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Executive Summary 
 

The Medical School plays a vital role in meeting the health research and workforce needs of the 
state. Over 70 percent of the state’s physician workforce is educated or trained at the Medical 
School, and in collaboration with its partners, representatives from the Medical School see over 
1,000,000 patients annually, impacting Minnesotans from every county across the state. 
Medical School faculty have made discoveries and developed innovative medical practices that 
have transformed the lives of citizens, revolutionized the practice of medicine, and generated 
significant economic returns for the state. Additionally, the Medical School is nationally and 
internationally recognized for its Rural Physician Associate Program and the Duluth’s rural-
focused curriculum. Moving forward, the Medical School faces numerous challenges to 
ensuring its national preeminence in healthcare research and its ability to educate students and 
residents to meet Minnesota’s future physician workforce needs.   
 
Given these challenges, the committee was charged with advising “the Governor and the 
legislature on future strategies, investments, and actions to strengthen the position of the 
Medical School” across four broad and diverse priorities: 
 

1. Ensure the Medical School's national preeminence by attracting and retaining world-
class faculty, staff, students, and residents. 

 
2. Sustain the University's national leadership in health care research, innovation, and 

service delivery, capitalizing on the State's investments in biomedical research and 
technology 

 
3. Expand the University's clinical services to strengthen its ability to serve as a statewide 

health care resource for providers and patients, as a training site for health professional 
students and residents, and as a site for cutting-edge clinical research. 

 
4. Address the state's health workforce needs to serve Minnesota's broad continuum of 

health care needs, including primary care, a growing aged population, and increased 
chronic needs. 

 
Research  
For a significant period of the 20th century, the medical school was a vanguard in conducting 
transformational research that impacted the lives of the state’s citizens and changed the 
practice of medicine. As a result, throughout the late 1970s and early 1980s the Medical School 
consistently ranked in the top 15 in National Institute of Health (NIH) funding, a marker for 
national research excellence. Currently, the medical school ranks 30th in NIH funding (12th 
among public medical schools). While numerous factors likely contributed to the Medical 
School’s decline in NIH funding, the loss of almost 90 tenured and tenure track faculty (17 
percent) from 1995-2001 was likely a major contributor. There is a strong relationship between 
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the size of the Medical School’s tenured and tenure-track faculty and the Medical School’s NIH 
ranking.  
 
In response to the Academic Health Center external review, the Medical School began a faculty 
led strategic planning process that culminated in the Medical School’s strategic plan, “Strategic 
Vision 2025” (University of Minnesota Medical School, 2013b). The plan outlines a vision to 
return the Medical School to national prominence. To achieve the plan’s objective, the faculty 
note that “a culture of excellence” will need to be developed. A majority of the strategic plan’s 
recommendations can be implemented with little to no additional state investment. Yet, 
implementing these recommendations could have a significant impact on the Medical School’s 
ability to secure external funding. The university has already taken several steps to meet the 
plan objectives, including hiring Dr. Jackson as Dean of the Medical School and Vice President of 
Health Sciences. The medical school’s ability to reach the objectives outlined in the strategic 
plan is largely tied to three factors: the size and productivity of the tenured and tenure-track 
faculty, the organizational culture, and the strength of its clinical practice.  
 
Education for the Workforce 
The Medical School plays a vital role in supplying the physician workforce for the state. In order 
to meet future workforce needs, interprofessional and team-based practices should be 
integrated into the Medical School’s curriculum. Its students will need to be exposed to clinical 
training sites, including ambulatory care settings, earlier in their education. The Medical School 
is dependent on its relationships with hospitals and clinics across the state to provide the 
required training experiences necessary for its students, residents, and fellows. Increased 
competition in the marketplace, and the costs to partner hospital and clinics associated with 
decreased productivity, have made it difficult for the Medical School to secure a sufficient 
number of training sites for both their students and residents; however, the incentives 
associated with training Medical School students and residents are not equivalent.  
Additionally, the racial and ethnic composition of Minnesota’s health professional workforce 
does not reflect the state’s demographics (Minnesota Department of Health Office of Rural 
Health & Primary Care, 2013, September). To address these disparities, financial incentives 
could be expanded to retain the prospective students from rural and underserved urban 
communities. In addition to providing additional financial incentives, considering a prospective 
student’s propensity to serve in a high need area during the admissions process may yield 
effective and efficient results.  
 
Finally, there are over 200 foreign trained physicians in Minnesota that are unable to practice 
due to licensing and structural barriers. Overcoming these barriers could allow these physicians 
to contribute to meeting Minnesota’s healthcare needs. Physicians, however, are just one part 
of state’s health professional workforce. As the healthcare delivery model continues to become 
more interprofessional and team-based, the services provided by other health professionals are 
crucial to meeting the state’s health workforce needs. Physician assistants, advanced practice 
nurses, and other health professionals will play an expanded role in addressing primary care 
needs. Technical innovations, such as Tele-medicine, also offer potential in providing quality 
health services for all Minnesotans, especially in rural and underserved areas.      
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Strategies and Investments  
To provide for the continued success of the Medical School and meet the Governor’s charge 
requires a comprehensive, long-term, and sustained approach and set of strategies. To this end, 
the committee identified seven strategies that address two key priorities (Figure ES1 & Table 
ES1): improving the Medical School’s capacity to conduct healthcare research that addresses 
state health priorities, and thereby increasing the Medical School’s national preeminence, and 
strengthening and expanding the Medical School’s educational programs and curriculum to 
ensure their students and residents are prepared to meet Minnesota’s future physician 
workforce needs. The seven strategies include: 
 

 Building a culture of excellence and increasing faculty productivity 

 Building a vibrant academic clinical enterprise 

 Investing in Medical Discovery Teams to restore the medical school’s tenured faculty to 
1990 levels  

 Investing in critical clinical research infrastructure 

 Investing in innovative, ground-breaking programs to meet Minnesota’s health 
workforce needs 

 Developing and disseminating new models of health promotion and care 

 Investing in vitally important new education and research facilities  
 
While investing in strategies in either priority in isolation will likely benefit the state and the 
Medical School, the returns on the state’s investment may be compounded by strategically 
investing in both priorities, because they are congruent and reinforce one another. Certainly, 
not all of these strategies can receive funding immediately. The policy framework and 
strategies delineated are intended to offer policy makers a long-term investment strategy.     
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Figure ES1: Strategies and Investments 

 

Capital Investments 

Preeminent Research 

Clinical research facilities 

Health Education Facilities—Twin Cities 

Medical/Health Sciences Facility—Duluth 

Building a culture of excellence and 

increasing faculty productivity* 

Building a vibrant academic clinical 

enterprise* 

Restoring the medical school’s tenure 

faculty to 1990 levels 

Investing in critical research infrastructure 

Educating the 
Healthcare Workforce 
 

Meeting Minnesota’s health 

workforce needs  

Developing new models of health 

promotion and care 

*Maroon text indicates the strategy 

requires no new state investments 

Blue Ribbon 

Committee’s 

Recommendations 
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Table ES1: Strategies and Investments and Component of the Executive Order Impacted 

  

Strategy Strategic Investments
Ensure the Medical School's 

national preeminence

Sustain the University's national 

leadership in health care research, 

innovation, and service delivery

Expand clinical services to serve as a statewide health care 

resource, as a training site for students and residents, and 

as a site for cutting-edge clinical research.

Address the state's health workforce 

needs

Preeminent Research
Building a culture of excellence 

and increasing faculty 

productivity*

Increased Faculty Productivity X X X X

Building a vibrant academic 

clinical enterprise*
Improved Integration with Fairview X X X X

Restoring the medical school’s 

tenured faculty to 1990 levels
Medical Discovery Teams X X X X

Investing in critical research 

infrastructure

On-going investments in critical clinical 

research infrastructure
X X X

Educating the 

Health Workforce
Curriculum/Clinical Training Program 

Redesign
X X X

Primary Care Training Sites X X

RPAP/Metro RPAP Expansion X X X

Duluth Clinical Faculty X X

Duluth Rural Scholars Program X X X

Scholarship/Loan Forgiveness Programs X

Pipeline Program Investments X

Expand MD/Ph.D. Program X X X X

Psychiatry and Mental Health Training 

Programs
X X X

Geriatric and Care of the Elderly X X X

New Models of Care X X X X

Minnesota Electronic Health Library X X X

Develop a M.D./Dr. P.H. Program X

Capital Investments

Clinical Research Facilities X X X

Health Education Facilities Twin Cities X X X X

Medical/Health Sciences Facility Duluth X X X X

Legend: Impacts both priorites

Component of Executive Order Impacted:

Meeting Minnesota’s health 

workforce needs

Developing new models of health 

promotion and care:

Investing in critical core facilities:

* Red text indicates the strategy requires no new state investments

  Health Care Research  Strategies & Investments                        Education  for Minnesota's Workforce Strategies &      

                       Investments
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Introduction 
The University of Minnesota Medical School plays a vital role in meeting the health research 
and workforce needs of the state. Medical School faculty have made discoveries and created 
innovative medical practices that have transformed the lives of citizens, revolutionized the 
practice of medicine, and generated significant economic returns through external research 
funding and technology transfer. Medical School faculty, students, residents, and fellows 
provide care to over 1,000,000 patients every year impacting the citizens of every county across 
the state (University of Minnesota, 2013, March 8). The direct and indirect impact of the 
Medical School on Minnesota’s economy is vast, with a 2010 report estimating the Medical 
School and its partners accounted for over $2.5 billion to the state’s economy (TrippUmbach, 
2011, June).1  
 
Given the importance of the Medical School to meeting the state’s healthcare research and 
workforce needs, the committee was charged with advising “the Governor and the legislature 
on future strategies, investments, and actions to strengthen the position of the Medical School” 
across four broad and diverse priorities:2 
 

5. Ensure the Medical School's national preeminence by attracting and retaining world-
class faculty, staff, students, and residents. 

 
6. Sustain the University's national leadership in health care research, innovation, and 

service delivery, capitalizing on the State's investments in biomedical research and 
technology. 

 
7. Expand the University's clinical services to strengthen its ability to serve as a statewide 

health care resource for providers and patients, as a training site for health professional 
students and residents, and as a site for cutting-edge clinical research. 

 
8. Address the state's health workforce needs to serve Minnesota's broad continuum of 

health care needs, including primary care, a growing aged population, and increased 
chronic needs. 

 

Committee Membership 
The committee members appointed by the Governor represented diverse stakeholders and 
perspectives. A complete list of the committee membership, and their affiliation, is provided in 
table 1. The committee met every month from August of 2014 to January 2015 examining all 
three aspects of the Medical School’s mission: research, education, and clinical care, as well as 

                                                 
1 The authors report that the overall economic impact of the University of Minnesota is $8.6 billion, with the 
University of Minnesota Medical Center, Fairview, and University of Minnesota Physicians accounting for 
approximately 30%. 
2 A copy of the Governor’s Executive Order can be found in Appendix A. 
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the Medical School’s significant contribution to meeting the health workforce needs of the 
state.   
   
Table 1: Blue Ribbon Committee Membership and Organizational Affiliation 

Committee Member Organization 

David Abelson, M.D.  Health Partners & Park Nicollett Methodist Hospital 

Claire Bender, M.D. Mayo Clinic 

James Boulger, Ph.D. University of Minnesota Medical School, Duluth Campus 

Kathleen Brooks, Co-chair, M.D., M.B.A., 
M.P.A 

University of Minnesota, Medical School 
Rural Physician Associate Program 

J. Brooks Jackson, M.D., M.B.A. 
University of Minnesota Medical School, 
Vice President for Health Sciences  

Renee Crichlow, M.D. 
Minnesota Association of Family Physicians & University of 
Minnesota Physicians Broadway Clinic  

Ed Ehlinger, M.D. Minnesota Department of Health 

Cindy Firkins Smith, M.D. Minnesota Medical Association  

Thomas Huntley State Representative 

Tara Mack State Representative 

Mary Maertens, RN, MHA, FACHE 
Avera Health- Marshall, 
Minnesota Hospital Association 

Richard Migliori, M.D.  United Health Group 

Jeremy Miller State Senator 

Larry Pogemiller, Co-chair  
Office of Higher Education 
State of Minnesota 

Jon Pryor, M.D., M.B.A.  Hennepin County Medical Center  

Patrick Rock, M.D. Minneapolis Indian Health Board  

Rulon Stacey, Ph.D., FACHE Fairview Health Services 

Elizabeth Seaquist, M.D. University of Minnesota Medical School 

Leroy Stumpf State Senator 

 

State-level Health Policy Efforts 
Concurrent with the Blue Ribbon Committee, several other state-level health workforce policy 
and planning efforts have been meeting and are scheduled to release their reports by the end 
of January, 2015 (Table 1).  Many of the strategies and investments discussed by the Blue 
Ribbon Committee are also being addressed by these taskforces/committees. The work and 
recommendations of these concurrent committees should be considered in the context of this 
report.   
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Table 2: Current state-level health workforce policy and planning efforts 

 Origin Charge/Goals Timeframe 

Foreign-trained 
Physician Task Force 

2014 Minnesota 
Department of Human 
Services (DHS) 
Licensing bill 
 
Led by Minnesota 
Department of Health 
(MDH) 

Develop strategies to integrate 
refugee and asylee physicians 
into the Minnesota health care 
delivery system. 

Recommendations to 
legislature by 
12/31/2014 

Legislative Health 
Care Workforce 
Commission 

2014 Omnibus 
appropriations bill, 
HHS article 

Study and make 
recommendations to the 
legislature on how to achieve the 
goal of strengthening the 
workforce in health care.  
Includes charge to identify 
causes and solutions to barriers 
related to the primary care 
workforce. 

Preliminary report 
making 
recommendations to the 
legislature  
by 12/31/2014 

Mental Health 
Workforce Summit 

2013 Higher Ed bill 
 
Led by the Minnesota 
State Colleges and 
Universities (MNSCU) 

Develop a comprehensive plan to 
increase the number of qualified 
people working at all levels of 
our mental health system, ensure 
appropriate coursework and 
training and create a more 
culturally diverse mental health 
workforce.  

Recommendations due 
to legislature 1/15/2015 

PIPELINE Project 2014 Omnibus 
appropriations bill, 
workforce 
development article 
 
Led by Dept. of Labor 
and Industry 

Develop competency standards 
and apprenticeships for 
occupations in high demand 
industries, including health care. 

Report to legislature on 
progress by 1/15/2015 

National Governors’ 

Association Health 

Workforce Policy 

Academy 

 

Governor’s Office 
submitted successful 
proposal to NGA 
 
Led by interagency 
and stakeholder core 
team, coordinated by 
MDH 

Establish infrastructure for 
coordinated health workforce 
data, planning, and development 
and develop strategies for 
immediate action to address 
health workforce challenges, 
such as primary care, dental, and 
mental health shortages. 

18 month planning and 
implementation period 
ending October 2015 

 
Source: Minnesota Department of Health  
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Context 
The health of Minnesota families and the economic vitality of the state depend on access to 
well-trained health providers, innovative health discoveries, quality health care and accessible 
public health programs. In addition health care and the health care marketplace are undergoing 
fundamental change, affecting both health care providers as well as academic institutions. 
Today, as Minnesotans live longer and demand for care of an aging population increases and 
disparities persist in access and in the state’s healthcare workforce, health care requires an 
interdisciplinary approach to care delivery along a full continuum of primary to specialized care. 
It calls for a full integration of health education/training, research, and clinical care. 
Competition for health research funding continues to intensify, putting at risk the state’s health 
research enterprise, an important foundation of the state’s health care and biomedical 
industries. (University of Minnesota, 2013).   
 

Research 
The University of Minnesota Medical School has a storied history of innovations and discoveries 
that changed the practice of medicine, cured diseases, revolutionized medical education, and 
secured its place among the top public medical schools in the country. Physicians from the 
Medical School developed the Wagensteen Suction Tube (1931), the double-blind research 
method (1934), Cortisone (1948), a vaccine for Lyme disease (1986), conducted the first open-
heart surgery (1952) and the first successful bone marrow transplant to treat Lymphoma (1975) 
(University of Minnesota, 2014a). These historical contributions and innovations transformed 
the lives of Minnesotans and established the Medical School as a national leader. The 
transformational research being conducted was likely reflected in the Medical School’s ability 
to secure a significant portion of National Institute of Health (NIH) funding, which is viewed as a 
marker for excellence in research, relative to its peers. Moving forward, the Medical School’s 
ability to generate new NIH funding is largely tied to three factors: the size and productivity of 
the tenured and tenure-track faculty, the organizational culture, and the strength of its clinical 
practice, including its partnership with Fairview. 
 

Tenured and Tenure-track Research Faculty 
Figure 1 shows the Medical School’s NIH ranking from 1970 to 2014.3  Additionally, the figure 
overlays the number of tenured and tenure-track faculty relative to the Medical School’s NIH 
ranking from 1993 to 2014 (the only years detailed faculty data were available). The figure 
suggests that there is a strong relationship between the size of the Medical School’s tenured 
and tenure-track faculty and its NIH ranking. For example, increases in the number of tenured 
and tenure-track faculty are typically followed by increases in the school’s NIH ranking. 
Conversely, decreases in the number of tenured and tenure-track faculty are typically followed 
by decreases in the school’s NIH ranking.  
 

                                                 
3 In addition to NIH funding, in 2013, the Medical School received $39.3 million in other sponsored funds. 
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Throughout the late 1970s and early 1980s the Medical School consistently ranked in the top 15 
in NIH funding. From 1982 to 2005, however, the Medical School’s ranking fell from 14 to 33.4 
Numerous factors likely contributed to the decline, including receiving the NIH’s “exceptional 
status” designation in October of 1995 due to the mismanagement of federal grants and the 
consolidation of the health market place in Minnesota and the resulting financial stress at the 
University of Minnesota Hospital and Clinics.   
 
Figure 1: Medical School’s NIH ranking from 1970 to 2014, and number of tenure and tenured-
track faculty from 1993 to 2014 

 

Source: Adapted from data provided by the University of Minnesota 

 
Being placed on exceptional status limited researchers’ autonomy, slowed down their research, 
and affected the university’s ability to attract and retain faculty (Wittman, 1997, March 4). In 
the immediate four years following the designation (1995-2001), the Medical School’s tenure 
and tenured-track faculty declined by almost 90, or 17 percent of its base.5 The decline in the 
Medical School’s tenured and tenure-track faculty preceded one of the Medical School’s 
steepest declines in the NIH ranking, from 24 in 1997 to 33 in 2005. Even after the exceptional 

                                                 
4 While the value of rankings and their ability to accurately measure quality is questionable, in his seminal work, 
Perrow (1961) notes that customers and the market place often rely on the images created by external referents 
(rankings) as a measure of a product’s or service’s quality in markets where it difficult to assess the intrinsic quality 
of a product or service. 
5 Figure 1, and the subsequent discussion, does not account for declines in the tenured and tenure-track faculty at 
the Duluth campus over this time period. According to one committee member, the number of tenured and 
tenure-track faculty at the Duluth campus has declined by approximately 40 percent over the last 15 years. 
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status designation was removed in 2001, there were likely residual effects that affected the 
Medical School’s ability to attract and retain world-class faculty.  
 
Following increases in the Medical School’s tenure and tenure-track faculty from 1999 to 2008, 
the Medical School’s NIH ranking steadily improved. These improvements occurred during a 
period of increased competition for a smaller amount of NIH funding (figure 2). Between 2003 
and 2013, the NIH’s budget was reduced by $6 billion (22 percent) net of inflation, while the 
number of applications increased by 25 percent (University of Minnesota, 2014, August 19). As 
a result, the overall success rate in obtaining funding dropped from approximately 31 percent 
to 17.7 percent. 
 
Figure 2: Number of NIH research applications and funding success rates, 1998 to 2011 

Source: University of Minnesota 

 

The Medical School currently ranks 30th among all Medical Schools in NIH funding, and 12th 
among public Medical Schools, (Table 3) (Blue Ridge Institute for Medical Research, 2014).6 The 
size of the Medical School’s tenured and tenure-track faculty (443) is equivalent to the tenured 
and tenure-track faculty levels in 1998, when the Medical School ranked 26. The Medical 

School’s NIH funding trails Medical Schools at Mayo ( = $61M), the University of Wisconsin (  

= $12M), and the University of Michigan ( = $137M). The U.S. News & World Report research 
rankings paint a similar picture of the Medical School’s relative position (U.S. News & World  

                                                 
6 Individual departmental rankings are provided in table 9 in Appendix A. 
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Report, 2014).7  
 

Table 3: Medical School rankings 

 
Without increases to the NIH’s budget, the Medical School’s ability to secure additional NIH 
funding will be difficult; institutions are competing in a zero-sum game. In the current funding 
environment, the most effective strategy for increasing the school’s NIH funding may be to hire 
faculty with an existing NIH award in areas of research that are congruent with the Medical 
School’s strengths.    
 

Organizational Culture 
The Academic Health Center (AHC) external review highlighted the culture as a barrier to 
achieving national excellence (Kaushansky, Aschenbrener, & Goldman, 2012).8 Specifically, the 
report cited a “malaise” among the faculty, noting that the culture was “affecting the quality of 
the work and the environment in the AHC” (p. 3). The report also noted that the AHC was 
missing a “north star” to provide guidance or unity. In response to the external review, in 2013, 
the Medical School began a strategic planning process led by the faculty that culminated in the 
Medical School’s strategic plan, “Strategic Vision 2025” (University of Minnesota Medical 
School, 2013b).9  
 
The plan outlines a vision to return the Medical School to national prominence. To achieve this 
objective, the faculty note that “a culture of excellence is the essential requirement for the 
Medical School to regain its position of excellence by 2025” [italics added] (p. 2). The plan 
documents the need to establish clear expectations and transparency, provide support for new 
faculty, develop performance measures, and institute accountability at all levels.  
 

                                                 
7 NIH funding counts for 30 percent of the weight in the U.S. News & World Report medical school research 
rankings (U.S. News & World Report, 2014). 
8 A copy of the external review can be found in Appendix D. 
9 A copy of the strategic Plan can be found in Appendix E. 

    Medical School Rankings (Public School Ranking) 

    
University  

of Minnesota 
Mayo 

University  
of Wisconsin 

University  
of Iowa 

University  
of Michigan 

NIH (2014)1 

 30(12) 19 27(10) 41(19) 12(4) 

Total 
Awards 

$145,010,321 $205,971,291 $156,180,036 $101,398,351 $282,271,278 

US News & 
World Report 

(2015)2 

Research 34(13) 25 28 (10) 29(11) 12(3) 

Primary 
Care 

6(6)   9(9) 16(13) 8(8) 

Sources:  
1Blue Ridge Institute for Medical Research (2014)  
2US News & World Report (2015) 
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A majority of the strategic plan’s recommendations can be implemented with little to no 
additional state investment. For example, the report recommends: 

 a renewed emphasis on scholarship  

 an increased commitment by researchers to apply for external funding 

 aligning incentives at all levels  

 relationships be improved/established with external partners  

All are strategies that can be implemented with no or limited additional financial resources. Yet, 
implementing these recommendations could have a significant impact on the Medical School’s 
ability to secure external funding.   
 
The university has already taken several steps to meet plan objectives, including recruiting 
Dean Brooks Jackson, M.D., a nationally renowned pathologist, to serve as Dean of the Medical 
School and Vice President of Health Sciences. Additionally, clear performance measures and 
expectations for the Medical School leadership and faculty have been established, which the 
Medical School’s leadership projects will lead to a 10 percent annual increase in NIH awards by 
2023. The report also identifies several investments needed for the Medical School to regain its 
position of excellence by 2025, including: investing in early career faculty that have 
demonstrated success obtaining external funding through cluster hires (Medical Discovery 
Teams) and investing in strategic technological infrastructure projects that facilitate faculty 
success.         

 

Fairview Partnership 
In the early to mid-1990s, healthcare entered a period of consolidation. In order to secure its 
financial health and ensure its market competitiveness, the University of Minnesota Medical 
Center merged with Fairview Health Systems in 1997. Over a decade later, the Academic Health 
Center external reviewers suggested that the partnership had yet to reach its full potential 
(Kaushansky, Aschenbrener, & Goldman, 2012). Specifically, the report noted several limiting 
factors, including a lack of integrated structure and mission, differences in values and missions, 
limited access to clinical training sites, and inadequate financial support being provided for the 
Medical School.    
 
Work between the university, the University of Minnesota Physicians (UMP), and Fairview to 
more closely align the three organizations has been ongoing, including prior to the external 
review, with an important milestone being reached with the development and announcement 
of a new integrated structure agreement in 2013 (University of Minnesota, 2013, May 10). The 
agreement, which was rebranded as “University of Minnesota Health,” established a new 
shared governance structure, a single management team, a shared strategic plan, and 
represents a renewed commitment between the parties to provide seamless patient-centered 
care by improving integration and coordination (Olson, 2014, February 14). The agreement will 
also provide an additional $90 million dollars over the next ten years to support the Medical 
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School’s research and education missions.10 Successful integration should result in improved 
patient outcomes, increased efficiencies, and increased support (both financial and structural) 
for medical education and research, including clinical trials, across the Fairview system.   
  
Given the importance of the Medical School in addressing the state’s health priorities through 
basic and clinical research and educating and training its workforce, the state has a vested 
interest in ensuring the partnership excels and achieves its objectives. University of Minnesota 
Health appears to be a significant first step in addressing many of the external review’s 
concerns; however, opportunities still exist for improved integration and support, both financial 
and structural (access across the Fairview system), for the Medical School.  
 

Leveraging Strategic Resources & Community Partnerships 
As part of one of the most comprehensive Academic Health Centers, the Medical School has 
access to diverse faculty, researchers, and facilities, including the Biomedical Discovery District, 
to facilitate and support its interdisciplinary research priorities. Externally, the large medical 
device manufacturing and pharmaceutical presence in the state provides the Medical School 
with opportunities to develop mutually beneficial partnerships with business and industry 
leaders. Providing an economic environment that supports business development in a manner 
that incentivizes public-private partnerships would encourage further growth of these 
relationships and the development of new collaborations. Opportunities for further strategic, 
long-term partnership with Mayo may not only contribute to the Medical School’s and Mayo’s 
ability to capture new NIH funding, but also to improving the health of Minnesotans. 

 

Biomedical Discovery District 
As part of its goal to become a top three public research institution in the world under 
President Bruininks, the University of Minnesota requested additional research facilities in 
order to attract and retain world-class faculty (University of Minnesota, 2010, January). The 
intent was to organize researchers around targeted disease areas across disciplines, instead of 
by school, college, or department. In 2008, the state established the Biomedical Science 
Research Funding program to cover up to 75 percent of the design and building costs to 
develop the five buildings that now comprise the Biomedical Discovery District.   
 
The total investment for the project was $434 million, which included $314 million in state 
funding.11 Upon completion, the project was anticipated to generate an additional $100 million 
in new annual research funding (University of Minnesota, 2014b). The final facility, the 
Microbiology Research Facility, is scheduled to open in January, 2016. In their report, the 
external reviewers noted that the Biomedical Discovery District represents “a golden 
opportunity” for the university to improve its research funding and rankings; however, they 
expressed concern that the district was being underutilized (Kaushansky, K., Goldman, L., & 

                                                 
10 The $90 million in academic support breaks out into $7 million in the first two years (up from $2 million in FY14), 
$8 million in the third and fourth, and $10 million for the remaining six years.   
11 The $314 million also included state funding for some projects that began prior to the 2008 Biomedical Science 
Research Funding program being created. 
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Aschenbrener, C., 2012, p. 7).12 The reviewers recommended that the university strategically 
plan and focus on ways to capitalize on the investment.    
 

Partnerships with the Business Community 
Per capita, Minnesota has the second most fortune 500 companies (19) in the nation, and also 
has a significant presence of medical device companies (DEED, 2014a). In 2012, Minnesota had 
four times the concentration of employment in the medical device manufacturing sector 
compared to the national average, and in 2014 ranked second in the number of medical 
patents filed (DEED, 2014b).13 The Academic Health Center already has many existing 
partnerships with pharmaceutical, medical device, and other biotechnology companies.  Over a 
five-year period business and industry partners contributed $125 million to various projects and 
labs in the Academic Health Center (Academic Health Center Staff, personal communication).  
Identifying and leveraging new opportunities for collaboration outside of the Medical School’s 
existing relationships could enhance the Medical School’s research agenda and expand the 
impact of their community partners. Strengthening relationships with business and industry is 
one of the Medical School’s strategic priorities (University of Minnesota, 2014, May 8).       

 
University of Minnesota & Mayo Partnerships 
Minnesota is fortunate to be home to two of the nation’s top medical schools. Further strategic 
collaborations between the University of Minnesota Medical School and the Mayo Clinic could 
expedite medical discoveries resulting in better health outcomes for the state’s citizens at a 
lower cost. To this end, over the past two decades, the legislature has funded several research 
collaborations between the two schools (Table 8). Since its inception in 2003, the state has 
provided over $90 million in state support for the Minnesota Partnership for Biotechnology and 
Medical Genomics. Now in its eleventh year, the Partnership has produced 94 peer-reviewed 
papers and more than $100 million in NIH grants (University of Minnesota, 2014, September 
17).  

Additionally, the Decade of Discovery, an ambitious research, education, and public health 
project that sought to cure diabetes by 2020, which was anticipated to receive $250 million in 
state support over the decade, was scaled back and incorporated into the Minnesota 
Partnership in 2013 after the recession inhibited the state’s ability to provide the anticipated 
levels of funding needed. Identifying and initiating additional strategic long-term partnerships 
between the Medical School and Mayo would improve the health of Minnesotans, and likely 
increase both medical schools ability to capture new NIH funding.  

Finally, the Governor and legislature recently made a significant investment ($443 million over 
20 years) to secure Minnesota’s status as the premiere global medical destination through 
Destination Medical Center, a partnership between the state, the City of Rochester, and the 
Mayo Clinic (Smith & Brede, 2015, January 2). In addition to the economic impact on the state, 
Destination Medical Center will likely facilitate additional medical and health research and 

                                                 
12 The report was not referring to space utilization (Kaushansky, personal communication). 
13 Measured by location quotients 
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innovation. While the investment did not directly identify or fund partnerships between the 
two medical schools, opportunities to capitalize on this investment should be explored to 
maximize the state’s investment and its impact of the state’s citizens.   

Moving Forward - Research 
For a significant period of the 20th century, the Medical School was a vanguard in conducting 
transformational research that impacted the lives of the state’s citizens and changed the 
practice of medicine. Moving forward, the Medical School’s ability to generate transformative 
research that improves the lives of Minnesotans and increases the Medical School’s NIH 
funding will likely depend on several factors, including:  
 

 Whether the ideals and priorities documented in the strategic plan permeate the 

culture of the faculty, leading to increased productivity.  

 The ability of the Medical School to attract and maintain world-class faculty with a 

proven track record of obtaining NIH funding in areas that correspond to the Medical 

School’s areas of strength. 

 Developing the necessary research infrastructure (clinical, support staff, and 

technological) to support a nationally preeminent research enterprise. 

 The Medical School’s ability to strategically leverage its assets to conduct 

interprofessional and interdisciplinary research and develop effective research 

relationships with community partners.  
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Clinical Care  
As the state’s land grant institution, the University of Minnesota believes it has the 
responsibility to prepare the future health professional workforce to ensure the health of the 
citizens of the state of Minnesota. Currently, the Academic Health Center prepares 70% of 
Minnesota’s health professionals (University of Minnesota, 2013, December 12). An Annals of 
Internal Medicine article recently ranked medical schools based on how they met their social 
mission (Mullan, Chen, Petterson, Kolsky, & Spagnola, 2010). While most top ranked research 
medical schools scored poorly, the University of Minnesota Medical School and the University 
of Washington’s Medical School were both exceptions, ranking in the top quartile.  
 
The Medical School faces several challenges moving forward.  Increased competition, federal 
policy changes, and healthcare disparities are forcing healthcare systems and providers to 
reexamine how healthcare is being delivered. To remain competitive, hospitals and clinics need 
to improve patient care, enhance patient experiences, and reduce costs. Interprofessional and 
team-based care are seen as models that will facilitate the “triple aim” - improving patient 
outcomes by providing the highest quality of care at the lowest possible cost.  
  
For the Medical School and its partners (UMP and Fairview), the “University of Minnesota 
Health” integration represents a strategic decision to prioritize patient care and outcomes by 
streamlining the patient experience through increased coordination. Because the Medical 
School increasingly relies on its clinical revenue to subsidize its research and education 
missions, there is a direct incentive for University of Minnesota Health to provide exceptional 
patient-centered care.14  
 
From a cost perspective, it is important not to take a short-run view when considering the 
“triple aim’s” cost component. While the costs associated with the Medical School’s clinical 
care enterprise might be higher compared to its hospital and clinical competitors, due to its 
research and education missions, it is hard to monetize the cost savings over time to the state 
and the health system as a result of developing cortisone or pioneering open-heart surgery. 
While the Medical School is already strong in basic science research, increased focus and 
investments in its clinical research would enable the Medical School to meet more fully the 
state’s health needs and to secure additional NIH funding.  
 

Perceived Patient Experience 
How patients’ perceived their hospital experience can significantly impact a hospital’s long-
term competiveness and success. Patients, referring physicians, and payors, who have positive 

                                                 
14 Since 2002, the Medical School’s total revenue has more than doubled, with increases in the clinical revenue 
(UMP) driving most of the growth.  Additionally, a larger portion of UMP’s revenues come from contracts, which 
are more stable and are preferred to revenue from billing (University of Minnesota, 2014, October 13). In 2014, 
UMP’s revenue was $483,213 (48.7 percent of the medical school’s total revenue), an increase of over 350 percent 
since 2002. The increases coincide with increases in the number of clinical faculty at the Medical School. In 2002 
there were 199 clinical faculty, by 2014, the number had increased to 415. Clinical faculty typically spend a 
majority of their time seeing patients and doing clinical education and training rather than conducting research.  
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experiences are more likely to refer additional patients; conversely, a high volume of bad 
patient experiences over an extended period of time could affect a hospital’s patient volume. 
Table 4 presents ratings of several metro area hospitals based on patient experiences.  
 
The first two ratings, presented in the first two columns (Minnesota HealthScores and MN 
Hospital Quality Report), rate each hospital based on the percentage of patients surveyed that 
gave the hospital a rating of at least a 9 or a 10 on a 10–point scale, with 10 being the highest 
positive rating. The Health Insight Rankings rate hospitals nationally based on a combination of 
patient outcomes and patient experiences. Across all of the ratings, the University of Minnesota 
Medical Center, Fairview, does not perform as well as its competitors and is below the state 
average. However, teaching hospitals, such as the University of Minnesota Medical Center, 
Fairview, typically take on more complex cases that are likely to have additional complications, 
which may affect a hospital’s outcomes and perceived patient experiences (Rappleye, 2014, 
December 22). Evidence of University of Minnesota Health’s success in prioritizing patient care 
may be evidenced by increases in patient experience ratings over time. University of Minnesota 
Health will need to improve patient-experiences and health outcomes in order to remain 
competitive long term as a clinical care provider as well as support its education and research 
missions.  
 
The ratings presented utilized varying methodologies and data sources. Additionally, it is 
unclear if probability sampling, which is necessary for inference and generalizations, was 
utilized when sampling was conducted.  While the validity of any ranking is debatable, the 
stability of the relative position of hospitals across the rankings may provide some evidence of 
reliability.   
 

Clinical Research 
Conducting clinical research, and specifically clinical trials, requires large patient populations. 
For the Medical School to increase its clinical trials, it will need access to a large and diverse 
network of clinics and hospitals. University of Minnesota Health’s renewed emphasis on 
patient-centered care, which should produce better patient outcomes and experiences, may 
help facilitate support for clinical trials from potential partners. Expanding the Medical School’s 
clinical research will allow faculty to conduct research that addresses state health priorities and 
pursue additional NIH support.  
 

Moving Forward – Clinical Care 
The Medical School provides care to over 1,000,000 patients annually. If successful, University 
of Minnesota Health’s commitment to provide patient-centered care should result in improved 
patient outcomes, better patient experiences, and additional revenue to support the Medical 
School’s education and research missions. Additionally, a successful partnership will provide 
expanded opportunities for the Medical School to increase its clinical research, addressing state 
health priorities. Achieving these outcomes is dependent on several variables, including:  
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 The success of University of Minnesota Health in streamlining and integrating patient 

care. 

 The ability of the Medical School to gain access to a network of care providers large 

enough to conduct clinical trials. 

 Increasing clinical revenue to subsidize the research and education missions of the 
Medical School. 
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Table 4: Minnesota Hospital Ratings, select metro hospitals 

Hospital 

Minnesota 
HealthScores1 

MN Hospital Quality 
Report2 

HealthInsight 2014 
Rankings3 

% of Patients that gave 
the hospital a rating of 
9 or 10 on a 10 point 

scale. 

% of Patients that gave 
hospital a rating of 9 or 10 

on a 10 point scale 

Patient Ranking 
(Percentile) 

Mayo Clinic - Methodist Hospital 84 81 91 

St. Joseph Hospital 75 72 63 

Regions Hospital  70 74 44 

Abbott Northwestern Hospital 74 74 43 

United Hospital 68 69 26 

University of Minnesota Medical Center, 
Fairview 

66 60 17 

Park Nicollet Methodist Hospital 65 67   

Hennepin County Medical Center 61 60 5 

State Average 73 72   
Notes:  
1 MN Community Measurement administered the Agency for Healthcare Research and Quality's (AHRQ) Consumer Assessment of Healthcare Provides 
and Systems (CAHPS) survey to obtain patient experience ratings.  The ratings are based on patients seen between January 1 and December 31, 2012. 

2 Data collection dates: April 2011-March 2012 
3 Rankings are calculated based on publicly reported data from the Centers for Medicare & Medicaid Services. All rankings are based on national 
comparisons.  
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Medical School Education and Graduate Medical Education (GME):  
 
In addition to the Medical School’s storied history of medical discoveries and clinical 
innovations, the Medical School is nationally and internationally recognized for its educational 
programs. The Rural Physician Associate Program and rural focused curricular design of the 
Duluth campus are both widely cited as exemplars that are imitated across the globe. 
Additionally, the Medical School ranks 6th nationally in their preparation of primary care 
physicians (U.S. News & World Report, 2015).    
 
As the practice of medicine shifts to an interprofessional and team-based care model to 
improve patient outcomes and control costs, it is critical that these practices are integrated into 
medical education and clinical training to ensure that students and residents are prepared to 
meet future workforce needs. The education and training experience of medical students and 
residents must shift from “one in which health professional students are educated in silos to 
one that fosters collaboration, communication and a team approach to providing care” 
(American Interprofessional Education Collaborative, 2011, p. 7). In order to incorporate 
interprofessional and team-based care into medical education, the Medical School is interested 
in redesigning its education and training curriculum. These changes will necessitate a larger 
portion of clinical training experiences occur in ambulatory care settings, in rural and 
underserved communities, and that Medical School students gain more exposure to the clinical 
environment earlier in their educational experience. 
 

New Models of Education 
In 2012, the University of Minnesota’s Academic Health Center was awarded funding from the 
Health Resources and Services Administration (HRSA) to establish The National Center for 
Interprofessional Practice and Education.15 As the only center of its kind in the nation, its focus 
is on integrating these new models of professional practice with medical education and 
training. Being awarded this center strategically positions the Academic Health Center and the 
Medical School to become the national model for interprofessional and team-based medical 
education. To ensure success, interprofessional education and team-based care must permeate 
the Medical School’s culture including, changing the way faculty practice and teach and 
modeling the practice for students and residents. In addition to the cultural changes, facilitating 
these changes may require redesigning the Medical School’s curriculum and repurposing 
and/or building new facilities.       
 

Clinical Training Challenges 
In order to meet future workforce needs, the Medical School believes that its students will need 
to be exposed to clinical training sites earlier in their education and both residents and students 
will need to be trained in ambulatory care settings rather than hospitals. Optimally, training 
needs to occur at sites that incorporate interprofessional practice and team-based medicine. 

                                                 
15 The Center for Interprofessional Practice and Education is led by Dr. Barbara Brandt. 
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The Medical School is dependent on its relationships with hospitals and clinics across the state 
to provide the required training experiences necessary for its students, residents, and fellows. 
Increased competition in the marketplace, and the costs to partner hospital and clinics 
associated with decreased productivity, have made it difficult for the Medical School to secure 
a sufficient number of training sites for both their students and residents. 
 
The incentives for these community partners to participate in the training of Medical School 
students and residents, which is referred to as Graduate Medical Education (GME), are not 
equivalent. For participating training sites, the reduction in physician productivity is greater for 
training Medical School students than their resident counterparts (Academic Health Center 
Staff, personal communication). On average, the Association of American Medical Colleges 
(AAMC) estimates that the cost to hospitals of training a resident is $152,000 or more (AAMC, 
2014).16 In an attempt to address these concerns and incentivize participation, GME training is 
subsidized by four primary sources: Medicare, Minnesota’s Medical Education and Research 
Costs (MERC) program, state special appropriations, and participant hospital revenues.  

 

Medicare Funding for GME (Residents) 
Medicare provides funding intended to offset both the direct and indirect costs for GME 
(medical residents). The direct costs include resident stipends and benefits, supervisory 
physician salaries, and administrative overhead. In addition to funding the direct costs of 
operating GME programs,17 Medicare provides teaching hospitals with additional revenue 
intended to reimburse the hospitals for the indirect costs they incur based on a hospital’s 
number of residents per bed (Medicare Payment Advisory Commission, 2014, October).  
 
The Medicare Payment Advisory Commission (2010, June), notes that in 2009, Medicare 
provided $9.5 billion to support GME nationally, or an average of $100,000 per resident. Of the 
$9.5 billion, approximately $3 billion went to support direct costs (DME) of GME, and $6.5 
billion to support the indirect costs (IDE). In 2010, Minnesota hospitals and clinical training sites 
received $158,732,726 in Medicare GME funding ($40,913,843 in DME) to offset the training of 
1,332 FTEs for an average resident payment of $119,185 (Robert Graham Center, 2013).18  
 

Medical Education and Research Costs (MERC) 
In addition to Medicare funding for GME, Minnesota, utilizing state funds and match from the 
federal Medicare program, invests $88.7 million to offset the costs of GME (Table 4). Of the 
$88.7 million, $57.7 million is distributed to eligible training sites based on their relative 
Medicaid volume for a variety of clinical education programs, including approximately $30.4M 
(52.7 percent) that goes to fund 1,929 resident training positions, or an average of $15,759 
(Minnesota Department of Health, 2014).19 An additional $19.5 million is returned to the 
                                                 
16 The actual costs are variable based on a variety of factors, including, the size of the residency program, the 
specialty area, and malpractice insurance costs (Wynn, B.O., Smalley, R., & Cordasco, K.M., 2013, September). 
17 Medicare also funds the direct costs associated with dental and podiatric programs. 
18 526 or the 1,332 full-time equivalents (FTEs) were for primary care residents. 
19 Over time the proportion of MERC dollars supporting physician residency positions has declined as other health 
professionals were added to the eligibility list.   
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University of Minnesota to offset the costs associated with medical education ($17.4M) and 
primary care training initiatives ($2.157M). Hennepin County Medical Center also receives $1 
million in directed appropriations for clinical medical education through MERC. Finally, almost 
$9 million is returned to the general fund.    
 

Table 5: MERC sources and uses, FY14 (in thousands) 

Sources Uses 

Medicaid Managed Care 
(includes Federal match of 
$24.8M) 

 $     49,552   MERC Formula   $      57,127  

Cigarette Tax  $       3,937   MDH Administrative Costs   $            150  

Match on Cigarette Tax  $       3,788      

Subtotal   $    57,277  Subtotal   $     57,277  

HCAF  $       1,000  HCAF  $        1,000  

Transfers: Transfers: 

Transfers from U of M  $     19,557  
 Returned to the U of M 
($2.157M for primary care initiatives, 
$17.4 for medical education)  

 $      19,557  

Match on U of M Transfers  $     10,857   HCMC Clinical Medical Education   $        1,035  

    Dental Innovation Grants  $        1,122  

   Transfer to the General Fund  $        8,700  

Subtotal  $    31,414  Subtotal  $     31,414  

Total   $     88,691   Total   $      88,691  
Source: Minnesota Department of Health   

 

Other State Funding for GME 
In addition to the funding allocated MERC, the state appropriates additional recurring funding 
on a designated basis to hospitals to offset the costs associated with graduate medical 
education. In fiscal year 2015, the state will allocate $351,000 to United Hospital’s Family 
Residency program, $645,000 to Hennepin County Medical Center for GME, and $346,000 for 
St. Cloud Hospital’s residency training programs.  Participating hospitals and clinical training 
sites also receive additional support through Medicaid.  In 2012, these payments were 
estimated to be $8.6 million (Minnesota Department of Human Services staff, personal 
communication).      
  

Participant Hospitals and Clinics 
Although difficult to estimate, when unfunded costs associated with GME occur, they are 
absorbed by the participating hospitals and clinics. Participant hospitals and clinics chose to 
cover these costs for several reasons, including: the ability to recruit physicians (specifically, 
physicians trained in their systems and cultures), the benefit to their physicians of being 
associated with the Medical School and staying abreast of current medical developments, and 
because of their commitment to the public good, i.e., providing Minnesota with trained 
physicians to meet the state’s health needs.   
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Medical School Student Clinical Training Barriers 
While the financial incentives for hospitals and clinics to participate in GME can be significant, 
the financial incentives for hospitals and clinics to allow greater access to Medical School 
students are nominal. MERC does provide limited financial resources for the training of medical 
students. In 2014, less than 20 percent (approximately $11.4M) of MERC funds went to 
participating hospitals and clinics for the training of medical students.  The University of 
Minnesota serves only as a pass-through agency and has no oversight over the money.20  
 

Moving Forward – Medical School Education and GME 
The Medical School’s ability to prepare students and residents for new models of healthcare 
delivery, including interprofessional and team-based care, is affected by several factors, 
including:   
  

 Implementation and holistic integration of interprofessional and team-based practices 

into the Medical School’s curriculum and clinical training.  

 Securing clinical training sites for both Medical School students and residents, including 

ambulatory care sites.  

 Identifying the multiple GME funding sources, and their beneficiaries, to develop a clear 

understanding of their interactions and evaluate whether the cumulative financial 

incentive is effective, efficient, and aligned with state priorities to meet the needs of 

educating the state’s medical workforce.  

 
  

                                                 
20 Medical students represented 523 (16.2 percent) of the eligible FTEs (Mayo – 85, UMN – 438). 
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Health Workforce Needs   
The racial and ethnic composition of Minnesota’s health professional workforce does not 
reflect the state’s demographics (Minnesota Department of Health Office of Rural Health & 
Primary Care, 2013, September). Additionally, geographic disparities exist, with rural and 
impoverished urban communities having less access to health services. The Medical School 
plays a vital role in supplying the physician workforce for the state. To address these disparities, 
financial incentives need to be expanded to retain the prospective students from rural and 
underserved urban communities. In addition to providing additional financial incentives, 
considering a prospective student’s propensity to serve in a high need area during the 
admissions process may yield the most effective and efficient results.  Finally, there are over 
200 foreign trained physicians in Minnesota that are unable to practice due to licensing and 
structural barriers. Overcoming these barriers would allow these physicians to contribute to 
meeting Minnesota’s healthcare needs.  
      
Physicians, however, are just one part of state’s health professional workforce. As the 
healthcare delivery model continues to become more interprofessional and team-based, the 
services provided by other health professionals are crucial to meeting the state’s health 
workforce needs. Physician assistants, advanced practice nurses, and other health professionals 
will play an expanded role in addressing primary care needs. Technical innovations, such as 
Tele-medicine, also offer potential in providing quality health services for all Minnesotans.           
 

Is There a Physician Shortage? 
A recent Institute of Medicine report (Eden, Berwick, & Wilensky, 2014) notes, “the sufficiency 
of the physician supply—and the public’s future role in financing the production of a larger 
physician supply—are among today’s most contentious health workforce issues” (p. 2-2).  
The lack of consensus highlights the difficulty of projecting future supply and demand within a 
dynamic economic sector. Typically, forecast models that project physician shortages 
incorporate projected demographic changes, but assume historical health delivery models.  
These projections often do not account for technological innovations (e.g., telemedicine), 
changes to the current healthcare delivery model such as health professionals practicing to the 
top their license (e.g., expanded roles of physician assistants and advanced practice registered 
nurses), or the impact of changes to federal and state policy (such as the Affordable Care 
Act).21,22  

                                                 
21 Nor do they account for the 200+ foreign trained and licensed physicians that currently live in Minnesota but are 
unable to practice due to licensing and structural barriers (Mettner, 2012, May). The Foreign-trained Physician 
Taskforce is concurrently meeting to develop strategies to integrate these physicians into Minnesota’s workforce. 
Their report is due to the legislature by the end of December, 2014.   
22 MDH’s definition of primary care includes physicians, nurse practitioners, and physician assistants; however, 
they note that there is no agreement at the state or national level on the professional practices that compose 
primary care (Minnesota Department of Health Office of Rural Health and Primary Care, 2013, September). In 
2011-12 physicians accounted for 56 percent of Minnesota’s primary care workforce, with physician assistants (17 
percent) and nurse practitioners (27 percent) making up the difference. Health Professional Shortage Areas (HPSA) 
also does not include the services provided by advanced practice nurses and physician assistants in the formula 



 

29 

 

 
These tensions are not new. Previously, physician shortage predictions in the 1970s resulted in 
increased funding for the expansion of medical schools through Title VII of the Public Health 
Service Act.  From 1970 to 1984 the number of medical school students grew by 66 percent and 
residents by 25 percent (Phillips and Turner, 2012; Cooper, 2003). A decade later, several 
publications were projecting an oversupply of physicians (Fink, Phillips, Fryer, & Koehn, 2003; 
Pew Health Professions Commission, 1995). 

 
Over the past five years, several published reports have projected physician shortages in 
Minnesota by 2020 and beyond (American Association of Medical Colleges, 2010; Schoenbaum 
& Van Cleave, 2013, February; Minnesota Hospital Association, 2014, July; University of 
Minnesota, 2013, October 23). A majority of these reports focused only on primary care 
physician shortages, and not all of the reports provide Minnesota specific data. Of the reports 
that provide Minnesota specific projections, all forecast some level of shortage for primary care 
physicians (and specialty physicians). While there are projected to be primary care physician 
shortages, the magnitude of these projected shortages and how the changing healthcare 
delivery model may affect these projections need to be taken into consideration.  
 
Table 6 presents each of the reports’ projected physician shortage after aligning their 
projections by year for both primary care and non-primary care physicians (when applicable) to 
facilitate comparisons. Three of the reports project primary care physician shortages by 2020 
ranging from 115 to 608.23 While the University of Minnesota projects a primary care shortage 
(115), it projects a shortage of non-primary care physicians (715) six times as large (University 
of Minnesota, 2013, October 23). The Minnesota Department of Health’s projections, which 
were tied to 2025, project a deficit of between 1,000 and 3,000 primary care physicians.  
Several other reports that are commonly cited by external audiences (Georgetown and the 
Institute of Medicine) do not provide physician shortage estimates at the national or state level. 
The American Association of Medical Colleges provides only national estimates. Finally, with the 
exception of UNC SHEPS Center for Health Services Research projections, all of the estimates 
assume historical delivery care models. 
 
In addition to modeling physician surplus/supply projections under the current environmental 
context (henceforth referred to as the baseline scenario), the SHEPS Center’s forecasting tool is 
unique in that it allows users to model several other variables including the number of 
physicians projected to retire early, changes in the delivery of care, and increases in medical  
professionals practicing at the top of their license (UNC Cecil G. SHEPS Center for Health 

                                                 
used to designate primary care HPSAs (U.S. Department of Health and Human Services Health Resources and 
Services Administration, 2014). 
23 There is a lack of consensus on which physicians should be classified as primary care physicians.  For example, 

HRSA and MDH do not include the services provided by Ob/GYN physicians; however, the Medical School and 
others include them in their primary care.   
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Table 6: Projected Primary Care Physician Shortage by Year and Source 

Source24 

Year of Projection 

2020 2025 2030 

Primary Care 
Shortage 

Non-primary 
Care Shortage 

Total 
Shortage  

Primary 
Care 

Shortage  

Primary 
Care 

Shortage 

Georgetown Center for 
Education and the Workforce25  

Not  Applicable 

Minnesota Department of 
Health26 

      
1,000-
3,000 

  

Robert Graham Center27 608       1,183 

Minnesota Hospital Association approx. 500         

University of Minnesota28 115 715 830     

Institute of Medicine29 Not  Applicable 

Association of American Medical 
Colleges30 

National Projections Only 

UNC SHEPS Center for Health 
Services Research31 Lesser Demand 

 

Services Research, 2014). Unfortunately, while the tool provides flexibility to model these key 
variables in isolation, it does not allow users to model their interaction. The results of the 
model produce a ratio estimate of a state’s relative physician capacity (visit supply/visit 
demand). The authors categorize the ratios according to the following scale with "In Balance" 
representing a measure of equilibrium:  

0.00 - 0.49 - Greater Demand 
0.50 - 0.84 - Lesser Demand 
0.85 - 1.14 - In Balance 
1.15 - 1.24 - Lesser Surplus 
1.25 - 1.49 – Surplus 
1.50 - 3.25 - Greater Surplus 

                                                 
24 References are listed in the reference section. 
25 Georgetown's Center for Education and the Workforce has not conducted physician shortage analyses at the 

national or the state level.  Their publication, Healthcare, only examines growth in physician employment from 2010 

and 2020 (personal communication, A. Gulish, November 13, 2014). 
26 The report limits its projections to primary care physicians. 
27 The report limits its projections to primary care physicians. 
28 The University of Minnesota projects greater shortages for specialty physicians (715) compared to primary care 

physicians (115) - a ratio of 6:1.  It is also worth noting that the University of Minnesota's Medical School Capacity 

report's supply projection corresponds to the projected physician supply in 2020 by the Georgetown Center for 

Education and the Workforce. 
29 The Institute of Medicine report does provide projected physician shortages nationally or by state. 
30 The Association of American Medical Colleges only provides physician shortage projections nationally.  

Specifically, by 2020 they project a national shortage of primary care physicians of 45,400 and a shortage of 46,100 

for non-primary care physicians. 
31 UNC SHEPS Center's FutureDocs Forecasting Tool does not provide shortage projections by physician specialty 

(e.g., primary care vs. specialties); therefore, all projected shortages include all physicians.  Additionally, the 

forecasting tool examines relative capacity (visit supply/visit demand) and provides a ratio estimate.     



 

31 

 

In 2011, the baseline scenario model classifies Minnesota in the “lesser demand” category (.59) 
for all clinical service areas and across all types of provider settings.  Assuming the same 
baseline assumptions hold in 2020, Minnesota's ratio improves to .64 (Lesser Demand); 
meaning under the status quo, the SHEPS Center’s forecasting tool projects a smaller physician 
shortage in Minnesota in 2020 than in 2011. To provide additional context, two additional 
scenarios are provided:  In the first scenario, all of the variables are the same as the 2020 
baseline projection, except a high physician retirement rate is assumed. Under this scenario, 
Minnesota's ratio is .61 (Lesser Demand) in 2020, which is an improvement from the 2011 
baseline, but below the 2020 baseline projection. The second scenario assumes a six percent 
increase in the use of Nurse Practitioners and Physician Assistants with all other variables being 
held constant (expected physician retirement rate). Under these assumptions the projection for 
Minnesota is .72 (Lesser Demand), which is an improvement over both the baseline projections 
in 2011 and 2020. When the same assumptions are modeled until 2030, the SHEPS Center’s 
forecasting tool projects that Minnesota will be “in balance” (0.9), or at a point of equilibrium. 
The scenario’s presented using the SHEPS Center’s forecasting tool, including the baseline 
model, suggest that any existing physician shortage is decreasing over time. 
 
Forecasting physician shortages is an inherently imprecise activity (Eden, Berwick, & Wilensky, 
2014). The forecasts discussed suggest that Minnesota will have a shortage of between 115 and 
608 primary care physicians in 2020; however, most of the models fail to take into account the 
services of other primary care providers, such as physician assistants and advanced practice 
registered nurses. The SHEPS Center’s forecasting tool takes these non-physician health 
professionals into account and does not project a physician shortage in Minnesota in 2030. 
Additionally, Minnesota currently has over 200 foreign trained physicians that currently live in 
Minnesota but are unable to practice due to licensing and structural barriers. Developing 
pathways for these physicians to integrate into the state’s physician workforce may contribute 
to meeting Minnesota’s primary care needs. 
  

Is There a Physician Maldistribution? 
At a macro level, data provided by the Minnesota Department of Health suggests that the 
geographic distribution of primary care physicians in Minnesota closely resembles Minnesota’s 
population distribution.  There is a difference, however, between the state’s population 
distribution and the distribution of specialty physicians (Figure 3). While examining macro level 
data is useful, it can mask regional, gender, and racial/ethnic distributional differences that may 
exist. 
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Figure 3: Geographic Distribution of Physicians in Minnesota by Metropolitan, Micropolitan, and 
Rural Counties 

 

 
 
 
 
Table 7 presents the geographic distribution of primary care physicians compared to the state’s 
population distribution by the Rural-Urban Commuting Area (RUCA) categories and by 
geographic regions.32 The RUCA categories combine the Bureau of Census Urbanized Area and 
Urban Cluster definitions with commuting information when defining locations as rural and 
urban (Hart, Larsen, & Lishner, 2005). By incorporating commuting information, the taxonomy 
distinguishes small towns where residents primarily commute to similar small towns with small 
towns where a majority of the population commutes to a larger city.   
 
The RUCA geographic categories in Table 7 show that there is a 6 percentage point difference 
between the percentage of primary care physicians located in isolated rural areas and the 
percentage of the state’s population living in these communities; however, there do not appear 
to be major distributional discrepancies across other RUCA categories. When examined by 
region of the state, the table shows that the northwest and southwest are the primary areas 
affected by a maldistribution of the state’s primary care physicians. In addition to the regional 
barriers in the northwest and southwest regions, there are likely communities within all of 
these geographic areas whose access to a primary care physician is inadequate. 
 
In summary, there is consensus that Minnesota faces a shortage of physicians; however, there 
is a lack of consensus on the magnitude of the shortage, and the degree to which primary care 
versus specialty physicians are affected. But there is unanimity that there is a maldistribution of 
physicians, which may limit underserved rural and poor urban communities’ ability to access 
healthcare. Additionally, stakeholders have different perspectives on how to best address these 

                                                 
32 Due to data limitations, the distribution of non-primary care physicians was not examined.          

Source: Schoenbaum, M. (2014, October). Minnesota healthcare workforce overview. Powerpoint presented at the 

October University of Minnesota Blue Ribbon Committee Meeting, Minneapolis, MN. 
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complex problems. Solving them, however, will likely require a variety of health professionals, 
interventions, and economic incentives.     
 
Table 7: Geographic distribution of primary care physicians in Minnesota by Rural-Urban 
Commuting Area (RUCA) categories and region 

Geographic Location Primary Care Physicians Population 

RUCA Category 

Urban 77% 70% 

Large Rural 12% 13% 

Small Rural 7% 7% 

Isolated Rural 4% 10% 

Total 100% 100% 

Region 

Central 10% 13% 

Northeast 7% 6% 

Northwest 7% 10% 

Southeast 15% 9% 

Southwest 5% 8% 

Twin Cities 56% 54% 

Total 100% 100% 
Source: Minnesota Department of Health (2013, September) 

     
Broadly, there are three strategies, which can be combined to address the state’s 
maldistribution of primary care physicians. The first attempts to financially incentivize students 
who are considering practicing in primary care, but are undecided, to choose primary care and 
practice in rural and poor urban communities. The second exposes Medical School students and 
residents to practicing medicine in rural or poor urban underserved areas. The third attempts to 
admit medical students who have a greater propensity to practice primary care in rural or poor 
urban communities through the admissions process.  
 
Regarding the first strategy, there is a growing economic disincentive for Medical School 
students to choose primary care as their field of expertise. In 2014, the Medical School’s tuition 
was the 18th highest nationally among public Medical Schools. Additionally, the average debt 
for a Minnesota Medical School graduate was $186,000, which may affect students’ decisions 
on whether or not to specialize (University of Minnesota, 2014c).33 On average, specialty 
physicians in the Midwest annually earn almost 80 percent more than their primary care 
counterparts (Medical Group Management Association, 2014). Even if a sufficient subsidy were 
offered to offset the wage differential and incentivize Medical School students to choose 

                                                 
33 Despite the high tuition, the Medical School received 3,716 applications to fill 170 spots in 2014, suggesting that 

demand is relatively inelastic to increases in tuition. Some subpopulations, however, may be more sensitive to 
price.  
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primary care, additional incentives may be needed to entice students to practice in isolated 
rural locations.  
 
The Medical School developed the Rural Physician Associate program (RPAP) in 1971 to expose 
students to the benefits of practicing medicine in rural underserved areas.34 The RPAP program 
provides third-year medical students the opportunity to live and train in rural communities for 
nine months. Participation in rural residency rotations is positively associated with a resident’s 
likelihood of practicing in a rural area and the length of time they stay there following 
graduation (Pathman, Steiner, Jones, & Konrad, 1999, July; Rabinowitz, Diamond, Markham, & 
Wortman, 2008, March). Since RPAP’s inception, 1,429 medical students have completed the 
program (of whom 1,113 are still practicing). 54 percent of students that began their medical 
education at the Duluth campus and participated in RPAP chose to practice in rural 
communities following their graduation, compared to 28 percent that began at Duluth but did 
not participate in RPAP (Zink, Center, Finstad, Boulger, Repesh, Westra, & Brooks, 2010).  
Similarly, students who began their education at the Twin Cities campus and completed RPAP 
were 3 times more likely to ultimately practice in a rural community (31%) compared to their 
counterparts that did not participate in RPAP (9%).  
 
The admissions model for the Medical School’s Duluth (UMD) campus, which has had success 
over an extended period of time, utilizes the third strategy. As a part of Duluth’s admissions 
process, students’ commitment to serving in rural areas, as evidenced by extended 
volunteering, is a key consideration when making admissions decisions.35,36 A larger share of 
UMD students choose primary care and rural practice, suggesting that this strategy combined 
with a robust rural oriented curriculum has successfully nurtured substantial rural primary care 
physician workforce for Minnesota. For example, Medical School students that begin at the 
Duluth campus are more likely to choose family medicine, which is one type of primary care 
physician, compared to Medical School students beginning in the Twin Cities (Boulger, 2014). 
Similarly, 39 percent of Medical School graduates that began at the Duluth campus practiced in 
communities with populations smaller than 20,000 compared to 5 percent of Medical School 
graduates nationally. Additionally, the effects of attending the Duluth campus and participating 
in RPAP on a student’s likelihood of participating in a rural community appear to be additive 
(Zink, Center, Finstad, Boulger, Repesh, Westra, & Brooks, 2010)     
 
Disparities also exist between the state population’s race/ethnicity composition and the 
composition of both primary care and non-primary care physicians (Minnesota Department of 
Health Office of Rural Health & Primary Care, 2014, September). A maldistribution could have 
implications for patient care and outcomes, as some research has shown that patients have 
better outcomes if they are treated by health professionals from their community (U.S. 
Department of Health and Human Services Health Resources and Services Administration 

                                                 
34 The RPAP program was the forerunner of the rural and urban underserved clinical training sites. 
35 Duluth’s admission’s process weighs heavily demonstrated involvement in rural communities, which has played 
an important role in their success (Duluth Medical School faculty member, Personal Communication) 
36 27 percent of entering Medical School students begin their medical education at the Duluth campus. 
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Bureau of Health Professions, 2006, October).  
 
To address these challenges, the Medical School developed several pipeline programs that 
focus on development of Medical School applicants from populations underrepresented in the 
healthcare workforce both nationally and within Minnesota, including: the Ladder, the 
American Indian and Minority Health Center, and Future Doctors. These programs have led to 
increases in the number of underrepresented students applying to the Medical School; 
however, the university often loses program participants to Medical Schools in other states that 
offer full financial aid (Academic Health Center Staff, personal communication). Currently, the 
Medical School only has two full scholarships for the first year class of 230 students, limiting its 
ability to mitigate financial barriers for qualified underrepresented students interested in 
attending Medical School.  
   

Moving Forward – Health Workforce Needs 
The Medical School’s ability to address Minnesota’s geographic and racial/ethnic disparities will 
be influenced by the Medical School’s ability to:  
  

 Secure additional financial resources for scholarships and/or loan forgiveness programs 

to retain the best and brightest students from underserved populations and to 

incentivize Medical School students and residents to practice in rural and urban 

underserved communities. 

 Expand rural clinical programs (such as RPAP and MetroPAP) and training sites to expose 

more Medical School students to practicing in rural and urban underserved areas. 

 Create tele-medicine pilot programs, evaluate their effectiveness and efficiency, and 

disseminate the results to inform practice.  

 Develop and expand the Duluth campuses’ best practices   

Other areas the state could impact include: 
 

 Encouraging the expanded use of primary care nurse practitioners and physician 

assistants.37 

 Removing barriers to implementing tele-medicine and create incentives for health 

systems to adopt and implement programs. 

 Creating alternative pathways for the 200+ foreign trained physicians to join 

Minnesota’s physician workforce.    

                                                 
37 MDH reports shows that nurse practitioners and physician assistants have similar geographic maldistribution 

patterns as primary care physicians, suggesting policymakers will face similar challenges trying to incentivize these 

health professionals to practice and remain in rural and poor urban underserved areas (Minnesota Department of 

Health Office of Rural Health & Primary Care, 2011, April; Minnesota Department of Health Office of Rural Health 

& Primary Care, 2013, April).   
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Future Strategies, Investments, and Actions 
 

The committee considered numerous ideas to meet the Governor’s charge to recommend 
future strategies, investments and actions that would: 
 

 Ensure the Medical School’s national prominence; 

 Sustain the University’s national leadership in health care research, innovation, and 
service delivery; 

 Expand clinical services to serve as a statewide health care resource, as a training site 
for students and residents, and as a site for cutting-edge clinical research; and  

 Address the state’s health workforce needs.   
 

To provide for the continued success of the Medical School and meet the Governor’s charge 
requires a comprehensive, long-term, and sustained approach and set of strategies. To this end, 
the committee identified seven strategies that address two key priorities: improving the 
Medical School’s capacity to conduct healthcare research that addresses state health priorities, 
and thereby increasing the Medical School’s national preeminence, and strengthening and 
expanding the Medical School’s educational programs and curriculum to ensure their students 
and residents are prepared to meet Minnesota’s future physician workforce needs. While 
investing in strategies in either priority in isolation will likely benefit the state and the Medical 
School, the returns on the state’s investment may be compounded by strategically investing in 
both priorities, because they are congruent and reinforce one another.  
 
For example, improving the health of Minnesota’s population depends on the creation and 
utilization of an evidence-based approach to disease prevention and management. Such an 
evidence base can only be produced by scientists and clinicians who are trained to address 
complex problems by testing hypotheses relevant to the care of a patient and the community in 
which he/she lives. Researchers at the University of Minnesota Medical School simultaneously 
design studies to advance knowledge about disease and teach the next generation of scientists 
and clinicians how to ask the important questions necessary to improve health. The rich 
intellectual environment of the Medical School supports the education of curious and 
inquisitive scientists and clinicians that will ultimately improve the health of all Minnesota.  
 
Table 8 shows each of the strategies, recommended strategic investments, how they meet the 
Governor’s charge, and the priority they address. Following the table, a more detailed 
discussion of each strategy/investment is presented, including an overview, the potential 
impact, the cost, and other considerations. The strategies/investments are not presented in a 
priority order.  
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Table 8: Potential Strategies and Investments and the Component(s) of the Executive Order Impacted 

 

Strategy Strategic Investments
Ensure the Medical School's 

national preeminence

Sustain the University's national 

leadership in health care research, 

innovation, and service delivery

Expand clinical services to serve as a statewide health care 

resource, as a training site for students and residents, and 

as a site for cutting-edge clinical research.

Address the state's health workforce 

needs

Building a culture of excellence 

and increasing faculty 

productivity*

Increased Faculty Productivity X X X X

Building a vibrant academic 

clinical enterprise*
Improved Integration with Fairview X X X X

Restoring the medical school’s 

tenured faculty to 1990 levels
Medical Discovery Teams X X X X

Investing in critical research 

infrastructure

On-going investments in critical clinical 

research infrastructure
X X X

Curriculum/Clinical Training Program 

Redesign
X X X

Primary Care Training Sites X X

RPAP/Metro RPAP Expansion X X X

Duluth Clinical Faculty X X

Duluth Rural Scholars Program X X X

Scholarship/Loan Forgiveness Programs X

Pipeline Program Investments X

Expand MD/Ph.D. Program X X X X

Psychiatry and Mental Health Training 

Programs
X X X

Geriatric and Care of the Elderly X X X

New Models of Care X X X X

Minnesota Electronic Health Library X X X

Develop a M.D./Dr. P.H. Program X

Clinical Research Facilities X X X

Health Education Facilities Twin Cities X X X X

Medical/Health Sciences Facility Duluth X X X X

Legend: Impacts both priorites

* Red text indicates the strategy requires no new state investments

Developing new models of health 

promotion and care:

Investing in critical core facilities:

Component of Executive Order Impacted:

Meeting Minnesota’s health 

workforce needs

  Health Care Research  Strategies & Investments                        Education  for Minnesota's Workforce Strategies &      

                       Investments
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Strategy 1: Building a culture of excellence and increasing faculty productivity 
 
Overview: In drafting the Medical School strategic plan, the faculty noted that “a culture of 
excellence is the essential requirement for the Medical School to regain its position of 
excellence by 2025” [italics added] (University of Minnesota Medical School, 2013, p. 2). The 
plan provides a road map to reestablishing a culture of excellence through measurable goals in 
research, education, and clinical care. The Medical School, under Dean/Vice President Jackson, 
is moving ahead to aggressively implement the plan.      
 
Executive Order Components Addressed: 1, 2, 3, 4  
 
Impact: The University estimates that, with implementation of the strategic plan, existing 
faculty research productivity will increase by 10 percent, generating an additional $14.7M 
annually ($65.5M cumulative) in NIH funding by FY2024.   
 
Cost: No new state investment. 
 
Important Considerations: The adoption of the ideals and priorities documented in the strategic 
plan, and the degree to which they permeate the culture of the faculty, staff, and students, are 
essential foundational elements for the success of the Medical School in all of its missions:  
research, education, and clinical care. They are not only important for the existing faculty, they 
will also contribute to the Medical School’s ability to retain and attract world-class faculty, staff, 
and students.  
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Strategy 2: Building a vibrant academic clinical enterprise (including, improved 

integration with Fairview) 
 

Overview: A vibrant academic clinical enterprise driven by the Medical School’s faculty 
physicians is critical to the future of the Medical School. The success of UM Health that 
integrates the UMPhysicians outpatient clinics and University of Minnesota Medical Center 
inpatient services and extends the reach of academic medicine throughout the Fairview system 
is essential.  So are the strong relationships that UMPhysicians (the Medical School faculty 
practice organization) has with all of the state’s health care providers.  80% of UMPhysicians 
patients come from outside the Fairview system, serving as a statewide resource for all 
Minnesotans and the basis for closer collaboration with all the state’s health care systems on 
clinical research and the translation of the latest University research discoveries into patient 
care across the state. A more integrated and expanded clinical enterprise will enhance access, 
quality, and patient experience, and will reduce costs.  It will leverage the clinical enterprise and 
its partnerships with all of the state’s health care providers to support the Medical School’s 
research and education missions and provide essential financial support for the Medical School 
and its academic mission. 
 
Executive Order Components Addressed: 1, 2, 3, 4 
 
Impact: A vibrant academic clinical enterprise is essential to the Medical School’s ability to 
achieve the goal set in its 2025 Strategic Plan of developing into and sustaining a world class 
Medical School and academic health system that ranks in the top ten percent nationally.  
Clinical care is critical to the Medical School:  as a statewide clinical resource for all 
Minnesotans; for the education and training of health professional students and residents (who 
constitute 70% of the state’s health professional workforce); for clinical research and 
translating research discoveries into practice; and for recruiting and retaining top faculty, staff, 
and students. 
 
It is also critical for financing of Medical School and its academic mission (over half of the 
Medical School’s financing comes from patient care).   Without a vibrant academic clinical 
practice, the University’s Medical School simply is not financially sustainable.   That is true for 
all Medical Schools nationally. All Medical Schools depend on clinical revenues to support 
themselves. 
 
Cost: No new state investment required. 
 
Important Considerations: University of Minnesota Health appears to be a significant first step 
in addressing many of the external review’s concerns regarding the partnership between the 
Medical School, University of Minnesota Physicians, and the Fairview Health System; however, 
opportunities still exist for improved integration and support, both financial and structural. 
Given the importance of the Medical School in addressing the state’s health priorities through 
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basic and clinical research and educating and training its workforce, the state has a vested 
interest in ensuring the partnership excels and achieves its objectives.  
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Strategy 3: Medical Discovery Teams: Restoring the Medical School’s tenured 

faculty to 1990 levels 
 
Overview: The steep decline of the Medical School’s national research ranking in the decade 
between 1994 and 2004 followed the loss of almost 90 tenured and tenure track faculty or 17 
percent of its base. The tenured and tenure track faculty are the research engine of the Medical 
School. To restore the Medical School’s national prominence in research requires restoring the 
school’s tenured faculty to 1990 levels. It likewise will enhance the Medical School’s national 
prominence in education and clinical care. 
 

A state investment would be used to recruit 10 Medical Discovery Teams (10 faculty per team) 
in areas that address state health concerns, are strategically aligned with the Medical School's 
strengths, and are congruent with the NIH's funding priorities. Two teams (20 faculty) will be 
hired per year for the first five fiscal years (FY16-FY20). The proposal also includes money for 
start-up costs ($2M per faculty) and support staff (4 for every faculty member). A national 
panel of external experts could be enlisted to provide guidance on the research agenda each 
team should be hired to address. Each team would be led by a national leader with a team of 
mid-level and early career faculty who have demonstrated the ability to obtain NIH funding.38 
The investment would restore the Medical School’s tenured research faculty to 1990 levels 
when the Medical School ranked in the top 20 (University of Minnesota, 2014, December 2).   
 

Executive Order Components Addressed: 1, 2, 3, 4 
 
Impact: The University estimates that the Medical Discovery Teams will generate an additional 
$440 million in NIH funding over the eight years, and that by 2024 the Medical Discovery Teams 
will result in an additional $97 million annually.39 The combined impact of the Medical 
Discovery Team hires and increased productivity of the existing faculty is projected to move the 
Medical School into the top 20 of the NIH rankings within five years, and in the top decile (top 
14) by 2024. It would move the Academic Health Center up from 20th in NIH funding to 13th.  
 
Cost: FY16 = $25M, FY17 = $50M ($50M recurring until FY23). 
Investments will come from three sources: the state, the university, and federal research 
grants. The total state investment will be $375 million over the eight year period (FY2016 – 
FY2023).40 For FY16 the state investment is $25 million. For FY17 – FY23 the state investment 
increases to $50 million. In addition to the state’s investment, the university will be 
contributing $185 million through a combination of reallocation, philanthropy, and other 
investments (including the Dean’s fund). The investment is also projected to generate more 

                                                 
38 Specifically, the university would target mid-career faculty that currently had one R01 NIH grant. 
39 The projections assume that faculty will obtain two new R01 grants, and the cluster will be awarded a “P” (NIH 

program grant, for a total of ten “P” grants by the end of year 8. 
40 The average clinical faculty salary is projected to be $181.5k, basic science faculty is projected to be $120k. $2M 

is budgeted per faculty for start-up costs. Faculty to staff ratio is assumed to 1:4, with 4 staff for every faculty 

member. Clinical revenues and costs associated with new faculty hires are not included in the estimates. 
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than $440 million in federal research awards. A more detailed breakdown of the revenue and 
expenditures is provided in table 10 in Appendix B. 
 
Important Considerations: While the faculty are projected to be self-sufficient within 5 years 
through grants, philanthropy, clinical revenues, and other sources, the decline in NIH funding 
and increased competition for grants pose a potential risk that needs to be continually assessed 
and managed. As noted earlier in the report, NIH grant success rates declined from 30 percent 
to 18 percent since 1998. If a sufficient number of the new hires are not able to obtain 
sufficient external funding to become self-sustaining, the Medical School will need to develop 
and implement contingency plans to handle these unanticipated costs.   
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Strategy 4: Investing in critical research infrastructure 
 

Overview: Competition for clinical research funding from government and private organizations 
is extremely intense and requires significant upfront investments by medical schools in clinical 
research infrastructure. Without these investments, faculty are unable to compete effectively 
for grants and to conduct their research. Research grants do not cover the full cost of 
conducting research. Estimates are that medical schools and other organizations must cover at 
least 25% to 30% of the cost of research from other funds, including state funds, clinical 
revenues, and philanthropy. The University is one of 61 institutions that has received a National 
Institutes of Health grant to support clinical and translational research costs. It is recognition of 
the high quality clinical research done at the University of Minnesota. The grant, while helpful, 
does not begin to cover the cost of clinical research infrastructure and requires local 
investments as a condition of the grant. Furthermore, the University is in the last year of the 
five year grant and expects to potentially sustain a 40% reduction because of NIH funding 
restrictions if and when the grant is renewed. 
 
The University, as part of its biennial budget request, has identified the most pressing 
infrastructure investments needed to support increased clinical research productivity of its 
current faculty. The University has requested funding to: 
 

a. Support early stage data collection and analysis by clinical investigators 
b. Support clinical investigator’s use of core biomedical research services  
c. Build a comprehensive repository for collection and storage of essential bio-

specimens needed for chronic disease research 
d. Expand development of a comprehensive clinical data repository to link electronic 

medical records, bio-specimen data, genomics data, and other data sources to 
support clinical research 

e. Support research grants for the study of chronic diseases in underserved rural and 
urban communities 

f. Develop and sustain a tele-research platform and mobile research unit. 
 
Executive Order Components Addressed: 1, 2, 3 
 
Impact: These investments are required for the Medical School to meet its goal (set in its 
strategic plan) of a 10% increase in research funding by current faculty (See Strategy 1 above).    
  
Cost: The total cost of these investments is $4 million in FY16 and $5 million in FY17 and in 
future years. The more detailed cost estimates are: 
 
          FY16         FY17 
 Early Stage Data Collection   $750,000 $1,000,000 
 Biomedical Research Support Services $750,000 $1,000,000 
 Bio-Specimen Depository   $500,000    $500,000 
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 Clinical Data Repository           $1,000,000 $1,000,000 
 Chronic Disease Research Grants  $500,000 $1,000,000 
 Tele-research/mobile research unit  $500,000   $500,000 
 

 
Important Considerations: This proposal is part of the University’s biennial budget request.   
With respect to tele-medicine, in addition to money for research, the state may want to explore 
barriers to its adoption and investments that incentivize its implementation and expansion.  
One barrier identified by committee members was the current payment model. Currently, 
physicians are not reimbursed for patients who are not physically present during a visit.  
Innovative solutions are needed. Fairview, for example, currently has an emergency 
department that utilizes tele-medicine for rural hospitals. The hospitals pay a managerial fee to 
Fairview in lieu of payment for services. This arrangement allows the rural hospitals to serve 
their patients locally and Fairview to cover the cost of their services. 
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Strategy 5:  Investing in Innovative, Ground-breaking Programs to Meet Minnesota’s Health 

Workforce Needs 

 

Overview: The University of Minnesota educates and trains 70% of the state’s physicians and 
other health professionals. A key priority of the University and Medical School is to ensure that 
the state will have the health professional work force to meet its needs: that the workforce is 
well prepared for the future and trained in the latest models of health promotion and care; that 
there are adequate providers throughout the state to address the aging of the state’s 
population and the exponentially increasing demand for health and long-term care; and that 
the serious issue of health disparities in Minnesota is addressed by creating a health workforce 
that reflects the diversity of the state’s changing population. 
 
Increasing demand for health care comes at a time when the current health professional work 
force itself is aging and will be retiring. Current shortages in the state’s underserved rural and 
urban communities will become even more acute. This is especially true for primary care, 
mental health, and care for the elderly. Educating and training students and current 
practitioners in new models of care – to work in health care teams in which each of the 
members is operating at the  top of his/her professional skills and knowledge – is essential in 
meeting the state’s health care needs.  It leverages the State’s current and future health 
workforce and enables the Medical School to respond quicker to the demand for health 
professionals in Minnesota. Minnesota’s health professional workforce also does not reflect the 
growing ethnic, tribal, and immigrant make-up of the state. New efforts to recruit and prepare 
students from rural and urban underserved communities are needed as are increased efforts to 
recruit graduates to practice in these communities. 
 
1. Revamp the Medical School’s curriculum and clinical training programs to incorporate 

new models of health promotion and care and tie medical education/training more 

closely to patient outcomes. 

 

 Revamp Curriculum/Training Programs 
Overview: The Medical School’s curriculum and clinical training programs will be 
revamped to incorporate new models of health promotion and care, including greater 
emphasis on interprofessional education and training; team care; prevention and 
wellness; population health; and business and informatics expertise. The curriculum and 
training programs will make greater use of active learning and simulation to improve 
instruction and learning. The Medical School will regularly assess the skills of its 
graduates against health care outcomes to provide on-going feedback to improve the 
curriculum and training programs. The school will examine how to reduce the overall 
time needed for education and training of its students and residents. The Medical 
School will also expand its continuing education programs to prepare current 
practitioners in new models of care and health promotion.  
 
Executive Order Components Addressed: 1, 2, 4 
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Impact: The goal is to better prepare medical students and residents for practice. A 
frequent criticism of health care systems is that medical students and residents, while 
technically proficient, lack the team work and other soft skills needed to perform 
effectively. The revision of the Medical School’s curriculum and training programs will 
be done collaboratively with the state’s health care systems to close that gap.   
 
Cost: FY16 - $1.9M, FY17 - $2.9M, ($2.9M recurring) 
 
Important Considerations: This proposal builds on the University’s original biennial 
budget request for revamping of the curriculum, expanding the scope of the work, 
including even greater use of simulation, active learning, and collection of performance 
metrics of its graduates. The University’s National Center for Interprofessional Practice 
and Education will serve as an important resource for these efforts. 

 
2. Meet critical needs in underserved rural and urban communities 

 

 Primary Care Training Sites in Underserved Communities 

Overview: There is a shortage of primary care training sites for medical and other health 
professional students and residents in Minnesota. Because of restrictions on the use of 
federal funds for clinical training, most training sites are in hospitals rather than 
ambulatory clinics where most health care is delivered. To better prepare our students 
requires primary care settings that incorporate the latest health care and promotion 
models. This requires a new innovative, ground-breaking approach. 
 
In partnership with local communities and health providers, the Medical School 
envisions creating a network of six primary care teaching clinics in underserved rural 
and urban communities across the state. The clinics would train teams of students and 
residents (from medicine, dentistry, nursing, pharmacy, public health, and allied health) 
in the latest models of interprofessional and team-based primary care.   
 
Executive Order Components Addressed: 3, 4 
 
Impact: These training sites would serve multiple purposes: education and training of 
medical and other health professional students in primary care; the provision of 
valuable health services in underserved communities across the state; and an important 
tool for local communities to recruit future health providers. In addition to providing 
additional medical services to underserved communities, the sites will expose current 
Medical School students to rural medicine as a potential occupation choice.  
 
Cost: FY16 - $2M, FY17 - $6M, (Recurring $6M). 
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Important Considerations: This proposal is part of the University’s biennial budget 
request. The clinics may be eligible to become Federally Quality Health Care Clinics that 
could receive enhanced Medicaid payments to help cover the cost of patient care. The 
funds in the University’s biennial request are to cover the education/training costs of 
the clinics as well as other operating costs that may not covered by patient revenues.  
The goal would be to utilize existing local facilities to reduce the need for capital costs.  
If there are not sufficient facilities in the communities in which they are placed, there 
could be additional capital costs. 
 

 Expand RPAP and MetroRPAP Program & Increase Stipend 

Overview: The RPAP program is a Medical School-rural healthcare community 
partnership to educate third year medical students in rural communities. It has for the 
last 43 years been successful in educating over 1,400 students, approximately 67% of 
who practice family medicine and approximately 45% practice in rural settings. This 
program, along with the UMD Medical School curriculum for years one and two of 
Medical School, is internationally known for successfully addressing rural primary care 
workforce shortages. Students currently receive a $10,000 stipend ($4000 of which is 
contributed by the community). The stipend amount has remained unchanged for over 
10 years as tuition for students has increased substantially, making it less enticing and 
less helpful in offsetting additional costs involved for students. MetroPAP is a parallel 
program to RPAP, providing training for third year medical students in urban 
underserved communities.   
 
Executive Order Components Addressed: 1, 3, 4 
 
Impact: RPAP and MetroPAP programs are highly successful in enticing and preparing 
medical students to practice family medicine in underserved rural and urban 
communities. Targeted investments in these programs will further strengthen them and 
help address the need for physicians in rural and underserved communities. 
 
Cost: Option 1 (Expand program and increase stipend to $25k), FY16 = $1.3M, FY17 =  

$1.3M, (recurring $1.3M) 
          Option 2 (Expand program and increase stipend to full 1-year tuition), FY16 = $2M,  

FY17 = $2M, (recurring $2M) 
 
Important Considerations: The proposal will not increase the overall Medical School 
enrollment, but may interest and prepare more medical students to practice in rural and 
underserved communities where the physician needs are greatest.  
 

 Sustaining the Duluth Family Medicine Clinical Faculty 

Overview: Appropriations would be used to support Family Medicine faculty in Duluth 
that are currently funded by HRSA (Health Resources and Services Administration). 
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HRSA funding will no longer be available via Title VII Family Medicine and Primary Care 
Training grants. These funds will not add faculty to the campus in Duluth but will 
support the existing faculty. 
 
Executive Order Components Addressed: 1, 2, 3, 4 
 
Impact: The Duluth campus of the Medical School has been successful at recruiting and 
educating students in their first 2 years of Medical School, many of whom ultimately 
practice family medicine in rural and Native American communities. The workforce 
outcomes from the Duluth campus substantially contribute to the University of 
Minnesota’s international reputation as an exemplar Medical School whose curriculum 
successfully addresses rural workforce needs. A key support has been HRSA funding, 
which pays for salaries of the family medicine faculty who teach clinical skills to the 120 
students in years one and two of Medical School at the Duluth campus. Unfortunately, 
HRSA funding will no longer be available after this year. These faculty positions are 
crucial to providing clinical education on this campus. Additional state funding for these 
faculty positions would help sustain and support the Duluth campus.   
 
Cost: FY16 = $600K, FY17 - $600K, (recurring $600K). 
 
Important Considerations: The Duluth campus of the Medical School is internationally 
recognized for its success in educating future rural family physicians and Native 
American physicians in their first two years of Medical School and providing a pipeline 
into the RPAP program and ultimately into family medicine residencies and future rural 
workforce. The Duluth campus also produces more Family Physicians than any other 
Medical School campus or school in the US.  

 

 Duluth Rural Scholars Program 

Overview: Given the success of the Medical School’s Duluth campus in educating rural 
family physicians and Native American physicians, expanding the Duluth Rural Scholars 
program by 10 students annually would likely help mitigate primary care shortages. 
Planning money is needed to work through the operational and logistical challenges of 
expanding the program. 
 
Executive Order Components Addressed: 1, 4 
 
Impact: Funding would assist the Medical School in increasing the number of Native 
American physicians and the number of family medicine physicians practicing in rural 
Minnesota. 
 
Cost: FY16 = $225K (for planning), FY17 = $225K (for planning), FY18 = $500k, (recurring 
= $500K) 
 



 

49 

 

Important Considerations: This would not result in an additional ten students being 
admitted into the Medical School or to the Duluth campus, but may result in more 
enrolled students selecting practice sites in underserved areas. The two planning years 
are needed to work through the operational and logistical challenges of expanding the 
program, including securing adequate training sites, which may be difficult. 
 

 Scholarships/Loan Forgiveness for Service in Rural/Urban Underserved Areas 

Overview: Scholarship and loan forgiveness programs may help incentivize physicians 
and other health care providers to practice in health care shortage communities. 
State funds would be utilized to provide scholarships or forgivable loans to Medical 
School student/residents that are willing to serve for a specified period of time in a 
rural/urban underserved area. 
 
Executive Order Components Addressed: 4 
 
Impact: The goal is to provide a financial incentive for medical students and residents to 
practice in underserved rural and urban communities where the health provider needs 
are most acute. This proposal which is part of the University’s biennial budget request, 
would fund approximately 30 partial scholarships/forgivable loans in FY16 and 100 in 
FY17 and in future years (assuming $15,000 per student). 
 
Cost: FY16 - $500K, FY17 - $1.2M, Recurring $1.2M. 
 
Important Considerations:  Currently, the Medical School only has two full scholarships 
for every incoming class of 230 students. The Minnesota Department of Health (MDH) 
currently offers a loan forgiveness program for physicians interested in practicing in 
underserved areas; however, due to limited funding, the loan forgiveness program is 
only able to fund 2 physicians per year. MDH’s evaluation of the rural physician’s loan 
forgiveness program shows that over 87 percent of recipients are still practicing in rural 
areas after 10 years, and after 20 years, 75% remain in rural areas (MDH Office of Rural 
Health and Primary Care, 2014, September). If additional funding for loan forgiveness 
becomes available, the Medical School would use this money for scholarships.  
 
Additionally, partnerships with private funders are also possible. For example, Avera 
Marshall offers a scholarship to one medical student per year from the Duluth campus.  
The scholarship is worth $24,000 over 4 years ($12,000 in year 1, and $4,000 in each of 
the remaining three years). Opportunities to incentivize hospitals and provider groups 
to consider offering scholarships and other workforce development initiatives should be 
considered.  

 
3. Increase diversity of the workforce by expanding pipeline programs 

 

 Expand Pipeline Programs 
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Overview: Minnesota’s health professional workforce does not reflect the growing 
ethnic, tribal, and immigrant make-up of the state. The Medical School has established a 
goal of a student body that is at least as diverse as the state’s general population. 
Funding to expand the Medical School’s and Academic Health Center’s pipeline 
programs for students from underrepresented groups will help prepare 
underrepresented students to successfully apply for admission to the Medical School 
and the University’s other health professional schools.   
 
Executive Order Components Addressed: 4 
 
Impact: The goal is to increase the diversity of the state’s health professional workforce. 
The Medical School believes that its current pipeline program, Minnesota Future 
Doctors, has been effective in developing interest and providing support to 
underrepresented groups. Despite the program’s success, many of the students choose 
to attend out-of-state Medical Schools that can offer them full scholarships. The funds 
would be used to further strengthen and expand the education/training elements of the 
Medical School’s pipeline program and provide full or partial scholarships to pipeline 
participants who are admitted to the University’s Medical School. Without the 
additional scholarship money, the pipeline program will likely lose its brightest students.   
 
Cost: FY16 - $500K, FY17 - $1.2M, (Recurring $1.2M). 
 
Important Considerations:  This proposal is part of the University’s biennial budget 
request. While the proposal includes all of the health sciences schools (since many 
students are interested in exploring multiple careers when they are undergraduates), a 
significant portion of the request would support the efforts of the Medical School.   
 

 
4. Meet the most acute workforce needs: 

 

 Expand MD/Ph.D. Program 

Overview: Nationally, individuals who have joint MD/Ph.D. degrees are major recipients 
of NIH research funding. These individuals are trained both as physicians and as 
research scientists. Nationally prominent Medical Schools have at least 10% of their 
students enrolled in joint MD/Ph.D. programs. Their graduates often join the faculty and 
become major drivers in the school’s research programs. Currently, the Medical School’s 
MD/Ph.D. program is limited to 9 students per year. With additional state support, the 
program would be expanded by 2 students per year for an additional 8 students over 4 
years.   
 
Executive Order Components Addressed: 1, 2, 3, 4 
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Impact: Expansion of the MD/Ph.D. program will raise the Medical School’s national 
prominence and provide a pipeline for graduates who can later join the faculty as 
productive, highly funded researchers. 
 
Cost: FY16 = $ 145,706, FY 17 = $ 299,501, FY18 = $ 464,211, FY19 = $ 635,730, FY20 = 
$650,000 ($650,000 recurring)  
 
Important Considerations: Overall Medical School enrollments will not be increased. 
 

 

 Expand education/training programs in psychiatry and mental health services 
 
Overview: Minnesota faces a critical shortage of psychiatrists and other mental health 
providers. As part of its biennial budget request, the Medical School proposes expanding 
its child and adolescent psychiatry fellow programs by 50% (given the critical shortages 
of psychiatrists) and to increase the number of medical, nursing, and other health 
professional students and residents trained in the diagnosis, assessment, management, 
and treatment of mental illnesses. The latter uses an integrated care model that 
leverages and fully utilizes the skills and knowledge of a full range of health 
professionals. Using this model will enable Minnesota to more quickly and effectively 
meet the critical shortages of mental health providers than relying solely on expanding 
enrollments in mental health provider training programs. Under the integrated care 
model, primary care physicians, nurses and other health care providers (in the course of 
their usual work) will be able to help specialized mental health professionals provide 
critical mental health services.  
 
Executive Order Components Addressed: 2, 3, 4 
 
Impact: The goal is to help the state respond as rapidly as possible to the mental health 
crisis and the lack of trained providers in Minnesota by increasing the training of current 
students, residents, and practitioners in the diagnosis, assessment, management, and 
treatment of mental illnesses. 
 
Cost: FY16 - $250K, FY17 - $750K, ($750K recurring) 
 
Important Considerations: The Mental Health Workforce Summit will issue its report 
shortly documenting the mental health workforce needs of the state and making 
recommendations on how to address them. The University’s proposal is part of this 
broader effort to respond to the state’s mental health work force needs. The proposal is 
part of the University’s biennial budget request.   
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 Invest in programs in Geriatrics and care of the elderly 
 
Overview: With the aging of the state’s population, the demand for health and long 
term care and its costs will increase exponentially. The prevalence of illness and disease 
increase with age, and chronic conditions such as cancer, heart disease, stroke, 
diabetes, obesity, arthritis, and pain among the elderly continue to rise. The Medical 
School does not have a geriatrics program, and training of students and residents in care 
of the elderly is very limited.  
 
The proposal would enable the University to recruit five additional faculty to expand 
geriatrics education, training, and research programs.  It would also increase the 
number of physicians, nurses, and other health professionals certified in geriatrics and 
expand the curriculum and clinical training experiences of all health professional 
students and residents to provide more in-depth training in the care of the elderly. 
 

 Executive Order Components Addressed: 2, 3, 4 

 

 Impact: The goal is to ensure that the state has the health professional workforce 
needed to care for the elderly. 
 

 Cost: FY16 - $500K, FY17 - $1,750M (Recurring $1.750M) 
 

Important Considerations: The State of Minnesota has developed a comprehensive plan 
(Aging 2030) on how to respond to the state’s rapidly aging population and its 
implications for the state’s workforce, economy, health care, housing, social services, 
and more. In reviewing that plan, the University’s health professional schools, including 
the Medical School, saw two key roles they needed to play in ensuring that the state has 
the health professional workforce needed to care for state’s elderly population and 
conducting research on chronic disease and other conditions affecting the elderly to 
develop new models of care to reduce mobility, improve quality of life, and reduce 
costs.   
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Strategy 6: Developing new models of health promotion and care: 
 

 New Models of Care 
Overview: A key responsibility of the Medical School is to translate its scholarship and  
research discoveries into new models of health promotion and care that are widely 
available and commonly used in practice across Minnesota and nationally.  With the 
enormous changes underway in health care, the Medical School has a unique advantage 
working with the University’s other health professional schools to develop and pilot new 
models of interprofessional health promotion and care that will optimize access, 
coordination, quality, and affordability of care. The pilot projects would be joint efforts 
done in collaboration with the state’s health care systems and providers. Initial projects 
would focus on chronic diseases, including cancer, heart disease, stroke, diabetes, 
obesity, and arthritis. The University of Minnesota is nationally recognized for its 
research in these areas.   
 
Executive Order Components Addressed: 1, 2, 3, 4 
 
Impact: Nationally, half of all adults have one or more chronic health conditions. One in 
four adults has two or more chronic health conditions. Chronic disease is even more 
pronounced in our rapidly growing older population. 90% of all adults 60 years and older 
have at least one chronic health condition. Seven of the top 10 causes of death are 
chronic diseases. The majority of health care and related economic costs stem from the 
costs of chronic disease. Speeding the translation of research discoveries into new 
models of health promotion and care will reduce morbidity, improve quality of life, and 
reduce health care costs.   
 
Cost: FY16 - $500K, FY17 - $1.5M, (recurring $1.5M) 
 
Important Considerations: This proposal is part of the University’s biennial budget 
request. While Minnesota is ranked among the healthiest states in the country, it is also 
ranked as the state with one of the greatest disparities between the health of our 
majority white community and our minority ethnic, tribal, and immigrant communities.  
Increased efforts to understand, treat, cure, and manage chronic disease in the state’s 
underserved communities can be a key part of a comprehensive state effort to close the 
health disparities gap in Minnesota.  Another potential benefit of these pilots is to use 
their findings to revamp the University’s education and training programs to better 
prepare students, residents and current practitioners. 
   

 Minnesota Electronic Health Library 
Overview: The Electronic Health Library aims to provide online 24/7 access to licensed, 
evidence-based, clinical care resources to health care professionals and all Minnesotans. 
It will include information intended for use at the point-of-care, prescription drug 
reference information, and full-text medical books and journals. Such professional-level 
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health information is only available through costly licenses from publishers. The 
Electronic Health Library will give health providers throughout Minnesota access to 
quality information resources that can help them better understand their patients’ 
health, use the best research evidence to guide their diagnosis and treatment, and 
improve the quality of care. It will allow patients to find trusted, comprehensive, and 
authoritative health information that goes beyond what is freely available so they can 
become more informed, engaged, and empowered.  
 
These resources, however, are very expensive to purchase. Their high cost means that 
the majority of our state’s health care providers, educators, students, researchers, 
librarians, and our state’s 5 million citizens do not have access to the information they 
need to support their work and training, or to promote patient engagement and 
informed decision-making. Access is especially limited in rural and underserved urban 
communities and for independent health care providers and smaller clinics, hospitals, 
and health care systems. Additionally, the Minnesota Electronic Health Library initiative 
should present a strong opportunity for collaboration with Mayo, the state’s other 
health care systems, and the state’s libraries. While the first priority is to ensure access 
to these resources to the state’s health care providers, students, and residents, for a 
modest additional investment these resources can be made available to all 
Minnesotans. 
 
Executive Order Components Addressed: 2, 3, 4 
 
Impact: The Minnesota Electronic Health Library will provide equal access to evidence-
based health information to all health care providers, students, and residents across the 
state as well as to the general public. It will facilitate the training, recruitment, and 
retention of health care providers, especially in rural and underserved urban 
communities and assist with workforce development and lifelong learning of health care 
providers. It will enable greater patient engagement and informed decision-making with 
the ultimate goals of improved health outcomes, reductions in health disparities, and 
lower health care costs. 
 
Cost: FY16 - $1M, FY17 - $2.75M, recurring ($2.75M) 
 
Important Considerations: This proposal is part of the University’s biennial budget 
request.  The proposed Minnesota Electronic Health Library should not be confused 
with the Minnesota Department of Health’s e-health initiative, which is a public-private 
collaboration to advance the adoption of electronic health records and other health 
information technology. 
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 Develop a M.D./Dr. P.H. Program 

Overview: The Institute of Medicine and the Centers for Disease Control have called for 

greater integration of public health and medicine to increase quality, contain costs, and 

improve health (Institute of Medicine, 2012). By emphasizing analytical skills in 

leadership, policy development and management, along with an academic excellence in 

these oft fragmented systems, this dual degree exemplifies health system innovation 

needed in interprofessional training, practice and research. 

 

Funding would be utilized to develop a new MD/Dr. P.H. program at the university, 

which would lead to more "practice-based research" and help integrate clinical and 

public health practice.  This would also facilitate the interdisciplinary/interprofessional 

training/research. First, a Doctorate of Public Health (Dr. P.H.) program would be 

developed collaboratively by the School of Public Health and Medical School. The cost 

estimate includes the recruitment of additional faculty and funding for curriculum 

development. Following the development of the Dr. P.H., the joint MD/Dr. P.H. degree 

program would be created.    

 

Executive Order Components Addressed: 4 

 

Impact: In this era of health system reform, as prospective students seek rigorous, 

multidisciplinary academic environments, the proposed dual degree may increase the 

university’s ability to recruit highly motivated, exceptional candidates to the Medical 

School -- who otherwise may opt to enroll in the limited number of existing schools that 

offer this option. 

 

Graduates will pave the way for a stronger, more integrated health system in Minnesota 

through applied research on health system structure, financing and workforce. The dual 

degree program will also elevate the stature of the university and increase 

competitiveness for extramural awards. 

 

Cost: FY16 = $750,000, FY17 = $1M (Recurring $1.5M)  

 

Important Considerations: As we progress toward a dual Dr. P.H./MD program, a first 

step is to establish a Dr. P.H. program. Development of the dual program could build on 

the existing Public Health Practice degree, which is currently offered as an MD/MPH.   
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Strategy 7: Investing in critical core facilities: 
 

 Clinical Research Facilities 

Overview: In addition to the programmatic investments needed to expand its clinical 
research capacity and regain its national research prominence, the Medical School also 
needs state of the art facilities to house the Medical Discovery Team hires (as proposed 
in Strategy 3) and to conduct clinical research. While the Medical School is able to 
accommodate the first several Medical Discovery Teams in existing space, the school 
will quickly reach capacity and will need additional facilities. The University is currently 
undertaking a comprehensive strategic facilities planning effort for all the Academic 
Health Center schools and programs to predict demand and develop long range capital 
plans. Once completed, more detailed programmatic planning and pre-design work can 
begin on the more specific requirements for clinical research facilities, which are easily 
accessible to patients, state of the art, and support interdisciplinary work. 
 
Executive Order Components Addressed: 1, 2, 3 
 
Impact: While Minnesota is the home to over 400 biomedical companies, many do not 
work with the Medical School on clinical research projects citing among other factors, 
the lack of sufficient clinical researchers, lack of adequate clinical research facilities, and 
lack of access to sufficient patient volumes to conduct clinical trials. As a result, many 
companies have developed partnerships with universities and research organizations 
outside Minnesota and in some cases internationally; however, many have expressed an 
interest in transferring that work back to Minnesota if the Medical School addresses the 
issues of faculty, facilities, and patient volumes. Doing so would not only enhance the 
national research prominence of the Medical School but could also provide a strong 
economic benefit to the state. 

 
Cost: $100M is the current planning estimate. A firmer, more detailed cost estimate will 
be developed as part of programmatic planning and a pre-design study for the facilities. 
It may be possible to combine the clinical research and health education facilities into 
a single new structure or a combination of new and remodeled space. Those options 
will be explored during the programmatic planning and predesign study. 
 
Important Considerations: This proposal is a facility request.        

 
 

 AHC Twin Cities Professional Educational Facilities 

Overview: Fundamental changes are underway in medical and health sciences education 
and training programs in Minnesota and nationally, driven by changes in accreditation 
requirements, faculty and student expectations, and how the Medical School can better 
educate/train health professional students. Almost all of the educational and training 
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facilities for the Medical School and other health professional schools are over 40 years 
old and are in need of major renovation and renewal. They do not support the current 
curriculum, the needs of students and faculty, and new accreditation standards for our 
programs. Classrooms are widely dispersed; over 40% of the educational space is fixed 
seating tiered lecture calls; there are insufficient active learning classrooms, simulation 
facilities, clinical training spaces, and study space.  
 
Most of our neighboring states, including Wisconsin, Iowa, and North Dakota, have built 
new state of art educational facilities for their health sciences schools in the last several 
years, as have many of the Medical School’s peer institutions nationally. It is increasingly 
difficult to deliver the current curriculum in the current facilities, to say nothing about 
the difficulty of trying to change the curriculum to match the changing world of health 
care and our understanding of how students best learn. The facilities would be used by 
all of the University’s health sciences schools since the educational needs are similar and 
more importantly it will enable the integration of the education and training programs 
across the schools to facilitate interprofessional education and training, which will 
better prepare students and residents for practice. 
 
Executive Order Components Addressed: 1, 2, 3, 4 
 
Impact: New educational and training facilities to replace 40 year old, outmoded 
facilities are critical to the Medical School’s ability to adequately train and prepare 
students and residents for practice. It is an issue shared by all the health sciences 
schools. 
 
Cost: $100M is the current planning estimate. A firmer, more detailed cost estimate will 
be developed as part of programmatic planning and a pre-design study for the facilities. 
It may be possible to combine the clinical research and health education facilities into 
a single new structure or a combination of new and remodeled space. Those options 
will be explored during the programmatic planning and pre-design study. 
 
Important Considerations: This proposal is a facility request. These facilities are part of 
the University’s current six-year capital plan. 
      

 Duluth Medical Facility 

Overview: The Medical School, Duluth Campus facility was built in the early 1970s.  It is 
overcrowded and in need of major renovation. Discussions have just begun on the best 
use of the current facility and the best use of potentially a new facility either on or off 
campus. Currently, there are three options being proposed for a new facility:  
 
Option 1: Medical School Education programs only 
Option 2: Medical School Education and Research programs 
Option 3: Also include pharmacy and other AHC programs 
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Executive Order Components Addressed: 1, 2, 3, 4 
 
Impact: The Duluth branch of the Medical School faces the same challenges in delivering 
a state of the art curriculum in its current facilities as does the Medical School in the 
Twin Cities. The facility needs are comparable. 
 
Cost: FY16 = $500k to $1M (for planning), FY17 = $0 
 
Important Considerations: This proposal is a facility request. The FY16 costs represents 
one percent of the total project cost. The facility should be designed to model 
interprofessional and team-based care.      
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Appendix B: Medical School department NIH rankings 
 

Table 9: NIH rankings by Medical School department, 201441 

Department Rank Funding 

Family Medicine 3 $3,966,283 

Pediatrics 8 $26,434,062 

Pathology 12 $11,954,531 

Neurology 13 $11,257,545 

Physical Medicine 13 $911,733 

Radiology 14 $7,449,406 

Surgery 14 $6,791,073 

Biochemistry 16 $9,103,727 

Neurosciences 17 $6,581,251 

Otolaryngology 23 $876,160 

Genetics 26 $5,909,164 

Psychiatry 26 $9,173,660 

Emergency Medicine 30 $301,328 

Pharmacology 30 $5,363,541 

Dermatology 32 $364,002 

Internal Medicine 36 $29,115,469 

Orthopedics 41 $137,727 

Microbiology 45 $4,651,460 

Ophthalmology 54 $874,245 

Physiology 37 $2,461,161 

Anesthesiology  $0 

Neurosurgery  $0 

Obstetrics and Gynecology  $0 

Urology  $0 

Miscellaneous* No Rankings Exist $736,725 

Duluth Campus No Rankings Exist $596,068 

Total:   $145,010,321.00 

Source: Blue Ridge Institute for Medical Research, 2014.   

Awards 1 October 2013 - 30 September 2014  

* Miscellaneous is NIH funding to the Medical School that is not associated with an individual 
department. 

  

                                                 
41 The table only depicts new NIH awards by department/campus in 2014, which is the basis for the Medical 

School’s NIH ranking. It does not account for the total current active NIH funding for each department/campus. For 

example, the Duluth campus received $596,068 in new awards in 2014, but had over $9 million in active NIH 

funding from grants that awarded from 2009 to 2014. Accounting for active NIH funding show significant increases 

for various Medical School departments.     
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Appendix C: Medical Discovery Teams  
 

Table 10: Detailed revenue and expense projections for the Medical Discovery Teams by source, FY2016 to FY2023 

 
Source: University of Minnesota  
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Appendix D: AHC External Review Report 
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Appendix E: Medical School Strategic Plan 
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