national goals as stated below:
Goal I: Improve access to quality health care through appropriate preparation,
composition and distribution of the health profession workforce;
Goal II: Improve access to a diverse and culturally competent/sensitive health
professions workforce.
Highlights of the outcomes from the two rural centers – Western Maryland Area
Health Education Center and Eastern Shore Area Health Education Center are as
follows:

Western Maryland Area Health Education Center &
Eastern Shore Area Health Education Center
I.

Number of health care professionals who are now working/practicing
either in Western Maryland or Eastern Shore who have participated
through AHEC as part of their training.
TOTAL – 779 health care professionals (includes physicians, nurses,
pharmacists and social workers) who participated through AHEC as part of
their training are now practicing or have practiced in Western Maryland and
the Eastern Shore.

Western Maryland - 449

Eastern Shore - 330

II.

Number of students (HS students) from the regions who enter health
careers programs- i.e. nursing, counseling, pharmacy, etc.
y

III.

Last year, 288 students selected the Health Occupations programs in the
Eastern Shore high schools. Data are not yet available on the number of
these student selecting health careers at college level.

Number of programs started to develop health careers through
partnerships with AHEC
Western Maryland (past programs)

RN to BSN-University of Maryland

Registered Pharmacist to PharmD-University of Maryland

Masters Level Nursing-University of Maryland

Masters level Social Work-University of Maryland

Masters level Occupational Therapy-Towson University
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Eastern Shore

IV.

y

The Health Occupations Services of America Fall Leadership
Conference/Healthcare Careers Day was held Oct. 12, 2007 at
Chesapeake College. Program partners included Chesapeake College,
the Career Technology Education programs of the Maryland schools,
Shore Health System, Maryland State Department of Education, and the
ESAHEC. 370 students attended, nearly 100 named nursing as their
profession of interest. Over 410 participants, including 61 healthcare
career professionals, healthcare facilities and training programs,
participated in this event.

y

The Eastern Shore Area Health Education Center has partnered with
Three Lower Counties (TLC), Lower Shore Tri County Council, and WorWic Community College on the Lower Shore to establish an opportunity
for dental hygiene students to be trained at Allegany College.

Grants /funding that AHEC’s have brought into their respective
communities. All funding sources (MSMETS, State AHEC and Model
AHEC and other grants)
Total: $24,937,263
Western Maryland - $17,616,398 (1984 – 2007) (Data from 1976-1983
and1986 were not available)
Eastern Shore - $7,320,865

V.

Sampling of Community-Based Programs/Initiatives
Western Maryland
Health Careers Pipeline Programs
Exploring Careers in Health Occupations (ECHO) - provides high school
students with educational support and job training skills to nurture an interest
in health careers. Through educational programs in area schools, ECHO
recruits high school students to attend its one-week, residential health
professions programs. Participants spend a week living in a university
residence hall where they are introduced to a wide variety of health careers
by going behind the scenes of various healthcare settings and participating in
hands-on, job-related experiences. Health professionals interact with students
and teach them about health careers and the educational requirements that
lead to professional certifications or college degrees. Once participants have
completed this component (ECHO 101), they are invited to participate in
ECHO 201- which builds on the previous experience and adds more in-depth
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exploration into health care careers, including job shadowing opportunities.
Finally, ECHO 301, which will be piloted in 2008, will provide participants with
internship/mentoring experiences in the health care career(s) of their choice.
Last year, the ECHO program contacted 835 students about health careers,
and since its inception in 2005, the program has included 72 students as
program participants.
Youth Health Service Corps (YHSC)
In August 2007, WMAHEC received Notification of Grant Award from the
Northwestern Connecticut Area Health Education Center to replicate its
nationally acclaimed Youth Health Service Corps. The Youth Health Service
Corps is an award-winning health career recruitment program that trains and
places diverse high school students as volunteers in health care settings.
Students fill a community need for volunteer service while acquiring hands on
learning experiences under the guidance of professional health care role
models. Youth Health Service Corps activities began in August 2007 with 15
students currently volunteering in 4 health careers settings for a total of 105
volunteer hours.
STEM Project (Science, Technology, Engineering and Mathematics)
In November 2007, the Allegany County Public Schools contracted the
WMAHEC to coordinate the STEM Project. The project addresses the need
to increase awareness of STEM career choices and course selection
requirements for these careers among PreK-12 teachers, parents, guidance
counselors and students in order to ultimately increase enrollment in related
higher education programs. This increased emphasis on higher level Science
courses at the high school level will serve to better prepare students for entry
into Health Career programs.
y

Community Access Program (CAP)
o Western Maryland AHEC was the primary writer of the Allegany CAP
grant, which was funded in 2001. The program won a national
award—the thirteenth annual Monroe E. Trout Premier Cares Award—
for its achievements in helping uninsured adults obtain access to
healthcare.
Allegany CAP helps under and uninsured people navigate the
healthcare and social service systems, providing a central point of
access to more than 40 programs. As of January 2005, Allegany CAP
had reduced inappropriate use of the emergency room as a source of
primary care by almost 25 percent. Among patients receiving
coordinated care for chronic diseases through the program, 83 percent
have stabilized or shown improvement in managing their conditions.
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y

Project Aware (Two years)
o 1,247 volunteers recruited and trained in public health, public safety,
and emergency preparedness
o 35 community-based volunteer sites, 48,000+ volunteer service hours
contributed

y

Community Network Program (CNP) to reduce cancer health disparities
(Five years information including SPN)
o 106 community-based trainings
o 5,266 participants trained

y

Western Maryland Mini-Med School (Three years)
o Lecture series that meets weekly and provides Mini-Med students
(General Public) with information on health issues important to the
community.
o Unduplicated Participation - 2005: 159, 2006: 140, 2007: 168

y

Allegany County Family Violence Council: a volunteer organization that
brings together community leaders dedicated to ending family violence (Six
years)
o 12 trainings, 300 professionals trained
o Member organizations include the hospital system, sheriff’s office,
state police, city police, district court, state’s attorney’s office, and
victims service providers
o This is the only coordinating council in the state that has
comprehensive uniform data collection and reporting

y

Covering Kids and Families: conducted outreach activities and events to
promote the Maryland Children’s Health Program (MCHP) and MCHP
Premium for uninsured working families (Six years)
o 100+ outreach and educational activities
o 116,000+ applications and educational materials distributed

Eastern Shore
y Retraining displaced workers into health careers o ESAHEC assisted Black and Decker employees, terminated by plant
closing, to consider a health career. Of the 1276 employees affected by
layoff, approximately 170 have completed or continue to complete,
training in a health career.
o We continue to work with the Upper Shore Workforce Investment Board
in 2007 as they assist 450 Icelandic workers terminated by plant closing
in Cambridge. The effort with the former employees is on-going but thus
far 39 have selected training for a career in health. Many others have
expressed interest in the Certified Nursing Assistant Program, and
Medical Information Program, but at this time can’t enroll due to limited
classroom space.
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y

Oral health Services expansion –
o The Eastern Shore AHEC has taken the administrative lead in
expanding oral health services on the Mid and Lower Shore. Working
with partners including Federal Qualified Community Health Centers and
the University of Maryland Dental School activities have now provided a
dental home in Dorchester County for Medicaid children and low-income
families. Thus far over 700 children, and over 90% Medicaid, have been
served (in 1 year).
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Appendix F:
University of Maryland
School of Medicine
Medical Resident Survey Results
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University of Maryland School of Medicine
Medical Resident Survey Results
Section 1. Close-ended questions
1. Please tell us your current year of training.
Response
Percent
PGY-1
35.4%
PGY-2
21.9%
PGY-3
27.1%
PGY-4 or greater
15.6%

Response
Count
34
21
26
15

2. Please indicate your department or specialty:
Response
Percent
Medicine
43.6%
Pediatrics
18.1%
OB/GYN
9.6%
Family Medicine
8.5%
General Psychiatry
20.2%
answered question
skipped question

Response
Count
41
17
9
8
19
94
2

3. Are you planning a career in primary care after residency?
Response
Percent
Yes
38.9%
No
61.1%
answered question
skipped question

Response
Count
37
58
95
1

4. Are you considering practice (primary care or subspecialty) in a rural or underserved
area? (the Primary Care Office in the Maryland Department of Health and Mental Hygiene
defines the underserved as those who rely on Medicaid or Medicare reimbursement or
those who are uninsured and rely on availability of a discounted sliding fee scale for
payment of services).
Response
Response
Percent
Count
51
Yes
53.7%
No
44
46.3%
95
answered question
1
skipped question
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5. Are you considering practice (primary care or subspecialty) in Maryland?
Response
Response
Percent
Count
60
Yes
63.8%
No
34
36.2%
94
answered question
2
skipped question
6. Which of the following might play a role in your choice of a post-residency practice
position:
Low
Neutral
High
Response
Importance
Importance
count
96
Rural
38.5% (37)
8.3% (8)
53.1% (51)
location
96
Proximity to academic medical
4.2% (4)
33.3% (32)
62.5% (60)
center
95
Availability of subspecialty
2.1% (2)
30.5% (29)
67.4% (64)
colleagues
96
Availability of
33.3% (32)
10.4% (10)
56.3% (54)
telemedicine
96
Underserved
17.7% (17)
35.4% (34)
46.9% (45)
population
96
Not-for-profit practice
24.0% (23)
12.5% (12)
63.5% (61)
setting
For Profit practice
13.7% (13)
10.5% (10)
95
75.8% (72)
setting
96
Salary
0.0% (0)
34.4% (33)
65.6% (63)
96
Housing
21.9% (21)
63.5% (61)
14.6% (14)
assistance
96
Malpractice insurance
5.2% (5)
31.3% (30)
63.5% (61)
premiums
96
Medical School debt
7.3% (7)
26.0% (25)
66.7% (64)
burden
96
Career opportunity for
15.6% (15)
20.8% (20)
63.5% (61)
spouse
96
Quality of life for
3.1% (3)
16.7% (16)
80.2% (77)
family
95
Social/leisure/cultural
2.1% (2)
18.9% (18)
78.9% (75)
opportunities
96
answered question
skipped question
0
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8. If medical school debt is an important concern for you, would you consider a 2
to 4 year commitment to serve in an underserved rural area in Maryland under the
following circumstances:
Yes
No
Response
Count
Forgiveness of loan
26.1% (23)
88
73.9% (65)
($35,000/year up to $70,000
over 2 years)
Forgiveness of loan
43.0% (37)
86
57.0% (49)
($35,000/yr up to $140,000
over 4 years)
answered question
90
skipped question
6
Section 2. Open-ended Questions
7. Please describe in your own words what other factors might play a role in
your consideration of a post-residency position in a rural practice site:
Comment Text

Response Date

1. Loan repayment, quality of life and access to
surrounding subspecialty providers

Sun, 10/19/08 10:36 AM

2. Proximity to urban area

Sat, 10/18/08 5:58 PM

3. Immediately out of residency, paying off loans will be Fri, 10/17/08 9:24 PM
very important, also avenues for continued learning
and experience
4. Availability of experienced colleagues whom I can
consult freely

Wed, 10/15/08 10:43 PM

5. Nearby cities

Wed, 10/15/08 4:39 PM

6. Amount of loan re-imbursement, relocation funding

Wed, 10/15/08 4:22 PM

7. N/A

Wed, 10/15/08 3:08 PM

8. Lack of cultural opportunities, diversity of population

Wed, 10/15/08 11:10 AM

9. Loan repayment and job flexibility

Wed, 10/15/08 8:55 AM

10. Housing market, proximity to nearest city

Tue, 10/14/08 6:37 PM

11. Spouse placement in military

Tue, 10/14/08 2:09 PM

12. Climate

Mon, 10/13/08 7:10 PM

13. Location to other family members

Mon, 10/13/08 5:10 PM

14. The population and pathology would be important in
my decision.

Mon, 10/13/08 3:22 PM
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Comment Text

Response Date

15. Community safety, housing options

Mon, 10/13/08 2:28 PM

16. Career advancement opportunities

Mon, 10/13/08 1:08 PM

17. Opportunities for my family.

Mon, 10/13/08 11:36 AM

18. I do not want to practice in a rural area

Mon, 10/13/08 11:09 AM

19. Proximity to a major metropolitan area

Mon, 10/13/08 10:00 AM

20. Debt burden

Mon, 10/13/08 9:47 AM

21. None

Mon, 10/13/08 9:42 AM

22. Proximity to a city

Mon, 10/13/08 9:40 AM

23. Availability of coverage for vacations.

Fri, 10/10/08 1:05 PM

24. Proximity to large city.

Fri, 10/10/08 5:54 AM

25. Would not want to practice in rural setting

Fri, 10/10/08 5:08 AM

Thu, 10/9/08 6:14 PM
26. I am not considering a position in a rural practice
site; I would consider an underserved urban practice
site.
27. Access to other things to do

Thu, 10/9/08 12:30 PM

28. Opportunity to work in Emergency and Internal
Medicine

Thu, 10/9/08 11:28 AM

29. Close to family

Tue, 10/7/08 6:06 PM

30. Proximity to extended family

Tue, 10/7/08 3:56 PM

31. Duty hours, visa paper work

Mon, 10/6/08 4:05 PM

32. Support services (other than subspecialists) in the
area (i.e. wellness centers, rehab services, mental
health services, etc...)

Mon, 10/6/08 2:28 PM

33. Availability of good support staff, nurses, techs,
radiology, etc.

Mon, 10/6/08 11:13 AM

34. Student loans

Mon, 10/6/08 11:00 AM

35. The diversity of the area. I am a single minority and I Mon, 10/6/08 10:20 AM
would need a support system.
36. Affiliation with academic center

Mon, 10/6/08 9:11 AM

37. Opportunity for involvement in administration

Mon, 10/6/08 9:05 AM

38. Not wanting to be the sole provider so it is hard to
refer, get vacation coverage, or have firm hours
(people in crisis wanting access 24x7)

Mon, 10/6/08 8:49 AM

39. No interested

Mon, 10/6/08 8:13 AM
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Comment Text

Response Date

40. Possibility of doing academic research

Mon, 10/6/08 8:11 AM

41. None

Mon, 10/6/08 8:09 AM

42. Frequency of call and time spent out of the
hospital/practice

Mon, 10/6/08 7:56 AM

43. Job market

Mon, 10/6/08 7:36 AM

44. N/A

Mon, 10/6/08 7:32 AM

45. Nothing

Mon, 10/6/08 7:22 AM

9. The State Legislature is very interested in your thoughts on what barriers
you perceive to choosing a rural sited for your practice, and what incentives
you might consider for a rural site practice. Please use the following text box
to tell us your thoughts on this important topic:
Comment Text

Response Date

1.

Lack of resources for higher risk patients

Sun, 10/19/08 10:36 AM

2.

Proximity to academic medical centers and
career opportunities for my spouse are the
major deterrents to rural practice

Sat, 10/18/08 5:58 PM

3.

These opportunities are usually not available
to emergency physicians. I would be
interested in this if it were around. it would
have to make financial sense because salary
potential in ER can be high if finding the right
job

Fri, 10/17/08 9:24 PM

4.

Barrier: lack of support, isolation from
colleagues, incentive: higher loan forgiveness

Wed, 10/15/08 10:43 PM

5.

Higher salaries in rural areas, quality of life for
my family

Wed, 10/15/08 4:39 PM

6.

Rural settings tend to have less opportunity for Wed, 10/15/08 3:08 PM
families and children and spouses' careers,
making it hard to work there and support a
family at the same time. Additionally, in a rural
setting, there is frequently no other physician
around for quite some distance, making one
person shoulder all the responsibility, which is
enormous. I'm not sure that there's an
enticement that would lean me towards that at
this point in my career.

123

124

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

Comment Text

Response Date

7.

Needing to move to a new location, family
relocation, living preferences

Wed, 10/15/08 3:04 PM

8.

Opportunities to consult with different
subspecialties, opportunities for my own
children in regards to schooling

Wed, 10/15/08 1:02 PM

9.

Being able to choose a rural site near to family Wed, 10/15/08 11:10 AM
or friends, higher monetary loan forgiveness
amounts, $200,000 over 4 years

10.

Compensation and need to repay significant
educational debt

Wed, 10/15/08 8:55 AM

11.

I own a home in Baltimore; with the current
housing market, I would be unlikely to move
elsewhere in Maryland and would prefer to
serve an underserved urban community

Tue, 10/14/08 6:37 PM

12.

A lot of time off/vacation would be a really
good incentive.

Mon, 10/13/08 7:10 PM

13.

Medical school debt and lifestyle are key
factors in my decision. Having grown up in an
urban area with little experience in rural
medicine in residency, it would be a difficult
transition.

Mon, 10/13/08 3:22 PM

14.

Debt forgiveness will help greatly!!

Mon, 10/13/08 2:28 PM

15.

Too many patients to cover = greater burn out

Mon, 10/13/08 1:08 PM

16.

Loan forgiveness, help with malpractice. The
biggest problem I see are patients that are
poor but out for a quick buck and try to sue
people without legitimate cause. Legal
protection from lawsuits from patients that we
are serving for little compensation would be a
big incentive.

Mon, 10/13/08 11:45 AM

17.

Finances and opportunities for my family, i.e.
schools and spouse occupational options.

Mon, 10/13/08 11:36 AM

18.

Proximity to cultural
events/restaurants/sporting events.

Mon, 10/13/08 11:09 AM

19.

Social opportunities, debt burden, salary

Mon, 10/13/08 9:47 AM

20.

None

Mon, 10/13/08 9:42 AM

21.

Increased pay

Mon, 10/13/08 9:40 AM

22.

I owe too much money

Fri, 10/10/08 5:54 AM
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Comment Text

Response Date

23.

Barriers to choosing a rural site include
social/leisure/cultural opportunities. Incentives
I might consider for a rural site practice a
generous forgiveness loan over a short period
of time.

Thu, 10/9/08 6:14 PM

24.

As a young single person who trained at an
Thu, 10/9/08 12:30 PM
inner city medical center, a very small rural
community does not seem that appealing and I
am not sure I have the skills to practice in that
type of setting

25.

I am not interested in rural areas.

26.

Salary and loan forgiveness programs are at hi Tue, 10/7/08 9:17 AM
priority as well as life style factors such as
education and patient population

27.

The above amounts is not even close to
helping pay off my bills (educational loans)

28.

Rural site barriers: lack of available resources, Mon, 10/6/08 6:53 PM
poor quality of ancillary staff, early frustration
w/minimal access

29.

One of the barriers to me would be the
Mon, 10/6/08 4:20 PM
educational environment for my children in that
area as rural areas tend to not have as strong
educational programs.

30.

Career for spouse, relocation, visa issues

31.

I am not against practicing in a rural setting.
Mon, 10/6/08 2:28 PM
Having grown up in a rural area, I see how
needed PCP's are. However, I think one has to
be fairly confident in their clinical skills to work
where there may not be a lot of sub-specialists
support. Also, most of the practices I've seen
demand that you must be 100% clinical, which
is me unacceptable for en there are other
areas of medicine that are interesting (i.e.,
education).

32.

Diversity

Mon, 10/6/08 11:23 AM

33.

Primarily, would want good opportunities for
family, good school system, etc.

Mon, 10/6/08 11:13 AM

34.

Need more assistance for young physicians

Mon, 10/6/08 11:00 AM

Tue, 10/7/08 4:59 PM

Mon, 10/6/08 7:06 PM

Mon, 10/6/08 4:05 PM
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Comment Text

Response Date

35.

I have no desire to live in a rural area. I have a Mon, 10/6/08 10:20 AM
significant amount of medical school debt.

36.

Loan repayment is a huge incentive.

Mon, 10/6/08 9:36 AM

37.

Location is important, as my spouse would be
unlikely to get a job in a rural area.

Mon, 10/6/08 9:06 AM

38.

I find it more educational and appealing to
work in a more multicultural environment.

Mon, 10/6/08 9:05 AM

39.

Job opportunities for spouse in finance.

Mon, 10/6/08 8:49 AM

40.

Incentives loan repayment and assistance with Mon, 10/6/08 8:11 AM
housing. Maryland is an expensive state to
reside in compared to other states with rural or
underserved areas.

41.

Decreased malpractice premiums and student
loan forgiveness.

Mon, 10/6/08 8:09 AM

42.

There are less subspecialists and hospitalists
in Rural locations, therefore you would be the
only doctor serving a lot of patients, would
have a high case load and would be expected
to handle more complex cases and would
have to do a lot of inpatient medicine as well
as outpatient medicine in a rural setting.

Mon, 10/6/08 7:56 AM

43.

Limitation of choosing a specific location

Mon, 10/6/08 7:36 AM
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Appendix G:
Letters in Response to Draft Recommendations

127

128

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

129

130

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

131

132

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

133

134

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

135

136

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

137

138

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

139

140

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

141

142

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

143

144

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

145

146

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

147

148

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

149

150

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

Task Force To Review Physician Shortages In Rural Areas Established under Senate Bill 459

Appendix H:
Maps of HPSA/MUA Designated Areas
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