Children’s Hospitals Graduate Medical Education Payment Program:
Past Successes and Future Opportunities for Improvement
Introduction
Maintaining an adequate pediatric workforce is essential to ensuring that children have access to
the providers they need. In the late 1990s, the American Board of Pediatrics noted that the
number of pediatric residents had seen a decline of more than 13 percent and the Pediatric
Education Task Force concluded that the lack of adequate federal funding for graduate medical
education (GME) at independent children’s hospitals was a significant threat to maintaining an
adequate pediatric workforce going forward.1
In fact, independent children’s hospitals were receiving only half of a percent of the federal
funding provided to adult hospitals for GME through Medicare as well as unstable and varying
support from Medicaid. In total, this situation created an unnecessary barrier to increasing the
availability of pediatricians and pediatric specialists serving children across the country.2
To remedy the fact that independent children’s hospitals did not receive adequate GME
payments through Medicare or Medicaid, Congress created the Children’s Hospitals Graduate
Medical Education Payment Program (CHGME) in 1999 in order to establish a mechanism for
independent children’s hospitals to receive federal support to train resident pediatricians and
pediatric specialists similar to the GME support provided to adult hospitals.3 Currently, CHGME
is authorized through the end of federal fiscal year (FFY) 2011 with a maximum annual
appropriation of $330 million (approximately $268 million has been made available this year).4
However, as part of his FFY 2012 Budget, President Obama proposed eliminating CHGME
entirely as part of an effort to reduce federal expenditures.5 The elimination from the President’s
budget suggests that CHGME reauthorization faces significant challenges this year. This paper
concisely outlines the past success of CHGME, illustrates why it is still needed, and offers ideas
about how to improve the program while continuing the nation’s investment in it.
The Success of CHGME
Since its inception, CHGME has been a success in the following ways:
CHGME has increased the number of pediatric residents and pediatric resident
specialists training at independent children’s hospitals. From FFY 2001 to FFY 2009,
independent children’s hospitals saw a 16 percent increase in pediatric residents and an 8
percent increase in pediatric specialist residents. This means that over 4,000 residents
focused on providing quality care to children were trained in FFY 2009 at independent
children’s hospitals across the country.6 Still the number of providers relative to the
population is very low, resulting in a ratio of nearly 1,200 children to each individual
general pediatrician.7
CHGME has met pediatric workforce development needs in geographic regions
across the country. CHGME does not benefit only a single region of the United States
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but instead has a broad impact. In FFY 2009, 56 independent children’s hospitals located
across the country received CHGME funding. While the Midwest and South had the
largest number of pediatric and pediatric specialist residents being trained at independent
children’s hospitals receiving CHGME support, both the West and Northeast also had
significant numbers, with no region training less than 20 percent of all residents.
Independent children’s hospitals in all of these regions provide a range of services to
children with some being small community hospitals focused on limited services such as
rehabilitative care and others serving as large academic medical centers that serve
children with complex illnesses.8
CHGME has ensured that even children living in states without independent
children’s hospitals have some access to well-trained pediatricians and pediatric
specialists. CHGME has had a positive and widespread impact on the pediatric
workforce. In fact, independent children’s hospitals are currently training more than 40
percent of all pediatricians and 43 percent of all pediatric specialists in practice across the
country. This is true despite the fact that they comprise less than 1 percent of all hospitals
nationally.9
CHGME has been an effective program that has contributed to enabling children to have access
to the providers they need to see in order to stay healthy.
The Continuing Need for CHGME: Addressing the Shortage of Pediatric
Specialists
Since the creation of CHGME in 1999, great progress has been made in increasing the pediatric
workforce both in terms of pediatricians and pediatric specialists. However more work remains
to be done in terms of increasing the number of pediatric specialists. For example:
The current supply of pediatric specialists cannot adequately serve the nation’s
children. For 80 million children across the country, there are only 28,000 pediatric
specialists. Furthermore, on average across regions, there is one pediatric specialist in
most specialties for every 100,000 to 200,000 children.10
Wait times for children to see pediatric specialists are often significant. For instance,
if children need to see pediatric specialists, they must wait between three weeks and five
months to even be seen at an appointment in many specialties. Survey results indicate
that pediatricians are themselves concerned about this situation with 68 percent of
pediatricians working in rural settings and 49 percent of those working elsewhere
reporting that they are dissatisfied with wait times for pediatric specialists.11
As the existing pediatric specialist workforce ages, many residents are not choosing
pediatric specialties as careers. In 2006, several pediatric specialties had only a small
number of residents training in them including adolescent medicine, developmentalbehavioral pediatrics, and pediatric rheumatology.12 Moreover, there have been
documented cases of job vacancies persisting for over a year in several pediatric
specialties
including:
developmental-behavioral
pediatrics,
endocrinology,
gastroenterology, pediatric neurology, and pulmonology. All of this is occurring while
the average age for a pediatric specialist is over fifty.13
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The overall point is that, even though CHGME has been successful in making significant
workforce improvements that have resulted in many children having access to pediatricians and
pediatric specialists, CHGME must continue to be adequately funded in order to ensure that
these gains are not lost and that the resources exist to address the access problem that
remains with pediatric specialists.
Investing in and Improving CHGME
Given its track record of success and the remaining shortage of pediatric specialists, continuing
to invest in CHGME makes sense from a policy perspective. This reauthorization presents the
opportunity to solidify the program’s funding while at the same time improving it to make it
better able to address specific pediatric workforce needs and act as a catalyst to achieve broader
health policy goals. Some recommendations include:
Align pediatric residency positions with a local, state, regional, and national
workforce strategy. Similar to the situation with GME residency programs, there is not a
requirement that pediatric residency programs be reflective of local, state, or regional
workforce needs. Given this, Congress could require independent children’s hospitals to
assess workforce needs in their service area. The goal would be to use CHGME to more
specifically shape the workforce, requiring residency slots to respond to the needs of a
region or locality.14
Condition the receipt of CHGME funds on establishing or strengthening policies
improving access for children with public insurance. Research has shown that children
on Medicaid and the Children’s Health Insurance Program (CHIP) are more likely to
have preventive care visits and are more likely to receive information about healthy diet
and exercise practices than children with private health insurance.15 However, a recent
study on access to outpatient specialty care for children on Medicaid and CHIP found that
children with public health insurance are much more likely to be denied specialty care or
forced to wait for long periods of time for a specialist appointment than children with
private health insurance.16 Given the disparity in access to specialty care between
children with public and private insurance, Congress could require, as a condition of
receiving CHGME funding, that independent children hospitals have specific policies in
place and implemented (if such policies are not already in force and effective) that
specifically facilitate equal access to specialty care for all children, regardless of
insurance status.
Condition the receipt of CHGME funds on demonstrating a commitment to engage
in community benefit activities that assist low-income children and their families. To
further strengthen the commitment of independent children’s hospitals to low-income
children and their families, Congress could require, as a condition of receiving CHGME
funding, that independent children’s hospitals engage in specific community benefit
activities that address the particular health care needs of low-income children and their
families. For example, independent children’s hospitals could create targeted financial
assistance programs aimed at low-income families with children with significant health
care needs.
These policy ideas—and others like them—would make an already effective program even more
so by using CHGME funding to leverage changes to the pediatric delivery system that could
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magnify the already positive impact of the program on children’s access to care. It is important
to note as well that GME funding aimed at addressing provider needs for adults (distinct from
CHGME) also requires similar policy changes (as outlined in Community Catalyst’s Graduate
Medical Education: An Untapped Tool for Primary Care Workforce Expansion) so that it can
better respond to provider workforce needs.
Conclusion
We should continue our investment in the nation’s pediatric workforce by reauthorizing and
adequately funding CHGME. This reauthorization creates a unique opportunity to ensure that the
program continues to receive the funding it requires to continue to meet changing needs of the
pediatric workforce while at the same time ensuring that this is done in a more accountable way.
Historically, CHGME has received strong bipartisan support in recognition that of the fact that
ensuring that children have access to the providers they need is a priority with widespread and
deep support among Congressional leaders. The time has come to continue this tradition of
bipartisan support in favor of the health of our children by supporting and strengthening
CHGME.
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