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ADVISORY COMMITTEE ON TRAINING IN PRIMARY 
CARE MEDICINE AND DENTISTRY 

Section 748 [2931] of the Health Professions Part­
nerships Act of 1998 authorizes establishment 
of an: Advisory Committee on Training in Pri­

mary Care Medicine and Dentistry. The Act directs the 
Secretary to establish an advisory committee to be 
known as the Advisory Committee on Training in Pri­
mary Care Medicine and Dentistry. The Advisory Com­
mittee shall: 

(1) Provide advice and recommendations to the Sec­
retary concerning policy and program development 
and other matters of significance concerning the 
activities under section 7 4 7; and 

(2) Not later than 3 years after the date of enactment 
of this section, and annually thereafter, prepare 
and submit to the Secretary, and the Committee 
on Health, Education, Labor and Pensions of the 
Senate, and the Committee on Energy and Com­
merce of the House of Representatives, a report 
describing the activities of the Advisory Commit­
tee, including findings and recommendations made 
by the Advisory Committee concerning the activi­
ties under section 7 4 7. 
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Abstract and Executive Summary 

ABSTRACT AND EXECUTIVE SUMMARY 

ABSTRACT 

Primary care providers touch the lives of more 
Americans than any other group of clinicians. Two­
thirds of all Americans interact with a primary care 
provider every year. Title VII, section 7 4 7 is the only 
Federal funding dedicated to the education and train­
ing of the primary care provider workforce. In 1998, 
Congress created the Advisory Committee on Training 
in Primary Care Medicine and Dentistry (Advisory Com­
mittee} to provide insight and perspectives from pri­
mary care providers, educators and trainees who work 
on the front line. The Advisory Committee, represent­
ing allopathic and osteopathic family medicine, gen­
eral internal medicine, general pediatrics and physi­
cian assistants (PA), as well as general and pediatric 
dentistry, submits the following report after two years 
of deliberation and study. 

Accomplishments of Title VII, Section 
747 

• Effectively influences the quality and quantity of pri­
mary care training targeted to meet emerging heath 
care needs. Examples include innovative curricula 
in HIV I AIDS, geriatrics, managed care, domestic 
violence, genetics, culturally competent care and 
rural health. 

• Has been critical to the development and mainte­
nance of family medicine, one of the major primary 
care disciplines. The presence of family medicine 
in medical schools increases the number of students 
selecting primary care careers. 

• Has played a major role in enhancing the impact 
and size of general internal medicine and general 
pediatrics in medical schools and communities. 

• Has played a critical role in the growth and devel­
opment of the physician assistant profession. 

• Has been the dominant resource for growth and 
expansion of general and pediatric dentistry resi­
dencies. 

• Title VII funded medical schools, primary care resi­
dencies, general dentistry and PA programs are more 
likely to graduate trainees who practice in 
underserved communities. 

Conclusions 

Title VII, section 7 4 7 is the major vehicle for stimu­
lating primary care education and training in the United 
States. It is a key mechanism for influencing the con­
tent and capacity of primary care education. Improve­
ment in access and expansion of primary care medi­
cine and dentistry requires continuation of Federal 
support. Expansion of community health centers re­
quires a comparable expansion in the primary care 
education and training system. Any loss of funding for 
this program will negatively impact the supply and dis­
tribution of primary care providers, possibly resulting 
in shortages. 

Committee Recommendations 

• Expand Federal support for Title VII, section 7 4 7 
programs, retaining its basic structure. 

• Maintain a very high priority on educating future 
primary care providers to deliver effective, high-qual­
ity health care for underserved populations. 

• Strengthen emphasis on training primary care pro­
viders to deliver culturally competent care to an in­
creasingly multicultural population. 

• Continue authority for targeted demonstration 
projects to assure efficient and timely transfer of 
research findings and major healthcare initiatives, 
such as genomics, emerging infections and strate­
gies to combat bioterrorism to the public at large 
through primary care. 

• Emphasize interdisciplinary approaches throughout 
program policies and design. 

• Improve the quality of care, eliminate health dis­
parities, and improve patient safety as a high prior­
ity in the education of primary care providers. 
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EXECUTIVE SUMMARY 

Advisory Committee on Training in 
Primary Care Medicine and Dentistry 

The Advisory Committee was constituted to: 

(1) Provide advice and recommendations to the Sec­
retary of the U.S. Department of Health and Hu­
man Services (DHHS) concerning policy and pro­
gram development and other matters of 
significance concerning the activities under section 
747; and 

(2) Not later than three years after the date of enact­
ment of this section, and annually thereafter, pre­
pare and submit to the Secretary, and the Com­
mittee on Health, Education, Labor, and Pensions 
of the Senate, and the Committee on Energy and 
Commerce of the House of Representatives, a re­
port describing the activities of the Advisory Com­
mittee, including findings and recommendations 
made by the Advisory Committee concerning the 
activities under section 7 4 7. 

In 1998, Congress created the Advisory Commit­
tee to provide insight and perspectives from primary 
care providers, educators and trainees who work on 
the front line. The Advisory Committee, representing 
allopathic and osteopathic family medicine, general 
internal medicine, general pediatrics and physician as­
sistants (PA), as well as general and pediatric dentistry, 
submits the following report after two years of delib­
eration and study. 

The Advisory Committee has carried out its charter 
through a deliberative process in which committee 
members were asked to contribute information about 
their respective disciplines, specific research questions 
were defined and studies commissioned, and commit­
tee members met periodically to discuss the issues and 
reach consensus views on the many important policy 
concerns confronting health care today. 

Primary Care - What it Means to the 
Nation 

Health care in the United States has evolved since 
the early 1900's from a system in which nearly all pa­
tients saw general practitioners, to a highly segmented 
system of care delivered by highly specialized practi­
tioners1. Perhaps most importantly, the patients of­
ten had to assume responsibility for managing their 
own care, through their decisions of when to seek 
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medical care and which specialist practitioners to visit. 
During the 1970s, that fragmented system began to 
change as a result of two events: 1) the development 
of family practice and physician assistant programs 
aimed specifically at providing primary care; and, 2) 
the growth in managed care, greatly aided and ac­
celerated by Federal support, which promoted the 
concept of health care managers, mainly primary care 
providers, as defined here. With these two events, 
the need and demand for primary care practitioners 
grew. 

Primary care providers touch the lives of more Ameri­
cans .than any other group of clinicians. Two-thirds of 
all Americans interact with a primary care provider 
every year. 

Primary Care, as defined by the Institute of Medi­
cine, is the provision of integrated, accessible health 
care services by clinicians who are accountable for ad­
dressing a large majority of personal health care needs, 
developing a sustained partnership with patients, and 
practicing in the context of family and community. Pri­
mary care ideally represents the medical home for a 
patient, providing continuity and integration of health 
care. The aims of primary care are to provide the pa­
tient with a broad spectrum of care, both preventive 
and curative, over a period of time and to coordinate 
all of the care the patient receives. The primary care 
disciplines of concern to Title VII, section 7 4 7 include 
osteopathic and allopathic family physicians, general 
pediatricians, general internists, physician assistants, 
and general and pediatric dentists. 2 

The primary care disciplines of interest to Title VII, 
section 7 4 7 of the Public Health Service Act are as 
follows: 

• Family Medicine - Family medicine is the allo­
pathic and osteopathic medical specialty that inte­
grates the biological, clinical, and behavioral sciences 
providing continuing and comprehensive health care 
to patients of all ages, both sexes and every disease 
entity. 

• General Internal Medicine- Internal medicine 
is the allopathic and osteopathic medical discipline 
that specializes in health care of adults of both sexes, 
from young adulthood to the elderly; with expertise 
in a spectrum that includes general and compre­
hensive care of ambulatory patients with an em­
phasis on prevention, screening and the behavioral 
and ethical aspects of health and disease. 
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• General Pediatrics- Allopathic and osteopathic 
pediatricians practice the specialty of medical science 
concerned with the physical, emotional, and social 
health of children from birth to young adulthood; with 
services ranging from preventive health care to the 
diagnosis and treatment of acute and chronic dis­
eases with an emphasis on continuity of care. 

• Medicine-Pediatrics - Medicine-Pediatrics pro­
viders possess the core knowledge and skills of allo­
pathic and osteopathic general internists and gen­
eral pediatricians. 

• Physician Assistants - PAs are licensed health 
care professionals who practice medicine with phy­
sician supervision. 

• General Dentistry- General dentistry is the pro­
fession responsible for the diagnosis, treatment, 
management, and overall coordination of services 
that address patients' oral health needs. 

• Pediatric Den tis try- Pediatric dentistry is an age­
defined dental specialty that provides both primary 
and comprehensive preventive and therapeutic oral 
health care for infants and children though adoles­
cence, including those with special health care needs. 

Accomplishments of Title VII, Section 
747 

Title VII, section 7 4 7 has transformed the landscape 
of primary care training and practice in the United 
States over the past 25 years. 

• Resources from Title VII, section 7 4 7 have dramati­
cally altered the nature and quality of the medical 
curricula made available to students and residents. 
These programs influenced the quality and quantity 
of primary care training, targeted to meet emerg­
ing heath care needs. Examples include innovative 
curricula in HIV I AIDS, geriatrics, managed care, 
domestic violence, genetics, culturally competent 
care and rural health. 

• The Nation's battle against substance abuse became 
the subject of a Title VII, section 7 4 7 program that 
led to curricular changes in primary care residency 
programs. Similarly, demonstration programs such 
as the Interdisciplinary Generalist Curriculum (IGC) 
and the Undergraduate Medical Education for the 
21st Century (UME-21) have created important shifts 
in the way students are trained. No other Federal 
vehicle exists to create such structural changes. 
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• The structure of the Nation's education and train­
ing systems in the United States has changed per­
manently as a result of Title VII, section 7 4 7. Fam­
ily medicine, general internal medicine and general 
pediatrics owe most of their growth and develop­
ment to Title VII, section 7 4 7 support. Physician 
assistant training programs can be traced almost en­
tirely to Title VII, section 7 4 7 support. The PA train­
ing structure, while not yet complete, has delivered 
highly trained health care providers capable of de­
livering the type and quality of primary care required 
by the changing health care delivery system in the 
country. 

• Title VII, section 7 4 7 has substantially increased the 
number and quality of primary care research fel­
lows completing training in family medicine, gen­
eral internal medicine and general pediatrics. Pri­
mary care research has been limited in the past, 
due mainly to the lack of trained physician research 
staff capable of competing successfully for grants. 
The success of Title VII training is expected to lead 
to an expanded and higher quality knowledge base 
available to primary care practitioners, affecting both 
quality and patient safety. 

• Title VII, section 7 4 7 has been the predominant 
resource for growth and expansion of general and 
pediatric dentistry residencies. 

• Graduates of Title VII, section 7 4 7 programs enter 
primary care careers in underserved areas in far 
greater numbers than other health care graduates. 
As the top chart on the following page illustrates, 
program graduates are 3 - 10 times more likely to 
practice in medically underserved communities. 3 The 
program's relatively greater emphasis on service to 
the underserved and the exposure of students to 
mentors who provide such care has made an im­
portant difference in student career choice. 

• Programs funded under Title VII, section 7 4 7 gradu­
ate 2- 5 times more minority and disadvantaged stu­
dents than other programs (see bottom chart, next 
page). Increasing the numbers of minority gradu­
ates has been important both to improve the diver­
sity of the health care workforce and to expand the 
numbers of practitioners in underserved communi­
ties. Studies have shown that minority and disad­
vantaged graduates are more likely to establish prac­
tices that serve the needs of the underserved. The 
chart below illustrates data from a recent report pro­
duced by HRSA from its performance measurement 
system. 
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DISTRIBUTION 
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Primary Care Workforce Challenges 

Despite the success of Title VII, section 7 4 7 pro­
grams, important challenges remain to be overcome. 

• Preparing Students and Residents to Enter 
Primary Care Careers - Students who intend to 
enter careers in primary care must be prepared for 
the type of practice environments and care require­
ments they will encounter during their careers. Na­
tional Health Service Corps (NHSC) and Commu­
nity Health Center (CHC) practice environments 
often present challenges to entering practitioners. 
Quality preparation during undergraduate education 
and graduate training, made available through Title 
VII, section 7 4 7 programs, increases the likelihood 
of successful NHSC and CHC practice experiences. 
A major factor inhibiting students from entering 
primary care careers is their substantial debt load. 
Students in the medical and dental fields continue · 
to graduate with debts in the range of $100, 000 to 
$150,000. Programs complementary to Title VII, 
section 7 4 7 include scholarship and loan forgive­
ness programs that encourage graduates to prac­
tice in underserved areas or communities. Such pro­
grams are strongly recommended as approaches that 
can help to improve the overall effectiveness of the 
primary care education and training programs. 

• Diversity of Faculty and Trainees -As the U.S. 
population becomes increasingly multicultural, so 
must the faculties and trainees of our academic 
health science centers. There is a need to increase 
the recruitment of minorities into faculty positions 
in all primary care disciplines. 

• Faculty Development - As health concerns 
change, faculties must be trained to address emerg­
ing issues in education and patient care. Such train­
ing will require continuing education for existing 
faculty and preparation of new teachers for their 
roles. Some disciplines, dentistry in particular, suf­
fer from severe shortages in faculty recruitment, due 
primarily to compensation disparities for full time 
dental faculty. 

• Primary Care Research - Although primary care 
practices have expanded substantially, primary care 
research has lagged behind subspecialty-focused re­
search mainly due to the lack of trained research 
physicians. It is vital to create a core of primary 
care clinical research investigators who can concen­
trate on issues of quality and patient safety. 

• Cultural Competence - The need for culturally 
effective care has assumed growing prominence 
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among the Nation's pool of practicing clinicians. 
Cultural competence includes an increased aware­
ness and knowledge of the values, customs, illness 
beliefs, health care utilization patterns, and health 
risk behavior, as well as an ability to communicate 
effectively with patients from other cultures. 

• Recent Match Experiences - The 2001 national 
residency match program results continue a recent 
trend, in which graduates are opting in greater num­
bers to enter subspecialty training programs and 
careers. This trend must be reversed and Title VII, 
section 7 4 7 represents a major vehicle for increas­
ing student interest in primary care and thereby 
achieving the targeted ratios of primary care to sub­
specialty graduates. 

• Broader Support for Dentistry - General den­
tistry and pediatric dentistry programs need to be 
able to compete for funding for academic units, fac­
ulty development and residency support. Current 
legislative language does not address the eligibility 
of general and pediatric dentistry to compete for 
these categories of support, and should be amended. 

These challenges require the Nation's policy mak-
ers to adopt a long-term view to prevent a loss of pri­
mary care providers, leading to subsequent national 
shortages. The Nation's health care workforce devel­
opment infrastructure is large, and responds to shift­
ing national supply and demand pressures slowly and 
often imperfectly. A continued Federal investment is 
vital both to monitor changing health care system needs 
and to provide the incentives needed to move the edu­
cation and training systems in the country toward solu­
tions for upcoming challenges. 

Conclusions and Recommendations 

Title VII, section 7 4 7 is the major vehicle for stimu­
lating primary care education and training in the United 
States. It is a key mechanism for influencing the con­
tent and capacity of primary care education. Improve­
ment in access and expansion of primary care medi­
cine and dentistry requires continuation of Federal 
support. Expansion of community health centers re­
quires a comparable expansion in the primary care 
education and training system. Any loss of funding for 
this program will negatively impact the supply and dis­
tribution of primary care providers, possibly resulting 
in shortages. 

The Advisory Committee examined and debated 
vigorously the growing perception that the Nation's phy­
sician workforce is in a state of surplus and, therefore 
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Title VII, section 7 4 7 may no longer be needed. The 
Advisory Committee rejects the conclusion that an over­
all surplus, if accur~.te, requires a reduction or an end 
to Title VII, section 7 4 7 support. The Advisory Com­
mittee endorses the view that Title VII, section 7 4 7 
support continues to be required because important 
challenges remain to be met and Title VII, section 7 4 7 
is the sole Federal. vehicle to support the necessary 
changes in the Nation's education and training system. 
Our recommendations are based on our conclusion that 
Title VII has a substantial unfinished agenda and is 
worthy of continued Federal support. 

The Advisory Committee Recommends 
the Following: 

1. EXPAND FEDERAL SUPPORT FOR TITLE VII, SEC­
TION 7 4 7 PROGRAMS, RETAINING ITS BASIC 
STRUCTURE - The Advisory Committee recom­
mends that Title VII, section 7 4 7 be expanded 
substantially to meet the growing primary care 
needs of the U.S. population. The program has 
been extraordinarily successful at creating the ba­
sic infrastructure for educating a primary care 
workforce. However, that infrastructure requires 
continued Federal support to meet the challenges 
outlined above. An increased budget level is rec­
ommended that will permit the achievement of the 
policy objectives as outlined herein, while continu­
ing to expand the primary care training system to 
meet the enlarged needs for primary care provid­
ers envisioned under the proposed community 
health centers and National Health Service Corps 
expansion plans. The Advisory Committee also 
recommends retention of the current categories 
of support. Funding levels for specific categories 
should depend on changing needs to meet national 
priorities. The specific categories recommended 
include: 

• Support for new or existing academic units (e.g., 
departments of family medicine, or divisions of 
general internal medicine, or general pediatrics} 

• Support for faculty development 

• Support for pre-doctoral clerkships 

• Support for residency training 

• Support for physician assistant training 

The basic structure to be retained extends to the 
concept of discipline specific support for family 
medicine, general internal medicine, general pe-
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diatrics, medicine-pediatrics, physician assistants, 
general dentistry, and pediatric dentistry. Disci­
pline-specific allocations are required to assure that 
all covered disciplines have access to Title VII funds. 

2. EDUCATING PRIMARY CARE PROVIDERS TO DE­
LIVER EFFECTIVE, QUALITY HEALTH CARE TO 
UNDERSERVED POPULATIONS SHOULD BE THE 
HIGHEST PRIORITY FOR TITLE VII - The Advi­
sory Committee strongly recommends the reten­
tion of the current emphasis on medically 
underserved communities and populations, and 
urges the expansion of current methods for desig­
nation of shortage areas to include underserved 
populations cared for by primary care practices 
also engaged in teaching. Meeting this priority re­
quires recruiting greater numbers of disadvantaged 
and underrepresented minority students to medi­
cal schools and to careers in primary care, since 
these students are more likely to practice with 
underserved populations at the completion of their 
training. 

3. INCREASE THE EMPHASIS ON TRAINING PRIMARY 
CARE PROVIDERS TO DELIVER CULTURALLY EF­
FECTIVE CARE TO AN INCREASINGLY MULTI­
CULTURAL POPULATION -As the Nation's popu-

. la ti on continues to shift to mirror the world's ethnic 
and cultural composition, our primary care practi­
tioners must be trained to provide health care that 
is both technically and culturally proficient. As the 
recent census reveals, the challenges facing the 
health care workforce are growing rapidly. We must 
be prepared. 

4. CONTINUE AUTHORITY FOR TARGETED DEMON­
STRATION PROJECTS TO ASSURE EFFICIENT AND 
TIMELY TRANSFER OF RESEARCH FINDINGS AND 
MAJOR HEALTHCARE INITIATIVES - Title VII, sec­
tion 7 4 7 has been highly effective at transferring 
national health care priorities, such as diagnosis 
and treatment of substance abuse, into the knowl­
edge base of the primary care workforce. These 
demonstrations have helped to guide the academic 
field in determining which alternative approaches 
deserve replication. That demonstration authority 
needs to be continued and perhaps even expanded. 
Genomics, emerging infections, and strategies to 
combat bioterrorism are examples of cutting edge 
research areas that will eventually require transla­
tion to the public at large through primary care. 
Federal efforts are necessary to insure that our pri­
mary care workforce remains alert to new challenges 
and is equipped to put new medical advances into 
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practice. The Advisory Committee recommends 
that some of these demonstration projects include 
promising approaches in dentistry, or interdisci­
plinary approaches that integrate medicine and 
dentistry. 

5. EMPHASIZE INTERDISCIPLINARY APPROACHES -
The Institute of Medicine's report on patient safety 
urges the expansion of interdisciplinary approaches 
to training and to clinical practice as one approach 
to reduce threats to patient safety. Title VII, sec­
tion 7 4 7 programs have for a number of years 
emphasized such approaches and pressed for their 
adoption through the use of priorities. The Advi­
sory Committee believes that such approaches 
should be expanded through priorities and sug­
gests consideration of a set-aside budget pool for 
such approaches. The Advisory Committee wishes 
to stress that "interdisciplinary" in this context 
means training and practice approaches involving 
more than one medical discipline, medical disci­
plines working with physician assistants, medical 
and dental disciplines working together, or any 
combination of the above. 

6. ASSIGN A HIGH PRIORITY TO THE TRAINING OF 
PRIMARY CARE PROVIDERS TO IMPROVE THE 
QUALITY OF CARE TO ALL AMERICANS THROUGH 
THE ELIMINATION OF HEALTH DISPARITIES AND 
IMPROVED PATIENT SAFETY - The Advisory Com­
mittee is cognizant of the recommendations of the 
Institute of Medicine report on patient safety and 
endorses its recommendations, as noted. The Ad­
visory Committee is concerned about the contin­
ued existence of significant health care disparities 
that seem to be growing despite our ever-expand­
ing national investment in health care research and 
delivery. Although Title VII remains a modest ve­
hicle, it has served well in educating future practi­
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aimed at supporting interdisciplinary approaches; and 
2) the normal discipline-specific budget category. The 
budget level being proposed represents a substantial 
expansion over the current level. The Advisory Commit­
tee's recommendation is based on our assessment of the 
Nation's need to expand the pool of primary care practi­
tioners to meet growing service requirements, as well as 
the need to continue fostering a vehicle that permits na­
tional policy to be reflected in health professions educa­
tional institution curricula, as well as contributing to 
the expansion of the pool of primary care practitioners 
needed to meet growing service requirements. 

Having studied the current status of the health pro­
fessions education and training system in the light of 
the Nation's projected needs for primary health care 
providers, the Advisory Committee is convinced that a 
substantial expansion in the size of the primary care 
practitioner pool is required if we are ever to reach the 
state of equitable access to high quality care we believe 
to be necessary and vital to a healthy Nation. The mar­
ket forces that serve the country well in other sectors 
will not by themselves deliver the health care system 
for which we strive as a Nation. Health care has func­
tioned best in this country when it represents a blend 
of public and private policies and investments. We be­
lieve that a careful blend should remain as a bedrock 
principle on which the system functions. 

In a study published in the Journal of Rural Health4 , 

Politzer reports, "In 1997, Title VII funded programs 
increased the rate of graduates entering health profes­
sions shortage areas (HPSAs), resulting in 1357 pro­
viders, and reducing the time for health professions 
shortage area (HPSA) elimination to 15 years. Dou­
bling the funding of these programs would increase 
the number of Title VII funded generalist physicians 
entering medically underserved areas (MU As), and could 
decrease the time for HPSA elimination to as little as 

tioners in caring for popula-
tions often left behind by the Dlsclpllne · Discipline-Specific Interdisciplinary 
largely private systems of care . . . Projects Projects 

Total 

in the country. Continued fo- FAMILYMEDICINE ......... ~ .......... $84million 
cus on eliminating disparities · · · 
in access and outcomes must iGENERAL PEOf/ffRIC$/ 
remain a high priority of Title GENERAL. INTERNAL· 

VII MEDICfNE ................................ $56 million . 

Proposed Authorization 
of Appropriation Levels 

The Advisory Committee's 
budget proposal is divided into two 
parts: 1) a set-aside budget pool 

PHYSICIAN ASSISTANTS.; .......... $15 million 

GENERALI PEDIATRIC 
DENTISTRY ... ;.......................... $14 million 

TOTAL ..................................... $169 million 

$12 million 

$13 million 

$3 million 

$1 million 

$29 million 

$96 million 

$69 million 

$18 million 

$15 million 

$198 million 
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six years." That study then argued for a substantial in­
crease in the budget, if the Nation was ever to elimi­
nate shortage areas in the country. In addition, the 
Advisory Committee notes that a budget authority above 
current levels will be needed if we wish to support new, 
innovative approaches to meeting the changing health 
care needs of the country. Title VII has been a main 
vehicle for use by primary care training programs in­
terested in supporting innovative approaches aimed at 
improving quality of care and basic access to care, and 
has been used to great effect by programs to leverage 
other sources of funding. This multiplier effect contin­
ues to be a powerful tool for channeling other sources 
of funding into Title VII-supported programs. 

Abstract and Executive Summary 

The Advisory Committee's proposed budget author­
ity attempts to move beyond maintenance of the cur­
rent program appropriations' levels, which are neces­
sary simply to avoid future shortages of primary care 
practitioners. The increases being recommended by the 
Advisory Committee are intended to make inroads into 
the problems facing the Nation's health care systems. 
Even with the increases being sought, Title VII remains 
a modest investment, but, as has been demonstrated, 
one with substantial future payoffs in terms of system 
quality, access to care, and a culturally competent sys­
tem of care for the entire population. 
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ADVISORY COMMITTEE REPORT TO THE 
SECRETARY, DHHS, AND CONGRESS 

INTRODUCTION 

The U.S. health care system continues to provide a 
model to the world of technological excellence and in­
novation. Unfortunately, many in the United States do 
not benefit fully from this ongoing progress. Distribu­
tion of health care providers remains uneven, so that 
significant numbers of Americans continue to have in­
adequate access to the health care system and remain 
underserved. Despite the enormous improvements in 
knowledge about the prevention and treatment of acute 
and chronic diseases, striking disparities in a variety of 
indicators of health persist among members of a variety 
of underserved populations. In addition, the furious pace 
of change in the system requires enormous adaptability 
to maintain a high quality of care, a challenging task in 
a decentralized, largely private health care system. 

As new concerns move to the forefront, crucial ad­
justments must be made. For example, the Institute of 
Medicine report: "To Err is Human: Building a Safer 
Health Care System,'' 5 highlighted a need to make 
important changes in the health care system to reduce 
all too common errors and their adverse effects on 
patients. The frantic pace of advances in human 
genomics and genetics has the potential to create revo­
lutionary advances in the prevention and treatment of 
serious illnesses, but only if health care providers un­
derstand the new knowledge and can apply it appro­
priately. The striking ongoing growth in elderly popu­
lations in the United States continues to create 
increasing demands for knowledge and resources for 
geriatric care. Given the pace of change, the future is 
certain to bring forth new issues demanding that health 
care providers adapt and change. 

Funding provided through Title VII, section 747 of 
the Public Health Service Act has been authorized by 
Congress as one mechanism for dealing with some of 
these issues. A review and assessment of the effects of 
Title VII, section 7 4 7 funding requires consideration of 
the context of other influences, including other Federal 
funding initiatives, on the primary care workforce. As 
detailed in this report, objectives, incentives, and spe­
cific programmatic components funded through Title 
VII, section 7 4 7 have changed over time in response 
to national health care issues. Recipients of funds have 

also had the leeway to address a wide array of emerg­
ing national goals, some of which have been related 
only indirectly to the main goals of the program, which 
are increasing numbers of primary care providers in 
underserved areas and improving minority representa­
tion within the health care workforce. 

Several factors make it difficult to obtain direct evi­
dence relevant to the influence of Title VII, section 7 4 7 
programs on its primary goals. First, the program has 
continued to evolve since it began. With these changes, 
reporting requirements and evaluation methods have 
been modified and have not necessarily provided data 
relevant to the supply, distribution, and composition of 
primary care providers. Current data sources on pro­
vider distribution are incomplete and often difficult to 
interpret. For example, defined criteria determine 
whether a locale is classified as a Medically Underserved 
Community (MUC) or Health Professional Shortage 
Area (HPSA). However, ranges of income and access 
to health care may vary considerably within such com­
munities. Not all providers within a geographically de­
fined MUC or HPSA provide care for the underserved, 
and individuals within a HPSA may have good access 
to care in a nearby community. Judgments about the 
effects of Title VII, section 747 funding are further 
muddied because these programs represent only a mi­
nor fraction of overall funding for medical education 
and training. Other sources of funds, including other 
Federally funded programs, are driven by competing 
goals that may drive effects that counteract influences 
and incentives provided by Title VII, section 7 4 7 funds. 
The billions of dollars provided in support of other na­
tional priorities such as biomedical research through 
the National Institutes of Health and the support through 
Medicare graduate medical education in subspecialty 
areas have been powerful influences toward specialty 
rather than primary care training that dwarf the amounts 
expended to support Title VII, section 7 4 7 incentives. 

Notwithstanding these limitations, careful review of 
available data provides important insights about the 
impact of Title VII, section 747 funding. Data from the 
Health Resources and Services Administration (HRSA) 
indicate that when compared to graduate medical edu­
cation funding as a whole, programs funded through 
Title VII, section 7 4 7 graduate substantially higher 
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percentages of primary care practitioners, under­
represented minorities, practitioners from disadvan­
taged backgrounds, and practitioners who practice in 
underserved areas. Some useful insights also can be 
gained from comparisons of medical and dental serv­
ices. As detailed in this report, funding in support of 
training in primary care dentistry has been minimal 
throughout most of the history of Title VII, section 7 4 7 
programs. Among underserved populations, disparities 
in the availability of dental care are now profound.6 

Incentives for providers and educational institutions have 
not been adequate to lead the market to provide ad­
equate care for a significant portion of the U.S. popu­
lation. The effects of Title VII, section 747 support 
may be far from sufficient to provide optimum access 
to medical and dental care for all, but the serious dis­
parities in dental services for so many people provide 
some indication of the limits of current market incen­
tives in the absence of any appreciable impetus de­
rived from Title VII, section 747 funds. Committee 
members are also acutely aware of the limitations in­
herent in Medicaid reimbursement rates, especially for 
primary dental services. These limitations contribute 
greatly to the current disparities in medical and dental 
care access and will need to be remedied in addition to 
any increases in Title VII financial support. 

Many of the effects of Title VII, section 7 4 7 fund­
ing are indirect and, therefore, difficult to quantify. Many 
programs funded by Title VII, section 7 4 7 provide criti­
cal direct services for underserved populations and rep­
resent key components of the health care safety net. 
Thus, they provide access to service as well as worthy 
examples to trainees. Extensive data indicate that fac­
ulty role models can heavily influence student career 
choices. Support for and expansion of faculty in pri­
mary care programs provides a powerful counterbal­
ance to other influences that lead students away from 
careers providing primary care to underserved patients. 
Title VII, section 7 4 7 funding also has often provided 
the impetus for additional funding from State, local, 
institutional, or private sources, serving to multiply the 
effects of the original investment. This report includes 
numerous striking examples of direct and indirect out­
comes attributed to Title VII, section 7 4 7 funding that 
provide compelling insights into the contributions of 
such programs. Consistent among these stories is the 
conviction among a sizable body of primary care pro­
gram directors that their programs could not have been 
initiated or sustained without the availability of Title 
VII, section 747 funding. 

In addition, what emerges from examination of the 
effects of Title VII, section 7 4 7 programs is evidence 
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for the development of a critical infrastructure for pri­
mary care training. Investment in education to provide 
primary care has effects that touch the largest number 
of people in the country. No other group of health 
care providers can exert such broad influences on the 
kind and quality of health care in the United States. 
Primary care training programs are ideally positioned 
to react quickly to meet ever-changing health care needs 
and issues, whether they are related to HIV I AIDS, 
growing numbers of elderly with chronic illnesses, im­
plications of the modern genetics revolution, the threat 
of bioterrorism, or other issues that will continue to 
emerge and demand rapid educational intervention. 
Thus, this infrastructure is uniquely able to play a piv­
otal role in bringing the latest emerging national pri­
orities in health care to the population at large. This 
report addresses how this primary care educational in­
frastructure can be fostered and shaped to better meet 
these national goals and rapidly evolving national health 
care needs. 

TITLE VII, SECTION 747 STRATEGY 

When primary care training programs were initi­
ated, the Nation faced substantial shortages in physi­
cian production relative to projected needs, even more 
serious shortages of primary care clinicians, and known 
geographic and ethnic/racial imbalances. The early 
design of the legislation was aimed at achieving basic 
changes-mainly increases in the capacity of the edu­
cation and training systems in the country to satisfy the 
projected needs overall for health professionals. 

Medical school training capacity did in fact expand, 
as a result of the Federal investment during the 1970s 
and 1980s. That capacity expanded from approxi­
mately 5,500 per year during the 1950s to nearly 
16,000 during the 1980s. In addition to the increased 
domestic training capacity, international medical gradu­
ates entering the United States increased from 580 
per year during the 1950s to approximately 4,300 per 
year during the 1980s and 1990s. 

The overall capacity change was perhaps the last 
relatively easy problem that needed to be overcome by 
the Nation's supply system. Reconfiguring the system 
such that it produced a different specialty distribution, 
altered the geographic distribution and corrected the 
minority representation in the workforce represented 
fundamentally different problems-problems that were 
not fully with.in the control of either the training sys­
tem or the Title VII, section 7 4 7 Federal interven­
tion strategy. 



Advisory Committee Report to the Secretary, OHHS, and Congress 

The training strategy was designed to operate in 
three sequential, overlapping stages: 

1. Stage One: Develop the capacity within medical 
schools, dental schools, PA education programs 
and residencies to train primary care practitioners 
by supporting the development of a credible train­
ing system that would allow these primary care 
training units to compare well in terms of their 
overall capability with more specialty oriented units. 

2. Stage Two: Create incentives to attract students 
and graduates into the primary care fields. Through 
faculty development, and creation of other incen­
tives to encourage schools to appoint primary care 
faculty to key committees, schools have expanded 
the influence of primary care educators and clini­
cians throughout the education and training sys­
tem. 

3. Stage Three: Create incentives to attract gradu­
ating primary care clinicians to practice in 
underserved regions. Primary care graduates are 
more inclined than subspecialists to enter careers 
in regions that are underserved. However, short­
age areas persist in both rural and urban settings. 
Title VII, section 7 4 7 has in fact induced change 
in this area, by working with programs that are 
more promising in regard to their work with 
underserved areas. 

To create the pipeline, the following Federal pro­
grams were authorized: 

• Support for new or expanded primary care depart­
ments/ divisions in family practice, general internal 
medicine and general pediatrics (the latter two gen­
erally being created as divisions within existing de­
partments), physician assistants training, and gen­
eral and pediatric dentistry. 

• Support the development of faculty in the new de­
partments/ divisions. 

• Support primary care clerkships during the third and 
fourth years of medical school. 

• Support graduate training in primary care disciplines, 
especially focused on programs that are relatively 
more successful in getting its graduates to enter prac­
tices in shortage areas or to work with underserved 
populations. 

The Title VII, section 7 4 7 funds are regarded by 
many senior primary care academicians as highly im­
portant because there were-and still remain-so few 
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sources of funding for the development and expansion 
of the relatively new primary care disciplines. "From 
the earliest years the Federal dollars have allowed us to 
initiate many new programs that have been leveraged 
through our small allocation of core faculty funding. 
There is no State funding for operational support at 
our medical school. Frankly, the loss of (Title VII, sec­
tion 7 4 7) funding would represent a major problem 
for our predoctoral section. We would have to curtail 
the scope of our activities, were Federal training grant 
dollars to go away. Just as we are at the point when 
the tide has turned and more students want to go into 
family medicine we must sustain the infrastructure that 
will allow us nationwide to foster that interest and nur­
ture those students wanting to enter a primary care 
field. "7 

When queried on the role of Title VII, section 747 
in building his academic department, one primary care 
department chair responded, "Receiving Federal funds 
gave us credibility as we sought additional support for 
our family medicine educational programs both out­
side and within the institution. Having Federal recogni­
tion of our programs enhanced obtaining outside sup­
port. It helped us receive support from State agencies 
and private organizations. In addition, by having sup­
port from the Federal project we had more manpower 
to focus on our educational activities within the Col­
lege of Medicine. This support allowed us to build part­
nerships, as well as participate in educational efforts 
with other departments. The Federal support also al­
lowed us to take an academic leadership role in devel­
oping the current curriculum. This has resulted in a 
more favorable attitude toward family medicine and 
primary care within the institution. "8 

Another department chair asserts that, "Title VII, 
section 7 4 7 has been and is essential for the success of 
(primary care) departments in this country. The dollars 
have never been large in comparison with many other 
Federal programs, but the symbolism has been impor­
tant and the ability of departments and residency pro­
grams to be extraordinarily successful in meeting goals 
makes the return on investment of these programs one 
of the success stories of Federal initiatives. "9 

If Title VII, section 7 4 7 funds were influential in 
building a primary care training system, what about 
the students and their decisions? It is clear from re­
search studies that students are influenced greatly by 
the medical education environment and culture formed 
through adherence to the mission of the educational 
institutions. Research and a continued search for ex­
cellence in teaching produce an environment focused 
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on complex, in-patient care and specialized fields of 
study, made increasingly necessary by the rapid ad­
vances in the science of medicine brought about by 
research findings. This culture has produced a heavy 
concentration of graduates entering into a continually 
expanding set of subspecialty fields of graduate study. 
While primary care has begun to make inroads, the 
subspecialty disciplines continue to dominate. 

Research studies have been conducted into the fac­
tors that affect decisions to enter various career fields. 
For example, one study examined past research into 
the factors affecting student decisions to enter primary 
care training. 10 The research concluded the following: 

• Medical school characteristics: public schools 
consistently produce greater percentages and abso­
lute numbers of primary care graduates. It is hy­
pothesized that faculty in public schools may be more 
inclined to favor primary care, and therefore stu­
dents are receiving positive signals favoring primary 
care careers. 

• Faculty: the proportion of family medicine faculty 
to other faculty seems to positively affect student 
choice. Bland raises further the issue of faculty cred­
ibility, that is, their performance in all aspects of 
the position-teaching, service and research-is a 
factor. 

• Commitment of the institution: the presence 
of a department of family medicine, affiliated fam­
ily medicine residencies, and an AHEC are charac­
terized as a strong institutional commitment. The 
studies remain unclear as to the mechanisms of in­
fluence here. For example, these characteristics may 
simply reflect a broad level of support that includes 
relatively greater representation of family medicine 
faculty on committees, in leadership positions, and 
research production. 

• Curriculum: studies concluded that a positive re­
lationship exists between a required family medi­
cine clerkship in Year three and Year four of medi­
cal school and decisions to enter primary care. 
Longitudinal primary care experiences are also con­
sidered to be related positively to eventual primary 
care practice decisions. 

• Personal characteristics: many personal char- . 
acteristics seem to affect eventual student choice, 
including gender, cultural and socio-economic back­
grounds, and debt level. 

Some recent studies reveal the increasing impor­
tance of primary care providers in the overall system 
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of care accessed by the American public. In one study, 
Green, et al11 revisit a study completed in 1961 12 and 
report that, of the total visits to physician offices, a 
high proportion (52%) represent visits to primary care 
providers. Green reports, "of 1000 men, women, and 
children in the United States, we estimated that on 
average each month, 800 experience symptoms, 327 
consider seeking medical care, 217 visit a physician in 
the office (113 visit a primary care physician and 104 
visit other specialists), 65 visit a professional provider 
of complementary or alternative medical care, 21 visit 
a hospital-based outpatient clinic, 14 receive profes­
sional health services at home, 13 receive care in an 
emergency department, 8 are hospitalized, and less 
then 1 (0. 7) is admitted to an academic-medical center 
hospital." 

In another study, John Noble et al13 report on the 
value of primary care training on eventual career choice. 
"Between 1977 and 1983, graduates of primary care 
residency training programs in both internal medicine 
and pediatrics chose generalist primary care careers 
more often than did graduates of traditional programs. 
In internal medicine, primary care careers were cho­
sen by 54% of the graduates of traditional residencies 
compared with 72% of graduates from primary care 
programs. In pediatrics, generalist careers were cho­
sen by 88% of the primary care graduates, compared 
with 81 % of those in traditional programs." Noble goes 
on to report, "Although the association of primary care 
training and a subsequent primary care career choice 
has been noted in preliminary surveys of the primary 
care and traditional residents in both internal medicine 
and pediatrics, our survey indicates that more recent 
graduates of primary care residencies have chosen pri­
mary care careers more often than have earlier gradu­
ates." 

Title VII, section 7 4 7 investments have been tar­
geted so as to affect many of the factors that influence 
primary care choice, giving the program a design that 
is supportable through the research literature. How have 
these characteristics been integrated into the strategic 
design of the Title VII, section 7 4 7 program? Two chief 
mechanisms are used: 

• Allocate funds to building specific types of infra­
structure-development of new departments, pri­
mary care clerkships, faculty and curriculum devel­
opment, and new graduate training programs, for 
example. 

• Allocate funds so as to reward those institutions 
willing to build and operate the type of primary care 
training system most likely to attract and retain 
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students in primary care tracks. The system by which 
funds are allocated includes four major mechanisms: 

- Preferences: (Medically Underserved Communi-
ties, extended to all programs, plus a preference 
for establishment/ expansion of administrative 
units). 

- Priorities: (additional points added to a proposal's 
score after scoring is completed. Priorities can be 
statutory primary care practice for residencies and 
training disadvantaged/underrepresented minor­
ity students for residencies, and physician assis­
tants, as well as a priority for collaborative ap­
proaches proposed by academic units); or they 
can be administrative priorities (research priority 
for academic administrative units). 

- Special consideration (sometimes incorporated in 
review criteria). 

- Review criteria. 

In reviewing proposals, review criteria such as the 
following guide reviewers: 

• Workforce Diversity - inclusion within the fac­
ulty at all levels, of qualified women and minorities. 

• Generalist Faculty - faculty who are themselves 
generalists, and who maintain a practice in a com­
munity based, ambulatory care setting. 

• Training Emphasis - curriculum that emphasizes 
areas of study pertinent to the needs of special popu­
lations (e.g., ethnic minorities, disabled) in urban, 
rural, and underserved areas. 

• Curricular Innovation - for example, incorpora­
tion of information technology in training activities, 
significant interdisciplinary education, and curricu­
lar elements focusing on additional competencies 
for practice in evolving delivery systems (e.g., man­
aged care plans). 

• Generalist Outcomes - three-year average track 
record of a program in placing graduates in pri­
mary care training, primary care practice, or gener­
alist faculty positions. 

Over time, hundreds of academic and clinical insti­
tutions have applied for and received Federal funding 
as a result of this system, which uses the power of the 
Federal purse to nudge health professions institutions 
into adopting Federal policy goals they might other­
wise eschew. This type of leveraging approach has been 
an increasingly important component of the Title VII, 
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section 7 4 7 strategy-increasing the pressure on aca­
demic institutions to become more aggressive in pur­
suing Federal policy goals. 

TITLE VII, SECTION 747 SUCCESSES 

But what progress has been made? Can we say that 
the Title VII, section 7 4 7 implementation strategy has 
been successful? 

• In absolute terms, the number of primary care phy­
sicians and dentists has risen dramatically over the 
past thirty years. Physician to population ratios over 
the period 1965 to 1994 rose from 131 to 216. 14 

Dental ratios rose to a peak of 59/100,000, now 
projected to decrease to 53, due to the number of 
dentists retiring (approximately 6,000/year) and the 
closure of dental schools. 

• During this same period, the number of physician 
assistant (PA) training institutions rose from one in­
stitution (Duke) in 1967 to 129 accredited or provi­
sionally accredited educational programs for physi­
cian assistants. Given the fact that PA graduates 
enter primary care careers in greater numbers and 
percentages than other health care graduates the 
increase has been extremely beneficial to the 
Nation's primary care resource pool. 

• During the period 1983 to 1994, ninety medical 
schools received grants for establishment of depart­
ments of family medicine. All 19 osteopathic and 
all but ten allopathic medical schools now have de­
partments of family medicine. 15 

• Until very recently, steady increases have been ob­
served in the number of family practice positions 
offered in the National Resident Match Program 
(NRMP) and an increase in the number and per­
centage of positions filled, both in total and by U.S. 
seniors. Of 14,539 medical school seniors active in 
the 1996 match, 15. 7% matched in family prac­
tice, the highest match rate in history. 

• The percentage of family practice physicians rose 
from 3.1% in 1975 to 8.0% of total physicians in 
1994.16 

• Overall, these data are encouraging and suggest that 
the Title VII, section 7 4 7 strategy has been in syn­
chronous step with the overall trends in the Nation. 
Recent data gathered by HRSA as part of its ongo­
ing performance measurement system support that 
in two key areas, access and minority recruitment, 
Title VII-funded programs are highly effective. 
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HRSA supported training programs are three to ten 
times more likely to practice in underserved areas than 
those of programs not supported by HRSA (see Distri­
bution chart, this page). Likewise, HRSA supported 
programs are two to five time more likely to produce 
graduates from underrepresented minority backgrounds 
than non-HRSA supported programs" (see Diversity 
chart, next page).17 

As important as the central access objective has been 
in the Title VII, section 7 4 7 program, it has proven to 
be complex and difficult for an educational program 
such as Title VII, section 747 to affect. Access can be 
measured via a number of different approaches, al­
though the Health Professional Shortage Area (HPSA) 
measure is the main criterion of success. 

The HPSA has received considerable attention over 
its several decade history as a measure of need. The 
HPSA measures the extent to which physicians, den­
tists, nurses and other health professionals serve spe­
cific geographic regions or population groups. Various 
disagreements have arisen over the years about the 
thresholds used to signal a shortage-generally the 
physician to population ratio-but these disagreements 
represent attempts to technically refine the measure. 
They generally do not represent a quarrel with the ba­
sic measure itself. Generally, policy analysts agree that 

we need to use a measure such as the HPSA to mea­
sure the general state of the health care system in U.S. 
communities. 

However usefUl as a measure of access, though, 
the HPSA has several problems as a measure of the 
success of programs such as Title VII, section 747. Its 
first problem is that the number of HPSAs nationally is 
remarkably similar to the number of HPSAs that ex­
isted nationally 25 years ago. At a minimum, although 
progress is made routinely in eliminating HPSAs in 
many parts of the country, the target keeps moving. 
As one community gains permanency in its health care 
resources, another neighboring community may lose 
its practitioner(s), throwing it into the pool of shortage 
communities. Further, as health care cost controls con­
tinue to squeeze private systems of care, groups with­
out the capacity to pay, or small communities may be 
abandoned by existing private health care systems. 

Another problem in the system by which HPSAs 
are created and maintained is that the system requires 
a community to apply for HPSA status. That is, the 
system is not a comprehensive map of the United States 
created by an integrated data system operated inde­
pendently of the communities that need health care 
resources. Although many policy officials recognize the 
utility of such a national system, the data have never 
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DIVERSITY 
BHPR PRIMARY CARE MEDICINE AND DENTISTRY PROGRAMS GRADUATE 

2 • 5 TIMES MORE MINORITY AND DISADVANTAGED STUDENTS 
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Analysis, from Bureau of the Census data. 

been available to construct such a system. Until such 
an independent system can be created, the HPSA will 
continue to provide a useful, albeit limited guide to the 
relative access of the population to care by health care 
professionals. 

Lastly, many service programs deliver services to 
populations who reside in shortage areas, although the 
service unit is not itself within such an area. For ex­
ample, many Title VII-funded programs train their 
students and residents to serve underserved popula­
tions and reach into such areas for their patients. The 
current designation process fails to account for such 
services. 

Moving Forward on The Nation's Health 
Care Workforce Agenda 

If Title VII, section 7 4 7 financial support has played 
an effective part in building a primary care education 
and training infrastructure that continues to operate 
effectively to produce primary care graduates, then it 
is time to consider whether and how to redesign the 
legislation so as to better equip the resulting public­
private health care system to meet the current cha!-
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lenges facing the U.S. health care system. What are 
those challenges? 

Primary Care Workforce Challenges 

• Preparing Students and Residents to Enter 
Primary Care Careers - Students who intend to 
enter careers in primary care must be prepared for 
the type of practice environments and care require­
ments they will encounter during their careers. 
NHSC and CHC practice ·environments often 
present challenges to entering practitioners. Qual­
ity preparation during undergraduate education and 
graduate training, made available through Title VII, 
section 7 4 7 programs, increases the likelihood of 
successful NHSC and CHC practice experiences. 
A major factor inhibiting students from entering 
primary care careers is their substantial debt load. 
Students in the medical and dental fields continue 
to graduate with debts in the range of $100, 000 to 
$150,000. Programs complementary to Title VII, 
section 7 4 7 include scholarship and loan forgive­
ness programs that encourage graduates to prac­
tice in underserved areas or communities. Such pro­
grams are strongly recommended as approaches that 
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can help to improve the overall effectiveness of the 
primary care education and training programs. 

• Diversity - Although the ability of our education 
and training system to attract and retain minorities 
in the health professions fields is always going to be 
limited by the extent of minority participation gen­
erally in higher education career paths, Title VII, 
section 7 4 7 can and should continue to press the 
educational program managers to look for and im­
prove their approaches to expanding the represen­
tation of minorities in their programs. As the popu­
lation of the United States becomes increasingly 
more culturally diverse, the pool of primary care 
providers must reflect that change. 

- Minority enrollment in health professions educa­
tion has been declining, presenting a serious prob­
lem in health care access, given that minority phy­
sicians are significantly more likely to provide care 
for minority patients and medically underserved 
populations than other physicians. According to 
a new report from the Association of American 
Medical Colleges (AAMC), the number of minor­
ity medical school graduates remains far behind 
their representation in the overall population .18 

The report estimates that African American, Na­
tive American, and Hispanic graduates of U.S. 
medical schools represent approximately six per­
cent of practicing physicians in this country. 

- Although minority applicants to medical school 
were up by 1. 9% in 200019 we still have a long 
way to go. Minority faculty are promoted less fre­
quently than their white counterparts in academic 
medicine. Osteopathic medical schools appear to 
be disadvantaged in recruiting underrepresented 
minorities because of the lack of needed financial 
support for the trainees. 

- Thirty percent of dentists under age 40 are non­
white but less than half of these dentists are from 
the underrepresented population groups-African 
American, Hispanic/Latino, or Native American. 
The participation of underrepresented minorities 
in dental schools continues to be a problem. In 
1999, only 4. 7% of student bodies in dental 
schools were African American, 5.3% Hispanic, 
and 0.6% Native American or Alaska Native. 

- According to the Physician Assistant Census of 
1999, approximately 8% of practicing PAs are 
underrepresented minorities. 

- Affirmative action initiatives are no longer as ef­
fective as they were in increasing minority enroll-
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ments because of a number of legal events during 
the past decade. Court decisions such as Hopwood 
vs. Texas have undermined efforts such as the 
AAMC's 3000 by 2000 initiative, designed to 
increase minority and ethnic diversity in medical 
schools. With inadequate numbers of under­
represented minority students entering health pro­
fessions training programs, the potential for in­
creasing faculty is diminished. 

- An unpublished national study by Marbella, 
Holloway and Layde recently found that minority 
faculty in family medicine departments were un­
der-represented and have lower academic rankings 
than other medical school faculty. Only 4.4% of 
minority family medicine faculty has achieved the 
full professor level, while 13.5% of family medi­
cine faculty, 27 .8% of all medical school faculty 
and 16.8% of minority medical school faculty have 
achieved that same academic level. 20 

- Students and residents in primary care training 
programs from different cultures learn best from 
mentors with similar backgrounds. South-Paul and 
Grumbach note that, "Recognizing the disparity 
in numbers of minority providers compared to their 
representation in the populations, and understand­
ing the richness that understanding others brings 
to the practice of healing, we must become more 
competent in caring for needs of culturally diverse 
patients and colleagues .. "21 

• Diversity of Faculty and Trainees -As the U.S. 
population becomes increasingly multicultural, so 
must the faculties and trainees of our academic 
health science centers. There is need to increase 
the recruitment of minorities into faculty positions 
in all primary care disciplines. 

• Faculty Development - As health concerns 
change, our faculties must continue to be trained in 
the emerging issues. In addition, in several disci­
plines, family medicine and dentistry especially, fac­
ulty shortages are a mounting concern. In dentistry, 
the core problem appears to be faculty compensa­
tion levels, which stems, in part from dental school 
financing problems. In family medicine, the prob­
lems are complex and relate to the complex series 
of changes affecting medical education and health 
care delivery. In a recent study, Hueston, et al, re­
port many new challenges facing family medicine 
departments. 22 With an increased emphasis on com­
munity-based ambulatory education, departments 
face increased competition among medical schools 
for community-based sites, instability for teaching 
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programs and lack of funding for community-based 
educators. Additionally, departments face increas­
ing difficulty recruiting new faculty members. 
Hueston reports on other studies revealing that 5.3% 
of all budgeted family medicine faculty positions were 
vacant, the second highest in academic medicine 
and essentially unchanged in 15 years. 

· Primary Care Research - Although primary care 
practices have expanded substantially, primary care 
research has lagged behind the subspecialty-focused 
research, mainly due to the lack of trained research 
staff. It is vital to create a core of primary care clini­
cal research investigators who can concentrate on 
issues of quality and patient safety. In his article, 
cited above, Hueston also reports that primary care 
research is inadequate and difficult to resolve over 
the short term; "The biggest obstacle to developing 
research capacity cited by interviewees is the lack 
of mentoring or critical mass of faculty in many de­
partments." 

• Cultural Competence - The need for culturally 
effective care has assumed growing prominence 
among the Nation's pool of practicing clinicians. 
Cultural competence includes an increased aware­
ness and knowledge of the values, customs, illness 
beliefs, health care utilization patterns, health risk 
behavior and ability to communicate with patients 
from other cultures. As the Nation continues to be­
come more culturally diversified, the health care edu­
cation and training system should focus part of its 
most precious commodity-time in the academic 
curriculum-to subjects that will expand and enhance 
the cultural competence of its graduates. Studies in 
this area suggest that, although language barriers 
comprise a major factor interfering with appropri­
ate health care delivery, other cultural factors can 
impede effective services even in the absence of a 
language barrier. 23 As already noted, developing a 
more culturally competent workforce, a goal of the 
Bureau of Health Professions, is regarded as im­
portant itself and as a major vehicle to reduce health 
care disparities related to cultural factors. 

• Recent Match Experiences - The 2001 national 
residency match program results continue a trend 
established during the past several years, in which 
graduates are opting in greater numbers to enter 
subspecialty training programs and careers. This 
trend must be reversed and Title VII, section 7 4 7 
represents the major vehicle for achieving the tar­
geted ratios of primary care to subspecialty gradu­
ates. 
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• Broader Support for Dentistry - General den­
tistry and pediatric dentistry programs need to be 
able to compete for funding for academic units, fac­
ulty development and residency support. Current 
legislative language does not address the eligibility 
of general and pediatric dentistry to compete for 
these categories of support, and should be amended. 

• Disparities in Health Outcomes - Despite gains 
in access to health care, brought about through Title 
VII, section 7 4 7 capacity-building, expansion in 
health insurance, recruitment of qualified minori­
ties into the health care field through such programs 
as HCOP, National Health Service Corps, and pub­
lic clinic expansion, the Nation continues to experi­
ence significant disparities in access to care, health 
status and health outcomes. Community economic 
stability, income, race, culture, ethnicity and geog­
raphy appear to play a major role in producing un­
equal health care status among subpopulations of 
equivalent age groups. While unequal access to high 
quality health care services continues to exert itself as 
a major contributing factor, the education and training 
system can play an expanded role in equipping the 
Nation's primary care providers to recognize and bet­
ter manage the care of their patient populations to 
minimize the resulting health outcome disparities. 
Health care for most persons in our Nation has im­
proved greatly, except for certain sub-groups in our 
population. Examples of inadequate health care deliv­
ered to such groups include the following: 

- Elderly women constitute most of the new cases 
and deaths from breast cancer with elderly minor­
ity women exhibiting a higher prevalence of the 
disease. 

- Coronary heart disease is the leading cause of 
African-American deaths in the United States. 

- Diabetes kills African-Americans at more than 
three times the rate for whites. There are higher 
levels of disease and disability in particular racial 
and ethnic groups. 24 

- Although Hispanics have a longer life expectancy 
than non-Hispanic whites, they are more likely to 
suffer from a number of chronic and debilitating 
illnesses and diseases. These include asthma, cer­
vical cancer, depression, diabetes, and HIV I AIDS. 
Ongoing access to a regular source of primary 
care is critical to the treatment and management 
of these diseases. However, Hispanics are the 
group least likely to have access to a regular source 
of health care. 25 
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- Tooth decay is the most common chronic disease 
of childhood; it is five times more frequent than 
asthma, for example. Twenty million children-
25% of persons under age 19-suffer 80% of all 
tooth decay. For an estimated 4-5 million of these 
children, tooth decay interferes with routine ac­
tivities. Children living in poverty consistently suf­
fer more tooth decay than their more affluent 
peers; yet children with the greatest dental treat­
ment needs have the least access to dental care. 
This disparity between the presence of dental dis­
ease and access to care is widening despite public 
health and dental care programs for poor chil­
dren. 26 

- It is important also that all health care providers 
understand that cultural factors affect health out­
comes and that patients utilize their own ap­
proaches to healing and health, consistent with 
their values and their cultural mores. Providing 
culturally competent health care that includes an 
awareness of these factors can improve health 
outcomes and reduce the basic disparities that exist 
currently. The January 2000 Supplement to Pe­
diatrics cites data from the FOPE II report: "Afri­
can American physicians are five times as likely 
and Latino physicians twice as likely, to practice 
in communities with a high proportion of corre­
sponding minority residents as non-minority phy­
sicians." 

• Access to Health Care - Title VII, section 747 
can and should continue to press for support of 
approaches that promise to equip graduates and 
even encourage them to enter practices in areas 
and populations that experience shortages in pri­
mary care resources. Examples of access issues in­
clude: 

- Without the practicing family physicians currently 
in place, an additional 1,332 of the United States 
3,082 urban and rural counties would qualify for 
designation as primary care HPSAs. With the re­
cent decline in student interest in family practice, 
this primary health care resource is at risk. 

- We continue to produce inadequate numbers of 
minority health care practitioners, which adds to 
the problems experienced by underserved popu­
lations, many of whom are minorities, gaining 
effective access to health care. 

- The major economic trend most directly affecting 
access to care and medical practice in the United 
States is the lack of health care insurance cover-
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age for a large portion of the population. The 
United States remains the only major western in­
dustrialized nation without some form of guaran­
teed universal insurance coverage. According to 
the U.S. Bureau of the Census, more than 44 
million people in the United States were unin­
sured for the entire year in 1998. The number of 
uninsured has doubled since 1980. Despite de­
clining rates of unemployment in the United 
States, fewer Americans have job-based private 
insurance. 27 

- Four thousand six hundred and fifty dentists are 
needed to remove the 1,480 HPSAs in which 
31,405,876 people reside (to reach a population 
to dentist ratio of 5000: 1). Approximately 6,380 
dentists would need to be added to achieve the 
HRSA standard of adequate access. Vacant fac­
ulty positions rose from 161 full-time positions in 
1986 to 400 currently. 

- Over half (52%) of U.S. children experience clini­
cally detectable tooth decay by ages 6-8; the pro­
portion rises to two-thirds by age 15 and to 80% 
by age 18. Low socioeconomic status is a signifi­
cant risk factor for childhood caries. Eighty per­
cent of tooth decay is found in 25% of U.S. chil­
dren and adolescents. Among Americans receiving 
the least dental care are young, low-income mi­
nority children who cannot afford dental care and 
who lack insurance coverage. Furthermore, only 
one in five Medicaid-eligible children receive ba­
sic dental services annually. These statistics are 
consistent with the fact that the majority of dental 
care in the United States is delivered in the pri­
vate delivery system, characterized by multiple in­
dependent dental offices distributed unevenly 
across the country. 

- Public dental services are largely unavailable; there 
is a recognized shortage of pediatric dentists, as 
well as general dentists with postdoctoral train­
ing, and these are the practitioners most qualified 
to provide care for Medicaid, SCHIP, and other 
underserved populations. There are significant 
distribution problems in the number of dentists 
available to serve certain areas with estimates 
that one-half of urban and two-thirds of rural 
areas are underserved. Compounding the prob­
lem is the disparity in insurance coverage, espe­
cially for low-income children. In 1996, the Na­
tional Center for Health Statistics found that there 
were 2.6 times as many children with no dental 
insurance as children with no medical insurance, 
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accounting for more than 36% of children and 
adolescents or about 26 million children across 
the Nation. 

- Coupled with the basic lack of insurance is the 
problem created when clinicians refuse to partici­
pate in programs such as Medicaid. Despite the 
fact that black and Hispanic children are three 
times more likely to be covered by Medicaid than 
white children, the Medicaid program has often 
failed to deliver dental services in most States. This 
failure translates effectively into significant dispari­
ties in dental care availability. An unpublished study 
of 35 State Medicaid programs reveals that only 
16% of dentists, on average, participate actively 
in State Medicaid programs and a Federal Inspec­
tor General's study reported that in 1995 only 
18% of Medicaid children received a preventive 
dental visit. 28 Medicaid dental programs have been 
historically underfunded, and have failed to pay 
anything remotely close to market-based dental 
reimbursement rates, while placing significant 
administrative burdens on participating providers. 
In a January 18, 2001, letter to State Medicaid 
Directors from the HCFA Center for Medicaid and 
State Operations, States were requested to sub­
mit plans for improvement in outreach and ad­
ministrative case management for children, ad­
equacy of Medicaid reimbursement rates, 
increasing provider participation, and claims re­
porting and processing. Thus, Title VII programs 
have been attempting to improve access in a sys­
tem with serious limitations in key areas. Recent 
reforms in States to pay market-based reimburse­
ment rates, such as Indiana and Michigan resulted 
in significant increases in dental provider partici­
pation. 

• Quality - The Institute of Medicine report on medi­
cal errors29 served as a reminder to all members of 
the health care industry that quality cannot be taken 
for granted. The IOM report indicated that at least 
44,000 Americans die each year as a result of medi­
cal errors; other studies suggest the number might 
be as high as 98,000. Despite its deserved record 
of accomplishment and excellence, the health care 
industry in the United States continues to exhibit 
serious problems that produce unnecessary morbid­
ity and mortality. The education and training sys­
tems must focus even more sharply on this serious 
national problem and Title VII, section 7 4 7 can play 
a substantial leveraging role in developing improved 
approaches to health care management. The Coun-
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cil on Graduate Medical Education (COGME) and 
the National Advisory Council on Nurse Education 
and Practice (NACNEP) outline productive ap­
proaches to this problem in a recent report to Con­
gress30. The COGME-NACNEP report presents a 
series of recommendations by which the Nation's 
education and training institutions can participate 
in changing the systems and the knowledge of health 
care providers to reduce errors and their costly re­
sults. Title VII, section 747 programs can assist in 
implementing these recommendations by adopting 
quality as a main objective of Title VII, section 747 
grants. 

• Oral Health - As noted in the 2000 U.S. Sur­
geon General's Report, Oral Health in America, oral 
health is integrally connected to overall health and 
should be a high national priority because of the 
continued prevalence of disease, the relatively low 
degree of dental insurance, and the declining ratio 
of active dentists to population. "Tooth decay is the 
most common chronic disease of childhood; it is 
five times more frequent than asthma, for example. 
Twenty million children (25% of persons under age 
19) suffer 80% of all tooth decay. "31 

• Special Initiatives Aimed at Emerging Health 
Issues - Studies carried out by many research in­
vestigators point to the difficulty of introducing new 
material into the crowded curricula of health pro­
fessions education and training programs. Each new 
problem recognized by the health care establishment 
must compete with an already crowded curriculum 
for space. Title VII, section 7 4 7 can become a ma­
jor vehicle for encouraging curriculum committees 
to introduce new approaches and new material that 
will cover the emerging topics. Examples include: 

- Geriatrics - As the U.S. population ages, pri-
mary care providers will need to become more 
proficient in managing the care of that popula­
tion. 

- Genetics - Biomedical research promises to con­
tinue to expand our knowledge of the genetic com­
ponent of health and disease. 

- Bioterrorism - During the 1950s, the U.S. 
population worried about nuclear attacks. As the 
possibility of nuclear weapons attacks faded, other 
risks have escalated, bioterrorism especially. The 
health care system requires periodic infusions of 
information about the extant risks and most ef­
fective approaches to recognize and deal with the 
problem. 
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- Medical Informatics - As health care has be­
come more complex, with a growing list of medi­
cal interventions, and more complex reporting re­
quirements, the need for highly efficient, 
automated information systems grows. Health care 
providers can no longer afford to ignore such sys­
tems. Increasingly, such systems are being used 
to assist in patient care management as a front­
line approach. Both undergraduate and graduate 
medical and dental education must include infor­
mation on the integration of medical informatics 
in the daily care of patients. 

- Violence - Our Nation continues to experience 
violence in one form or another within our com­
munities. Violence against children, spousal abuse, 
and the many forms of violence visited upon our 
population that are associated with street crime 
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and substance abuse, are a form of public health 
risk that needs to be addressed by our health care 
system. Primary care practitioners are often the 
first health care providers to confront the results 
of such violence and they need to be better pre­
pared to recognize the problem and care for the 
affected population. 

Title VII, section 7 4 7 provides an important path 
by which national policy officials can encourage the 
introduction of emerging health care issues into vari­
ous components of the education and training systems. 
Because of its long relationship with the health care 
education and training institutions, Title VII, section 
747 is an effective and trusted vehicle, through which 
a partnership between public and private interests can 
be merged to achieve national policy objectives. 
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ADVISORY COMMITTEE CONCLUSIONS 
AND RECOMMENDATIONS 

ADVISORY COMMITTEE 
CONCLUSIONS 

The Advisory Committee has Concluded 
that Title VII, Section 747 Continues to 
be Necessary to Meet the New 
Challenges Facing the Nation 

The Advisory Committee's study deliberations have 
led to the central conclusion that Title VII, section 7 4 7 
has a substantial unfinished agenda and must be re­
newed and expanded. Title VII, section 7 4 7 has had a 
remarkable record of successes regarding its multiple 
objectives over the past 25 years, but many challenges 
remain to be resolved, as noted in the previous section. 

The Advisory Committee held extensive discussions 
concerning alternative designs for a reauthorized Title 
VII, section 747 program. What emerged from these 
discussions is a program that capitalizes on the suc­
cesses of the existing structure of Title VII, section 7 4 7 
preserving those features known to work well, while 
better enabling the program to meet the changing health 
care needs of the Nation. The Advisory Committee is 
recommending a program design that retains the fun­
damental structure of Title VII, section 7 4 7 while 
adding objectives that reflect current national policy 
priorities. 

The Advisory Committee examined and debated 
vigorously the growing perception that the Nation's 
physician workforce is in a state of surplus and, there­
fore Title VII, section 7 4 7 may no longer be needed. 
The Advisory Committee rejects the conclusion that 
an overall surplus, if accurate, requires a reduction or 
an end to Title VII, section 7 4 7 support. We argue 
that the Nation's pool of health care practitioners re­
mains unbalanced in favor of subspecialists, leading to 
increased overall health care costs. Increasing the sup­
ply of primary care providers continues to be a high 
priority. Further, the Advisory Committee endorses the 
view that Title VII, section 7 4 7 support continues to 

be required because of the growing number of chal­
lenges remaining. Title VII, section 747 is the sole Fed­
eral vehicle to support the necessary changes in the 
Nation's education and training system. 

The Advisory Committee has observed the growing 
shortage of nurses, and the shortage of pediatric den­
tists and general dentists with advanced training, which 
are linked in part to the reduction in Federal legislative 
support. Surpluses and shortages appear and disap­
pear as the health care system and the education and 
training systems synchronize inefficiently. Federal sup­
port provides not only financial stimulus to the educa­
tional sector, but as importantly, provides a policy bridge 
to that sector, enabling national priorities to become 
part of the educational system. Continued Title VII, 
section 7 4 7 support is viewed as a vital continuation of 
a Federal role in physician, dental and physician assis­
tant education and training policies and programming 
decisions. 

Commitment to Diversity and the 
Underserved 

Despite the relative difficulties in resolving the basic 
underlying issues that leave too many of our popula­
tions and communities perpetually starved for adequate 
health care resources, Title VII, section 7 4 7 should 
continue as one of several vehicles employed by the 
Federal Government to reduce these inequities. The 
Advisory Committee believes that the program must 
remain committed to resolving the problems of 
underserved populations in the country. Additionally, 
the need for a health care workforce that resembles 
the racial, ethnic and cultural makeup of the country 
has never been more important than it is now. As the 
recent census makes clear, we are a multicultural soci­
ety and our health care resources must reflect that es­
sential fact of life in 2151 century America. The private 
marketplace will never correct the present imbalances 
in the system. Title VII, section 7 4 7 continues to be 
necessary. 



22 

ADVISORY COMMITTEE 
RECOMMENDATIONS 

The Advisory Committee recommends 
the following: 

1. EXPAND FEDERAL SUPPORT FOR TITLE VII, SEC­
TION 7 4 7 PROGRAMS, RETAINING ITS BASIC 
STRUCTURE - The Advisory Committee recom­
mends that Title VII, section 7 4 7 be expanded 
substantially to meet the growing primary care 
needs of the U.S. population. The program has 
been extraordinarily successful at creating the ba­
sic infrastructure for educating a primary care 
workforce. However, that infrastructure requires 
continued Federal support to meet the challenges 
outlined above. The Advisory Committee has que­
ried the academic communities represented on the 
committee. An increased budget level is recom­
mended that will permit the achievement of the 
policy objectives as outlined herein, while continu­
ing to expand the primary care training system to 
meet the enlarged needs for primary care provid­
ers envisioned under the proposed community 
health center expansion plan. The Advisory Com­
mittee also recommends retention of the current 
categories of support. Funding for specific catego­
ries should depend on changing needs to meet na­
tional priorities. The specific categories recom­
mended include: 

• Support for new or expanded academic units 
(e.g., departments of family medicine, or divi­
sions of general internal medicine, or general 
pediatrics) 

• Support for faculty development 

• Support for pre-doctoral clerkships 

• Support for residency training 

• Support for physician assistants training 

The basic structure extends to retention of disci­
pline-specific support for family medicine, general 
internal medicine, general pediatrics, medicine-pe­
diatrics, physician assistants, general dentistry, and 
pediatric dentistry. Discipline-specific allocations 
are required to assure that all covered disciplines 
have access to Title VII funds. 

On the question of the relative need in this struc­
ture for the Advisory Committee, we recommend 
retention of this advisory structure. The Advisory 
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Committee has functioned effectively over the two 
years of its existence and we continue to believe 
that such advisory bodies provide a helpful adjunct 
to the internal government policy and program 
management offices. 

2. EDUCATING PRIMARY CARE PROVIDERS TO DE­
LIVER EFFECTIVE, QUALITY HEALTH CARE TO 
UNDERSERVED POPULATIONS SHOULD BE THE 
HIGHEST PRIORITY FOR TITLE VII - The Advi­
sory Committee recommends strongly the reten­
tion of the current emphasis on medically 
underserved communities and populations, and 
urges the redesign of the current shortage area 
designation criteria to take account of the many 
Title VII-funded programs that train students to 
provide care to underserved populations, although 
the programs are not located in shortage areas. 
The Advisory Committee examined at some length 
the issue of funding incentives-mainly preferences 
and priorities- that emphasize the importance of 
service to underserved communities and popula­
tions. It is clear that the Title VII, section 7 4 7 pro­
gram is important to the Nation because of its po­
tential to contribute to the two critical goals of 
increasing access to high quality health care for 
the entire U.S. population, and reducing the dis­
parities that now exist within the population in 
terms of health status, health outcomes and basic 
access to care. Even acknowledging that this pro­
gram by itself cannot resolve all these issues it has 

' demonstrated over many years its effectiveness in 
opening the health care system to the population, 
and improving its overall efficiency through its 
emphasis on primary care. 

A major component of this recommendation in­
cludes the need to recruit greater numbers of mi­
nority students into our educational institutions that 
educate future health care practitioners, who tend 
to practice in greater proportion in underserved 
communities and populations. 

3. INCREASE THE EMPHASIS ON TRAINING PRIMARY 
CARE PROVIDERS TO DELIVER CULTURALLY 
COMPETENT CARE TO AN INCREASINGLY 
MULTICULTURAL POPULATION - As the Nation's 
population continues to shift to mirror the world's 
ethnic and cultural composition, primary care prac­
titioners must be trained to provide health care 
that is both technically and culturally competent. 
As the recent census reveals, the challenges fac­
ing the health care workforce are growing rapidly. 
The Nation must be prepared. 
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4. CONTINUE AUTHORITY FOR TARGETED DEMON­
STRATION PROJECTS TO ASSURE EFFICIENT AND 
TIMELY TRANSFER OF RESEARCH FINDINGS AND 
MAJOR HEALTH CARE INITIATIVES - Title VII, 
section 7 4 7 has been highly effective at transfer­
ring national health care priorities, such as diag­
nosis and treatment of substance abuse, into the 
knowledge base of the primary care workforce. 
The Interdisciplinary Generalist Curriculum, Fac­
ulty Futures Initiative, Undergraduate Medical Edu­
cation for the 21st Century, and other demonstra­
tions have helped to guide the academic field in 
determining which of alternative promising ap­
proaches deserve replication. That demonstration 
authority needs to be continued and perhaps even 
expanded. In particular, demonstrations involving 
general or pediatric dentistry along with the other 
primary care disciplines should be authorized. The 
Advisory Committee considered and rejected the 
use of set-asides for the demonstration component. 
Demonstrations have tended to be opportunistic, 
building on research, or new thinking at given 
points in time. To that extent, the Bureau of Health 
Professions has served the health care field well in 
being responsive to knowledge changes that should 
be more broadly adopted in academic or clinical 
practice communities. We recommend continua­
tion of the current flexibility to design and imple­
ment targeted demonstrations. 

5. EMPHASIZE INTERDISCIPLINARY APPROACHES -

The Institute of Medicine's report on patient safety 
urges the expansion of interdisciplinary approaches 
to training and to clinical practice as one approach 
to reduce threats to patient safety. Title VII, sec­
tion 7 4 7 programs have for a number of years 
emphasized such approaches and pressed for their 
adoption through the use of priorities. The Advi­
sory Committee believes that such approaches 
should be expanded through priorities and sug­
gests consideration of a set-aside budget pool for 
such approaches. The Advisory Committee wishes 
to stress that "interdisciplinary" in this context 
means training and practice approaches involving 
more than one medical discipline, medical disci­
plines working with nursing or allied health disci­
plines, medical and dental disciplines working to­
gether, or any combination of the above. 

6. ASSIGN A HIGH PRIORITY TO THE TRAINING OF 
PRIMARY CARE PROVIDERS TO IMPROVE THE 
QUALITY OF CARE TO ALL AMERICANS THROUGH 
THE ELIMINATION OF HEALTH DISPARITIES AND 
IMPROVED PATIENT SAFETY - The Advisory Com-
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mittee is cognizant of the recommendations of the 
Institute of Medicine report on patient safety and 
endorses its recommendations, as noted. Addition­
ally, however, the Advisory Committee is con­
cerned about the continued existence of signifi­
cant health care disparities that seem to be growing 
despite our ever-expanding national investment in 
health care research and delivery. Although Title 
VII remains a modest vehicle, it has served well in 
educating future practitioners in caring for popu­
lations often left behind by the largely private sys­
tems of care in the country. Continued focus on 
disparities in access and outcomes must remain a 
high priority of Title VII. 

A PROPOSED AUTHORIZATION OF 
APPROPRIATIONS FOR A 
RENEWED TITLE VII, SECTION 747 

The Advisory Committee recommends a budget level 
that will permit the achievement of the policy objec­
tives outlined above, while continuing to make progress 
in expanding the primary care training system to meet 
the projected needs. 

The levels proposed are as shown in the chart on 
the next page. 

Interdisciplinary approaches are encouraged and are 
to be supported more strongly than in the past due to 
their importance in improving the operational effec­
tiveness of primary care practices, and reducing the 
incidence of medical errors throughout the health care 
system. By interdisciplinary projects, the Advisory Com­
mittee means a project in which at least two primary 
care disciplines will collaborate to achieve some intended 
objective related to one or more of the national objec­
tives outlined in this report. 

Having studied the current status of the health pro­
fessions education and training system in the light of 
the Nation's projected needs for primary health care 
providers, the Advisory Committee is convinced that a 
substantial expansion in the size of the primary care 
practitioner pool is required if we were ever to reach 
the state of equitable access to high quality care we 
believe to be necessary and vital to a healthy Nation. 
The market forces that serve the country well in other 
sectors will not by themselves deliver the health care 
system for which we strive as a Nation. Health care 
has functioned best in this country when it represents 
a blend of public and private policies and investments. 
A careful blend should remain as a bedrock principle 
on which the system functions. 
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Discipline Discipline-Specific Interdisciplinary Total 
support new, innovative ap­
proaches to meeting the changing 
health care needs of the country. 
Title VII has been a main vehicle 
for use by primary care training 

Projects Projects 

FAMILY MEDICINE .................... $84 million 

GENERAL PEDIATRICS I 
GENERAL INTERNAL 
MEDICINE................................ $56 million 

PHYSICIAN ASSISTANTS............ $15 million 

GENERALI PEDIATRIC 

DENTISTRY······························ $14 million 

TOTAL ..................................... $169 million 

$12 million 

$13 million 

$3 million 

$1 million 

$29 million 

In a study published in the Journal of Rural Health32 , 

Politzer reports, "in 1997, Title VII funded programs 
increased the rate of graduates entering HPSAs, re­
sulting in 1357 providers, and reducing the time for 
HPSA elimination to 15 years. Doubling the funding 
of these programs would increase the number of Title 
VII funded generalist physicians entering MUAs, and 
could decrease the time for HPSA elimination to as 
little as six years." That study, then, argued for a sub­
stantial increase in the budget, if the Nation was ever 
to eliminate shortage areas in the country. In addition, 
the Advisory Committee notes that a budget author­
ity above current levels will be needed if we wish to 

$96 million 

$69 million 

$18 million 

$15 million 

$198 million 

programs interested in supporting 
innovative approaches aimed at 
improving quality of care and ba­
sic access to care, and has been 
used to great effect by programs 
to leverage other sources of fund­
ing. This multiplier effect contin­
ues to be a powerful tool for chan­
neling other sources of funding 
into Title VII-supported programs. 

The Advisory Committee's proposed budget author­
ity attempts to move beyond maintenance of the current 
program's appropriations levels, which are necessary 
simply to avoid future shortages of primary care prac­
titioners. The increases being recommended by the 
Advisory Committee are intended to make inroads into 
the problems facing the Nation's health care systems. 
Even with the increases being sought, Title VII remains 
a modest investment, but, as has been demonstrated, 
one with substantial future payoffs in terms of system 
quality, access to care, and a culturally competent sys­
tem of care for the entire population. 
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APPENDIX A: TITLE VII, SECTION 747 
ENVIRONMENT AND ACCOMPLISHMENTS 

THE CURRENT ENVIRONMENT 

The current primary care training environment is 
being pressed by a number of forces. One such force is 
the ongoing need to adjust to a changing financial en­
vironment brought about by the Balanced Budget Act 
of 1997, State GME funding activities, Medicare fund­
ing reform and market demands. 

Second is the pressure from public policy quarters 
regarding how well the supply of primary care practi­
tioners in the United States aligns with the health care 
needs of the U.S. population. Although there is gen­
eral agreement between the various education and train­
ing institutions and Federal entities that a surplus exists 
in the overall physician pool, the extent of this overall 
surplus and the appropriate proportion of primary care 
to specialists are matters of dispute. The mix of pri­
mary care physicians and specialists in the United States 
is unbalanced when compared with other developed 
countries. The United Kingdom has an overall ratio of 
seven generalists for every three specialists, while 50% 
of all physicians in most other developed countries are 
generalists. In 1990, approximately one in three U.S. 
allopathic physicians were generalists and of those pro­
viders considered as generalists or primary care practi­
tioners, 36% were family medicine physicians, 39% 
were general internal medicine physicians, 19% were 
general pediatrics physicians, and seven percent were 
osteopathic physicians. Of the medical students enter­
ing residencies in these fields, the majority of trainees 
in family medicine, osteopathic medicine and general 
pediatrics end up practicing primary care. 33 34 

HMO staffing averages have been sometimes ad­
vanced as the gold standard for the proper mix of pri­
mary care to specialist physicians. Based on this model 
the ideal ratio would be two generalists for every spe­
cialist. One caution in this approach is that HMO popu­
lations are predominately employed individuals who are 
younger and healthier than the population as a whole. 
Thus, these ratios do not consider the needs of the 
underserved, the uninsured and the elderly. 

Most recent literature indicates that primary care 
physicians constitute approximately 40% of current 
practicing physicians. The Council on Graduate Medi-

cal Education in its Fourteenth Report argued for a 
ratio of 50% primary care physicians. They also noted 
that the number of specialists currently being trained 
exceeds the target goal by 41 %. The American Col­
lege of Physicians 1998 position paper points to the 
reality that currently no mechanism exists for adjusting 
the supply of physicians to approximate the health care 
needs of our Nation. This deficiency is striking, given 
that the trend of increasing numbers of physicians en­
tering primary care residencies during the first half of 
the 1990s seems to be reversing. Beginning in 1998, 
and including the 2001 residency match, a marked 
decline has been noted in the number of students match­
ing in the primary care disciplines. 

Many characteristics influence specialty choice. 
Medical school type has been shown to be fundamen­
tal, influencing the mission and faculty composition, 
which in turn affects both admission policy and cur­
riculum. Public medical schools produce significantly 
more primary care physicians than private medical 
schools. Schools with well-established primary care 
departments with academically credible faculty show 
markedly higher production rates of generalists. Lon­
gitudinal curriculum in primary care also has been 
shown to influence positively the likelihood of students 
choosing primary care. Attention needs to be given to 
restructuring in light of these findings if primary care 
medical training is to move forward. 

The following sections offer descriptions of the cur­
rent environment experienced by each of the primary 
care disciplines supported by Title VII, section 7 4 7. 
These descriptions are grouped according to HRSA 
targeted funding categories, including 1) family medi­
cine/osteopathic family medicine, 2) general internal 
medicine, 3) general pediatrics, 4) physician assistants, 
5) general dentistry, and 6) pediatric dentistry. 

Family Medicine 

Family practice is the allopathic and osteopathic 
medical specialty that provides continuing and com­
prehensive health care for the individual and family. It 
is the specialty in breadth, which integrates the bio­
logical, clinical, and behavioral sciences. The scope of 
family practice encompasses all ages, both sexes, and 
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every disease entity. The training of family physicians 
emphasizes prevention, acute problems, chronic dis­
ease management and the care of psychosocial prob­
lems affecting health. This training emphasizes conti­
nuity of patient care in the context of the family and 
community. The family physician is the most common 
primary care physician in rural and metropolitan 
America, and the most common physician in commu­
nity clinics and underserved areas. 

HISTORICAL FACTORS 

The discipline of family medicine came into being 
in 1969 in response to public need expressed during a 
period of excessive specialization. As a specialty it set 
the standard for quality early in its existence, by being 
the first to require periodic recertification of its mem­
bers. This recertification along with mandatory hours 
of continuing medical education (CME) has compelled 
family physicians to maintain their skills throughout their 
career. Family practice has grown steadily over thirty 
years, and by the mid-90's residencies were established 
in each of the fifty States. However, for the last four 
years there has been a' decline in U.S. medical school 
graduates choosing to specialize in family practice. 
Within the academic environment there is not yet par­
ity, partly due to resistance from other disciplines. The 
average number of primary care faculty in medical 
school departments varies from 120 in internal medi­
cine, 60 in pediatrics, to only 24 in family medicine. 
Due to its historical emphasis on graduate medical edu­
cation and its late entrance into many academic medi­
cal centers, family medicine has had a slow growth in 
externally funded research. For example, NIH funding 
is distributed unequally, with internal medicine depart­
ments receiving approximately $1.4 billion, pediatric 
departments receiving $280 million, and family medi­
cine departments totaling only $18 million. In addi­
tion, there are still 10 schools without departments of 
family medicine, and twenty without required family 
medicine clerkships. Both Federal and State legislatures 
have recognized the need for family medicine and have 
mandated funding specifically for such training. 

WORKFORCE TRENDS 

Family physicians are becoming more ethnically and 
culturally diverse: of current residents in training, 45% 
are female and 24% are minorities. Women constitute 
a third of all family medicine fac;:ulty members. Family 
physicians serve more of the Nation's underserved 
populations than any other discipline. The payer mix 
for the average family physician is 22% Medicare, 13% 
Medicaid, and 9% indigent. In addition, family physi-

cians practice in HPSAs and CHCs more than any other 
discipline. The Nation relies heavily on family physi­
cians to practice in HPSAs. Without family physicians, 
an additional 1332 of the U.S. urban and rural coun­
ties would qualify for designation as a primary care 
HPSA. 

Even with the successes of Title VII, we are not train­
ing enough family physicians to meet America's cur­
rent needs and shortages will increase dramatically as 
baby boomer family physicians begin to leave the 
workforce. At the present rate, more family physicians 
are retiring than are being produced. Access to care 
remains a problem for many Americans. Family physi­
cians are needed throughout the country, particularly 
in places such as rural communities and urban centers 
that historically have had difficulty attracting physicians. 

EDUCATIONAL TRENDS 

Issues such as lifestyle, income, student debt, and 
technological orientation dominate specialty choice 
today causing fewer U.S. medical school graduates to 
select primary care and particularly family practice. An 
intangible but important factor in specialty choice is 
the lack of prestige associated with the specialty of fam­
ily practice, particularly within the medical school envi­
ronment. In addition, the costs of training family phy­
sicians are not offset by clinical revenues as much as 
the training of procedural specialists who have enhanced 
reimbursement for clinical services. 

EDUCATION AND TRAINING 

There are currently 493 family practice residency 
programs, training approximately 11, 000 family prac­
tice residents. Family physicians specialize in caring for 
all people regardless of age, gender, or diagnosis. Family 
physicians provide primary care and serve as impor­
tant coordinators of care-including when either spe­
cialty or tertiary care is required. This helps to improve 
quality and reduce costs. Family physicians have played 
an especially important role in meeting the health care 
needs of those living in rural and inner city areas in this 
country. 

The residency requirements for certification in fam­
ily practice include a 36-month curriculum. This cur­
riculum includes adult care, surgical care, children's 
health care, maternity and gynecologic care, human 
behavior and mental health, as well as community 
medicine. Training in the medical and surgical 
subspecialties is included and training programs have 
increased emphasis on procedural skill training 
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responding to new technology. The core of the pro­
gram is the supervised continuity ambulatory practice 
conducted in the Family Practice Center model office 
over a three-year period. The training provides experi­
ence caring for patients of all ages in ambulatory, hos­
pital, extended and home care settings. Family prac­
tice training emphasizes comprehensive, continuous 
patient care in the biopsychosocial model. 

General Internal Medicine 

Internal medicine is the allopathic and osteopathic 
medical discipline that specializes in health care of adults 
of both sexes, from young adulthood to the elderly. 
The training of internal medicine physicians (internists) 
encompasses the scientific basis of prevention, the 
causes and treatment of illnesses occurring throughout 
the adult lifespan, as well as skills to understand the 
role of community, family and environment in health 
and disease for the full range of adult medical needs. 
Internists have expertise in a spectrum that includes 
general and comprehensive care of ambulatory patients 
with an emphasis on prevention, screening and the 
behavioral and ethical aspects of health and disease. 
They are also expert in the diagnosis and treatment of 
acute and chronic disease in both the ambulatory and 
the inpatient setting. Internists are skilled in caring for 
the increasingly complex and aging population with 
individualized care that emphasizes interventions and 
systems of care that focus on optimizing functional sta­
tus and quality of life. 

HISTORICAL FACTS 

In the past 15 years, approximately 16,000 gen­
eral internal medicine practitioners have been trained 
in Title VII recipient programs. In fiscal year 1996 alone, 
932 general internal medicine residents were trained 
through Title VII. Over 37% of graduates of general 
internal medicine programs from 1996-1998 have 
established practice in medically underserved commu­
nities. Over 69% of Title VII funded internal medicine 
program graduates practice primary care after gradua­
tion35. This rate is nearly twice that of programs not 
receiving Title VII funding. 

WORKFORCE TRENDS 

The discipline of internal medicine trains 25% of 
residents (excluding PGY-1 medicine preliminary posi­
tions), graduating over 5000 trainees eligible for certi­
fication by the American Board of Internal Medicine 
each year. Four hundred of these graduates are from 
primary care internal medicine programs. There are 

372 categorical internal medicine training programs 
and 104 primary care internal medicine training pro­
grams. Between 1980 and 1985, 56% of these gradu­
ates entered careers in general or primary care inter­
nal medicine, which is the largest source of generalist 
physicians in the United States. Data from 1999 were 
nearly identical. 36 

In recent years, the number of full-time funded in­
ternal medicine faculty has increased only 0.5% per 
year, necessitating continued dependence on volunteer 
faculty. Half of the faculty in internal medicine teach­
ing units, defined as the department, division, section, 
or other equivalent group of internists centered on gen­
eral internal medicine teaching activities (most of which 
are divisions of general internal medicine) are volun­
teers and are primarily located away from university or 
medical school settings. Ninety-eight percent of inter­
nal medicine faculty teach medical students and 99% 
teach internal medicine residents. Nearly half of the 
internal medicine teaching units support faculty and 
trainees in underserved clinic settings, defined as Health 
Professional Shortage Areas, National Health Service 
Corps sites, Indian Health Service sites, State or local 
sites designated by State government, or clinics with 
more than 50% Medicaid or uninsured patients. 

This enormous dependence on volunteer faculty 
makes internal medicine teaching faculty vulnerable to 
current economic pressures. In the increasingly com­
petitive economic medical environment of managed 
care, volunteer faculty are forced to see a growing num­
ber of patients in the same time period with the same 
resources. "It is likely that these volunteer faculty will 
need to reexamine whether they are able to commit 
precious time to teaching and whether they are willing 
to stay even later into the evening to complete clinical 
tasks set aside earlier in the day." 37 

EDUCATION AND TRAINING 

General internal medicine requires at least 30 
months of training in the discipline of general internal 
medicine, subspecialty internal medicine, critical care 
medicine, geriatric medicine, and emergency medicine. 
Up to four months of the 30 months may include train­
ing in other primary care areas (e.g., neurology, der­
matology, office gynecology or orthopedics) In addi­
tion, up to three months of other electives approved 
by the internal medicine program director are required. 
Of the 36 total months of residency training, at least 
24 months must occur in settings where the resident 
personally provides, or supervises junior residents who 
provide, direct care to patients in inpatient or ambula­
tory settings. 
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SCOPE OF PRACTICE 

General internal medicine is the discipline that spe­
cializes in health care of adults of both genders, from 
young adulthood to the elderly. The training of inter­
nal medicine physicians (internists} encompasses the 
scientific basis of prevention, the causes and treatment 
of illnesses occurring throughout the adult lifespan, as 
well as skills to understand the role of community, fam­
ily and environment in health and disease for the full 
range of adult medicine needs. Internists have exper­
tise in a spectrum that includes general and compre­
hensive care of ambulatory patients with an emphasis 
on prevention, screening and the behavioral and ethi­
cal aspects of health and disease. Internists are also 
expert in the diagnosis and treatment of common or 
complicated acute and chronic disease in both the 
ambulatory and the inpatient setting. General internists 
have expertise in managing patients with advanced ill­
ness and disease of several organ systems. Internists 
are skilled in caring for the increasingly complex and 
aging population with individualized care that empha­
sizes interventions and systems of care that focus on 
optimizing functional status and quality of life. 

General Pediatrics 

Allopathic and osteopathic pediatricians practice the 
specialty of medical science concerned with the physi­
cal, emotional, and social health of children from birth 
to young adulthood. Pediatric care encompasses a broad 
spectrum of health care services ranging from preven­
tive health care to the diagnosis and treatment of acute 
and chronic diseases with an emphasis on continuity 
of care. Because the welfare of children and adoles­
cents is heavily dependent on the home and family, 
pediatricians support the creation of a nurturing envi­
ronment, including education about healthful living and 
guidance for both patients and parents. Pediatricians 
participate in the community to prevent or solve prob­
lems in child and adolescent healthcare and serve as 
advocates for children and adolescents. With a greater 
appreciation of the importance of childhood anteced­
ents of adult disease, the practice of pediatric medicine 
also has a particular emphasis on early intervention 
biologically, psychologically, and socially. 

HISTORICAL FACTORS 

Pediatrics as a medical specialty has its beginnings 
in the early part of the last century when it was recog­
nized that there were unique physiological and psycho­
logical developmental aspects of child and adolescent 
health that set it apart from adult medicine. Training 

and practice of pediatrics at that time was based pre­
dominantly on a biomedical model, with the pediatri­
cian, a true generalist, caring for minor and major ill­
nesses extensively in both community and hospital 
settings. The general pediatrician served a dual role as 
primary care provider and as referral specialist for 
moderate to complex child and adolescent problems. 

As pediatric subspecialties evolved in the second half 
of the twentieth century, the role of the general pedia­
trician became more focused on primary care. Patients 
with complex; chronic illnesses such as cancer, con­
genital heart disease, complex seizures were increas­
ingly cared for by specialists. These specialists usually 
had additional training beyond residency, often in Na­
tional Institutes of Health supported fellowships. With 
this shift in patient care, general pediatricians began to 
readdress their care to a more comprehensive 
healthcare model that recognized the importance of 
the social and psychological issues associated with the 
primary health care of children and adolescents. Ors. 
Green and Haggarty, in the 1970's, identified these 
issues as the "new morbidities" in pediatrics and en­
couraged training and practice that encompassed this 
expanded view of pediatric health care. 

The general pediatrician at the turn of the current 
century has had training not only in the biomedical 
aspects of pediatrics, but increasingly in the social and 
psychological aspects as well. Current residency train­
ing requirements include curricula that address such 
issues as advocacy, cultural competency, and commu­
nity-based experiences. In addition, most generalist 
academic fellowships have a focus on some aspect of 
clinical care or health care system research that ad­
dress issues of underserved populations. Much of the 
current research in pediatrics .with regard to health dis­
parities, access, and clinical care of special needs popu­
lations, espedally the underserved, is being done by 
trainees from Title VII supported fellowships. 

Title VII funds have had a significant impact on other 
aspects of training at all three levels. It has been instru­
mental in increasing the number of divisions of general 
pediatrics from 95 to 119 in the past 10 to 15 years. 
Additional services, including the development of new 
programs and training of physicians to care for un­
derserved children, particularly in the urban setting, 
have also resulted from this support. Innovative edu­
cational materials, including a "serving the under­
served" curriculum and a manual for pediatric edu­
cation in community settings have been used extensively 
throughout pediatric residency programs across the 
Nation. 
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WORKFORCE TRENDS 

In a major document produced in 2000, 38 it was 
noted, "that by the year 2020 nearly 50% of U.S. chil­
dren under the age of 18 will be African American, 
Latino, Asian American, or Native American; yet of 
the 1997 medical school graduates entering pediatric 
programs only approximately 15% were African Ameri­
can or Latino." Overall, underrepresented minority 
matriculation into medical school has also declined in 
recent years, with a long-term effect of exacerbating 
the problem of access of minority, underserved com­
munities. This is particularly a problem in pediatrics in 
selected geographic HPSAs that include an estimated 
seven million children. It is projected that an additional 
2,000 to 3,500 pediatricians will be required to care for 
these children. In 1998-1999, the total number of resi­
dents in general pediatrics, including both categorical 
pediatrics programs and Med/Peds programs was 9,459. 

Although recent residency match results have been 
very favorable for pediatrics with the 2001 matching 
at one of its highest levels (97%), there is an increasing 
perception that there is a need for more pediatric 
subspecialists. Currently only 18% of board certified 
pediatricians are subspecialists. A potential trend away 
from primary care as a career coupled with a lagging 
diversity among pediatric residents, underscores the 
need for programs such as Title VII that encourage 
and support both primary care and diversity. 

EDUCATION AND TRAINING 

Training in general pediatric medicine occurs at three 
levels, in the clinical years of medical school, during a 
three-year pediatric residency, and at a post-residency 
fellowship level. Title VII funds are currently structured 
to support training at all three levels, although histori­
cally it has been utilized primarily to support residency 
and fellowship training in general pediatrics. 

All medical schools require a pediatric medicine 
experience as part of their core clinical requirements. 
Clerkships in pediatrics usually consist of a six to ten 
week experience in the third year of medical school. 
Most of these clerkships now have a particular empha­
sis on outpatient and primary care experiences. Some 
students will do additional pediatric training in the fourth 
year of medical school, usually in a subspecialty. 

General pediatrics residents must complete three 
years of postgraduate pediatric training. During the 
training program, the resident is expected to assume 
progressive responsibility for the care of patients. Su­
pervisory experience must be an integral part of the 

total three-year program with the last 24 months of 
training including five months of direct supervisory re­
sponsibility in general pediatrics. At least 10% of their 
time must be in a longitudinal primary care continuity 
experience throughout the three years. In the second 
and third year, the continuity time increases to 20% in 
most programs. Current residency training requirements 
include curricula that address such issues as advocacy, 
cultural competency, and community-based experiences. 

At the general pediatric fellowship level, the train­
ing is usually two to three years in duration. Title VII 
dollars have been critical in sustaining academic gener­
alist fellowship training programs which have been key 
producers of health services researchers and educators 
in general pediatrics, with a particular focus on health 
care of underserved populations. 

Medicine-Pediatrics 

Medicine-Pediatrics programs contain the core ele­
ments of allopathic and osteopathic internal medicine 
and pediatric training programs. After completing a 
combined training program, graduates are recognized 
by colleagues, patients, the American Board of Inter­
nal Medicine and the American Board of Pediatrics as 
fully-trained Internists and Pediatricians who possess 
both breadth and depth of knowledge 

HISTORICAL FACTS 

Following agreement by the ABP and ABIM in 196 7 
to allow combined training to lead to dual certification, 
the Boards recognized the first program in 1971. Med­
Peds training grew slowly for the next decade, and then 
experienced a rapid increase in popularity. From 1979 
to 1989, the number of training programs increased 
16 fold, and the number of available first year, Resi­
dency 01 (ROl) training positions increased from 5 to 
249. ROl positions increased another 89% from 1989 
to 1997, before leveling off. 

Medicine-Pediatrics programs contain the core ele­
ments of both internal medicine and pediatric training 
programs. After completing a combined training program, 
graduates are recognized by colleagues, patients, the 
American Board of Internal Medicine and the American 
Board of Pediatrics as fully-trained internists and pediatri­
cians who possess both breadth and depth of knowledge. 

WORKFORCE TRENDS 

In 1992, there were nearly 900 Med-Peds physi­
cians that had graduated from approved programs. By 
2000 the total had grown to 3200 with nearly 400 
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graduates a year entering the workforce today. A re­
cent survey report39 by Lannon, et al, showed that over 
70% of graduates were involved in direct patient care. 
Nearly 50% of the graduates were associated with teach­
ing in medical schools. Eighty-five percent of gradu­
ates managed patients who required hospitalization. 

EDUCATION AND TRAINING 

Training in combined internal medicine/pediatric 
programs occurs over 4 years. Time is divided evenly 
between the two disciplines with residents rotating ap­
proximately every 3 or 4 months. All residents see both 
adults and children in the outpatient setting on a weekly 
basis. Since training is condensed from 6 years to 4 
years, it is cost-effective training and provides commu­
nities with both an internal medicine (adult) doctor and 
a pediatric doctor at the same time. 

SCOPE OF PRACTICE 

These physicians are well qualified to care for the 
spectrum of health care needs of children and adults. 
Because the U.S. health care system mandates a strong 
primary care base, these physicians will play an increas­
ingly important role in providing high-quality general­
ist care. Additionally these physicians are assets to the 
other primary care disciplines. Over one-third of Med­
Peds trained physicians work with family practice phy­
sicians, and nearly 40% work with general pediatri­
cians and general internists. Over 43% of Med-Peds 
physicians work in communities that have less than 
100,000 people and 27% work in communities of 
fewer than 50,000. 

The Med-Peds physician has achieved national rec­
ognition as a collaborative physician-meeting health 
care needs and taking a leading role in an evolving 
managed care market. Both Houses of Congress have 
placed their support behind Med-Peds by protecting 
the continued funding of these programs in passing 
the Primary Care Promotion Act of 1997. In addition, 
the Balanced Budget Act of 1997 added full Medicare 
Direct GME support for the fourth year of the com­
bined medicine-pediatrics residency training. Outcome 
data have now demonstrated that Med-Peds has cre­
ated enhanced practice efficiency in collaborative prac­
tices with family physicians, further optimizing the 
managed care environment. 

Osteopathic Medicine 

Physicians licensed as doctors of osteopathic medi­
cine (D.0.s), like their medical counterparts (M.D.s), 
must pass a national or State medical board examina-

tion in order to obtain a license to practice medicine. 
D.O.s provide comprehensive medical care to patients 
in all 50 States and the District of Columbia. Title VII, 
section 7 4 7 has supported grants to osteopathic medi­
cal institutions, both at the undergraduate and gradu­
ate levels that satisfy the basic Title VII, section 747 
program requirements. 

HISTORICAL FACTS 

Osteopathic medicine is a distinctive form of medi­
cal care founded on the philosophy that all body sys­
tems are interrelated and dependent upon one another 
for good health. This philosophy was developed in 187 4 
by Dr. Andrew Taylor Still, who pioneered the concept 
of "wellness" and recognized the importance of treat­
ing illness within the context of the whole body. 

Osteopathic physicians use all of the tools available 
through modern medicine including prescription medi­
cine and surgery. They also incorporate osteopathic 
manipulative treatment (OMT) into their regimen of 
patient care when appropriate. OMT is a set of manual 
medicine techniques that may be used to relieve pain, 
restore range of motion, and enhance the body's ca­
pacity to heal. 

WORK FORCE TRENDS 

Currently, there are approximately 47,000 D.O.s 
practicing in the United States. Reflecting the osteo­
pathic philosophy of treating the whole person, 57% 
of D.O.s serve in the primary care areas of family medi~ 
cine, general internal medicine, and general pediatrics, 
often establishing their practices in medically 
underserved areas. Another 43% are found in a wide 
range of medical specialties including surgery, anes­
thesiology, sports medicine, geriatrics, and emergency 
medicine. Still others serve as health care policy lead­
ers at the local, State, and national levels. In addition, 
increasing emphasis on biomedical research at several 
of the osteopathic colleges has expanded opportuni­
ties for D.O.s interested in pursuing careers in medical 
research. 

EDUCATION AND TRAINING 

With the number of D.O.s increasing 50% in the 
last decade, osteopathic medicine has become one of 
the fastest-growing health professions in the United 
States, a reflection of the many benefits it offers both 
practitioner and patient. 

To meet the growing demand for D.O.s, who treat 
more than 35 million Americans, the number of colleges 
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of osteopathic medicine has increased from 5 to 19 
within the last 20 years. The colleges enroll more than 
10,000 medical students, of whom 41% are women. 

The academic program leading to the D. 0. degree 
involves four years of study, followed by a one-year 
rotating internship in such areas as internal medicine, 
obstetrics/ gynecology, and surgery, followed by two 
to six years of residency training if a specialty is desired. 

The curriculum in colleges of osteopathic medicine 
reflects the osteopathic philosophy, with an underlying 
emphasis on preventive, family and community medi­
cine. Clinical instruction emphasizes looking at all pa­
tient characteristics (including behavioral, environmen­
tal, etc.) and how various body systems interrelate. Close 
attention is given to the ways in which the musculosk­
eletal and nervous systems influence the functioning of 
the entire body. An increasing emphasis on biomedi­
cal research in several of the colleges has expanded 
opportunities for students to pursue research careers. 

Physician Assistants (PAs) 

PAs are licensed health care professionals who prac­
tice medicine with physician supervision. Physicians 
may delegate to PAs those medical duties that are within 
the physician's scope of practice and the PA's training 
and experience and are allowed by State law. PAs pro­
vide a broad range of diagnostic and therapeutic serv­
ices, from primary care to surgical procedures. In their 
work with physicians, PAs routinely perform physical 
exams and take patient histories, order and interpret 
laboratory tests, manage and treat illnesses, repair lac­
erations and assist in surgery, write prescriptions, and 
provide health education and patient counseling. All 
States, the District of Columbia, and Guam license PAs. 
Forty-seven States, the District of Columbia, and Guam 
authorize physicians to delegate prescriptive privileges 
to the PAs they supervise. 

Historical Facts 

The PA profession began in the 1960s when the 
United States was facing a serious shortage and 
maldistribution of physicians to address the Nation's 
need for primary health care services. To expand the 
delivery of quality medical care, Dr. Eugene Stead of 
the Duke University Medical Center put together the 
first class of physician assistants in 1965. He selected 
four Navy corpsmen who received considerable medi­
cal training during their military service, but who had 
no comparable civilian employment opportunities. He 
based the curriculum of the PA program in part on his 

knowledge of the fast-track training of doctors during 
World War II. 

The first major expansion of PA programs began in 
1971. From 1970 to 1980, the number of PA pro­
grams grew from 12 to 56. The growth in the number 
of programs slowed in the early 1980s; however, by 
1990, a total of 80 programs had been established. 
Today, there are 129 PA programs accredited by the 
Accreditation Review Commission on Education for the 
Physician Assistant. 

Through 2000, more than 50,000 individuals be­
came eligible to practice as PAs, up from 24,000 in 
1990. About 81 %, or nearly 41,000 of those eligible 
to practice as PAs, are in clinical practice. Although 
PAs comprise a small percent of the Nation's clinical 
workforce, it is a growing profession that is expected 
to increase to more than 87 ,000 by 2010. The U.S. 
Bureau of Labor Statistics projects that the number of 
PA jobs will increase by 48% between 1998 and 2008. 

WORKFORCE TRENDS 

PAs practice in virtually every medical and surgical 
specialty, working in partnership with physicians to 
ensure the highest quality of care for their patients. 
The 2000 American Academy of Physician Assistants 
(AAPA) Annual PA Census reveals the following infor­
mation about the PA profession: 

• Type of Community Served: PAs provide care 
in communities ranging from the most rural to the 
inner city. Almost thirty percent of respondents re­
port working in areas with fewer than 50,000 
people. 

• Employer Type: Nearly four in ten respondents 
(39%) are employed by a single or multi-specialty 
physician group practice. One-fourth of the respon­
dents are employed by hospitals. Four percent are 
employed by HMOs. 

• Work Setting: The predominant work setting for 
more than one-third of all respondents is a hospi­
tal, another third work predominantly in solo or 
group practice offices, and approximately ten per­
cent work predominantly in some type of Federally 
Qualified Health Center or community health facility. 

• Primary Specialty of Practice: While PAs prac­
tice in at least 60 specialty fields, more than half of 
this year's respondents report that their primary 
specialty is one of the primary care fields: fam­
ily/ general practice medicine (37%), general in­
ternal medicine (9%), general pediatrics (3%), and 
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obstetrics/gynecology (3%). Other prevalent areas 
of practice for PAs include general surgery/surgical 
subspecialties (20%), emergency medicine (10%), 
and the subspecialties of internal medicine (8%). 

• Functions Performed: PAs can perform a vari­
ety of functions for their primary employer. One­
fourth of respondents assist in surgery; almost half 
(44%) perform invasive procedures. 

• Public Service: About 12% of the respondents 
work for a government agency, with the Depart­
ment of Veterans Affairs being the single largest 
government employer of PAs. 

EDUCATION AND TRAINING 

The typical PA program consists of 111 weeks of 
instruction. The first phase of the program consists of 
intensive classroom and laboratory study, providing stu­
dents with an in-depth understanding of the medical 
sciences. More than 400 hours in classroom and labo­
ratory instruction are devoted to the basic sciences, with 
over 70 hours in pharmacology, more than 149 hours 
in behavioral sciences, and more than 535 hours of 
clinical medicine. 

The second year of PA education consists of clinical 
rotations. On average, students devote more than 2,000 
hours or 50-55 weeks to clinical education, divided 
between primary care medicine and various special­
ties, including family medicine, internal medicine, pe­
diatrics, obstetrics and gynecology, surgery and surgi­
cal specialties, internal medicine subspecialties, 
emergency medicine, and psychiatry. During clinical 
rotations, PA students work directly under the supervi­
sion of physician preceptors, participating in the full 
range of patient care activities, including patient as­
sessment and diagnosis, development of treatment 
plans, patient education, and counseling. 

Physician assistant education is competency based. 
After graduation from an accredited PA program, the 
physician assistant must pass a national certifying ex­
amination jointly developed by the National Board of 
Medical Examiners and the independent National Com­
mission on Certification of Physician Assistants. To 
maintain certification, PAs must log 100 continuing 
medical education credits over a two-year cycle and 
reregister every two years. Also to maintain certifica­
tion, PAs must take a recertification exam every six 
years. 

The majority of students entering PA programs have 
a BA/BS degree and 45 months of health care experi-

ence prior to admission. Of the 129 accredited PA pro­
grams, 61 award master's degrees, two offer master's 
degree options, 60 award bachelor's degrees or a 
bachelor's degree option, seven award associate de­
grees, and 55 award certificates (many programs pro­
vide a certificate in addition to a degree). 

General Dentistry 

A general dentist is an individual who has success­
fully completed formal dental training leading to a DDS 
or DMD degree, which qualifies that individual to be 
licensed to accept the professional responsibility for 
the diagnosis, treatment, management, and overall 
coordination of services that meet patients' oral health 
needs, and who has not announced a limitation of prac­
tice to any of the specialty areas recognized by the 
American Dental Association. The four-year predoctoral 
dental curriculum prepares an individual to provide 
continuing and comprehensive oral health care for pa­
tients of all ages. Dental graduates are eligible to stand 
for licensure and entry into practice immediately upon 
graduation. Of the total practicing dentists, 79% are 
general practitioners and 21 % are specialists. 
Postdoctoral general dentistry training is an option open 
to dental graduates. Those dentists completing residency 
training in general dentistry (General Practice Residency 
or Advanced Education in General Dentistry) have en­
hanced skills and experiences. General dentistry pro­
grams provide advanced training and experiences in 
disease diagnosis and treatment planning advanced 
technical procedures, management of medically com­
promised patients, multi-disciplinary care and cultural 
competency. Most graduates and program directors 
agree that a one-year general dentistry residency is equiva­
lent to at least five years of clinical experience and pro­
duces a primary care provider who is more likely to prac­
tice in a medically underserved area and/ or treat medically 
underserved populations. In most instances, the training 
experiences could not be duplicated in the private setting. 

HISTORICAL FACTS 

Oral health has risen to national prominence be­
cause of the continued prevalence of disease, the rela­
tively low degree of dental insurance, and the declining 
ratio of active dentists to 100,000 population. "Tooth 
decay is the most common chronic disease of child­
hood; it is five times more frequent than asthma, for 
example. Twenty million children-25% of persons 
under age 19-suffer 80% of all tooth decay." 40 

Over the 20-year history of general dentistry resi­
dency funding through HRSA, 59 new programs and 
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560 new training positions were created. As of 1997, 
88% of the programs and 69% of the new positions 
have been retained beyond the funding cycles. The 
success of the Title VII, section 7 4 7 dental program 
has resulted in 7 2% of the net growth in programs and 
77% of the net growth in positions. 

V/ORKFORCE TRENDS 

While most dentists are in general practice (79%), 
of immediate concern is the distribution of the dental 
workforce and the disparities that exist in oral health 
and access to oral health care. Many areas exist in which 
the population is seriously underserved, ranging from 
inner cities to rural locations. The number of dental· 
Health Professional Shortage Areas (HPSAs) has in­
creased to 1,233, encompassing over 26 million 
people. It is estimated that only 20% of Medicaid-eli­
gible children receive any dental care. In order to re­
move these HPSAs, 3,775 additional dentists are 
needed. 

There are currently 55 dental schools in the United 
States, graduating about 4, 100 dentists a year. The 
number of dentists per 100,000 population peaked in 
1990 at 59. The ratio is declining and is projected to 
decline throughout the 2020 projection period, falling 
to 53 dentists per 100,000 population. Dental schools 
began to decrease their enrollments in the late 1970s 
in response to a perceived oversupply of dentists. Con­
tinued concern about a perceived oversupply of den­
tists, along with decreases in Federal and State sup­
port, led to the closure of six dental schools by 1990. 
Dental school enrollment in 1998 was 4,236, a drop 
of 2,036 from its high of 6,301 in 1978. The current 
infrastructure of dental education precludes any signifi­
cant expansion of dental school enrollments. Today, 
although dental schools are graduating approximately 
4, 100 per year, over 6, 000 dentists are estimated to 
be retiring each year. 

EDUCATION AND TRAINING 

The four-year predoctoral dental curriculum prepares 
graduates as primary care, general dentists. Graduates 
may stand for licensure and entry into general prac­
tice. A dental residency is not required as it is in medi­
cine. Thus, postdoctoral dental education is elective. 
About 50% of dental graduates apply to programs of 
postdoctoral dental education. About 37% of the gradu­
ating classes are accepted into postdoctoral programs; 
25% into general practice residencies or advanced edu­
cation in general dentistry programs, 12% into dental 
specialty programs. Demand for postdoctoral dental 

education exceeds the number of postdoctoral posi­
tions. Over the 20-year history of Title VII, section 7 4 7 
funding for dental residencies, 72% of the net growth 
in programs and 77% of the net growth in positions 
occurred through the assistance of these funds. There 
still remain inadequate numbers of post-graduate train­
ing positions. Were post-graduate training to become 
mandatory in dentistry, it is estimated that at present 
the system is 2,518 positions short. 

While the importance of residency training is ac­
knowledged by most of the profession, the percent of 
graduates applying to postgraduate training in general 
dentistry had declined by 1999 to 25.6% from a high 
of over 35% in 1990-1993. Much of this decline can 
be attributed to the growing indebtedness of graduat­
ing dental students. Seventy-one percent of these go­
ing into practice indicate that educational debts influ­
enced this decision. For the class of 1999, 22% of 
dental school graduates reported debt greater than 
$150,000 and 74.2% reported debt in excess of 
$100,000. 

A significant crisis exists in academic dentistry. Bud­
geted, vacant faculty positions have grown from 161 
in 1986 to over 400. During the coming decade, it is 
estimated that 3,255 - 5,465 faculty will retire. This is 
a critical figure in view of the fact that only 1. 3% of 
current graduates elect teaching, research, or adminis­
tration. The limited numbers of students entering fac­
ulty positions generally becomes even more critical 
when considering the growing need for pediatric den­
tal faculty. Incentives for the recruitment and retention 
of faculty will be essential for future of dental education 
and the oral health of the public. 

SCOPE OF PRACTICE 

General dentistry is the primary care discipline of 
dentistry that provides comprehensive services to pa­
tients of all age categories including diagnostic, pre­
ventive, periodontal, endodontic, restorative, esthetic, 
implant and minor oral surgical procedures. All gradu­
ates of U.S. dental schools are general dentists, unless 
they complete additional accredited specialty training. 
As stated above, nearly 80% of U.S. dental practitio­
ners are primary care, general dentists. Authority and 
responsibility for licensure, professional regulation, and 
scope of practice rest with individual States. 

Those dentists that complete residency training in 
general dentistry have enhanced skills and experiences. 
General dentistry programs provide advanced training 
and experiences in disease diagnosis and treatment 
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planning, advanced technical procedures, management 
of medically compromised patients, multi-disciplinary 
care, and cultural competency. Most graduates and 
program directors believe that a one-year general den­
tistry residency is equivalent to at least five years of 
clinical experience. And in many instances, the train­
ing experiences could not be duplicated in the private 
setting. 

Pediatric Dentistry 

Pediatric dentistry is an age-defined dental specialty 
that provides both primary and comprehensive preven­
tive and therapeutic oral health care for infants and 
children though adolescence, including those with spe­
cial health care needs. Pediatric dentists serve as pri­
mary dental care providers for millions of children from 
infancy through adolescence; provide advanced, spe­
cialty-level dental care for infants, children, adolescents, 
and patients with special health care needs in private 
offices, community-based clinics, and hospital settings; 
and are the primary contributors to professional edu­
cation programs and scholarly works concerning den­
tal care for children. Although limited in numbers and 
unevenly distributed, pediatric dentists provide ap­
proximately 30% of oral health care services for chil­
dren in the United States, and treat a disproportion­
ate percentage of Medicaid, State Children's Health 
Insurance Program (SCHIP), medically compromised, 
and disabled children. Since children's oral health is an 
important part of overall health, pediatric dentists of­
ten work with pediatricians, other physicians, and den­
tal specialists. 

HISTORICAL FACTS 

The 2000 U.S. Surgeon General's Report Oral 
Health in America, documented that although the oral 
health of our Nation's children has improved dramati­
cally over the past three decades, millions of children 
with severe dental disease and disability continue to 
suffer from high rates of tooth decay (caries or cavi­
ties). 41 A recent article in the Journal of the American 
Medical Association42 noted that "tooth decay is the 
most common chronic disease of childhood"-five times 
more common than asthma. Eighteen percent of 2-4 
year olds have visually evident caries. By ages 6-8, 52% 
of U.S. children have already experienced tooth de­
cay, with the prevalence rising to roughly 80% by age 
1 7. Children from low-income and minority families 
have twice the rate of tooth decay and 2-3 times as 
much untreated dental disease. It is, in the words of 
the Surgeon General, "a silent epidemic." The pro-

found disparities in oral health were also discussed in 
the U.S. General Accounting Office's April 2000 Re­
port "Dental Disease is a Chronic Problem Among Low­
Income Populations." 

WORKFORCE TRENDS 

The American Dental Association reports that of 
the nearly 150,000 active practicing dentists in the 
United States, less than 20% are specialists. The 
Nation's 3,800 practicing pediatric dentists comprise 
approximately 14% of all active dental specialists and 
less than 3% of all actively practicing dentists. The U.S. 
dentist-to-population ratio began declining in the early 
1990s and is expected to decrease more rapidly over 
the next two decades. The production of dentists has 
declined substantially over the past two decades, re­
sulting in a notable gap between the number of retiring 
dentists and the number of new graduates (estimated 
at nearly 2000 dentists annually). 

It has also become abundantly clear that the United 
States is not training enough pediatric dentists to meet 
the increasing need for pediatric oral health care serv­
ices. In 1980, there were approximately 200 training 
seats per year for pediatric dentistry residents. That 
number subsequently dropped to 180 because of pro­
gram reductions and discontinuations and remained 
substantially unchanged through 1997-98. Because of 
increased attention to this problem, first year positions 
have been slowly increasing and are now over 200. 
However, the growth rate is not fast enough to meet 
societal needs. Furthermore, many applicants to pedi­
atric dentistry training positions are turned away be­
cause of a lack of positions. 

The decreased number of available pediatric den­
tists is adversely impacting private practice, public clin­
ics and academics. Pediatric dentists are needed not 
only to treat children but also to train general dentists 
to provide pediatric services. Many positions for pedi­
atric dentists remain open in private practice, public 
health clinics, dental schools, residency training pro­
grams, corporate employment, and government serv­
ice. Increasing the number of practicing pediatric den­
tists is viewed as an essential step for improving access 
to dental care and the oral health status of underserved 
American children. 

In 1998, Congress responded to this recognized 
need by including pediatric dentistry training programs 
as eligible recipients of Title VII section 7 4 7 funds. This 
was an important and long overdue change in Federal 
health policy. It is important to note that as administered 
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heretofore, this program provides limited three-year 
"start up" funds to either increase pediatric dentistry 
positions at existing programs or initiate new programs. 
This Title VII support is critical to expanding pediatric 
dentistry training; however, additional funds are needed 
to support further expansion of residency programs, 
strengthen academic units, help ensure an adequate 
supply of faculty, and develop new curricula to train 
dentists and other primary health care providers in the 
"new science" of pediatric oral health care. 

EDUCATION AND TRAINING 

The two-year pediatric dentistry residency program, 
taken after graduation from dental school, immerses 
the dentist in scientific study enhanced with clinical 
experience. Pediatric dentistry residents learn advanced, 
diagnostic, and surgical procedures; child psychology 
and clinical management; oral pathology; pediatric 
pharmacology; radiology; child development; manage­
ment of oral-facial trauma; caring for patients with spe­
cial health care needs; conscious sedation; and treat­
ment of children under general anesthesia. Residencies 
generally include rotations in pediatric medicine and 
experiences in other hospital settings, ambulatory medi­
cal care, and community clinic settings. While first-year 
pediatric dentistry positions have increased approxi­
mately 20% over the past five years, this increase has 
not kept pace with the significant increase in demand 
for this training in recent years. 

ACCOMPLISHMENTS OF TITLE VII, 
SECTION 747 

The Health Professions Education Assistance Act 
of 197 6 continued a policy of Federal support to medi­
cal education that began in 1963, with construction 
grants to medical schools. Early support was aimed 
broadly at increasing the numbers of health practitio­
ners, with the ultimate intent of achieving a more cost­
effective geographic and specialty distribution of prac­
titioners. The initial theory supporting the early Federal 
initiatives was that, with increased numbers would come 
a more even distribution of health resources. When 
instead, physicians increased the extent of 
subspecialization and continued to remain in areas with 
heavy medical resources, the Federal Government 
sharpened its focus through changes to Title VII, sec­
tion 7 4 7. The focus continued to sharpen over time 
through requirements on grantees to demonstrate in­
creased production of primary care practitioners and 
increased spread of practitioners into underserved ar-

eas. Though conflicting incentive systems in private and 
public support systems interfere with Title VII, section 
7 4 7 inspired gains in primary care, Title VII, section 
7 4 7 has continued to serve as an anchor for training 
programs that comprise a vital part of the Nation's 
primary care training system. Without Title VII, sec­
tion 7 4 7 support, the training of primary care physi­
cians would likely have been considerably more mod­
est than it is today, with even greater imbalances 
between generalists and specialists. 

Although Title VII, section 7 4 7 is viewed mainly as 
a mechanism to develop a national training capacity, 
national public health policy objectives extend well be­
yond the capacity of the Nation's training system. As 
important as the capacity is, it is solely a means to an 
end. The underlying reason for public support of pri­
mary care training is the need for primary care practi­
tioners serving in underserved areas. There exists a 
substantial body of knowledge and a theoretical con­
struct that supports the 25-year history of Title VII, 
section 7 4 7 primary care support. When Title VII, sec­
tion 7 4 7 programs were initiated, the Nation faced sub­
stantial shortages in overall physician production, rela­
tive to projected needs, and even more serious shortages 
of primary care clinicians. The driving rationale for 
HRSA's Title VII, section 747 program has remained 
what it was a quarter of a century ago-eliminating 
shortages in health care resources that frustrate the 
basic national goal of equal access to high quality pri­
mary health care for the entire population and that 
contribute to disparities in health care status and out­
comes. 

Title VII, section 7 4 7 has been reviewed in whole 
or in part through a number of studies, most of which 
have been aimed at examining particular aspects of 
Title VII, section 747 initiatives. In 1994, the General 
Accounting Office (GAO) prepared a report on the re­
lationship between Title VII, section 7 4 7 on the issue 
of access to care43 . The report noted: 

• "Evaluations have not shown that these programs 
had a significant effect on those changes that have 
occurred in the supply, distribution, and minority 
representation of health professionals. Often evalu­
ations have not addressed these issues, and those 
that did had difficulty establishing a cause and ef­
fect relationship. Such a relationship is difficult to 
establish because the programs have other objec­
tives besides improving supply, distribution, and 
minority recruitment and because no common out­
come goals or measurements have been estab­
lished." 
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• "The supply of primary care physicians and general 
dentists has increased in all types of urban and rural 
areas, but the distribution patterns in HPSAs have 
remained relatively unchanged for the past 15 years. 
This indicates that HPSAs may be caused more by 
individual community or population characteristics 
rather than an overall geographic maldistribution 
betw~.en°t.frbari and rural areas." 

• "Although no improvement occurred in distribution 
between urban and rural areas, the substantial in­
crease in primary care physician supply may have 
resulted in greater access to primary care for people 
in rural as well as urban counties." 

The GAO report found an absence of conclusive 
evidence, many confounding variables, as noted ear­
lier, a general scarcity of data concerning central out­
comes of interest, and multiple objectives by grantees. 
Further, conflicting public and private financing systems 
have given rise to forces that affect the distribution of 
health professionals far more than the tug exerted by 
Title VII, section 7 4 7 funding. Data scarcity is a prob­
lem well known within the Department of Health and 
Human Services. Data gaps caused by the absence of 
comprehensive national data systems frustrate efforts 
to examine effects of Federal funding; some extant data 
systems, such as the Health Professions Shortage Area 
(HPSA) system, while one of the more useful systems 
maintained by the department, exhibit known system 
weaknesses, as outlined in earlier sections. 

In gathering information for this report, the Advi­
sory Committee solicited input from the health care 
institutions that have participated in Title VII, section 
7 4 7 programs over many years. There may be no single 
conclusive study of effects of the program, but there 
exist many stories of success that, in the aggregate, 
begin to define a successful picture of the program. 
Reported below is a small segment of such stories, or­
ganized by the program's main outcome objectives. In 
a later appendix, additional case studies are presented 
and organized by State. While the individual case stud­
ies cannot substitute entirely for a true, comprehensive 
program evaluation, they nonetheless present a pic­
ture of performance that supports the continuation and 
expansion of this vital primary care program. 

Access to Health Care 

HEALTH PROFESSIONAL SHORTAGE AREAS (HPSAS) 

Title VII, section 7 4 7 programs have produced sig­
nificant increases in access for our Nation's medically 
underserved. While Title VII, section 7 4 7 funding has 

supported a variety of programs which affect the sup­
ply of primary care health professionals, in recent years 
it has focused a great deal of effort on producing gen­
eralist physicians to serve in medically underserved ar­
eas (MUAs). This is an important and needed empha­
sis because there is an undersupply of primary care 
physicians, particularly in areas identified by the Health 
Resources and Services Administration as health pro­
fessional shortage area (HPSAs). The record shows that 
Title VII, section 7 4 7 programs have had a significant 
impact in reducing the Nation's HPSAs. Indeed, a re­
cent study estimated that if funding of Title VII, section 
7 4 7 programs were doubled the effect would be to 
eliminate the Nation's HPSAs in as little as six years. 44 

Rural communities have an especially hard time at­
tracting and retaining health care providers, and Title 
VII, section 747 funding has supported important pro­
grams that have responded to needs for rural health 
care. 

• At the Society of Teachers in Family Medicine 
(STFM) meeting in Denver, Colorado on May 2, 
2001, a paper was presented that reports on the 
success of Title VII in influencing the career and 
practice locations of students. In "Fifteen Years 
of Predoctoral Title VII Funding: The Im­
pact Today," Ors. David Krol, Larry Green, 
George Fryer and Robert Phillips report on a study 
they completed. The study's objective: to assess the 
association between Title VII predoctoral program 
support for family medicine and physician practice 
characteristics. In the study, 192,561 U.S. medical 
graduates from 1981-1995 were compared for 
practice location and specialty on the basis of hav­
ing graduated from schools that did versus those 
that did not receive predoctoral Title VII grant sup­
port during their student experience. The study 
found that a sustained four-year grant support was 
significantly associated with rural practice, care for 
underserved populations, and choice of a primary 
care, particularly family medicine, medical specialty. 
The study concludes that predoctoral Title VII fund­
ing for family medicine succeeds in producing phy­
sicians who go into family practice and serve in ru­
ral and underserved areas. 

• Dr. John Fogarty at the University of Vermont re­
ports that the Department of Family Medicine has 
used its "(1997-2000 Title VII, section 747 pre­
doctoral) grant to develop WEB-based scenarios for 
students to access in the rural family practice of­
fices that the students (go) to for their four-week 
rotations. We saw this as a way to do 'remote 
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learning' and also a way to get our rural preceptors 
up to speed on information technology. We have 
developed several (cases) and decided to use 'pre­
vention' as one of our themes for the clerkship. We 
are in the middle of a curriculum redesign process 
for the medical school and that is what drove our 
choosing prevention." 

• Dr. Fogarty also notes, "We have linked with our 
statewide AHEC program to coordinate rotations, 
housing while away, and some funding for travel. 
We do annual faculty development training along 
with AHEC for our community preceptors on an 
annual basis in a Joint Primary Care Meeting (with 
PCIM and Peds) and our clerkship directors site visit 
the rotation mid-way during the rotation (Vermont 
isn't very big!) Each month we send one-third of the 
students to Maine for their rotation so we are trying 
to link up to insure that students get the same expe­
rience at both centers." 

• The Wichita State University Physician Assistant 
program has received Title VII, section 7 4 7 funds 
for more than twenty years, and with that support 
the program has had a significant effect on the pro­
vision of health services to rural Kansas. Dr. Marvis 
Lary, Chairperson of the Wichita State program, 
notes that more than 500 physician assistant stu­
dents have had a significant portion of their train­
ing in the "remote medically underserved commu­
nities of Kansas." Because of this training exposure 
the program's graduates feel an ongoing connec­
tion to these communities and the patients who re­
side there. An indication of this ongoing connec­
tion is that 62% of the Wichita State PA graduates 
who are practicing in Kansas spend two or more 
days per week in these rural underserved communi­
ties. 45 

• The Physician Assistant Program in Roanoke, Vir­
ginia, trains PAs to work in rural Appalachia and in 
small cities in the region. Rebecca Scott, the Direc­
tor of this relatively new physician assistant program, 
relates the experience of a recent graduate who, 
"works in a psychiatric unit that serves a 5-county 
area in the mountains of North Carolina. He does 
admission histories and physicals, daily rounds, and 
generally manages the patients on the unit while 
the psychiatrist does her outpatient clinics. As you 
can imagine, psychiatrists are few and far between 
in rural areas, so he is able to extend her ability to 
serve this 5-county area enormously." Another way 
that this program increases access to health services 
is to train them to use modern technology with great 

facility. The ability to remain in touch with colleagues 
though email and on-line medical education is help­
ing to create a "virtual" professional community that 
will "help them feel less isolated, even though they 
may be miles and miles from the nearest peer." It is 
hoped that these professional connections will help 
prevent the isolation and burnout that often discour­
ages practice in rural areas. This approach thus has 
promise for maintaining access to health care in 
Appalachia. 46 

• Using Title VII, section 7 4 7 funds, The University 
of Buffalo family practice department began a rural 
training track to give its trainees exposure to rural 
medical practice and encourage them to establish 
their practices in these communities upon gradua­
tion. The effect has been impressive: there are now 
seven family physician graduates of the Buffalo fam­
ily practice residency program who serve rural com­
munities in New York and Ohio. The program pro­
duces graduates who provide rural health care 
services and has important effects on the rural com­
munities. Dr. Tom Rosenthal, chair of the depart­
ment, notes that the effect of the faculty teaching 
residents in Cattauragus County, New York, has 
been to reduce that county's perinatal mortality rate 
by 30%.47 

• Because of the success of the Buffalo rural training 
track, thirteen family practice residency programs 
in 22 rural countries around the country have repli­
cated the rural training model developed in Buffalo. 
These sites include rural training tracks in Washing­
ton, Colorado, South Dakota, Nebraska, Oklahoma, 
Louisiana, Kentucky, North Carolina, West Virginia, 
and New York. A recent publication notes that 7 6% 
of the 77 graduates of these training tracks practice 
in rural areas and 61 % of them are practicing in 
health professional shortage areas. Significantly, 
6 7% of these physicians plan to stay more than 5 
years in their practice locations. 48 

PROVIDING INCREASED HEALTH CARE ACCESS FOR 
URBAN UNDERSERVED POPULATIONS. 

• Title VII, section 7 4 7 funding has enabled the Uni­
versity of Pennsylvania Health System to strengthen 
its commitment to providing care for underserved 
populations and to train residents and fellows in 
primary care. Dr. Jack Ende reports that the use of 
Title VII, section 7 4 7 support has enabled the divi­
sion of general internal medicine to "expand the 
mission and capacity of its fellowship program ... 
to address the needs of underserved populations. 
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The fellows trained in this program remain in aca­
demic medicine, practicing in underserved areas, 
and the residents participate in a primary care resi­
dency track . . . with its own curriculum and mis­
sion, which is to provide training for future general 
internists who are committed to practicing in areas 
that are underserved. "49 

• Ors. Harvey Bernstein, Judith Palfrey and Daniel 
Singer at Children's Hospital and Harvard Medical 
School in Boston report on the faculty development 
and primary care training grants received under Title 
VII, section 747. The Act's support has promoted 
scholarship by faculty and primary care access for 
the children of Boston. Notable in increasing ac­
cess has been the establishment of a comprehen­
sive health center for homeless and runaway teen­
agers and the "Advocate for Successful Kids" 
program to evaluate children with school problems. 
The comprehensive center for runaways has been 
cited as a national "model of care" for HIV infected 
individuals, young women seeking confidential family 
planning services and gay, lesbian, bisexual and 
transgendered youth. Title VII, section 7 4 7 funding 
has clearly made a difference for these children. 50 

ORAL HEALTH TRAINING NETWORKS 

Title VII, section 747 funding in dentistry has been 
limited since 1980 to programs of postdoctoral educa­
tion in general dentistry. The support of pediatric den­
tal residency training was authorized in 1998 in recog­
nition of the national shortage of pediatric dentists. 
These programs of advanced education provide a 
broader range of training than that acquired in dental 
school. Emphasis is given to care of a broader mix of 
patients, including the medically compromised and dis­
abled. Many of these programs are located in and pro­
vide care to underserved communities. Specific to den­
tistry, almost 80% of the growth in these programs 
has been through start-up support provided by Title 
VII, section 7 4 7 funds. About 30% of the graduates 
from the supported programs established practices or 
spent 50% or more of their time in health professional 
shortage areas or settings providing care to underserved 
communities or populations. 

• Five Title VII, section 747 grants over the past 15 
years have enabled the University of Florida State­
wide Network for Community Oral Health to, "ex­
pand training opportunities for predoctoral and gen­
eral dentistry residents . . . and to increase access 
to care for underserved patients throughout Florida." 
The general dentistry residency program is one year 

in length and places both student and resident train­
ees in underserved areas serving low income and 
indigent patients. Title VII, section 7 4 7 funding has 
permitted establishment of eleven such centers 
across the State, training a total of 20 general den­
tistry residents per year-as well as many students­
and significantly expanding oral health care to 
Florida residents. 51 

• A similar program at the Louisiana State University 
School of Dentistry enabled that institution to es­
tablish an advanced education general dentistry resi­
dency in 1995 as well as to establish two rural den­
tal student clinics and an underserved student clinic 
in New Orleans. An article in Louisiana Dentistry 
notes that the Lallie Kemp Medical Center in Inde­
pendence, Louisiana, although it had been estab­
lished in 1939, did not offer dental care until 1994 
when Title VII, section 7 4 7 funding made it pos­
sible. Oral health care was a critical need in this 
rural community and the addition of dental services 
has been a "win-win situation for everyone." Dr. 
Eric Hovland notes that students get to see an aver­
age of 25 patients per day, and student Craig 
Crawford comments that, "It's a two-fold benefit; 
we get lots of experience, and the patients receive 
good dental care. "52 

• The Dental School at the University of Texas Health 
Science Center at San Anto.nio received a pediatric 
dental grant to increase the number of residents 
trained in providing care to indigent and underserved 
populations, especially Hispanic children. The grant 
also initiated prevention activities for preschool 
underserved children. Clinic training sites included 
the Christus Santa Rosa Children's Hospital and two 
WIC clinics. This type of training initiative directly 
addresses those disparities in children's oral health 
highlighted in the U.S. Surgeon General's report 
and two reports of the GAO last year. 

NEW PRIMARY CARE DEPARTMENTS IN MEDICAL 
SCHOOLS 

• Susan Wolfstahl, MD, at the University of Maryland 
reports that they are just starting the second year of 
a three-year medicine-pediatrics grant and have just 
been awarded another three-year grant for the es­
tablishment of a Division of Primary Care Educa­
tion for Medicine, Pediatrics and Family Medicine. 

- "(Without Title VII, section 7 4 7) it is likely that 
most of our programs would continue, (for 
example) evidence based medicine training, 
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modules in managed care and caring for the 
underserved. 

- However, we would not be able to have as exten­
sive a program in cultural diversity since the grant 
pays for these instructors. 

- For the upcoming grant, we would not be able to 
develop the research infrastructure or hire our 
medical educator without Title VII, section 7 4 7 
funding. Hence, the full scope of the grant and 
the full collaboration among the three departments 
would not be accomplished. "53 

• Larry Culpepper, MD, Chair of the new Depart­
ment of Family Medicine at Boston University, calls 
Title VII, section 747 funding "absolutely critical" 
to the establishment of his department. Title VII, 
section 7 4 7 funds have supported the planning and 
initiation of the department, the development of 
student rotations, and a residency which places learn­
ers in. Federal community health centers for their 
clinical experiences. Because of the presence of 
these "teaching community health centers," the 
department will be able to add colonoscopy and flex­
ible sigmoidoscopy to the range of services in these 
locations. These additions will give the patients 
served by these community health centers better 
access to cancer screening and should reduce their 
high rates of preventable cancer. 54 

• Efforts to establish departments of family medicine­
like that at Boston University-have been signifi­
cantly assisted over the past 30 years by Title VII, 
section 747 funding. There are currently only ten 
U.S. medical schools without a department of fam­
ily medicine; over one hundred family medicihe de­
partments have been established with Title VII, sec­
tion 7 4 7 support since 1969. 

INNOVATIVE MEDICAL EDUCATION CURRICULA 

• Richard Usatine, MD, describes the Doctoring cur­
riculum at the UCLA School of Medicine as having 
a "central goal of turning out humane physicians 
with great communication skills." The course, re­
quired in the first three years at UCLA medical 
school, centers around patient cases illustrating is­
sues of communication, ethics, prevention, infor­
mation systems, cultural competency, and evidence 
based medicine. The course is the single largest 
component in the UCLA medical school curricu­
lum and could not have been developed without Title 
VII, section 7 4 7 support, which has freed up the 
time of the course leaders, including Dr. Usatine to 

develop and refine the course. A key component of 
the curriculum is to place all third year students with 
preceptor physicians in urban medically underserved 
sites in the Los Angeles area. Thus, students learn 
about the medically underserved and the access is­
sues these patients face, not only through cases in 
the first two years of medical school, but also through 
direct practice experience in their third year. 55 

Cultural Competence 

The increasingly diverse American public benefits 
from treatment by culturally competent primary health 
providers. Crucial variables in the physician-patient re­
lationship are trust and communication, which are 
both enhanced when the health care provider knows 
how to listen carefully to the patient and understands 
the patient's culture and health beliefs. Such skills don't 
just happen and can readily be taught. Examples of 
Title VII, section 7 4 7 projects that have enhanced the 
cultural competence of primary care providers include: 

• Dr. Dennis Mull from the Department of Family 
Medicine at the University of Southern California 
notes that: "The university is located in a multi-eth­
nic area in which 120 different languages are spo­
ken. In July 1999 we received $17,000 from a 
HRSA Predoctoral Training Grant to fund a part­
time community site developer for our six-week third 
year clerkship program in family medicine. We were 
able to hire a seasoned medical anthropologist for 
this position . . . She has focused on increasing 
student exposure to professionally rewarding medi­
cally underserved practices during their five-week 
community preceptorships. She has fostered stu­
dent interest by developing interactive cross-cultural 
exercises for use during our classroom orientation 
week and by collecting testimonials from students 
who have done their preceptorships in medically 
underserved sites ... An important component of 
her work has been to conduct in-depth interviews 
with students already committed to practicing in 
underserved areas to determine the basis of their 
commitment. She has also made site visits to ob­
serve students' experiences directly and has assigned 
an ethnographic paper to be written on a patient's 
family of the student's choosing. As a result of her 
efforts and those of clerkship staff, over the 1999-
2000 academic year we have placed 35% more 
students in medically underserved sites than we did 
in 1998-1999. This illustrates how a very modest 
amount of funding can have a substantial result in 
terms of exposing more medical students to the 
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benefits and rewards of practicing in medically 
underserved settings." 

- 'The Clinica Campesina residency track was a 
direct result of a department development grant 
to enhance care of the underserved and training 
of providers to care for the underserved. The grant 
provided start-up funds to develop the relation­
ship and initiate the program. After the initial 
department grant, a residency training grant pro­
vided educational funding to enhance cultural com­
petency. In fact, lack of ongoing funding from Title 
VII, section 7 4 7 funding is one reason we had to 
close the program. The program was incredibly 
successful: 8 of 9 residents are practicing in 
underserved sites." 

- "Without this funding we would not have strength­
ened our mission to training family physicians 
specifically for care of the underserved and would 
most likely have remained training suburban and 
rural docs."56 

• Christine Legler, from the physician assistant pro­
gram at Pacific University, reports that Title VII, 
section 7 4 7 funding has enabled her program to 
place a new emphasis on multicultural awareness 
and minority outreach. She notes that the PA 
program's initiative has spread widely through her 
whole institution. She comments that: 

- "(Title VII, section 747 funds have) enabled us to 
increase the University's awareness of the need 
to expand programs for multicultural students ... 
The, University is now creating a new office of 
Multiculturalism and hopes to apply for a Title III 
and HCOP grant through this new office. This 
office was created as a response to the PA pro­
gram diversity program funded by Title VII, sec­
tion 7 4 7 monies." 

- "(These funds have) increased (the) number of 
rotations in communities that serve multicultural 
populations and hopefully will eventually increase 
our enrollment of minority students." 

- "(Without Title VII, section 747 funds) we would 
not be able to create new programs within our 
PA courses and would need to maintain our cur­
riculum as is. We would not be able to recruit or 
mentor disadvantaged applicants. "57 

• A recent study of multi-cultural curricula in family 
practice residency programs found that 58% of these 
programs have an informal curriculum, 28% have a 
formal curriculum, while 14% have no curriculum. 

Factors that facilitate such curricula include "cultural 
diversity of communities and residents, multicultural 
interests of faculty and residents, and faculty's 
multicultural experience." Curricular efforts are im­
peded by "lack of time, money, resources, faculty 
expertise and cultural diversity in the community." 
There has been a marked increase in the preva­
lence of multicultural curricula in family practice 
residencies since 1985.58 

Diversity 

The primary care disciplines have been working for 
several decades to make the composition of America's 
health care providers more representative of the eth­
nic and cultural make up of America. The following 
stories illustrate these efforts: 

• Dr. Herbert Muncie at the University of Maryland 
comments that, "at the U. of Maryland the Title 
VII, section 7 4 7 money has been instrumental in 
allowing us to completely change the mix of our 
faculty (then residents). In the early 1990's our full 
time faculty was 80% male and only 7% minority. 
With the assistance of the Title VII, section 7 4 7 
funds we consciously sought more minority residents 
and women residents. We also used funds to en­
courage more minority and women faculty to join 
the faculty and mentor their careers. In fiscal year 
2000, we are now 40% male and 47% minority 
faculty. Of our 39 residents, 30 are women and 18 
are minority. We anticipate with successful additional 
funding to add three more junior minority women 
faculty in fiscal year 2001. We have the highest 
percent of minority family medicine faculty of any 
non-minority medical school. "59 

• Dr. Dale Lefever reports that the efforts of the de­
partment of family medicine at the University of 
Michigan to recruit minority students and faculty 
have been emulated throughout the medical school: 
"We ... attempt to develop programs that are use­
ful to the medical school and/ or generalizable to 
family medicine nationally. For example, our efforts 
to recruit minority residents have been used by sev­
eral other departments and have resulted in a medi­
cal school-wide effort especially with the Student 
National Medical Association both regionally and 
nationally." 

- "At the Dean's request, presentations were made 
to the chair of every clinical department. We have 
a multicultural competency work group and two 
departments have used our materials to start 
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similar programs in their departments here at the 
UM. One of our faculty sits on the dean's com­
mittee on diversity and career development and 
chairs the minority recruitment subcommittee. We 
also have created a multicultural awareness website 
and have made the contents available to every­
one in the medical school, hospital and schools of 
public health and nursing. It is on the Intranet and 
is password protected." 

- "These efforts have increased our visibility and 
political strength within the institution. We plan to 
develop a listserve as the next step in this process." 

• The University of Kentucky College of Dentistry has 
been training its dental residents in underserved 
communities, and this effort has increased the num­
bers of under-represented minorities entering the 
dental work force. They have two female dental resi­
dents (one Hispanic) who have completed the 
school's distance learning community based gen­
eral dentistry residency program. Two other resi­
dents, one a minority, are in training this year in 
rural Kentucky and one has expressed a desire to 
go to an underserved area to practice. 60 

• Dr. John Fogarty at the University of Vermont re­
ports that his family medicine department is linking 
with the local community health center to develop 
a curriculum in "cultural sensitivity and diversity" 
for second and third year residents. 61 

Quality 

All medical and dental trainees should experience 
quality training and should acquire the systems think­
ing perspectives that will enable them to improve the 
health care delivery systems to which they will later 
devote their professional lives. 

Crucial elements in the expansion of primary care 
training have been focused on attracting and training a 
cadre of primary care faculty, encouraging this faculty 
to make career-long commitments to academic prac­
tice, and improving the process of medical and dental 
education. 

Recent reports and studies during the last several 
years have dramatically illustrated the need for teach­
ing primary care trainees the systems thinking skills 
they will need to improve the institutions they work in 
and the quality of care delivered to patients. 62,63, 64, 65 

Thus far many primary care efforts to increase training 
quality have centered on faculty development and the 
building of information technology infrastructure. 

PRIMARY CARE FACULTY DEVELOPMENT 

The record of primary care disciplines in using Title 
VII, section 7 4 7 funding for fellowships and other meth­
ods of training faculty in the skills and attitudes needed 
for academic success is truly impressive: 

• The department of pediatrics at the University of 
Rochester has used Title VII, section 7 4 7 funding 
to offer a general pediatrics fellowship program to 
general pediatricians who wish to enter academic 
practice. Faculty development programs such as 
these have a multiplier effect, producing generalist 
physicians, scholars and teachers who go on to serve 
as teachers and scholars in other generalist training 
programs and thereby increase the supply of gen­
eral pediatricians to meet the needs of underserved 
populations. Indeed, Dr. Michael Weitzman, Chief 
of Pediatrics at Rochester General Hospital, notes 
that their fellowship program has produced "two 
dozen leading generalist scholars who are making 
an on-going contribution to the field at institutions 
around the country." Dr. Weitzman further notes 
that the majority of his graduates have their clinical 
practices in academic clinics and community health 
centers in which a high proportion of the Nation's 
indigent children are provided cared. Two of the 
Rochester fellows initiated a Pediatrics Links with 
the community program that enables pediatric resi­
dents to interact with underserved children in home­
less shelters, foster care clinics and other non-tradi­
tional settings. Because of its impact, this program 
was awarded the prestigious 2000 Ambulatory 
Pediatrics Teaching Award and was recently 
awarded a major foundation grant. 66 

• Dr. William Branch, Director of the Division of Gen­
eral Internal Medicine at Emory University School 
of Medicine, notes that his department has also had 
Title VII, section 7 4 7 support for a faculty develop­
ment program. This fellowship has trained 24 fac­
ulty over four years, 14 of whom have remained on 
the general internal medicine faculty and are prac­
ticing in underserved areas. This fellowship program 
has thus dramatically increased the number of pro­
viders available to see underserved patients. Dr. 
Branch notes also that fellowship is "the only inten­
sive faculty development program at Emory Uni­
versity School of Medicine and is setting an example 
for the rest of the school. "67 

• Dr. William Mygdal, Director of the Family Practice 
Faculty Development Center in Waco, Texas, notes 
that the year-long part-time fellowship he directs 
has been operating with Title VII, section 7 4 7 
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support since 1978. Significantly, the fellowship has 
produced 134 graduates, who make up a substan­
tial proportion of the full-time faculty in Texas fam­
ily practice departments and residency programs. 
Recent fellowship alumni surveys indicate that 77% 
of these graduates remain in active roles as full-time 
teachers of family practice. Seventy-four percent of 
the program's graduates report that they work in 
medically underserved communities. Graduates of 
the Waco fellowship direct eleven of the 30 allo­
pathic family practice residencies in the State. Since 
almost all of these programs serve indigent and low­
income patients, the multiplier effect of this one 
fellowship on Texas patient care access is signifi­
cant. The faculty development center was awarded 
the National 1997 Primary Care Achievement 
Award for Education by the Pew Health Professions 
Commission. 68 

Unanticipated Outcomes 

Efforts to build the primary care disciplines have 
frequently had unexpected but highly influential out­
comes. 

"' Stephen E. Willis, director of predoctoral education 
at East Carolina University (ECU), relates the his­
tory of the use of standardized patients to teach ef­
fective interviewing skills to medical students. This 
innovation was introduced at ECU with the support 
of Title VII, section 7 4 7 funds and has been adopted 
by "over 95%" of medical schools across the coun­
try. Dr. Willis comments that, "those of us who par­
ticipate in standardized patient teaching sessions 
have little doubt that this is an effective way to teach 
clinical communication and effective interpersonal 
skills with patients." Standardized patients will soon 
be used in examinations designed to test the inter­
personal skills of first year medical residents being 
developed by the National Board of Medical Exam­
iners and are already employed in exams adminis­
tered by the Educational Commission for Foreign 
Medical Graduates. This methodology is a signifi­
cant advance in the education and evaluation of phy­
sicians and is a direct and unexpected outcome of 
Title VII, section 7 4 7 funding. 69 

"' Byron Crouse, Assistant Dean of Clinical Affairs at 
the University of Minnesota Duluth reports that Title 
VII, section 747 grants have" ... allowed our depart­
ment to pilot many innovations that are now being 
incorporated throughout our school. These adop­
tions by other groups include web-based and com­
puter based testing; school wide testing for other 

courses; web-based lectures allowing for asynchro­
nous access; putting lectures on the web so students 
can participate in longitudinal experiences such as 
with our geriatric and OB experiences that may 
occur during lecture times." 

- Dr. Crouse notes, "other departments and courses 
are planning to put courses on line .... Other ef­
forts include development of geriatrics curriculum 
promoting increased knowledge and sensitivity to 
issues of the elderly. Through this project, mul­
tiple community agencies are participating in de­
veloping geriatric projects, and student directed 
clinical research. "70 

Special Initiatives 

Special Initiatives are Title VII, section 7 4 7 programs 
initiated by HRSA staff to accomplish specific desired 
objectives. Several such initiatives-and some of their 
outcomes-are described below: 

THE INTERDISCIPLINARY GENERALIST 
CURRICULUM {JGC) 

This project was initiated in 1993 with the award 
of demonstration grants to support interdisciplinary 
projects at five U.S. medical schools. The grants were 
awarded in order to allow these schools to develop 
collaborative predoctoral programs involving their gen­
eral pediatric, general internal medicine, and family 
medicine departments. It was hoped that these efforts 
would increase student interest in generalist medical 
careers and build a collaborative climate among the three 
generalist-physician specialties. 71 This project was the 
first time that the three specialties had been invited to 
respond collaboratively to a Federal funding opportunity. 

Because of the strong response a second request 
for proposals was issued in 1994, funding five addi­
tional medical schools. Some of the outcomes of these 
ten very successful and sustained projects include: 

• Since the implementation of IGC started in 1994, 
over 7, 000 students have been exposed to at least 
150 hours of new or significantly enhanced curricu­
lum time. At least half of this time, 75 hours, was 
spent with a generalist preceptor. 

• The institutions and individuals involved in IGC have 
made a concerted effort to disseminate their project 
findings. These products, as of October 2000, in­
clude seven published manuscripts, 25 papers "in 
press", six book chapters and 98 presentations at 
regional, national, and international meetings. 
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• Individual IGC faculty have been awarded notable 
increases in leadership. These appointments and 
roles include: 

- Associate Dean of Curricular Affairs; 

- Associate Dean for Ml and M2 years; 

- Assistant Dean for Faculty Development; 

- Associate Dean for Education; 

- Associate Dean for Primary Care; 

- Director of Preclinical Generalist Education; 

- Senior Associate Dean for Academic Affairs; 

- Senior Associate Dean for Education; and 

- Associate Dean for Educational Development and 
Evaluation. 72 

• Dr. Gwyn Barley, the course master for the three­
year integrated primary care curriculum at the Uni­
versity of Colorado, describes the effect of that 
school's IGC project: "The Primary Care Curricu­
lum, changing its name to Foundations of Medi­
cine, was the direct result of the IGC contract. This 
curriculum has had profound impact on the overall 
School of Medicine curriculum from curriculum in­
novation and integration, to evaluation. The down­
stream impact has been the development of a clini­
cal continuum from first through third year with the 
clerkship directors working together on all fronts 
for the first time. The integration of basic and clini­
cal sciences . . . make the basic sciences more rel­
evant for students. Students who have extensive 
community based primary care patient contact early 
and longitudinally ... make them better communi­
cators and diagnosticians. "73 

UNDERGRADUATE MEDICAL EDUCATION FOR THE 
2l5T CENTURY {UME-21) 

UME-21 is a five-year collaborative project, begun 
in 1997, of the Primary Care Organizations Consor­
tium (PCOC). UME-21's objective is to demonstrate 
innovative educational strategies to teach third and 
fourth year medical students the skills they need for 
successful practice in managed care settings. Each of 
the eighteen participating medical schools has devel­
oped objectives for their senior level medical school 
curricula which center around nine specified knowledge 
areas, and each school must have a partner such as a 
managed care organization, integrated health care sys­
tem, or community health center. The Center for Re­
search in Medical Education and Health Care at Jefferson 
Medical College is the national program evaluator. 

Two examples of UME-21 projects, as described by 
Dr. Douglas Wood, Project Administrator, include: 74 

• Dartmouth Medical School. "Dartmouth is a rural 
school and most of its students go out into commu­
nities that are quite distant from the campus. As in 
most of the UME-21 projects, the school has strong 
input from its managed care partners; they are true 
partners. Dartmouth has an interdisciplinary, inte­
grated primary care program that cuts across medi­
cal student levels and communities. Under a system 
of preceptor-learner dyads, the student and precep­
tor work very closely together. It is hoped that the 
student learns from the preceptor and the precep­
tor learns from the student." 

• "How does a preceptor learn from a student? At 
Dartmouth, for example, the students apply evi­
dence-based medicine (EBM) concepts to a particu­
lar patient-care problem or issue within the practice 
in which they are working. They collect data. They 
analyze patient population data. Then they propose 
systems improvement within the practice. One might 
wonder if these preceptors take to a study being 
conducted of their practice by students and them 
accept what the students have to say about practice 
improvement, including the whole area of patient 
safety. The answer is definitely, Yes." 

• University of Nebraska College of Medicine. 
"Among the schools involved in UME-21, the Col­
lege of Medicine at the University of Nebraska has 
probably the strongest input from its managed care 
partners. The school's project, E=MC2, deals with 
managed care competencies. It is broad-based, in­
tensely learner-focused and combines both didactic 
and experiential learning methods. Its use of tech­
nology is impressive. The rural population of Ne­
braska is geographically scattered, and the students 
must go into distant places for clinical rotations. The 
technologies bring the medical center to the student." 

THE FACULTY FUTURES INITIATIVE 

This initiative was begun in 1996 to develop a stra­
tegic plan for faculty development in family practice. 
As part of that effort Dr. Mark Quirk and colleagues of 
the University of Massachusetts recently completed a 
study of faculty development delivery methods in fam­
ily medicine. 75 They derived their data from focus 
groups conducted with experienced faculty development 
experts. The goals of this study were to define effective 
methods of delivering faculty development, identify the 
characteristics of effective faculty development 
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approaches and describe an effective structure for de­
livering faculty development to all family practice fac­
ulties. The study was conducted in conjunction with 
the larger Faculty Futures Initiative (FFI) conducted by 
the Society of Teachers of Family Medicine. Important 
findings of the report are that: 

• The data strongly support a plan for faculty devel­
opment that provides a 'menu' of delivery methods 
to meet a broad variety of faculty needs; 

• The most often cited barrier to implementation of, 
and participation in, faculty development activities 
are perceived lack of time and money; 

• It was commonly expressed that "should HRSA dis­
continue funding for faculty development, it would 
most likely cease to exist." 

THE GENETICS IN PRIMARY CARE PROJECT 

The Nation's primary care physicians need special­
ized training to translate the dramatic advances in ge­
netics knowledge and technology resulting from the 
Human Genome Project into real medical benefits for 
their patients. To meet this need, HRSA is awarding 
$200,000 grants to 20 faculty teams to create models 
for adapting the latest in scientific knowledge to every­
day clinical practice. The program will give faculty, stu­
dents, and medical researchers in family medicine, gen­
eral internal medicine and general pediatrics in-depth 
training on how to blend genetics information into pri­
mary care practice. 76 
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APPENDIX B: BACKGROUND OF TITLE VII, 
SECTION 747 LEGISLATION 

Fr nearly forty years successive Federal legisla­
ive efforts have defined and authorized the edu­

cational grant programs authorized by Titles VII 
and VIII of the Public Health Service Act. Title VII, 
section 747 programs have focused on physicians, 
dentists and physician assistants, while Title VIII pro­
grams have focused on nurses, nurse practitioners, and 
nurse midwives. 

Title VII, section 7 4 7 programs, which have served 
as the principal source of funding for the impressive 
growth of primary health care education, have sup­
ported numerous initiatives. These initiatives include: 
1) the establishment of primary care academic units in 
medical schools; 2) the strengthening of predoctoral 
programs for medical, dental, and training of physi­
cian assistant students; 3) the creation of faculty devel­
opment for primary care educators; and 4) the support 
of residency training in medical and dental disciplines. 
Almost 80% of the growth in residency programs in 
general dentistry was supported through Title VII, sec­
tion 747 start-up assistance. Title VII, section 747 leg­
islation has been influential in making primary health 
care services more available to the American public in 
all areas of the country, including those geographic 
areas where primary care health care providers have 
been lacking. Importantly, Title VII, section 747 legis­
lation has helped to reduce disparities in the availabil­
ity of health care services to different groups in our 
country. 

CURRENT LEGISLATION 

Programs under Title VII, section 7 4 7 are currently 
administered by the Division of Medicine and Dentistry, 
of the Bureau of Health Professions, under the autho­
rization of section 102 of the Health Professions Edu­
cation Partnerships Act of 1998, (Public Law 105-392). 

The Advisory Committee on Training in Primary 
Care Medicine and Dentistry (ACTPCMD) was autho­
rized by the Health Professions Education Partnerships 
Act of 1998 and is charged with providing " ... advice 
and recommendations to the Secretary concerning policy 
and program development and other matters of signifi­
cance concerning the activities under section 7 4 7 ... " 77 

This report is the first issued by the Advisory Com­
mittee on Training in Primary Care Medicine and Den­
tistry as required by section 7 48 of the PHS Act. 

LEGISLATIVE HISTORY 

Title VII, section 7 4 7 of the Public Health Service 
Act was designed to remedy perceived problems in the 
supply and distribution of health professionals and in 
the recruitment and retention of underrepresented mi­
norities in health professions. While other sources of 
Federal dollars support medical education (National In­
stitutes of Health grant support, and funding from 
Medicare, Medicaid, and the Veterans' Administration), 
Title VII, section 7 4 7 programs have been unique in 
attempting to encourage primary care specialty choice 
among graduates of medical and dental schools and 
physician assistant training institutions. 78 

Programs authorized under Title VII, section 747 
programs seek to improve the structures and processes 
of health professions training and to produce more 
primary care graduates to respond to the Nation's well­
established health care needs. In contrast to Medicare's 
Graduate Medical Education funding and other sources, 
the vast majority of which finance patient care, Title 
VII, section 7 4 7 funds are focused exclusively on edu­
cation. 

Ten legislative acts from 1963-1998 have shaped 
the successive foci of these primary care training pro­
grams. A tabular summary of this legislation is found 
in the table on pages 50-51. 

• The initial legislative purpose of the programs was 
to increase the general supply of physicians and to 
ensure the financial viability of health professions 
schools as specified by the Health Professions Edu­
cation Assistance Act - 1963 (Public Law 88-129). 
This assistance, largely in the form of school con­
struction grants, required schools to increase their 
first year enrollments by five percent and maintain 
the increase for at least 10 years after construction. 

• Under this and the subsequent 1965 Health Pro­
fessions Educational Assistance Amendments (Pub­
lic Law 89-290), primary care training programs 
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provided matching grants to assist in construction 
of teaching facilities for schools of medicine, den­
tistry, osteopathic medicine, optometry, and podia­
try. Grants were also available for school loan funds 
for students. 

• Under the 1968 Health Manpower Act (Public Law 
90-490), the program expanded to fund additional 
initiatives to strengthen, improve, or expand pro­
grams to train health professionals. 

• The 1971 Comprehensive Health Manpower Train­
ing Act (Public Law 92-157) increased primary care 
and dental providers, including for the first time 
physician assistants, improving the geographic 
maldistribution and increasing the number of mi­
norities in health professions. This was a very broad 
program with numerous categories of grants, in­
cluding grants for training programs in family medi­
cine for students, interns, residents, and practicing 
physicians. It also provided for start-up and conver­
sion grants, financial distress grants, student loans, 
health professions scholarships, special projects, 
health manpower education initiative awards, fam­
ily medicine training grants, postgraduate training 
of physicians and dentists, and health professions 
teacher training. 

• The 197 6 Health Professions Education Assistance 
Act (Public Law 94-484) represented a major rede­
sign in primary care training funding and was de­
signed to address specialty and geographical 
maldistribution. Its purpose was to " ... support the 
development of undergraduate and residency train­
ing in family medicine, general internal medicine, 
and general pediatrics . . . . " This act also autho­
rized stipends for postdoctoral general dentistry edu­
cation. 79 

• The 1981 Omnibus Budget Reconciliation Act (Pub­
lic Law 97-35) was largely a continuation of previ­
ous legislation, but it repealed the 197 6 require­
ment that 10% of available funds go to general 
dentistry programs and gave priority to graduate 
training programs and traineeships in family medi­
cine graduate programs. 

• These grants and priorities were continued by the 
1985 Health Professions Training Assistance Act 
(Public Law 99-129) and the Health Professions 
Reauthorization Act of 1988 (Public Law 100-607). 

• In 1992 the Health Professions Education Exten­
sion Amendments (Public Law 102-408) refined 
training in primary care to include increasing the 
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number of primary care providers for medically 
underserved communities (MU Cs), increasing the 
number of students entering family medicine, and 
exposing students to primary care in ambulatory 
settings. This act substantially shifted the focus for 
Title VII, section 747 to providing for MUCs and 
targeting primary care providers to fill this need. It 
continued training in family medicine for 
predoctoral, graduate, departmental, and faculty 
development programs. It also continued funding 
general internal medicine and general pediatrics for 
residency training and faculty development programs 
and continued programs for general dentistry and 
physician assistants. 

• The 1998 Health Professions Education Partner­
ships Act (Public Law 105-392) re-authorized and 
consolidated different Federal health professions 
training programs previously authorized under Titles 
VII and VIII of the PHS. Title VII continued to focus 
on the production of primary care physicians, den­
tists, pediatric dentists and physician assistants, and 
on getting primary care health care providers into 
medically underserved communities. As noted 
above, this act established the Advisory Commit­
tee on Training in Primary Care Medicine and 
Dentistry. 

RECENT DEVELOPMENTS 
AFFECTING THE TITLE VII, SECTION 
747 PROGRAM 

Beyond the legislative changes over time, new re­
quirements have been introduced into Federal program 
management processes affecting virtually all Federal 
programs. These requirements introduce new or ex­
panded requirements for accountability for performance 
and for new data systems. Perhaps the most signifi­
cant change introduced is the concept of outcome per­
formance management. In the past, aside from "hard­
ware heavy" programs in which both functional and 
performance specifications are used to guide decision­
making, most Federal programs have been managed 
using process measures. The new approaches, outlined 
below, lay out a new approach to Federal program 
management that requires performance management 
aimed at securing the outcomes or purposes of Federal 
investments. Under these approaches, it is not adequate 
to assure simply that the appropriated funds have been 
allocated properly to the intended types of institutions 
for specific categories of expenditure. Increasingly, it 
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is necessary to be able to demonstrate that problems 
are being solved or reduced through Federal program 
expenditures. The most significant of these new legis­
lative requirements are summarized below. These man­
agement processes will have a direct effect on the types 
of data to be collected and on the performance ex­
pected of Title VII, section 7 4 7 programs. 

Government Performance and Results 
Act (GPRA) - 1993 

GPRA and Strategic Planning - HRSA and its 
bureaus periodically prepare a new strategic plan, de­
fining its mission and the structure and content of its 
programs that collectively serve as the mechanisms by 
which that mission is to be realized. The strategic plans 
generally set forth goals to be achieved by the Agency 
and by each bureau over a five to ten year period. With 
the passage of the Government Performance and Re­
sults Act of 1993, PL 103-62 Government Perform­
ance and Results Act (GPRA), the preparation and 
implementation of strategic plans acquired new force, 
since the GPRA anticipates that performance at the 
outcome level would be defined, measured, and dem­
onstrated to Congress. GPRA requires agencies to es­
tablish strategic plans for implementing their missions 
and to create performance measures for each program 
so that programs can be evaluated on an annual basis. 
These performance reports are to be tied to the 
agency's annual budget requests that ultimately are re­
viewed by congressional appropriations committees. 
Because of the direct link to the budget process, GPRA 
is a law with powerful teeth. 

CFO Act and Outcome Performance Manage­
ment- The Chief Financial Officers (CFO) Act of 1990 
requires Federal programs to be defined in terms of 
"outcomes." The CFO Act requires that Federal de­
partments prepare annually a report on the perf or­
mance of the department and its major functions and 
legislative programs. The CFO Act assigns to the Of­
fice of Management and Budget's Deputy Director for 
Management government-wide responsibility for 
"managerial systems, including the systematic measure­
ment of performance." It also assigns to agencies' Chief 
Financial Officers the responsibilities for developing and 
maintaining agency systems for "the systematic mea­
surement of performance," and for preparing and sub­
mitting "timely performance reports." In the past, most 
agency managers have reported performance on their 
programs in terms of activity-resources consumed, 
new programs initiated, grants continued, etc. Under 
the CFO Act, outputs and outcomes of programs should 
be reported to higher management and to the Con-
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gress. For many programs, outcome measures will shift 
from the province of evaluators to program managers, 
because reporting implies accountability for perfor­
mance. It is no longer simply an abstract evaluation 
exercise. Potentially, there are budgetary consequences 
associated with below-par performance. 

Unmet Needs Measurement-The HRSAAdmin­
istrator has also required that all HRSA programs be 
defined in terms of "Unmet Needs." Given the other 
major systems implications of GPRA and the CFO Acts, 
this Unmet Needs requirement amounts to a supple­
mental measurement component added to the basic 
reporting systems being developed to satisfy major leg­
islative planning and reporting requirements. Since both 
the CFO and GPRA require agency programs to be 
defined in terms of outcomes, the use of Unmet Needs 
within HRSA is a way to impose a certain type of out­
come measure on all HRSA programs. Unmet Needs 
are intended to fit within the broader systems context 
of the GPRA reporting requirements. 

Bureau of Health Profession's 
Comprehensive Performance Monitoring 
System (CPMS) - 1999 

The Bureau of Health Professions, responding to 
GPRA and the GAO report, established the CPMS sys­
tem. Through CPMS, the Bureau is attempting to cre­
ate a uniform monitoring system based on comparable 
data. The goal is to have accurate performance out­
come data for program management and to report to 
Congress on Title VII, section 7 4 7 programs. CPMS 
specifies that an "application submitted under this sec­
tion shall contain a specification by the applicant entity 
of performance outcome standards that the project to 
be funded under the grant or contract will be measured 
against. Such standards shall address relevant health 
workforce needs that the project will meet. The re­
cipient of a grant or contract under this section shall 
meet the standards set forth in the grant or contract 
application. "80 

In the most recent version of the CPMS, grantees 
are required to submit data of the following kind: 

• Number of graduates and program completers by 
discipline 

• Minority/disadvantaged status of enrollees, gradu­
ates, and program completers 

• Number of graduates or program completers by dis­
cipline who enter various types of residencies or 
practice sites (C/MHCs, HPSAs, etc). 
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General Accounting Office (GAO) Report -
1994 

The General Accounting Office undertook studies 
in 1993 and 1994 to examine the role of Titles VII 
and VIII programs in improving access to health care 
in rural and medically underserved areas. The 1994 
GAO reports to Congress noted an increase in the sup­
ply of health professions personnel and stated that Title 
VII, section 7 4 7 programs were ". . . important for 
funding innovative projects and providing 'seed money' 
for starting new programs. For example, Title VII, sec­
tion 7 4 7 was considered important in the creation and 
maintenance (emphasis added) of family medicine de­
partments and divisions in medical schools. "81 In a sec­
ond report in October 1994, the GAO stated, "stu­
dents who attended schools with family practice 
departments were 5 7% more likely to pursue primary 
care." The same report goes on to state that "students 
attending medical schools with more highly funded fam­
ily practice departments were 18% more likely to pur­
sue primary care and students attending schools re­
quiring a third-year family practice clerkship were (also) 
18% more likely to pursue primary care."82 Although 
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data were available, the GAO reported neglected to 
mention that 80% of the growth in general dental resi­
dency programs was caused by Title VII, section 747 
start-up funds. 

The complexity and variety of these programs and 
the design of project evaluations posed problems for 
these GAO studies. They failed to find causal relation­
ships between Titles VII and VIII programs and the in­
crease in health professionals, the increased access to 
health care, and the increased supply and distribution 
of minority health care professionals. In 1997, Bernice 
Steinhardt, Director of Health Services Quality and 
Public Health Issues in the General Accounting Office 
testified before the U.S. Senate Subcommittee on Public 
Health and Safety. In her statement she acknowledged 
the concerns about demonstrating the impact of Title 
VII, section 747 and Title VIII programs, but noted, 
"an appropriate number and mix of health profession­
als is vital to ensuring that all Americans have adequate 
access to health care." She called for " ... clarifying 
the role of Title VII, section 7 4 7 and Title VIII pro­
grams in improving the supply, distribution, and mi­
nority representation of health professionals. "83 

Legislative History of Title VII, Section 747.Grant Programs 

DATE ACT LAW PURPOSE SUMMARY REQUIREMENTS 

1963 HEALTH 88-129 Increase supply of health pro- Original legiSlation which Relative effectiveness in ex-
PROFESSIONS fossionals, school construction amended Title VII, section 747 panding capacity or promoting 
EDUCATION of the PHS Act geographic distribution of 
ASSISTANCE ACT schools; must increase 

enrollment. 

1965 HEALTH 89-290 School construction, expand Two types of educational For basic - schools must meet 
PROFESSIONS enrollment. promote. educa~ Improvement grants: accreditation and fulfill 
EDUCATIONAL tlonal innovation, improve 1. Basic improvement expansion requirement. 
ASSISTANCE quality of education 2. Special improvement For special - looked at financial 
AMENDMENT need, effectiveness, equitable 

distribution of schools. 

1968 HEALTH MANPOWER 90-490 Construction, emergency need Continued construction grants Extent project would increase 
ACT to increase supply of health and requirement of increasing enrollment, financial need, and 

professionals enrollment. Added category to curricular Improvement. 
strengthen, Improve or expand 
programs. 

1971 COMPREHENSIVE 92-157 Increase health professionals In A very broad program with Increase enrollment, curricular 
HEALTH MANPOWER primary care, Including numerous categories. Also improvement, interdisciplinary 
TRAINING ACT physician assistants, and provided for start-up grants, training, innovative training or 

dentistry. Improve geographic financial distress grants, and teaching, primary care, and 
maldlstribution and quality of student loans recruitment of disadvantaged 
education. Increase minorities students. 
in health professions. 

(Continued) 
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Legislative History of Title VII, Section 747 Grant Programs 
{Continued) 

DATE ACT LAW PURPOSE SUMMARY REQUIREMENTS 

1976 HEALTH 94-484 Increase number of primary Eligibility broadened to Include Enrollment expansion, 
PROFESSIONS care physicians, PAs, provide schools of medicine or enrollment of students from 
EDUCATIONAL physicians and PAs for osteopathic medicine (previ· disadvantaged backgrounds. 
ASSISTANCE ACT underserved areas. ously limited to hospitals). 

Added training for teaching in 
FM and for dentistry. 

1981 OMNIBUS BUDGET 97·35 Funding tor FM, and dentistry. Largely a continuation. of Gave priority to graduate 
RECONCILIATION Broadened eligibility for GIM previous legislation, but training programs In Family 
ACT and Peds - added faculty Congress deleted a 1 O % set- Medicine. 

development to these. aside for dentistry. 
Continued PA funding. 

1985 HEALTH 99-129 Continued funds for FM, GIM, Largely a continuation of Continued priority for 
PROFESSIONS Peds, Dentistry, and PAs. previous legislation. commitment to Family 
TRAINING Medicine, and extended priority 
ASSISTANCE ACT for commitment to GIM and 

Pads. 

1988 HEALTH 100-607 Expand number of general Largely a continuation of Continued priority for 
PROFESSIONS . dental residency and advanced previous legislation. commitment to FM, GIM, and 
REAUTHORIZATION education de.ntal programs. Pads. 
ACT Continued funds for FM, GIM, 

Peds, and PAs. 

1992 HEALTH 100-607 Increase providers for MUCs Substantially shifted the focus Preference for expanding or 
PROFESSIONS and healthcare reform. to providing for MUCs, establishing academic 
EDUCATION Increase student exposure to targeting primary care administrative unit in FM; 
EXTENSION FM and ambulatory primary providers. preference for high rate or 
AMENDMENT care. Increase in grads in MUCs. 

1998 HEALTH . 100-607 Reauthorized and consolidated Continued funding in FM, GIM, Priority for collaboration, 
PROFESSIONS 44 federal health professions Peds, General and Pediatric training for primary care, 
EDUCATION programs in Primary Care Dentistry, and PA. Added tralnees from disadvantaged/ 
PARTNERSHIP ACT cluster. Established Advisory pediatric dentistry. URM backgrounds high rate or 

Committee on Training in increase in graduates in MUCs 
Primary Care Medicine and and special consideration for 
Dentistry. training for care of underserved 

or high risk pop. 
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APPENDIX C: A HISTORY OF TITLE VII, 
SECTION 747 FUNDING 

THE FUNDING OF HEALTH 
PROFESSIONS EDUCATION 

Health professions education at the undergraduate 
and graduate levels is funded by different mechanisms, 
each of which is undergoing substantial change. 

Undergraduate Medical Education 
Funding 

Traditional sources for support of departments pro­
viding predoctoral education in medical schools have 
included: 

• Core funding from the school itself, from the school's 
affiliated teaching hospitals and from the State in 
which the school is located; 

• Income from the faculty practice plan; 

• Research grants, and 

• Title VII, section 7 4 7 training grants directed to fam­
ily medicine, general pediatrics and general inter­
nal medicine. 

In recent years, primary care departments have 
come to rely increasingly on practice plan income, as 
other sources have either remained constant or declined 
slightly. However, the increasing presence of managed 
care capitation has limited the clinical income that these 
departments can generate, and the lower reimburse­
ment rates for "cognitive services" provided by primary 
care faculty further limit their ability to rely on clinical 
care income. Because primary care faculties generally 
lack research and grant writing expertise, the propor­
tion of income their departments derive from research 
grants remains low. Title VII, section 7 4 7 grants have 
been a crucial factor in the establishment and growth 
of primary care departments and have enabled them 
to develop innovative curricula. 

Subspecialty departments have relied on core fund­
ing, practice plan income and research grants. They 
have also experienced declines in core funding as aca­
demic medical centers have suffered financial crises 
caused by escalating costs, loss of referrals to teaching 
hospitals and declining hospital revenues. Thus, spe-

cialty departments have also come to rely increasingly 
on practice plan income and have the advantage of 
higher reimbursement rates for procedural services. 
These departments can count on National Institutes of 
Health (NIH) research funding. Although NIH grants 
are highly competitive, the Federal Government in re­
cent years has increased substantially the NIH budget. 
It remains an important factor in these departments' 
budgets. 

While the specialty infrastructure is strongly rein­
forced through NIH grants, amounting to billions of 
dollars nationwide, primary care departments share 
small proportions of this largesse, and have to depend 
much more on a patchwork of funding from State and 
local governments, private foundations, sometimes­
ambivalent hospital support, meager clinical services 
income, and about $50 million in Title VII grants. 

Graduate Medical Education Funding 

Graduate medical education (GME) is funded sub­
stantially by payments from the Medicare Trust Fund, 
which was established in the 1960's to insure care for 
the Nation's elderly population. The fund makes pay­
ments directly to teaching hospitals and other spon­
sors of graduate medical education to defray the extra 
costs of educating the approximately 97 ,000 residents 
who are in training at any given time. Two funding 
streams, direct medical education (DME) payments, and 
indirect medical education (IME) payments pay for resi­
dent and faculty salaries and compensate the sponsor­
ing institution for reduced productivity in the teaching 
hospital, the processing of additional diagnostic tests 
for more complex patients and higher patient care costs. 

As in medical schools, faculty teaching in residency 
training programs has had to rely increasingly on the 
generation of clinical income. The disparity of reim­
bursement rates provided by primary care faculty ver­
sus specialty faculty means that primary care teaching 
is under considerably greater financial pressure. 

Until 1997 the incentives built into the Medicare 
payment system encouraged the continued expansion 
of residency training, producing an abundance of pro­
cedurally oriented specialists and a large influx of 
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international medical 
graduates (IMGs) into the 
U.S. medical care system. 
During the early to mid 
1990's, the number of 
U.S. medical school gradu­
ates increased very slowly, 
while the number of IMG 
residents increased by 
nearly 12%. The Balanced 
Budget Act of 1997 
placed caps on residency 
positions offered by spon­
soring institutions and of­
fered some incentives for 
training of residents in ru­
ral settings. The Balanced 
Budget Refinement Act of 
2000 revised adjustment 
factors that were lowering 

History of Title VII Funding 
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IME payments, and allowed a 30% increase in caps on 
training in rural areas. 

Freestanding children's hospitals have always oper­
ated under a disadvantage with respect to Medicare 
GME funding of residencies. To compensate teaching 
hospitals for pediatrics, Congress authorized the 
Children's Hospitals Graduate Medical Education Pro­
gram (CHGME). The Program provides funds to these 
children's hospitals to support the training of pediatric 
and other residents in graduate medical education pro­
grams. Since Federal financial support of GME is ex­
tensively supported by the Medicare system, this pro­
gram compensates for the disparity in the level of 
Federal funding for teaching hospitals for pediatrics 
versus other types of teaching hospitals. For example, 
on average a freestanding children's hospital receives 
$374 per resident in Medicare funds versus an aver­
age of $87,034 per resident for a non-children's hos­
pital. The CHGME program is an interim measure to 
assist children's hospitals to continue their teaching 
programs while Congress examines the medical edu­
cation funding system. The CHGME Act authorizes 
$280 million for fiscal year (FY) 2000 and $235 mil­
lion in FY 2001. Under the FY 2001 appropriations 
law, $238 million has been appropriated for this pro­
gram. 

Title VII Funding History 

Title VII, section 7 4 7 has supported the achieve­
ment of national health policy objectives through the 
set of flexible funding categories that comprise Title 

VII, section 7 4 7. The funding levels have varied over 
time, but, taking inflation into account, the most re­
cent authorized funding level is lower than the level 
authorized in 1977. The figure above illustrates this 
inflation-indexed funding history. 

Physician Assistant Training Funding 

The Title VII, section 7 4 7 Health Professions Pro­
gram is the only source of Federal funding available, 
on a competitive application basis, for physician assis­
tant (PA) educational programs. PA programs do not 
receive financial support through Medicare's GME fund­
ing stream. 

According to the Association of Physician Assistant 
Programs' (APAP's) Sixteenth Annual Report on 
Physician Assistant Educational Programs in the 
United States. 1999-2000, PA programs received the 
majority of their financial support from the sponsoring 
institution, averaging $466,641 (62% of the budget), 
and the Title VII, section 7 4 7 Federal training grants, 
averaging $150,111 (20% of the budget). Thirty-six 
PA programs (35%) reported they received Federal 
training grant support in 1999-2000, with three-year 
grants ranging from $29,000 to $408,000. Sixty-seven 
of the 103 programs surveyed reported that they did 
not receive Federal grant support in 1999-2000. 

In reviewing the funding trends from 1984 through 
1999, the APAP report notes that total program bud­
gets increased an average of 7.2% annually from 1984 
through 1999, a total increase of 173% over the past 
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sixteen years. During the same period, institutional 
support for the typical program increased an average 
of 7. 2% per year, while Federal training grant support 
remained relatively unchanged (16 year mean = 

$150,111) and accounted for an average of 29% of 
the total program budget (41 % in 1985 down to 20% 
in 1999). 

Increased Title VII, section 7 4 7 support for educat­
ing PAs to practice in underserved communities is par­
ticularly important given the market demand for physi­
cian assistants. (The U.S. Bureau of Labor Statistics 
predicts that the number of PA jobs will increase by 
48% between 1998 and 2008.) Without the Title VII, 
section 7 4 7 funding to expose students to underserved 
sites during their training, PA students are far less likely 
to practice in medically underserved communities. 

General and Pediatric Dental Education 
Funding 

The most challenging resource issues for dental in­
stitutions are faculty, facilities, staffing and trainee costs, 
in that order. These institutions are under financial pres­
sure because of a number of factors: 

• First, the number of students trained in dental schools 
declined significantly during the 1980s, and it will 
be expensive to expand the training capacity of the 
Nation's dental schools. 

• Second, there is a burgeoning pediatric population 
as U.S. demographics change, and inadequate num­
bers of pediatric dentists are being trained, par­
ticularly those willing to care for uninsured and 
low-income children. Many positions for pediat­
ric dentists remain open in private practice, pub­
lic health clinics, dental school residency training 
programs, corporate employment and government 
service. 

• Third, costs of dental education continue to rise, 
even though dental students pay high tuition and 
are increasingly burdened with debt upon gradua-
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tion. Since 1989-90, tuition and fees have risen 
annually by an average of 5% per year for residents 
and nearly 6% for non-residents. Tuition and fees 
for residents in 1997-98 were 55% higher than in 
1989-90, while non-resident tuition and fees for 
1997-98 were 62% more than those in 1989-90. 
Dental students are also in the unique position of 
contributing to the cost of patient care in dental 
school clinics, by virtue of their obligation to either 
purchase or rent the instruments and some of the 
equipment used in these clinics. The average cost 
to the student is $10,000. 

• Fourth, only one-third of dental graduates enroll in 
post-graduate training upon graduation, with 51.5% 
entering directly into practice. Seventy-two percent 
of these graduates going into practice indicate that 
educational debts influenced this decision. The av­
erage dental graduate with debt in 2000 had a debt 
load of $106,000.84 

• Fifth, there are inadequate numbers of post-gradu­
ate training positions. Were post-graduate training 
to become mandatory, it is estimated that dentistry 
would be 2,518 positions short at present. It will be 
expensive to expand the training capacity of these 
dental residencies. Support for dental training un­
der Title VII, section 7 4 7 has been extremely im­
portant. Over the twenty-year history of HRSA fund­
ing, 59 new programs and 560 positions were 
created. HRSA is responsible for 72% of the net 
growth in programs and 77% of the net growth in 
positions. 

In order to address these educational needs, the 
American Dental Education Association has recom­
mended that academic dental institutions seek collabo­
rative ways to support interdisciplinary education, pub­
lic-private partnerships and other measures that will 
build up the Nation's dental training infrastructure. 85 

This collaborative and interdisciplinary approach is 
consistent with the Institute of Medicine report of 1995, 
which recommended much greater integration of den­
tal and medical education and practice. 86 
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History of Title VII, Section 747 Funding 

DISCIPLINES FUNDED DISCIPLINES FUNDED 
Values in Actual Dollars Funded Values Converted to 2001 Dollars* 

Fiscal Family GIM/GP Physician Dental Fiscal Family GIM!GP Physician Dental Year Medicine Assistants Year Medicine Assistants 

2001 ....... Cluster Funding = $90,892,480 2001 ........ Cluster Funding = $90,892,480 

2000 ....... Cluster Funding = $78,983,665 2000 ........ Cluster Funding = $81,353, 175 

1999 ....... $50,509,000 $18, 125,000 $6,631,000 $3,800,000 1999 ········ $53,584,998 $19,228,813 $7,034,828 $4,031,420 

1998 ....... $49,424,000 $17,678,000 $6,398,000 $3,800,000 1998 ........ $54,006,939 $19,317,228 $6,991 ;267 $4,152,363 

1997 ....... $49,277,000 $17,628,000 $6,380,000 $3,800,000 1997 ........ $55,461,698 $19,840,469 $7,180,746 $4,276,933 

1996 ....... $44,002,000 $15,741,000 $5,697,000 $3,400,000 1996 ........ $51,010,378 $18,248, 133 $6,604,384 $3,941,532 

1995 ....... $46,057,000 $16,503,000 $5,964,000 $3,530,000 1995 ........ $54,994,467 $19, 705,445 $7,121,328 $4,215,005 

1994 ....... $47,194,000 $16,847,000 $6,554,000 $3,730,000 1994 ........ $58,042,667 $20, 719,685 $8,060,593 $4,587,430 

1993 ....... $38,194,000 $16,847,000 $4,916,000 $3,730,000 1993 ........ $48,383,016 $21,341,276 $6,227,442 $4,725,052 

1992 ....... $43,885,000 $17, 170,000 $4,961,000 $3,802,000 1992 ........ $57,259,971 $22,402,956 $6,472,980 $4,960,748 

1991 ....... $44,258,000 $17,256,000 $5,021,000 $3,834,000 1991 ........ $59,479,051 $23, 190,621 $6,747,804 $5,152,575 

1990 ....... $40,792,000 $17,682,000 $4,789,000 $3,929,000 1990 ........ $56,465,668 $24,476,023 $6,629,096 $5,438,655 

1989 ....... $40,012,000 $17,383,000 $4,511,000 $2,606,000 1989 ........ $57,047,545 $24,784,001 $6,431,607 $3,715,533 

1988 ....... $32,750,000 $17 ,712,000 $4,596,000 $2,655,000 1988 ........ $48,094,479 $26,010,669 $6,749,381 $3,898,957 

1987 ....... $33,263,000 $18,500,000 $4,800,000 $2,697,000 1987 ........ $50,313,272 $27 ,982,910 $7,260,431 $4,079,454 

1986 ....... $31,868,000 $17,704,000 $4,594,000 $2,584,000 1986 ........ $49,649,306 $27,582,255 $7,157,302 $4,025,788 

1985 ....... $33,950,000 $18,450,000 $4,800,000 $2,000,000 1985 ........ $54,479,784 $29,606,834 $7,702,591 $3,209,413 

1984 ....... $32,100,000 $17,500,000 . $4,462,000 $1,900,000 1984 ........ $53,056,409 $28,924,834 $7,375,006 $3, 140,411 

1983 ....... $32, 100,000 $11,412,000 $4,800,000 $1,900,000 1983 ........ $54,648, 101 $19,428,166 $8;171,679 $3,234,623 

1982 ....... $24,960,000 $16,320,000 $4,800,000 $1,920,000 1982 ... ; .... $43,767,511 $28,617,219 $8,416,829 $3,366,732 

1981 ....... $33,705,000 $19,500,000 $8,100,000 $3,745,000 1981 ........ $60,874,979 $35,219,169 $14,629,501 $6,763,887 

1980 ....... $36,450,000 N/A $9,100,000 $3,645,000 1980 ........ $67,807, 737 NA $16,928,681 $6,780,774 

1979 ....... $40,500,000 N/A $9,100,000 $4,050,000 1979 ........ $77,602, 188 N/A $17,436,541 $7,760,219 

1978 ....... $40,500,000 NIA $9,100,000 $4,050,000 1978 ........ $79,930,254 N/A $17,959,637 $7,993,025 

1977 ....... $39,000,000 N/A $8,500,000 N/A 1977 ........ $79,278,970 NIA $17,278,750 NIA 

*Assuming 3% per year inflation rate 
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APPENDIX D: CASE STUDIES OF TITLE VII, 
SECTION 747 FUNDED PROGRAMS 

NATIONAL PROJECTS 

• Beginning in 1993, the American Medical Student 
Association (AMSA) launched the Generalist Physi­
cians-in-Training (GPIT) initiative led by a student 
coordinating committee. Its focus was to encourage 
and support fellow students in pursuing careers in 
primary care particularly in underserved communi­
ties through a variety of activities, workshops, and 
educational materials focusing on primary care cur­
ricula, role models and community outreach. AMSA 
continues to produce a primary care scorecard, origi­
nally launched under GPIT, which is published an­
nually in The New Physician and assesses medical 
schools' success in graduating primary care provid­
ers. AMSA also initiated the Leadership Training 
Project through GPIT in collaboration with a host 
medical school for interested students each sum­
mer. With the conclusion of Federal support for 
GPIT, AMSA's Primary Care Interest Group incor­
porated GPIT's peer support activities. Currently, 
the former student coordinators of GPIT are en­
rolled in primary care residency programs. Funding 
for GPIT was supplemented with a grant from the 
Robert Wood Johnson Foundation to support the 
development and dissemination of Projects in a Box, 
a set of educational models to be used with local 
GPIT groups in peer education. These educational 
tools are still in demand today from AMSA's on­
line resource center. 

• The AMSA Managed Care Fellowship Program was 
piloted in 1998 in Boston, Massachusetts with sup­
port from the Center for Managed Care, HRSA. It 
is a seven-week program designed to introduce phy­
sicians-in-training to managed care issues, particu­
larly as they relate to providing health services to 
underserved populations. The program combines 
an in-depth orientation to managed care and health 
services administration with weekly seminars and 
field placements in managed care plans, commu­
nity health centers, and government offices in the 
Boston area. Fellows work on projects of the fol­
lowing topics: Medicaid/Medicare managed care, 
utilization review, care for the underserved, guide­
line policies, quality assurance, preventive services, 

and outcomes measurement. The first week begins 
with an academic orientation to managed care, co­
ordinated by the Tufts Managed Care Institute. The 
academic sessions continue on a weekly basis for 
the rest of the program, although the fellows spend 
most of their time working in their placement sites. 
The fellows complete the program by orally pre­
senting the abstract to their required 10-15-page 
paper, a project that helps them to assimilate the 
information they have learned in the academic ses­
sions and at their placement sites. 

• National Primary Care Week (NPCW), launched in 
1999, has become an annual event, in follow-up to 
National Primary Care Day, to highlight the impor­
tance of primary care and to bring health care pro­
fessionals together to discuss and learn about gen­
era I ist medicine and interdisciplinary care, 
particularly its impact on and importance to 
underserved populations. AMSA and NPCW stu­
dent coordinators at medical and other health pro­
fessions schools work in conjunction with local Area 
Health Education Centers (AHECs) to observe Na­
tional Primary Care Week. Over 150 health profes­
sions schools have celebrated NPCW each year. 
While this is a national initiative, each school is en­
couraged to tailor the week as much as possible to 
reflect local need and interest, involve students from 
many health-related disciplines and interact with, 
or provide service to, the community. Funding for 
NPCW was supplemented by a grant from the 
Robert Wood Johnson Foundation for evaluating 
the first year's activities and efforts. 

• In 1998, AMSA launched the Promoting, Reinforc­
ing, and Improving Medical Education (PRIME) ini­
tiative to address major issues in medical education, 
including diversity training and experiential service­
based learning for students with career interests in 
primary care. The PRIME project is designed to 
encourage and support primary care students by 
developing specialized curricula that emphasize the 
practical knowledge and skills necessary to meet the 
unique needs of underserved populations. In addi­
tion to instituting curricular reform and continuing 
the Leadership Training Project and Primary Care 
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Scorecard, the contract provides for two student­
centered initiatives, one being "Barriers to 
Healthcare," introduced in Spring 2000. Implemen­
tation of the pilot curricula often involves commu­
nity partners. 

• AMSA' s mission is to focus on the needs of medical 
education to meet today's health care needs. Many 
of the AMSA Foundation programs achieve their 
results due to cross-fertilization of ideas and experi­
ences among the projects. Many of AMSA's projects 
focus on primary care/medical education and com­
munity health issues of underserved populations. It 
is estimated that more than half of AMSA Founda­
tion funding currently emanates from the Title VII, 
section 7 4 7 program. 

STATE-SPECIFIC CASE EXAMPLES 

ALABAMA CASES 

• Prior to Title VII funding at the University of Ala­
bama, the general internal medicine division included 
six faculty members only one of whom had com­
pleted a fellowship in general internal medicine. Nine 
years later, the division had grown to 12 including 
five individuals with advanced training in general 
internal medicine. In addition, five members of the 
division split off to found the division of gerontol­
ogy and geriatrics and six others to create a division 
of preventive medicine. 

• Ambulatory care experiences in general internal 
medicine, internal medicine subspecialties, and per­
tinent non-medical specialties such as gynecology, 
ear, nose and throat (ENT), dermatology, neurol­
ogy, nutrition, and sports medicine were created 
for primary care trainees. Prior to Title VII funding, 
such rotations accounted for 1-2 of the 36 months 
of training; with funding, this was increased to 9 
months for primary care residents and to 3-4 months 
even for categorical residents. 

• With Title VII funding the content of the didactic 
sessions was augmented by the inclusion of such 
topics as medical decision-making, statistics, epide­
miology, medical interviewing, doctor-patient rela­
tionship, and evaluation of medical publications. 

• Prior to Title VII funding with no primary care track, 
fewer than 35% of internal medicine residency 
graduates chose to enter careers in general internal 
medicine. With funding, 55% selected such prac­
tices including more than 85% of the graduates of 
the primary care track. 
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Alabama Profile* Fiscal Year 1999 

Health Care Provider Resources AL U.S. 
Active Primary Care Physicians 

(rate per 100,000 pop.}, 1998 .................. 76.7 91.7 

Under~Represented Minority 
Physicians, 1998 (percent) ....................... 10.7 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 4.2 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 40.9 

Selected Access Indicators 
Minority Population, 1998 
(percent) ................................................... 28.0 

Persons Without Access to a 
Primary Care Provider, 1996 

12.0 

10.5 

55.0 

28.7 

(percent) ................................................... 38.6 17.1 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 94.0 64.6 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 34.3 26.9 

* Source for State profile information is the most recent comprehen­
sive state data avallable In the HRSA State Profiles Data Element. 

HRSA helped Alabama meet these needs by funding three 
grants in primary care providers and dentists totaling 
$387, 173 in FY 1999. 

ALASKA CASES 

• The University of Washington MEDEX northwest 
physician assistant program has a 30-year history 
of training individuals with extensive health care 
backgrounds as physician assistants. The MEDEX 
program operates three didactic training sites. The 
Seattle site is targeted for students from western 
Washington and the Seattle-Tacoma urban area: The 
site in Yakima, Washington serves students from 
central/southeastern Washington, Alaska, and Wyo­
ming. The Spokane site was created to meet the 
needs of students from northeastern Washington, 
northern Idaho, and western Montana. 

• The program's goals (workforce diversity, general­
ist faculty, primary care training emphasis, curricu­
lar innovation, and generalist outcomes} are consis­
tent with the purposes of Title VII funding. The 
program's success in meeting these goals is evi­
denced by the placement of 80% of its graduates in 
primary care practice sites and the deployment of 
40% of the graduates in Federally defined medi-
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Alaska Profile* Fiscal Year 1999 

Health Care Provider Resources AK 
Active Primary Gare Physicians 

(rate per 100,000 pop.), 1998 ................. ; 82.1 

Under~Represented -Minority 
Physicians, 1998 (percent) .. ..... .. ........ ..... . 4 .4 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 34.7 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 69.4 

Selected Access Indicators 
Minority Population, 1998 
(percent) ............ -....................................... 28.5 

Persons Without Access to a 
Primary Gare Provider, 1996 . 
(percent) ................................................... 16.1 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 60.7 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. N/A 

U.S. 

91.7 

12.0 

10.5 

55.0 

28.7 

17.1 

64.6 

26.9 

• Source for State profile information is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped Alaska meet these needs by funding a grant 
to train primary care providers and dentists totaling 
$55,479 in FY 1999. 

cally underserved areas. Additionally, minority stu­
dents typically comprise 25-30% of the class, al­
though the minority population in the region is ap­
proximately 11 %. 

• The MEDEX program has clinical training sites in 
that State of Alaska at Barrow, Kotzbue, Nome, 
Unalakleet, Bethel, Unalaska, Aniak, Soldotna, 
Anchorage, McGrath, Healy, Fairbanks, Skagway, 
Juneau, Sitka, Craig, and Ketchikan. 

ARIZONA CASES 

• Title VII, section 7 4 7 departmental and predoctoral 
programs include an objective on diversity, the 
former to mentor minority medical students, the 
latter to develop curriculum related to underserved, 
minority populations. The residency grant program, 
in a former cycle, had an objective to develop a 
curriculum in providing culturally competent care 
that is still being taught. Although the faculty devel­
opment program does not have an objective directed 
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Arizona Profile* Fiscal Year 1999 

Health Care Provider Resources AZ 
Active Primary Care Physicians 

(rate per 100,000 pop.), 1998 .................. 73.9 

Under-Represented Minority 
Physicians, 1998 (percent) ....................... 10.0 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 11.2 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 43.4 

Selected Access Indicators 
Minority Population, 1998 
(percent) .............................. ; .................... 33.4 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 9.2 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 93.3 

Counties Designated as Dental 
HPSAs, 1999 (percent) ...... : ...................... 46. 7 

U.S. 

91.7 

12.0 

10.5 

55.0 

28.7 

17.1 

64.6 

26.9 

* Source for State profile information is the most recent comprehen­
sive state data avaflable fn the HRSA State Profiles Data Element. 

HRSA helped Arizona meet these needs by funding six 
grants to train primary care providers and dentists total­
ing $670, 051 in FY 1999. 

to this area, some of the physicians enrolled are 
from the medically underserved areas of the State. 

ARKANSAS CASES 

• The University of Arkansas received a three-year 
grant to establish the department of family and com­
munity medicine several years ago. This and other 
grants have allowed faculty to teach residents how 
to practice high quality care. This grant has allowed 
the clinic to implement a program in quality im­
provement that will lead to improved patient care 
and to teach medical students about unique health 
care needs of the underserved patient population. 
Without these grants, the clinical training in family 
medicine would be severely curtailed. 

• The department of family and community medicine 
is also developing and implementing a statewide 
curriculum to train family practice residents in ef­
fective use of an electronic medical records (EMRs) 
system. This has been pilot tested at the Area Health 
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Arkansas Profile* Fiscal Year 1999 

Health Care Provider Resources AR U.S. 
Active Primary Care Physicians 
{rate per 100,000 pop.), 1998 .................. 77.1 91.7 

Under-Represented Minority 
Physicians, 1998 (percent)....................... 7. 7 12.0 

Physician Assistants {rate per 
100,000 pop.), 1999 ................................. 1.7 10.5 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 39.4 55.0 

Selected Access Indicators 

Minority Population, 1998 
(percent) ................................................... 19.3 28. 7 

Persons Without Access to a 
Primary Care Provider, 1996 
{percent) ................................................... 34.9 17.1 

Counties Designated as Primary 
Care HPSAs, 1999 {percent) ..................... 68.0 64.6 

Counties Designated as Dental 
HPSAs, 1999 (percent) .......................... ~·· 25.3 26.9 

* Source tor State profile information is the most recent comprehen­
sive state data available Jn the HRSA State Prof/les Data Element, 

HRSA helped Arkansas meet these needs by funding four 
grants to train primary care providers and dentists total­
ing $499, 080 in FY 1999. 

Education Center {AHEC) of Northwest Arkansas; 
all six AHEC residency programs in the State will 
have participated in the statewide effort by the end 
of the project. Faculty (n= 18) and residents {n= 129) 
will be competent in three important EMR areas: 
instructional techniques in the use of an EMR, EMR 
documentation review techniques, and evidence­
based medicine techniques to build EMR clinical 
content. 

CALIFORNIA CASES 

• The physician assistant programs at Stanford Uni­
versity places its students in community based clini­
cal rotations. All students train in clinics that serve 
the same populations as they will serve when they 
graduate and many of these clinics serve non-En­
glish speaking high-risk patients. The program has 
students working in refugee clinics, migrant health 
clinics, rural health clinics and Indian clinics. Gradu­
ates are working with HPSAs in San Diego County, 
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the Hmong community in Fresno and Modesto and 
Cambodians in the San Jose area. 87 

- Over one-third of the United States legal perma­
nent residents (recent immigrants and those eli­
gible for naturalization) live in California 
(3,717,000 people). There is a large Latino and 
Asian population in the State, some of whom are 
particularly at risk with regard to access to health 
care services and information because of limited 
English proficiency, high rates of poverty and un­
employment, and low education. At the Stanford 
University family and community medicine pro­
gram, a major emphasis is placed on graduates 
who can serve these high-risk, non-English speak­
ing populations. Each year approximately one 
third of our graduates are fluent in a second lan­
guage that is relevant to underserved populations. 
Student preceptorships are community based, 
rather than hospital-based as is more typical in 
the East. Therefore, students train in local clinics 
that serve the same populations they will serve 
after graduation. Many of these clinics serve non­
English speaking, high-risk patients. Currently, 
students are being precepted in refugee clinics, 
migrant health clinics, rural health clinics, and In­
dian clinics. Imperial County in California has large 
areas that are underserved and lacks health pro­
fessions training. A local training and recruitment 
satellite in San Diego was established in an effort 
to recruit students from Imperial County and de­
ploy them back to that area. Two graduates work 
in HPSAs in that county. Two recent graduates 
currently spend several days a week in mobile clin­
ics, vans that serve migrant farm workers by driv­
ing to remote areas in the central valley in CA A 
Spanish-speaking graduate is in a newly opened 
{Federally funded) clinic in Fort Smith, Arkansas. 
The clinic is intended to serve Spanish-speaking 
workers who have recently located there to work 
in poultry processing. Several graduates are re­
cent immigrants from China and Vietnam and are 
working in San Francisco and San Jose with mono­
lingual populations from those countries. Three 
graduates {not Hmong) work with Hmong popu­
lations in Fresno and Modesto. Cambodian gradu­
ates work with Cambodian patients in San Jose. 
Several graduates who are recent immigrants from 
Russia are able to serve the rapidly increasing 
Russian-speaking population in this area. A refu­
gee from Afghanistan was admitted recently as a 
student (This is a growing refugee population 
here). 
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California Profile* Fiscal Year 1999 

Health Care Provider Resources CA U.S. 
Active Primary Care Physicians 

(rate per 100,000 pop.), 1998 .................. 89.3 91.7 

Under-Represented Minority 
Physicians, 1998 (percent) ....................... 10.5 12.0 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 7.8 10.5 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 62.2 55.0 

Selected Access Indicators 
Minority Population, 1998 
(percent) ................................................... 51.5 28.7 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 10.7 17.1 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 7 4.1 64.6 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 36.2 26.9 

* Source for State prof/le Information Is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped California meet these needs by funding 50 
grants to train primary care providers and dentists total­
ing $7,785,089 in FY 1999. 

• Through Title VII, section 7 4 7 funds a comprehen­
sive program was developed to prepare family phy­
sicians as teachers and educators. The Northern 
California faculty development fellowship program 
(NCFDFP), established in 1995, represents a re­
gional, interdepartmental, network design for fel­
lowship training in family medicine. The two family 
medicine departments in Northern California-the 
UC San Francisco department of family and com­
munity medicine (UCSF /FCM) and the UC Davis 
department of family practice (UCD/FP)-have 
collaborated to create a one-year, comprehensive, 
multi-component fellowship program to prepare full­
ti me teaching faculty members within each 
department's network of academic sites in North­
ern California. The NCFDFP represents the first 
regional collaboration in faculty development be­
tween two medical schools. Over the current 1995-
98-project period, 37 fellows have participated in 
the fellowship program representing 15 academic 
sites. 
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• At the UCSF family practice residency program at 
San Francisco General Hospital, the Title VII, sec­
tion 7 4 7 funds have been invaluable in enabling our 
residency program to prepare family physicians to 
care for low-income families living in inner-city com­
munities. A recent Title VII, section 7 4 7 grant al­
lowed development of highly innovative postgradu­
ate curricula in three areas: behavioral science, 
community-oriented primary care (COPC), and prac­
tice management. The behavioral science curricu­
lum was designed to prepare family physicians for 
managed care practice in urban, underserved set­
tings, reflecting a model that integrates family-sys­
tems, cross-cultural approach with the needs of an 
urban, underserved, and multicultural patient popu­
lation. A key focus for the curriculum was relation­
ships: among physicians, patients, and families; 
among family members; among patients, families, 
and the managed care organization; and between 
faculty members and residents. The curriculum has 
three interrelated components: direct observation 
and supervision, a behavioral science seminar, and 
a family care unit. 

• The department of family medicine at the Univer­
sity of Southern California is located in a multi-eth­
nic area in which 120 different languages are spo­
ken. In July 1999, a $17,000 HRSA predoctoral 
training grant funded a part-time Community Site 
Developer for a six-week third year clerkship pro­
gram in family medicine. A seasoned medical an­
thropologist who was hired for this position has 
focused on increasing student exposure to pro­
fessionally rewarding medically underserved prac­
tices during their five-week community precep­
torships. She has fostered student interest by 
developing interactive cross-cultural exercises for use 
during classroom orientation week and by collect­
ing testimonials from students who have done their 
preceptorships in medically underserved sites. She 
has expanded the number of opportunities for place­
ment in such sites by identifying and recruiting new 
preceptors. She has conducted in-depth interviews 
with students already committed to practicing in 
underserved areas to determine the basis of their 
commitment. She has also made site visits to ob­
serve students' experiences directly and has assigned 
an ethnographic paper to be written on a patient's 
family of the student's choosing. As a result of her 
efforts and those of clerkship staff, over the 1999-
2000 academic year, 35% more students have been 
placed in medically underserved sites than in 1998-
1999. This example illustrates how a very modest 
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amount of funding can have a substantial result in 
terms of exposing more medical students to the 
benefits and rewards of practicing in medically 
underserved settings. 

- The Clinica Campesina residency track was a di­
rect result of a department development grant to 
enhance care of the underserved and training of 
providers to care for the underserved. The grant 
provided start-up funds to develop the relation­
ship and initiate the program. After the initial 
department grant, a residency-training grant pro­
vided educational funding to enhance cultural com­
petency. In fact, lack of ongoing funding from Title 
VII, section 7 4 7 funding is one reason the pro­
gram was closed. The program was incredibly 
successful-eight of nine residents are practicing 
in underserved sites. 

• Under Title VII funding, the University of Califor­
nia/Davis has graduated 101 primary care residents 
with 84 in primary care practice, seven in academic 
positions, and one as chief resident. Over 90% stay 
in general medicine/geriatrics/primary care. The 
primary care track has high exposure since the en­
tire third year is devoted to outpatient medicine. 

• Western University of Health Sciences/College of 
Osteopathic Medicine of the Pacific in Pomona, 
California has been the recipient of numerous grants 
from the Department of Health and Human Serv­
ices through the Health Resources and Services 
Administration over the years. These funds have 
been a tremendous source of support, which have 
been used to establish new and innovative programs 
that have been beneficial to our students in our 
College of Osteopathic Medicine of the Pacific 
(COMP) and our College of Allied Health Profes­
sions. 

- Title VII funds enable COMP to create the Stand­
ardized Patient Program in which medical students 
are educated on how best to communicate eff ec­
tively with their patients. Having access to patients 
gives students an advantage over studies restricted 
to books, computerized examples and any other 
alternative form of education. The live sessions 
expose students to "real life" encounters and edu­
cate these future physicians as to how to incorpo­
rate their medical and scientific "know-how" with 
the needed people skills of compassion and car­
ing. 

- In addition to creating the Standardized Patient 
Program, a Title VII grant was used to explore a 
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new educational program in managed care. This 
elective was created to expose students to what 
being a health care provider means in today's 
managed care environment. 

COLORADO CASES 

• As a direct result of its Interdisciplinary Generalist 
Curriculum project, the University of Colorado 
changed it primary care curriculum to a foundations 
of medicine curriculum. This curriculum has had 
profound impact on the overall School of Medicine 
curriculum. The impact has been the development 
of a clinical continuum from first through third 
year with the clerkship directors working together. 
The integration of basic and clinical sciences 
makes the basic sciences more relevant for stu­
dents. Students who have extensive community 
based primary care patient contact early and lon­
gitudinally become better communicators and di­
agnosticians. 

Colorado Profile* Fiscal Year 1999 

Health Care Provider Resources co U.S; 
Active Primary Care Physicians 

(rate per 100,000 pop.), 1998 .................. 88.6 9t7 
Under-Represented Minority 
Physicians, 1998 (percent)....................... 4.7 12.0 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 16.7 10.5 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 63.0 55.0 

Selected Access Indicators 
Minority Population, 1998 
(percent) .................................................... 22.2 28. 7 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 10.1 17.1 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 79.4 64.6 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 12.7 26.9 

. *Source tor State profile information Is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped Colorado meet these needs by funding 1 O 
grants to train primary care providers and dentists total­
ing $1,360,533 in FY 1999. 
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• At the child health associate physician assistant pro­
gram, Title VII, section 7 4 7 support has had direct 
effects on academic and patient communities. Title 
VII, section 7 4 7 funding was instrumental in the 
initiation of the program and has provided invalu­
able support for the creation of a host of grant ac­
tivities that were subsequently integrated into the 
educational program and mission. The benefit to 
patients has been significant, with over 20% of the 
students choosing to pursue a career that meets the 
needs of the medically underserved. Students also 
serve these patients in clinical rotations that were 
established under the auspices of grant funds. Ev­
ery student does a one-month rotation in an 
underserved area and another month in a rural ro­
tation. The rural track, begun with grant support, 
requires students to do a four-month block rotation 
in a rural area. To date, over 60% of rural track 
graduates have elected to practice in a rural setting. 
Supplementary funding was also received from lo­
cal sources to continue or expand grant-initiated 
programs. As an example, the program received a 
Colorado Commission Award of Excellen.ce 
($2,100,000) based on the recognition of many 
programs that were grant initiated. Among other 
things, the award allowed expansion of the rural 
track to 10 (25% of the class) students per year. 
The funds impacted the choice of grant activities 
and led to the development of a number of inno­
vative, model academic curricula to meet the needs 
of the underserved that have subsequently been 
replicated in other programs. These innovations 
have been presented at national and international 
meetings. 

• The University of Colorado Health Sciences Cen­
ter, division of general internal medicine/pediatrics 
provides a two-year intensive, fulltime or part-time 
faculty development training in research and edu­
cational techniques. Of the twenty-one graduates, 
14 are faculty in general internal medicine and seven 
in general pediatrics. These individuals are provid­
ing leadership to physicians and non-physician cli­
nicians, providing role models for medical students 
and residents and are transforming the practice of 
medicine in their sites. This has led to the forma­
tion of a primary care-oriented Health Outcomes 
Program on campus and to the development of a 
Primary Care Research Unit linking general inter­
nal medicine, general pediatrics, and family medi­
cine, also with HRSA funding through its adminis­
trative units grant program. 
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CONNECTICUT CASES 

• The primary care and community medicine train­
ing program (PC/CM) at Griffin Hospital, Derby, is 
developing a program transition plan that will in­
crease the number of PC/CM residents from 8 to 
20. The curriculum on the psychosocial aspect of 
illness, management of common psychiatric prob­
lems and understanding of psychosocial aspects of 
illness has been completed and has been submitted 
to the Accreditation Council on Graduate Medical 
Education (ACGME) for their Request For Proposal 
2000 project; the geriatric curriculum, including a 
new faculty member, has been identified. Residents 
will be provided clinical experience and skills in the 
area of adolescent medicine. An expanded man­
aged care curriculum is preparing primary care resi­
dents to practice in a managed care setting, and 
approval has been sought and received for a MPH 
and board eligibility in internal medicine and pre­
ventive medicine. Twelve community sites have been 
identified to improve health care services delivery. 

Connecticut Profile* Fiscal Year 1999 

Health Care Provider Resources CT U.S. 
Active Primary care Physicians 
(rate per 100,000 pop.), 1998 ................ 119.6 91.7 

Under~Represented Minority 
Physicians, 1 ~98 (percent)....................... 8.5 12.0 

Physician Assistants (rate per 
100,000 pop;), 1999 ................................. 18.0 10.5 

Dentists (rate per 100,000 pop;), 
1.998 .......................................................... 73.0 55.0 

Selected Access lndi~ators 
Minority Population, 1998 
(percent) ................................................... 20.2 28. 7 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... - 6.7 17.1 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 87.5 64.6 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 75.0 26.9 

* Source tor State profile information is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped Connecticut meet these needs by funding 
two grants to train primary care providers and dentists 
totaling $274,320 in FY 1997. 
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0 The Middlessex Hospital family practice residency 
program in Middletown is developing an innovative 
longitudinal, family residency curriculum that pre­
pares family physicians to address the health needs 
of culturally diverse communities and high-risk popu­
lations. The project staff will collaborate with the 
Yale University School of Medicine to enhance re­
cruitment of qualified residents and faculty to the 
program. The residency program hopes to serve as 
a model for community-based family practice residency. 

DELAWARE 

Delaware Profile* Fiscal Year 1999 

Health Care Provider Resources DE 
Active Primary Care Physicians 

(rate per 100,000 pop.), 1998 .................. 79.1 

Under-Represented Minority 
Physicians, 1998 (percent) ....................... 11. 7 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 9.0 

Dentists (rate per 100,000 pop.), 
1998 ......... ; ................................................ 44.5 

Selected Access Indicators 

Minority Population, 1998 

U.S. 

91.7 

12.0 

10.5 

55.0 

(percent) ................................................... 25.2 28. 7 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 12.7 17.1 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ................... 100.0 64.6 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 66.7 26.9 

* Source tor State profile information is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped Delaware meet these needs by funding a 
grant to train primary care providers and dentists totaling 
$87,404 in FY 1997. 

DISTRICT OF COLUMBIA CASES 

0 The George Washington University department of 
medicine has established a collaborative primary care 
research program (CPCRP) within the academic 
units of adult primary care and general medicine 
and general pediatrics. The CPCRP has recruited a 
new faculty member who has done both pediatric 
and adult medicine primary care research with a 
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District of Columbia Profile* Fiscal Year 1999 

Health Care Provider Resources DC U.S. 
Active Primary Care Physicians 

(rate per 100,000 pop.), i 998 ................ 232.3 91. 7 

Under-Represented Minority 
Physicians, 1998 (percent) ....................... 25.5 12.0 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 24.7 i0.5 

Dentists (rate per 100,000 pop.), 
1998 ........................................................ 113.0 

Selected Access Indicators 

Minority Population, 1998 
(percent) ................................................... 72.8 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 13. 7 

Counties Designated as Primary 
Care H PSAs, 1999 (percent) ................... 1 00. 0 

Counties Designated as Dental 
HPSAs, 1999 (percent) ........................... i 00.0 

55.0 

28.7 

17.i 

64.6 

26.9 

*Source tor State profile information Is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped the District of Columbia meet these needs 
by funding seven grants to train primary care providers 
and dentists totaling $1, 143,514 in FY 1999. 

focus on health disparities; another faculty with a 
focus on minority health issues, specifically the 
Latino populations, is being recruited. The research 
projects will involve residents in primary care with 
close mentoring by the faculty of the CPCRP who 
have been identified. The establishment of the pri­
mary care research fellowship with focus on the 
underserved arid minority populations will train pri­
mary care physicians in research related to the popu­
lations they serve. An elective to increase knowl­
edge of clinical research methodology in underserved 
and minority populations will be offered to fourth 
year medical students after five residents have com­
pleted it. 

• Georgetown University department of medicine re­
ceived Title VII funding to expand the research ca­
pacity of the department and to enhance the pri­
mary care research activities of the division of general 
internal medicine and general pediatrics. The funds 
have established an administrative center for pri­
mary care research and a research associate and 
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network coordinator have been hired. A primary 
care practice-based network is planned to involve 
all full time clinical faculty and providers from the 
District community health centers. We are starting 
to explore model research curriculums for primary 
care residents. A primary care poster session was 
held during National Primary Care Week. Collec­
tion of clinic capacity surveys for university practice 
sites and the District community health centers is 
planned 

FLORIDA CASES 

• The University of Florida (UF) College of Dentistry 
has a long history of community-based educational 
programs, starting with a rural clinic in Mayo, Florida 
that was affiliated with the county health depart­
ment. Major expansion of the statewide presence 
of the college was initiated in the early 1990s with 
the development of general dentistry residency pro­
grams in Jacksonville and St. Petersburg, Florida, 
in facilities owned and operated by the College of 
Dentistry. The University of Florida Statewide Net­
work for Community Oral Health was initiated in 
1995 to further expand training opportunities for 
predoctoral and general dentistry residents of the 
College, as well as to increase access to care for 
underserved patients throughout Florida. The Net­
work is a collaboration among the UF College of 
Dentistry, community-based affiliates and health care 
organizations that have a mission to provide educa­
tion and/or health care to underserved patients, and 
the Florida Dental Association. Teaching faculty in­
cludes University of Florida-employed dentists, den­
tist employees of the affiliates, and volunteer den­
tists from the membership of the Florida Dental 
Association. The Network is based at the college's 
facilities in Gainesville, which provides administra­
tive and academic oversight and support to the vari­
ous programs. The Network includes three college­
owned facilities located in Jacksonville, St. 
Petersburg and Hialeah, Florida, as well as a num­
ber of other affiliates throughout the State, includ­
ing community health centers, county health depart­
ments, homeless shelters and hospitals. Currently, 
the UF College of Dentistry has seven general den­
tistry residency training programs, with a total of 
20 general dentistry residents, working in 11 sites. 
The general dentistry residency programs are one 
year in duration and are housed totally within the 
community-based site. Three of these sites are also 
used for two-week predoctoral dental student rota­
tions; each dental student spends two two-week 
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Florida Profile* Fiscal Year 1999 

Health Care Provider Resources FL U.S. 
Active Primary Care Physicians 

(rate per 100,000 pop.), 1998 .................. 82.7 91.7 

Under-Represented Minority 
Physicians, 1998 (percent) ....................... 21.5 12.0 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 10.2 10.5 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 47.2 

Selected Access Indicators 
Minority Population, 1998 

55.0 

(percent) ................................................... 32.5 28.7 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 18.4 17 .1 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 86.6 64.6 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 58.2 26.9 

*Source for State profile Information Is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped Florida meet these needs by funding ten 
grants to train primary care providers and dentists total­
ing $1,248,277 in FY 1999. 

rotations at selected sites. Thus, the general den­
tistry residency program provides a backbone of 
support for the predoctoral student rotations. In 
addition, negotiations are underway with at least 
three additional sites, including an expansion into 
pediatric dentistry residency training. 

• The Statewide Network is funded through a variety 
of mechanisms including college State general rev­
enue funds, the Florida Department of Health clini­
cal income, the statewide Area Health Education 
Center, Title VII, section 7 4 7 funding from Health 
Resources and Services Administration (HRSA) and 
philanthropic donations. The University of Florida 
College of Dentistry has received five grants from 
HRSA Title VII, section 7 4 7 programs. These grants 
combined have brought in $1,500,000 in funding 
and the creation or expansion of four new residency 
programs. The Title VII funding in dentistry is used 
to initiate new programs and/or expand existing 
programs. These grants phase out over three years. 
Funding can be used to do planning, site preparation, 
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hire faculty, support resident stipends and salaries 
for support staff and to pay for supplies, educational 
material, and so forth. The funding is a critical link 
in allowing the College of Dentistry to implement 
such programs because early development of the 
programs can generate significant fiscal deficits un­
til the program is up and running in a mature fash­
ion. Recent improvements in Federal Medicare GME 
funding to general dentistry residency programs have 
allowed these programs to be self-sustaining, when 
combined with the limited income that can be gen­
erated from indigent patient care. In addition, the 
use of volunteer faculty and health care sites owned 
and affiliated by other institutions helps maintain 
the financial sustainability of community-based gen­
eral dentistry programs. 

GEORGIA CASES 

• Title VII, section 747 has made an enormous dif­
ference to the division of general medicine, Emory 
University School of Medicine, the patients at Grady 
Memorial Hospital, who are underserved, and our 
surrounding community. Forty-seven residents have 
been trained in the primary care residency program 
supported by Title VII, section 7 4 7 over the past 
five years. Of the 4 7 residents, 17 have graduated, 
15 of whom have entered careers in general inter­
nal medicine, including four who are practicing in 
an underserved area as designated by the State gov­
ernor (Grady Memorial Hospital). Of the enrollees 
and graduates of the primary care residency pro­
gram, five are African American and three Hispanic 
or Latino, thereby enriching the number of 
underrepresented minority physicians in our medi­
cal school and community. These numbers demon­
strate how the ability to create a well-organized, 
separately governed primary care residency program 
within the department of medicine strongly pro­
motes primary care as a career choice. Title VII, 
section 7 4 7 has also supported a faculty develop­
ment program in general internal medicine, which 
has had a large impact on the division of general 
medicine, medical school, and community. This 
program trained or enrolled 24 faculty over four 
years, focusing on clinician-educators, each of whom 
was able to participate in a yearlong curriculum 
emphasizing teaching skills, evidence based medi­
cine, and scholarly projects. This program has been 
crucial for retaining clinician educator faculty mem­
bers working in the underserved area at Grady Me­
morial Hospital. This has been especially important 
for underrepresented minorities. Five African Ameri-
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Georgia Profile* Fiscal Year 1999 

Health Care Provider Resources GA U.S. 
Active Primary Care Physicians 

(rate per 100,000 pop.), 1998 .................. 80.9 91.7 

Under-Represented Minority 
Physicians, 1998 (percent) ....................... 14.3 12.0 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 12.5 10.5 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 40. 7 55.0 

Selected Access Indicators 
Minority Population, 1998 
(percent) ................................................... 33.6 28.7 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 25.3 17 .1 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 77.4 64.6 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 12.0 26.9 

* Source for State profile information is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped Georgia meet these needs by funding 16 
grants to train primary care providers and dentists total­
ing $2, 197,827 in FY 1999. 

can and two Hispanic faculty members are enrollees 
or graduates of the program. Of the 18 graduates of 
the program, 14 have remained on the faculty. This 
is the only intensive faculty development program 
at Emory University School of Medicine and is set­
ting an example for the rest of the school. The fac­
ulty development grant is critical to our plans for 
developing clinician educators to their full potential 
as members of the facult. As the program develops 
their scholarship and teaching skills, their academic 
careers become more fruitful and successful. 

HAWAII CASES 

• Kelley Withy, M.D., Asst. Professor, Dept of Fam­
ily Practice and Community Health and Statewide 
AHEC Program Director, Hawaii notes: ·"In Hawaii 
we have one medical school that has a mission to 
provide primary care physicians for Hawaii and the 
Pacific Basin. In order to do this, we depend on 
Title VII funds to provide predoctoral education in 
rural and underserved areas. Almost all of these rural 
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Hawaii Profile* Fiscal Year 1999 

Health Care Provider Resources HI 

Active Primary Gare Physicians 
(rate per 100,000 pop.), 1998 ................ 109.3 

Under-Represented Minority 
Physicians, 1998 (percent)....................... 4. 7 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 6.5 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 78.5 

Selected Access Indicators 

Minority Population, 1998 
(percent) ........... ; ....................................... 75.0 

Persons Without Access to a 
Primary Gare Provider, 1996 
(percent) ................................................... 7.0 

Counties Designated as Primary 
Gare HPSAs, 1999 (percent) ..................... 80.0 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 40.0 

U.S. 

91.7 

12.0 

10.5 

55.0 

28.7 

17.1 

64.6 

26.9 

* Source tor State proffle Information is the most recent comprehen­
. sive state data available in the HRSA State Profiles Data Element. 

HRSA helped Hawaii meet these needs by funding two 
grants to train primary care providers and dentists total­
ing $425,832 in FY 1999. 

and underserved areas are on islands other that Oahu 
(where the medical school is located). Without Title 
VII funding, the only way our students would get to 
outer islands for rotations would be to swim, or pay 
themselves. If students do not get to rotate on outer 
islands, it is unlikely that they will spontaneously 
choose to work in the areas with the greatest need. 
We depend on continued Title VII funds to match 
with local funds to provide the experiences for our 
students that will diminish the significant health dis­
parities in this State." 

IDAHO CASES 

• A patient was 28 weeks pregnant and admitted to 
the OB service septic from a kidney infection and 
in preterm labor. She had a blood sugar of over 
400 (normal up to 140). She was Spanish speak­
ing, married to a migrant farm worker living in a 
shack with poor sanitation on the farmer's land. 
She was suspicious of needles and insulin and was 
intensely shy and uncomfortable with male physi-
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Idaho Profile* Fiscal Year 1999 

Health Care Provider Resources ID 
Active Primary Care Physicians 

(rate per 100,000 pop.), 1998 .................. 63.7 

Under-Represented Minority 
Physicians, 1998 (percent)....................... 2.5 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 11.5 

Dentists (rate per i 00,000 pop.), 
1998 .......................................................... 51.8 

Selected Access Indicators 

Minority Population, 1998 
(percent) ................................................... 10.3 

Persons Without Access to a 
Primary Gare Provider, 1996 
(percent) ................................................... 15.9 

Counties Designated as Primary 
Gare HPSAs, 1999 (percent) ..................... 90.9 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 72.7 

U.S. 

91.7 

12.0 

10.5 

55.0 

28.7 

17.1 

64.6 

26.9 

* Source for State profile Information Is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped Idaho meet these needs by funding four 
grants to train primary care providers and dentists total­
ing $782,521 in FY 1999. 

cians. Treating her sepsis getting her diabetes con­
trolled and preventing the preterm birth saved the 
county funds and the State over $100,000 in neona­
tal intensive care unit (NICU) costs. The Idaho State 
University Pocatello Family Practice Residency 
sought and was granted Title VII funds to partner 
with a local community health center to enhance 
their perinatal outreach to the communities of 
American Falls and Aberdeen, 20 and 40 miles from 
Pocatello, respectively. Services have also been ex­
tended to the nearby Native American population. 
The grant has allowed support to the community 
health center by a bilingual resident and faculty MD. 
A bilingual prenatal intervention team was formed, 
including a social worker, health educator and nu­
tritionist. Seventy-six pregnant women were deliv­
ered between July 1, 1999 and June 30, 2000 as 
part of this project. Thirty-nine of these women were 
Hispanic, 17 of whom were Spanish-speaking only. 
Twenty-seven were Native Americans who also ben­
efited from the health education and case manage­
ment services. Health insurance was Medicaid 31, 
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Indian Health Service 20, private insurance 13 and 
self pay 12. One case saved the State over 
$100,000. How much did 76 cases save the State? 
There are two family practice residencies in Idaho 
supported by Title VII funds, both with similar sto­
ries to tell. The two residency directors estimate that 
the residencies provide over $900,000 of uncom­
pensated care per year through activities like this 
some of which are supported by Title VII funds. A 
question a State legislator might ask is: who would 
cover these costs if Title VII funds were cut? Jonathan 
Cree, MD, Idaho State University. 

• The University of Washington MEDEX northwest 
physician assistant program has a 30-year history 
of training individuals with extensive health care 
backgrounds as physician assistants. The MEDEX 
program operates three didactic training sites. The 
Seattle site is targeted for students from western 
Washington and the Seattle-Tacoma urban area. The 
site in Yakima, Washington severs students from 
central/southeastern Washington, Alaska, and Wyo­
ming. The Spokane site was created to meet the 
needs of students from northeastern Washington, 
northern Idaho, and western Montana. The MEDEX 
program operates clinical training sites in the State 
of Idaho in Coeur d'Alene, Plummer, Lewiston, 
Orofino, Cottonwood, Payette, Caldwell, Nampa, 
Boise, Garden Valley, Glenns Ferry, Twin Falls, 
American Falls, Pocatello, Idaho Falls, Driggs, and 
Rexburg. The program's goals (workforce diversity, 
generalist faculty, primary care training emphasis, 
curricular innovation, and generalist outcomes) are 
consistent with the purposes of Title VII funding. 
The program's success in meeting these goals is 
evidenced by the placement of 80% of its graduates 
in primary care practice sites and the deployment 
of 40% of the graduates in Federally defined medi­
cally underserved areas. Additionally, minority stu­
dents typically comprise 25-30% of the class, al­
though the minority population in the region is 
approximately 11 %. 

ILLINOIS CASES 

• Dr. Jerry Kruse from the department of family medi­
cine at Southern Illinois University reports that Title 
VII, section 747 funds have helped create a research 
infrastructure in his department and medical school. 
"We are in the final year of a department grant that 
(has) established a research infrastructure for the 
department. This grant has allowed four faculty 
members to have 25% of their time dedicated to 
research, and has opened a research dialogue be-
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Illinois Profile* Fiscal Year 1999 

Health Care Provider Resources IL U.S. 
Active Primary Care Physicians 

(rate per 100,000 pop.), 1998 ................ 102.2 91.7 

Under-Represented Minority 
Physicians, 1998 (percent) ....................... 14.0 12.0 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 5.0 10.5 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 61.9 55.0 

Selected Access Indicators 
Minority Population, 1998 

(percent) ................................................... 29.0 28.7 
Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 11.1 17.1 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 33.3 64.6 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 11.8 26.9 

* Source tor State profile information is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped Illinois meet these needs by funding 29 
grants to train primary care providers and dentists total­
ing $4,428,898 in FY 1999. 

tween primary care departments in the School of 
Medicine. The Associate Dean for Research and 
several members of other departments now attend 
our research meetings. We have now formed an 
affiliation with psychiatry, which has led to an inte­
grated third year clerkship and joint research. This 
collaboration grew directly out of the strategic plan 
and research agenda generated by the grant. Also, 
the Dean has given permanent funding to our re­
search director and the department will pick up the 
frills. So, the (Title VII, section 7 4 7) grant estab­
lished a unit that will be ongoing. "88 

• The department of medicine at Mount Sinai Hospi­
tal in Chicago has utilized Title VII general internal 
medicine grant funding to establish community based 
primary care training sites in health professional 
shortage areas of Chicago. With these funds, it de­
veloped a Spanish language elective that trains its 
residents in medical Spanish, which is then utilized 
in a Latino ambulatory care setting. It has been able 
to recruit new faculty because of the presence of 
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the training program, as well as to attract superior 
resident trainees and to develop new curriculum. 
Since the initiation of the grant, the Department 
has been able to increase the number of minority 
primary care physicians working at the institution. 
Because of the grant funding, it has also been able 
to initiate faculty development training sessions for 
its faculty. 

• The general internal medicine residency program 
at Northwestern University provided funds to de­
sign an improved curriculum focusing on better out­
patient care to help avoid unnecessary admissions, 
to address psychosocial issues important to patients, 
and to provide a more cost effective approach to 
patient care. The faculty development program, in 
addition to providing fellowships, developed precep­
tors and junior and mid-career faculty. Rotations 
through the local community health centers resulted 
in the hiring of residents upon completion of their 
program. The funds have fostered and increased 
the working relationship between general internal 
medicine, pediatrics and family medicine. Over 100 
community-based preceptors provide volunteer time 
for 17 4 medical students to experience a clerkship 
in ambulatory care office setting. 

• At the University of Illinois at Chicago, the general 
internal medicine faculty development program sup­
ported with Title VII funds has become more diverse. 
Out of a total of 12 faculty there are now two African 
American, one Hispanic, and three faculty with Asian 
ancestry. The faculty serve as role models for under­
represented minorities in a primary care specialty. 

• The Chicago College of Osteopathic Medicine of 
Midwestern University (CCOM) is in the third year 
of funding with an establishment of family medicine 
grant. This grant has allowed for establishment of a 
new course "Topics in Family Medicine" for second 
year medical students. CCOM took material that 
was historically taught the last eight weeks of the 
second year and developed it into a full year course 
focusing on topics in medicine normally seen by 
primary care physicians and including issues in 
managed care and practice management. A new 
didactic program has also been developed for MSII's 
that meets weekly for four hours. A simulated pa­
tient program has been incorporated that allows 
students to practice dealing with difficult patient situ­
ations such as death and dying. Community medi­
cine sites have been enhanced and approximately 
50 new preceptors have been added. This spring, 
CCOM will sponsor a faculty development program 
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for all new preceptors. There have also been great 
strides in the area of technology and on-line capa­
bilities for things such as distance learning with the 
students. Though CCOM is in their final year of 
funding, they have submitted a renewal application 
for funding for another three years. 

INDIANA CASES 

• Indiana University has two Title VII, section 7 4 7 
funded programs. The first grant provides stipends 
for general internal medicine and general pediat­
rics fellows who are being trained as academic gen­
eralists. Since our program was first funded in 1985, 
there have been a total of 52 generalist physician 
fellow trainees-44 program completers and 8 cur­
rent enrollees, 42 in general internal medicine, six 
in general pediatrics, three in medicine-pediatrics, 
and one in family practice. Of the 44 program 
completers, 36 (82%) hold generalist faculty posi­
tions in medical schools or research positions 

Indiana Profile* Fiscal Year 1999 

Health Care Provider Resources IN 

Active Primary Care Physicians 
(rate per 100,000 pop.), 1998 .................. 7 4.2 

Under-Represented Minority 
Physicians, 1998 (percent) ....................... 7.0 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 3.1 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 45.5 

Selected Access Indicators 
Minority Population, 1998 

U.S. 

91.7 

12.0 

10.5 

55.0 

(percent) ................................................... 7.0 28.7 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 10.9 17.1 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 45.7 64.6 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 7.6 26.9 

* Source for State profile information is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped Indiana meet these needs by funding six 
grants to train primary care providers and dentists total­
ing $736,332 in FY 1999. 



70 

elsewhere (e.g., Federal Government). Collectively, 
they have authored over 350 peer-reviewed publi­
cations and have presented more than 225 abstracts 
at regional and national scientific meetings, as well 
as numerous workshops. 

• The Indiana program provides care for a large medi­
cally underserved population in Indianapolis. The 
majority of our graduates has assumed faculty posi­
tions at our own institution and continues to pro­
vide most of the primary care for indigent patients 
in five Community Health Centers and our public 
hospital; train medical students and residents in these 
settings; and conduct research to improve the care 
of underserved populations. Without Title VII, sec­
tion 7 4 7 funding, many of our teaching and research 
efforts to improve the care of underserved popula­
tions would not be possible. 

IOWA CASES 

• The University of Iowa department of family medi­
cine has expanded the behavioral medicine curricu-

Iowa Profile* Fiscal Year 1999 

Health Care Provider Resources IA 
Active Primary Care Physicians 

(rate per 100,000 pop.), 1998 .................. 66.5 
Under-Represented Minority 
Physicians, 1998 (percent) .................. '..... 5.9 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 14.1 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 52.3 

Selected Access Indicators 
Minority Population, 1998 
(percent) ................................................... 5.5 

Persons Without Access to a 
Primary Care Provider, .1996 
(percent) ................................................... 11.8 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 49.5 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 3.0 

U.S. 

91.7 

12.0 

'10.5 

55.0 

28.7 

17.1 

64.6 

26.9 

*Source for State profile information Is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped Iowa meet these needs by funding five 
grants to train primary care providers and dentists total­
ing $619,329 in FY 1999. 
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!um by creating seven new didactic courses and add­
ing four consultation sessions; has developed and 
implemented curricula on health risk assessment for 
second and third year residents; has conducted a 
four-hour class for first year residents on computer 
based medical programs; and is teaching all resi­
dents how to use electronic mail as a clinical tool in 
a primary care setting. The medical school admin­
istration and the University of Iowa hospital admin­
istration are providing strong support for faculty 
involvement in the electronic mail consultant serv­
ice as a result of this Title VII support. 

KANSAS CASES 

• The University of Kansas (KU) at Wichita family 
practice residency at Smoky Hill, Kansas has had 
several Title VII, section 7 4 7 residency training 
grants focusing on improving health access in rural 
Kansas. Clinical emphases have included rural be­
havioral science, medical procedures, community 
health and improvement in emergency training. 

Kansas Profile* Fiscal Year 1999 

Health Care Provider Resources KS 

Active Primary Care Physicians 
(rate per 100,000 pop.), 1998 .................. 81.7 

Under-Represented Minority 
Physicians, 1998 (percent)....................... 8.1 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 13.6 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 47.7 

Selected Access Indicators 
Minority Population, 1998 
(percent) ................................................... 13.9 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 8.8 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 37 .1 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 19.0 

U.S. 

91.7 

12.0 

10.5 

55.0 

28.7 

17.1 

64.6 

26.9 

* Source tor State profile information is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped Kansas meet these needs by funding nine 
grants to train primary care providers and dentists total­
ing $1, 192, 127 in FY 1999. 
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Sixty-three family physicians have graduated from 
this program and 96% of them practice in towns of 
less than 50,000 people. Even more impressive for 
the purpose of rural health access, 58% of the gradu­
ates (or 37 physicians) practice in towns of less that 
10,000 population. Dr. Rick Kellerman, Chair of 
the Family Medicine Department at KU Wichita re­
ports that this program received the Outstanding 
Rural Health Program in America award in 1996, 
"in no small part due to the help Title VII, section 
747 gave in improving training."89 

KENTUCKY CASES 

• The physician assistant program at the University 
of Kentucky places special emphasis on working 
with rural HIV patients. Over 150 Kentucky PA stu­
dents have gone through didactic training, and 22 
have completed a five-week rotation. Through video 
teleconferencing, this program has educated ap­
proximately 1000 practicing PAs from around the 
country on rural HIV issues. Thus, not only did this 
one program significantly increase access for HIV 
patients in one region, it exported its knowledge to 
other practitioners throughout the country. The lat­
est step in this educational effort has been to cap­
ture the HIV didactic program on a CD-ROM that 
has been certified by the State of Kentucky for train­
ing of its health professionals. Many physicians, 
pharmacists, dentists and nurses and others will 
benefit from this PA effort. 9o 

• The University of Kentucky College of Dentistry has 
been training its dental residents in underserved 
communities. This effort has increased the numbers 
of under-represented minorities entering the dental 
workforce. It has two female dental residents (one 
Hispanic) who have completed the school's Distance 
Learning Community Based General Dentistry Resi­
dency Program. Two other residents, one a minor­
ity, are in training in rural Kentucky, and one has 
expressed a desire to practice in an underserved 
area. 

• The University of Louisville participated in Title VII 
funding for its general practice residency training 
program in dentistry (GPR) and its advanced educa­
tion in general dentistry program (AEGD) in the 
1980s and an expansion grant for the AEGD pro­
gram in the early 1990s. These programs are still 
operating quite successfully. In addition to provid­
ing advanced general dentistry training, these pro­
grams are providing outreach to indigent patients, 
children, and patients in a psychiatric hospital. 
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Kentucky Profile* Fiscal Year 1999 

Health Care Provider Resources KY U.S. 
Active Primary Care Physicians 

(rate per 100,000 pop.), 1998 .................. 78.9 91.7 

Under-Represented Minority 
Physicians, 1998 (percent)....................... 7 .2 12.0 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 8.8 10.5 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 51.7 55.0 

Selected Access Indicators 

Minority Population, 1998 
(percent) ................................................... 8.9 28.7 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 28.9 17.1 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 61.7 64.6 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 14.2 26.9 

*Source tor State profile information is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped Kentucky meet these needs by funding 11 
grants to train primary care providers and dentists total­
ing $1,432,058 in FY 1999. 

• The Pikeville College School of Osteopathic Medi­
cine (PCSOM) is currently in its third year of fund­
ing with an establishment of family medicine grant. 
The grant has enabled PCSOM to target the three 
main healthcare issues in the Eastern Kentucky re­
gion: childhood obesity, geriatrics, and spousal 
abuse. PSCOM has established a training program 
for the student to become more cognizant of these 
healthcare issues. The school has been able to bring 
in speakers to discuss the problems and work on 
methods to improve these healthcare issues. 
PCSOM has brought in professional patients to work 
with students learning to take patient histories and 
physical examinations on patients with these three 
health care problems. 

LOUISIANA CASES 

• A program at the Louisiana State University School 
of Dentistry enabled that institution to establish an 
advanced education general dentistry residency in 
1995, two rural dental student clinics, and an 
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underserved student clinic in New Orleans. An ar­
ticle in Louisiana Dentistry notes that the Lallie 
Kemp Medical Center in Independence, Louisiana, 
although it had been established in 1939, did not 
offer dental care until 1994 when Title VII, section 
747 funding made it possible to do so. Oral health 
care was a critical need in this rural community and 
the addition of dental services has been a "win-win 
situation for everyone." Dr. Eric Hovland notes that 
students· get to see an average of 25 patients per 
day, and student Craig Crawford comments that, 
"It's a two-fold benefit; we get lots of experience, 
and the patients receive good dental care." 

• Beginning in mid 1999, a three year faculty devel­
opment grant awarded to the ambulatory section of 
the pediatrics department of the Louisiana State 
University Medical Center's School of Medicine in 
New Orleans has enabled the department to plan, 
implement, and evaluate its programs: a faculty de­
velopment program for local and distant commu-

Louisiana Profile* Fiscal Year 1999 

Health Care Provider Resources LA 
Active Primary Care Physicians 

(rate per 100,000 pop.), 1998 .................. 86.3 

Under-Represented Minority 
Physicians, 1998 (percent) ....................... 13.5 

Physician Assistants (rate per 
100,000 pop.), 1999 ................... :............. 4.0 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 45.2 

Selected Access Indicators 
Minority Population, 1998 
(percent) ................................................... 36.6 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 33.4 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 84.4 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 25.0 

U.S. 

91.7 

12.0 

10.5 

55.0 

28.7 

17.1 

64.6 

26.9 

*Source for State profile information is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped Louisiana meet these needs by funding 
two grants to train primary care providers and dentists 
totaling $249, 008 in FY 1999. 

APPENDIX 0: Case Studies of Title VII, Section 747 Funded Programs 

nity physicians and physicians in affiliated hospi­
tals; and a fellowship in general pediatrics. 

Since the awarding of the grant, the department 
chair has observed several areas of enhanced activ­
ity in the ambulatory division faculty's traditional 
work and practice in underserved communities. 
Physicians in the pediatrics clinics have been able 
to develop a greater variety of patient education 
materials for use with the diverse populations that 
they serve. 

MAINE CASES 

Ann Skelton, MD, Program Director, Chief of De­
partment of Family Practice, Maine Medical Center, 
Portland, Maine, reports: 

• "We have developed curricula in rural health, qual­
ity improvement and community oriented primary 
care ... early 90's anticipated that these would be 

Maine Profile* Fiscal Year 1999 

Health Care Provider Resources ME 

Active Primary Care Physicians 
(rate per 100,000 pop.), 1998 .................. 86.3 

Under-Represented Minority 
Physicians, 1998 (percent)....................... 3.1 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 26.0 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 46.5 

Selected Access Indicators 
Minority Population, 1998 

(percent) ................................................... 2.4 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 14.6 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ................... 100.0 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 81.3 

U.S. 

91.7 

12.0 

10.5 

55.0 

28.7 

17.1 

64.6 

26.9 

* Source for State profile information is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped Maine meet these needs by funding three 
grants to train primary care providers and dentists total­
ing $351, 106 in FY 1999. 
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important areas for resident education as time went 
on, and are delighted to have incorporated robust 
education as well as practice focus in these areas in 
our residency and family practice centers." 

• "Most recently (1999-2000) received funding from 
HRSA for faculty development in informatics ... 
greatly enhanced our faculty member's use of com­
puters to support clinical decision making at the time 
of patient care and resident education, as well as 
focus on evidence-based medicine." 

• "Both of these endeavors have allowed us as a resi­
dency program to learn about new, leading edge (at 
the time!) areas in which we had little expertise, 
and incorporate them into our program's culture. 
The 21 residents we educate annually benefit from 
these projects, as do all of our patients." 

MARYLAND CASES 

• Dr. Herbert Muncie at the University of Maryland 
comments that, "at the U. of Maryland the Title 
VII, section 7 4 7 money has been instrumental in 
allowing us to completely change the mix of our 
faculty (then residents). In the early 1990's our full­
time faculty was 80% male and only seven percent 
minority. With the assistance of the Title VII, sec­
tion 7 4 7 funds, we consciously sought more minor­
ity residents and women residents. We also used 
funds to encourage more minority and women fac­
ulty to join the faculty and mentor their careers. In 
fiscal year 2000, we are now 40% male and 47% 
minority faculty. Of our 39 residents, 30 are women 
and 18 are minority. We anticipate with successful 
additional funding to add three more junior minor­
ity women faculty in fiscal year 2001. We have the 
highest percentage of minority family medicine fac­
ulty of any non-minority medical school. "91 

- Susan Wolfstahl, MD, at the University of Mary­
land reports that they are just starting the second 
year of a three-year medicine-pediatrics grant and 
have just been awarded another three-year grant 
for the establishment of a division of primary care 
education for general internal medicine, pediat­
rics and family medicine. "Without Title VII, sec­
tion 7 4 7 it is likely that most of our programs 
would continue, (for example) evidence based 
medicine training, modules in managed care and 
caring for the underserved. However, we would 
not be able to have as extensive a program in 
cultural diversity since the grant pays for these 
instructors." 
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Maryland Profile* Fiscal Year 1999 

Health Care Provider Resources MD U.S. 
Active Primary Care Physicians 

(rate per 100,000 pop.), 1998 ................ 126.0 91.7 

Under-Represented Minority 
Physicians, 1998 (percent) ....................... 15.0 12.0 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 15.7 10.5 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 67.6 55.0 

Selected Access Indicators 
Minority Population, 1998 

(percent) ................................................... 35.8 28.7 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 11.6 17.1 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 54.2 64.6 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 20.8 26.9 

* Source tor State profile information is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped Maryland meet these needs by funding nine 
grants to train primary care providers and dentists total­
ing $1,480,320 in FY 1999. 

- "For the upcoming grant, we would not be able 
to develop the research infrastructure or hire our 
medical educator without Title VII, section 7 4 7 
funding. Hence, the full scope of the grant and 
the full collaboration among the three departments 
would not be accomplished. "92 

• The Johns Hopkins Faculty Development Program 
(FOP) in general internal medicine was established 
in 1987 with grant support from the Bureau of 
Health Professions. Grant support from 1987-1996 
and 1997-2003 has been essential in enabling the 
program to develop and implement unique training 
for clinician-educators both from Johns Hopkins and 
from a large number of other educational institu­
tions. The program's major accomplishments since 
its inception have been the following: 

- 1987 to present: Created, implemented, and con­
tinues to develop a longitudinal program for clini­
cian-educators addressed to the two major areas 
of competence needed by clinician-educators: 
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interpersonal teaching skills (TS) and curriculum 
development (CD) skills. Each of the two arms of 
this program lasts nine months and participants 
meet for one-half day per week during the entire 
nine-month period. 

- The teaching skills arm includes in sequence, 
modules on learning and facilitating, time man­
agement, feedback, small group leadership and 
participation, doctor-patient communication, 
precepting in clinical settings, management skills, 
lecturing, and teaching portfolio. In 1997-2000, 
managed care as the context for teaching was em­
phasized throughout the TS program. In 2000-
2003, teaching for the care of culturally diverse 
patients will be a theme in all modules. 

- In the curriculum development (CD) arm, partici­
pants working in groups develop and implement 
a new curriculum, using a 6-step model created 
for this faculty development program (FOP): prob­
lem identification and general needs assessment, 
needs assessment of targeted learners, goals and 
objectives, educational strategies, implementation, 
evaluation and feedback. In the CD program, 51 
curricula have been developed and implemented 
at Johns Hopkins and other regional programs. 
Many curricula have focused on preventive medi­
cine and the needs of special populations (AIDS, 
homeless, alcoholism, and other substance abuse, 
elderly). 

- Over 250 clinician-educators have participated in 
our longitudinal program. In addition to general 
internists, educational administrators and physi­
cians from multiple disciplines, i.e., pediatricians, 
psychiatrists, and behavioral scientists, have been 
included. 

- 1992 to present: Created, implemented, and con­
tinue to develop a one to three-year full-time medi­
cal education fellowship, located jointly in the di­
visions of general internal medicine at the Johns 
Hopkins Bayview Medical Center and the Johns 
Hopkins Hospital. Twelve fellows have completed, 
or are currently in (3 of the 12) this program. All 
graduates have taken leadership roles, two at 
Johns Hopkins, and seven at other academic in­
stitutions. Of the 12 fellows, four are from minor­
ity backgrounds. The results of research completed 
by past fellows have been published including a 
study of the attributes of excellent attending role 
models, surveys of promotion committee chair­
persons and internal medicine department chairs 
on promotion criteria for clinician-educators, a job 
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satisfaction measure for internal medicine resi­
dency program directors, a study of resident hu­
manistic behaviors that determine patient satis­
faction, a national survey of residency programs 
regarding problem residents, evaluation of a na­
tional curriculum for the internal medicine core 
clerkship, and development of a formula for esti­
mating pretest probability. 

- 1992 to present: Developed, implemented, and 
continues to implement a large number of special 
programs, from one-half day to multiple days in 
duration, using a consultation model that adapts 
elements of our FOP to the unique needs of client 
institutions. These programs have been imple­
mented at Johns Hopkins, at over 20 other insti­
tutions, and at major national meetings. Cumula­
tively, these special programs have reached more 
than 1,000 clinician-educators. 

- 1993 to present: Created, implemented, and con­
tinues to develop a longitudinal facilitator training 
program to train facilitators who, like the core 
faculty of the FOP, are qualified to develop and 
teach faculty development programs. Sixteen in­
dividuals have completed this program, which uses 
as its training setting the Longitudinal Program 
described above. 

- 1989 to present: Dissemination of scholarly work: 
A detailed description of the teaching skills pro­
gram and results of evaluation of the first ten co­
horts (1987-1997) is in preparation for publica­
tion. The nearly 200-page book, "Curriculum 
Development for Medical Education," that de­
scribes the six-step approach developed for the 
longitudinal program was published in 1998. A 
scholarly paper, reporting the outcome of the 45 
curriculum development projects completed 1987-
1999 is being planned. Preliminary results of 
evaluations of both arms of the FOP have been 
presented at national meetings and published in 
abstract form. Besides publications, this FOP has 
had a widespread impact beyond Johns Hopkins 
through the large number of special programs 
denoted above. 

MASSACHUSETTS CASES 

• A major multi-disciplinary faculty development ef­
fort has taken place at the University of Massachu­
setts. Dr. Dan Lasser reports that: "At the Univer­
sity of Massachusetts, we have received Title VII, 
section 7 4 7 funding for many years to support faculty 
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Massachusetts Profile* Fiscal Year 1999 

Health Care Provider Resources MA U.S. 
Active Primary Care Physicians 

(rate per 100,000 pop.), 1998 ................ 128.1 91.7 

Under-Represented Minority 
Physicians, 1998 (percent)....................... 8.3 12.0 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 10.1 10.5 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 71.1 55.0 

Selected Access Indicators 

Minority Population, 1998 
(percent) ................................................... 16.4 28.7 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 4.9 17.1 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 64.3 64.6 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 28.6 26.9 

* Source for State profile information is the most recent comprehen· 
sfve state data available in the HRSA State Profiles Data Element. 

HRSA helped Massachusetts meet these needs by fund· 
ing 26 grants to train primary care providers and dentists 
totaling $5, 176,257 in FY 1999. 

development programs, mostly focused on commu­
nity-based preceptors. About 8-10 years ago, we 
began to develop our proposals synergistically with 
proposals coming out of the departments of pediat­
rics and general internal medicine." 

- "When (these grants) were all funded, we worked 
together to develop integrated workshops for gen­
eralist preceptors. Along came some additional 
seed funding, . . . and this collaborative effort 
turned into a formal University of Massachusetts 
Community Faculty Development Center. The 
Center is run by a board consisting of faculty from 
all three disciplines, and it has a Regional Advi­
sory Board with faculty representatives from all 
New England allopathic and osteopathic schools, 
as well as a few schools from New York State, 
which meets formally at least twice each year." 

- "The Center runs an annual workshop series for 
60-80 faculty preceptors from each of these 
schools and each of these disciplines. The series 
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is generic for primary care preceptors, and has 
turned into a terrific way to bring people together 
from across the region. The Center is now also 
conducting needs assessments, surveys, and origi­
nal research. New curricular elements are being 
developed related to computer skills, use of the 
Internet, and teaching cultural diversity. This year, 
we are sponsoring six fellowship positions (two 
from each discipline). "93 

• At Harvard Medical School, Massachusetts General 
Hospital, the program for residency training in gen­
eral internal medicine was initiated with Title VII, 
section 747 funds 25 years ago, and during that 
time the number of entering general medicine resi­
dents increased from two to ten per year. During 
training these resident physicians work in a variety 
of community health centers in the Boston area and 
many remain in these underserved areas for prac­
tice after they complete training. This pattern of 
training in an underserved area, followed by estab­
lishment of practice site in the same or similar 
underserved area, demonstrates clearly the intended 
effect of Title VII, section 7 4 7 residency training 
grants. Since, as Dr. Michael Barry notes, the Mas­
sachusetts General program no longer needs Title 
VII, section 7 4 7 funding, their effort can be counted 
a definite success. It has substantially increased num­
bers of generalist internal medicine physicians who 
work with the medically underserved populations 
of the Boston area·94 

- At the Harvard program, Title VII, section 7 4 7 
funding has supported several elements crucial to 
the success of our training program. First, it pro­
vides modest support for faculty mentoring. Such 
close mentoring is a primary determinant of suc­
cess during fellowship and a determinant, as well, 
of satisfaction in subsequent career decisions. Title 
VII, section 7 4 7 funding supports our formal 
teaching skills curriculum and an ongoing semi­
nar series that conveys our curriculum in "serving 
the underserved." Neither of these latter formal 
curricula would be possible without Title VII, sec­
tion 7 4 7 support. These latter curricula are also 
taught with our general pediatrics trainees, allow­
ing for productive interactions across these two 
primary care specialties. In all, Title VII, section 
7 4 7 support has helped ensure that academic 
general internal medicine (GIM) is well populated, 
productive, and highly respected throughout the 
Harvard system. Many of the research projects 
fostered in our GIM program are oriented towards 
patient outcomes and improving quality of care. 
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The publications that result add importantly to this 
body of knowledge and directly improve care at 
our home institutions. 

• By utilizing Title VII, section 7 4 7 funds, the Boston 
University School of Dental Medicine (BUSDM) has 
been able to establish the advanced education in 
general dentistry (AEGD) program as a "cornerstone 
of the mission of the school." The AEGD program 
is a "school without walls" that places 18 dental 
residents per year in over 100 extramural sites. 
These sites include community health centers, mili­
tary bases, Veterans Administration Medical Cen­
ters, and over 60 private practices across the coun­
try. Dr. Paula Friedman notes that "Title VII, section 
7 4 7 support provided the seed money for Boston 
University School of Dental Medicine to expand oral 
health services to underserved communities." In 
addition to the sites mentioned above, these 
underserved patient communities include spinal cord 
injury units, senior citizen housing complexes, and 
HIV I AIDS programs. In addition to placing learn­
ers in these communities, the AEGD program has 
had strong impact on its graduates, many of whom 
have gone on to practice in underserved areas. Ex­
amples include: 

- David Blanco, an Hispanic dentist, completed a 
Title VII, section 7 4 7 funded general pediatric 
residency (GPR) program, then completed a Title 
VII, section 7 4 7 geriatric dentistry fellowship pro­
gram, earned an MPH degree with a concentra­
tion in health services, and is now dental director 
of a community health center where he trains 
AEGD residents in primary care. 

- Yvonne Grady, an African-American dentist, com­
pleted a two-year GPR program, completed the 
geriatric dentistry fellowship, earned an MPH with 
a concentration in health services, and is working 
at a U.S. Air Force base to provide comprehen­
sive oral health services. 

- Michelle Henshaw completed a GPR, completed 
the geriatric dentistry fellowship program, earned 
an MPH with a concentration in epidemiology and 
biostatistics, was recruited to the faculty of BUSDM 
in the department of health policy and health serv­
ices research and is currently funded by a five-year 
career development award from NIDCR. She is en­
gaged in a number of public health research projects 
and is regarded as a future leader in the field. 

- Joseph Calabrese completed the AEGD program, 
the geriatric fellowship program, is a member of 
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the BUSDM general dentistry faculty, and direc­
tor of dentistry at Hebrew Rehabilitation Center 
for the Aged (HRCA), the largest long-term care 
facility in Massachusetts (725 beds). HRCA is a 
Harvard-affiliated facility; Dr. Calabrese was re­
cruited for the position of dental director because 
of the strength of his training and experience in 
Title VII, section 747 supported programs. 

- John lctech-Cassis, a Hispanic dentist, has been 
the project director of the BUSDM AEGD pro­
gram for seven years. He has been a role model 
and mentor to the residents in a large AEGD pro­
gram and has assumed a leadership role in the 
school based on his successful leadership of the 
Title VII, section 747 program.95 

- Boston University developed a substantial primary 
care training program (PCTP) under Title VII sup­
port. The goal of the program is to prepare and 
motivate residents to care for medically 
underserved populations and to equip them to 
assume leadership roles. Title VII funding has been 
critical in developing the basic curriculum for the 
program. Title VII funds also were vital to the cre­
ation of the PCTP in 1974, at the Boston City 
Hospital. Following hospital and residency train­
ing program mergers, the PCTP was redesigned 
in 1997 with Title VII support and listed under 
separate NRMP number in 1998. 

• Boston Medical Center (BMC) was created in 1996 
by the unique merger of a public and a private hos­
pital-Boston City Hospital and Boston University 
Medical Center Hospital. BMC is located in an in­
ner-city neighborhood of Boston. It maintains a deep 
commitment to provide care for all, regardless of 
the ability to pay and is the largest safety net hospi­
tal in Massachusetts. Title VII support has allowed 
the PCTP to develop a comprehensive and innova­
tive, ambulatory-based curriculum that is focused on 
the care of vulnerable populations. The program 
has developed curriculum modules in addiction 
medicine, domestic and urban violence, health care 
for the homeless, prison health, immigrant and refu­
gee health, cultural competency, survivors of tor­
ture, patient interviewing skills, and public health. 

- The Title VII grant has supported the develop-
ment of a network of community based teaching 
sites at neighborhood health centers (NHC) in the 
Boston area. Over 70% of the current PCTP resi­
dents have selected a NHC as the site for their con­
tinuity clinic practice. Grant support has allowed 
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us to develop faculty preceptors, an on-line conti­
nuity clinic curriculum available at all clinic sites, 
and psychiatry faculty who are a part of the clinic 
preceptor team. Over the past three years, be­
tween 90 and 100% of our graduates pursue ca­
reers in primary care, and about half chose to 
work in underserved communities. 

- Minority recruitment continues to be the focus of 
major efforts. The number of minority faculty 
within the section of general medicine continues 
to increase, from 10 in 1997 to 14 in 2000. 

• Children's Hospital has been the recipient of Title 
VII funding for faculty development in general pedi~ 
atrics for the last eight years. As a result of this 
support, program staff have been successful in 1) 
developing a curriculum for children with special 
health care needs; 2) developing and enriching a 
curriculum for serving underserved populations; 3) 
helping in the development of a comprehensive 
community health center for homeless and runaway 
teenagers; 4) establishing the "advocate for success­
ful kids" program for the diagnostic evaluation of 
children with school problems, and 5) creating clini­
cal programs in international pediatrics, travel medi­
cine, and adoption. 

MICHIGAN CASES 

• Two well-known part-time fellowship programs, 
those at Michigan State University and the Univer­
sity of North Carolina at Chapel Hill, have obtained 
positive results. As described in the literature, 83% 
of the Michigan State fellowship graduates and 69% 
of the Chapel Hill graduates remain in academic 
medicine, while about one-third work and teach in 
medically underserved communities. These part-time 
fellowships train more faculty each year than all of 
the full-time family medicine faculty development 
fellowships combined, and their impact on indigent 
and underserved patients is significant. 

• Primary care researchers in Michigan have created 
three research networks, pooling information from 
primary care practice around the State to answer 
common problems. These efforts include the Michi­
gan Research Network (MIRNet), the Primary Care 
Research Network (PCRNet) and the Upper Penin­
sula Research Network (UPRNet}. These networks 
bring together primary care practitioners of several 
specialties and have important impacts on fostering 
scholarly inquiry and providing answers about com­
mon primary care questions. 96 
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Michigan Profile* Fiscal Year 1999 

Health Care Provider Resources Ml U.S. 
Active Primary Care Physicians 

(rate per 100,000pop.),1998 .................. 83.0 91.7 

Under-Represented Minority 
Physicians, 1998 (percent) ....................... 13.1 12.0 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 12.5 10.5 

· Dentists (rate per 100,000 pop.), 
. 1998 .......................................................... 55.9 55.0 

Selected Access Indicators 
Minority Population,· 1998 
(percent) ................................................... 19.2 28. 7 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 12.4 17 .1 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 88.0 64.6 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 83.1 26.9 

* Source for State profile information Is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped Michigan meet these needs by funding 16 
grants to train primary care providers and dentists total­
ing $2,440,426 in FY 1999. 

• At Wayne State, Title VII, section 7 4 7 funds were 
used to establish practice-based research (The PI­
LOT project) and achieved additional commitment 
from the medical school towards this clinical re­
search effort. The department of family medicine 
at Wayne State is uniquely positioned to create 
the primary care practice-based research agenda 
with the university. This is critical in an . urban 
setting like Detroit because the diversity of the 
population served and the proportion of under 
and uninsured is large and positive clinical re­
search results will directly impact care of these 
selected populations. While we are currently fo­
cusing on important clinical questions in family 
practice clinical settings, it is likely that develop­
ment of practice-based research networks will 
expand to include general internal medicine and 
general pediatrics practices and we are positioned 
to provide leadership to this collaborative re­
search. Faculty development Title VII, section 7 4 7 
dollars are fueling the "Champions Project", a 
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project that focuses on clinical faculty in the de­
partment of family medicine. 

• Dr. Dale Lefever reports that the efforts of the de­
partment of family medicine at the University of 
Michigan (UM) to recruit minority students and fac­
ulty have been emulated throughout the medical 
school: "We ... attempt to develop programs that 
are useful to the medical school and/ or generaliz­
able to family medicine nationally. For example, our 
efforts to recruit minority residents have been used 
by several other departments and have resulted in a 
medical school-wide effort especially with the Stu­
dent National Medical Association both regionally 
and nationally." 

- "At the Dean's request, presentations were made 
to the chair of every clinical department. We have 
a Multicultural Competency Work Group and two 
departments have used our materials to start simi­
lar programs in their departments here at the UM. 
One of our faculty sits on the Dean's Committee 
on Diversity and Career Development and chairs 
the minority recruitment subcommittee. We also 
have created a Multicultural Awareness Website 
and have made the contents available to every­
one in the medical school, hospital and schools of 
public health and nursing. It is on the Intranet and 
is password protected." 

- "These efforts have increased our visibility and 
political strength within the institution. We plan to 
develop a listserv as the next step in this process." 

MINNESOTA CASES 

• Byron Crouse, Assistant Dean of Clinical Affairs at 
the University of Minnesota Duluth reports that Title 
VII, section 747 grants have: "Allowed our depart­
ment to pilot many innovations that are now being 
incorporated throughout our school. These adop­
tions by other groups include web-based and com­
puter based testing; school wide testing for other 
courses; web-based lectures allowing for asynchro­
nous access; putting lectures on the web so students 
can participate in longitudinal experiences such as 
with our geriatric and OB experiences that may 
occur during lecture times. Now, Dr. Crouse notes, 
other departments and courses are planning to put 
courses on line. Other efforts include development 
of geriatrics curriculum promoting increased knowl­
edge and sensitivity to issues of the elderly. Through 
this project, multiple community agencies are par­
ticipating in developing geriatric projects; and stu­
dent directed clinical research." 
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Minnesota Profile* Fiscal Year 1999 

Health Care Provider Resources MN 
Active Primary Care Physicians 

(rate per 100,000 pop.), 1998 .................. 99.3 

Under-Represented Minority 
Physicians, 1998 (percent)....................... 5.1 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 8.8 

Dentists (rate per 100,000 pop.), 
1998 ............ ~ ............................................. 59.0 

Selected Access Indicators 
Minority Population, 1998 

U.S. 

91.7 

12.0 

10.5 

55.0 

(percent) ................................................... 8. 7 28.7 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 8.5 17.1 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 40.2 64.6 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 3.4 26.9 

* Source for State profile information is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped Minnesota meet these needs by funding 
nine grants to train primary care providers and dentists 
totaling $1,318,951 in FY 1999. 

MISSISSIPPI CASES 

• Susan Hart-Hester, Ph.D., Department of Family 
Medicine, University of Mississippi Medical Center, 
reports: "Title VII funds have enabled our depart­
ment to expand and enhance services provided for 
preclinical students, residents, and faculty. We have 
instituted summer preclinical preceptorships, re­
search assistantships, and third-year medical student 
clerkships sponsored initially through Title VII funds." 

- "In addition, Title VII funding has provided mon-
ies to incorporate faculty development activities 
surrounding the theme of cultural competence. 
Our faculty benefited from the knowledge and 
expertise of national as well as local speakers on 
such topics as cultural competence, managed care, 
and population studies." 

- "This funding mechanism is a valuable tool for 
developing innovative programs from preclinical 
instruction through residency and faculty devel­
opment." 
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Mississippi Profile* Fiscal Year 1999 

Health Care Provider Resources MS 
Active Primary Gare Physicians 

(rate per 100,000 pop.), 1998 ................... 64.4 
Under-Represented Minority 
Physicians, 1998 (percent) .............. ~........ 8. 7 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 1.1 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 36.8 

Selected Access Indicators 
Minority Population, 1998 
(percent) ................................................... 38.3 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) .: ................................................. 46.7 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) .................... ;72.0 

Counties Designated. as Dental 
HPSAs, 1999 (percent) ............................ .47.6 

U.S. 

91.7 

12.0 

10.5 

55.0 

28.7 

17.1 

64.6 

26.9 

• Source for State prome Information Is the most recent comprehen­
sive state data available in the HRSAStateProfi/es Data Element. 

HRSA helped Mississippi meet these needs by funding a 
grant to train primary care providers and dentists totaling 
$38,545 in FY 1999. 

- Since 1972, the department of family medicine of 
the University of Mississippi has attempted to meet 
the need for rural family practitioners by placing its 
family medicine residency graduates in practice roles 
within Mississippi. Additionally, over 80% of their 
family medicine graduates practice in HPSAs. 

- The University of Mississippi Medical Center family 
medicine faculty development grant focuses on family 
physicians who have been in academic medicine for 
less than 2 years. The major goals have been to 
augment faculty skills and promote leadership in de­
veloping culturally competent systems of care; pro­
mote and reinforce faculty skills in population stud­
ies and community health; and provide faculty with 
the skills necessary to adapt to the changing demands 
of the health care environment. 

MISSOURI CASES 

• Mark Mengel, MD, MPH, St. Louis University (SLU) 
School of Medicine, reports: "At the SLU physi-
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Missouri Profile* Fiscal Year 1999 

Health Care Provider Resources MO 
Active Primary Care Physicians 

(rate per 100,000 pop.), 1.998 .................. 78.4 

Under-Represented Minority 
Physicians, .1998 (percent) ....................... 9.7 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 4.0 

Dentists (rate per 100,000 pop.), 
1998 ........................................................ ,, 46.5 

Selected Access Indicators 
Minority Population, 1998 
(percent) .................................................... 14.4 

Persons Without Access to a 
Primary Care Provlder, 1996 
(percent) ................................... : ............... 17 .5 

Counties Designated as Primary 
Care HPSAs •. 1999 (percent) ..................... 54.8 

Counties Designated as Dental 
HPSAs, 1999 (percent).; ........................... 5.2 

U.S. 

91.7 

12.0 

10.5 

55.0 

28.7 

17.1 

64.6 

26.9 

* Source torStaJe profile information· 1s the most recent comprehen­
sive state data available in theHRSA State Profiles Data Element. 

HRSA helped Missouri meet these needs by funding 13 
grants to ttain primary care providers and dentists total­
ing $1,914,805in FY 1999. 

cian assistant program, Title VII support has allowed 
our program to develop clinical sites in underserved 
areas. The funds have helped support our students' 
transportation costs to and housing in underserved 
areas. The grants have further helped us to do site 
visits in these areas and purchase laptop computers 
for students to use while on rotations in medically 
underserved areas. Our grants have paid for faculty 
development in the area of primary care. With the 
funds, the program has developed a web-based 
course on PA reimbursement. Thirty students enter 
the program each year and all of our students and 
our entire faculty have benefited from these train­
ing grants each year." 

- "Our first predoctoral grant was awarded in 1997, 
enabling us to establish a required one month fam­
ily practice clerkship in the 3rd year, which in­
creased the number of students going into family 
practice at SLU from a baseline rate of five per­
cent on average over the past 10 years to 15% 
over the past two years, 12% this year. If we are 
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funded this year, we will be able to improve our 
first year medical student curriculum, (introducing 
more family practice topics), substantially 
strengthen our third year clerkship, participate 
more in the medical school's program to recruit 
underrepresented minorities to the medical school, 
and open up more clerkship training sites in 
underserved areas, thus encouraging more of our 
students to practice in underserved areas." 

MONTANA CASES 

• The University of Washington MEDEX northwest 
physician assistant program has a 30-year history 
of training individuals with extensive health care 
backgrounds as physician assistants. The MEDEX 
program operates three didactic training sites. The 
Seattle site is targeted for students form western 
Washington and the Seattle-Tacoma urban area. The 
site in Yakima, Washington severs students from 
central/southeastern Washington, Alaska, and Wyo­
ming. The Spokane site was created to meet the 
needs of students from northeastern Washington, 
northern Idaho, and western Montana. 

• The MEDEX program has clinical training sites in 
the State of Montana in Plains, Polson, Missoula, 
Great Falls, Billings, and Crows Agency. The 
program's goals (workforce diversity, generalist fac­
ulty, primary care training emphasis, curricular in­
novation, and generalist outcomes) are consistent 
with the purposes of Title VII funding. The program's 
success in meeting these goals is evidenced by the 
placement of 80% of its graduates in primary care 
practice sites and the deployment of 40% of the 
graduates in Federally defined medically underserved 
areas. Additionally, minority students typically com­
prise 25-30% of the class, although the minority 
population in the region is approximately 11 %. 

• The Montana family practice residency program is 
the recipient of Title VII funding for a residency train­
ing grant for enhanced training for family practice 
residents in the care of people with mental illnesses. 
We are the only residency in Montana, preparing 
doctors for practice in rural and frontier areas. 

• There are only 11 of the 56 counties in Montana 
that have a practicing psychiatrist and about half 
have no practicing mental health professionals of 
any kind. Patients in those areas with mental illness 
receive their assessment and ongoing care, as well 
as interventions for acute problems from the local 
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Montana Profile* Fiscal Year 1999 

Health Care Provider Resources MT U.S. 
Active Primary Care Physicians 

(rate per 100,000 pop.), 1998 .................. 73.8 91.7 

Under-Represented Minority 
Physicians, 1998 (percent) ....................... 3.0 12.0 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 14.9 10.5 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 51 .8 

Selected Access Indicators 
Minority Population, 1998 
(percent) ................................................... 9.1 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 22.9 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 68.4 

Counties Designated as Dental 
HPSAs, 1999 (percent)............................. 3.5 

55.0 

28.7 

17.1 

64.6 

26.9 

* Source tor State profile information Is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped Montana meet these needs by funding a 
grant to train primary care providers and dentists totaling 
$78,867 in FY 1999. 

family practitioners. This requires these doctors to 
have a high degree of knowledge and ability to 
handle the full spectrum of mental illness from the 
more common depression to substance abuse is­
sues, to full blown psychotic disorders. They must 
learn to deal with these needy patients without ready 
or local access to psychiatric consultation and use 
telemedicine and other remote access modalities to 
access the help they need. This grant funds local 
and rural based education in psychiatry and mental 
illness management for the residents, with a sub­
stantially higher level of expertise developed than 
in the traditional basic curriculum in family prac­
tice. The grant also funds remote and rural based 
modeling of access experiences through Internet and 
telemedicine, and for the behavioral faculty to travel 
to the rural training track sites. It also co-educates 
the faculty in family practice with the residents al­
lowing us to take on more of the teaching in the 
future as we develop our own skills. 
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• "We work in a community health center and about 
20% of our patients have an untreated or under 
'treated coexisting mental illness and/ or substance 
abuse problem. The presence of the staff funded by 
this grant allows our residents and faculty to pro­
vide care for these underserved patients who have 
no other source of care for these issues. Without 
the grant funding, this would not happen. We have 
a very limited budget, small staff and no other ac­
cess to increased funding other than through grants. 
Reduction in this grant program would have a del­
eterious effect on this project and the opportunity 
for future expanded training in this State. "97 "We 
greatly appreciate this opportunity to expand our 
training and hope this program will continue to be 
funded at the current level or at a greater level." 

NEBRASKA CASES 

• "The Federal grant has allowed the Union College 
Physician Assistant Program in Nebraska to develop 

Nebraska Profile* Fiscal Year 1999 

Health Care Provider Resources NE 
Active Primary Care Physicians 

(rate per 100,000 pop.), 1998 .................. 89.3 

Under-Represented Minority 
Physicians, 1998 (percent)....................... 5.6 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 22.0 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 61.6 

Selected Access Indicators 
Minority Population, 1998 
(percent) ................................................... 10.6 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 18.4 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 53.8 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 17.2 

U.S. 

91.7 

12.0 

10.5 

55.0 

28.7 

17.1 

64.6 

26.9 

*Source for State profile information Is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped Nebraska meet these needs by funding 
four grants to train primary care providers and dentists 
totaling $454,396 in FY 1999. 
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clinical rotations in a number of rural communities. 
We have developed software via the grant support 
that allows us to track student's clinical experiences 
in all rotations. While we can send students to rural 
environments, we wanted to identify and quantify 
the populations served. One marker we use is the 
patient's economic status, labeled by the student as 
being in one of the following three categories: home­
less, low income/Medicaid, or not low income." 

NEVADA CASES 

• A previously provided predoctoral training grant to 
the University of Nevada enabled it to address train­
ing and testing in aspects of cultural I ethnic diver­
sity and has been incorporated in the program's 
third year curriculum. The University currently has 
a department of family practice grant that is help­
ing in establishing a research infrastructure and ini­
tiating primary care research in the department. 

Nevada Profile* Fiscal Year 1999 

Health Care Provider Resources NV 
Active Primary Care Physicians 
(rate per 100,000 pop.), 1998 .................. 66.0 

Under-Represented Minority 
Physicians, 1998 (percent)....................... 8.5 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 8.8 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 35.9 

Selected Access Indicators 
Minority Population, 1998 
(percent) ................................................... 30.0 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 6.8 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ................... 1 oo.o 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 58.8 

U.S. 

91.7 

12.0 

10.5 

55.0 

28.7 

17.1 

64.6 

26.9 

* Source for State profile information is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped Nevada meet these needs by funding a 
grant to train Primary Care Providers and Dentists total­
ing $145,344 in FY 1999. 
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NEW HAMPSHIRE CASES 

e Dartmouth Hitchcock Medical Center Title VII, sec­
tion 7 4 7 grant funds a primary care track in our 
internal medicine residency, and a three- year grant 
to develop infrastructure for research in our section 
of GIM. The availability of these funds has allowed 
us to develop an innovative training curriculum for 
training general internists preparing for rural prac­
tice. The training emphasizes outpatient practice, 
but does not skimp on intensive care experience, 
since we know that often general internists in rural 
areas are responsible for running ICUs and perform­
ing many procedures. Our residents are taught criti­
cal thinking skills and try to practice evidence-based 
medicine through critical appraisal of the medical 
literature. Primary care track residents have several 
blocks when they are placed in community prac­
tices located in rural underserved areas of New 
Hampshire and Vermont. Additionally, more than 
half of the residents have longitudinal clinic prac-

New Hampshire Profile* Fiscal Year 1999 

Health Care Provider Resources NH U.S. 
Active Primary Care Physicians 

(rate per 100,000 pop.), 1998 .................. 89.4 91.7 

Under-Represented Minority 
Physicians, 1998 (percent) ....................... 3.5 12.0 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 13.5 10.5 

Dentists (rate per 100 ,000 pop.), 
1998 .......................................................... 54.4 55.0 

Selected Access Indicators 
Minority Population, 1998 
(percent) ................................................... 3.6 28.7 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 5.0 17 .1 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 60.0 64.6 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 10.0 26.9 

*Source for State profile information Is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped New Hampshire meet these needs by fund­
ing four grants to train primary care providers and den­
tists totaling $564,483 in FY 1999. 
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tices that operate out of the Good Neighbor Health 
Clinic, a local free clinic that provides health care 
for indigent patients who are unable to access health 
care through other means. The presence of the resi­
dents had also increased the number of DHMC fac­
ulty who volunteer on a regular basis at the Good 
Neighbor Health Clinic, and has increased our vis­
ibility in the community. The GIM infrastructure 
grant is giving us an opportunity to support asking 
and answering of clinically relevant questions dur­
ing the course of our daily activities. Our section 
has always excelled in education and in clinical care 
but, unfortunately, few of us have been able to find 
time to add research activities to our lives. The new 
grant will provide the groundwork so that this will 
happen more easily, and should provide a major 
"shot in the arm" for our clinical faculty, who have 
found it difficult to document activities for academic 
promotion. The initial three years will give us a good 
start, but if this grant is renewable, we believe we 
will strengthen our sectional involvement in research 
to a level that would be self-sustaining. 

NEW JERSEY CASES 

• Mark Johnson, MD, UMDNJ-New Jersey Medical 
School reports: "We have just been notified that we 
received a grant to enhance research infrastructure. 
This is the third "departmental" grant that we have 
received. The first I wrote before I even started here. 
The flexibility that it awarded me as a new chair 
was tremendous. Having access to those funds pro­
vided me with leverage to get other commitments. 
The initial growth of the department exceeded pro­
jections. The next grant was also for research. It 
allowed us to buy research services from other de­
partments, including bio-statistical support, and 
translated it into out-of-the-department mentors. 
Also it gave us dedicated staff for research. I would 
like the record to show the immense importance 
that Title VII monies have had to our mission of 
service to the citizens of New Jersey at UMDNJ­
Robert Wood Johnson Medical School. For the past 
three years, through the school's Department of 
Family Medicine, we have received more than 
$2, 700,000 from Title VII competitive grant 
sources. This has enabled us to serve the citizens of 
New Jersey in remarkable ways that otherwise would 
not have been possible, as other funding sources 
either do not exist, or are severely constrained." 

- "Our predoctoral division has been able to train 
medical students in the care of the indigent, and 
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overall give more than 2000 medical students 
contact time with family physicians in the State, 
increasing interest in the discipline of family prac­
tice. This is particularly important to New Jersey, 
which ranks near the bottom nationally in num­
ber of family physicians per population. The di­
rect consequence of this shortage to our citizens 
was seen in the Medicare data, recently released, 
showing New Jersey near the bottom of the coun­
try in quality heath care measures. New Jersey 
desperately needs additional family physicians, and 
Title VII dollars are helping us meet that need." 

- "Our residency training program has also used 
Title VII dollars to prepare physicians for working 
in the increasingly multicultural health care envi­
ronment. As you know the New Jersey popula­
tion is one of the most diverse ethnically and ra­
cially (2000 census}, and these monies have 
allowed the development of innovative, compre­
hensive training for resident physicians to care 
for diverse populations in a culturally competent 
way that has become a national model." 

- "Similarly, individuals with developmental disabili­
ties are an underserved group, and these monies 
have allowed the establishment of a training pro­
gram of national reputation for care of these pa­
tients who are universally distributed geographi­
cally throughout the State and Nation. Lack of 
access to high quality primary care services has 
been a major need for these patients, and Title 
VII dollars have created a model training program 
in New Jersey." 

- "Other Title VII dollars have allowed the creation 
of unique population based training programs in 
women's health, geriatrics, and sports medicine, 
all populations of high need in our State and na­
tionally. These programs have built the capacity 
to produce physicians' with enhanced competen­
cies geared toward meeting the needs of these 
special populations." 

- "To fully understand the impact of Title VII grant 
opportunities for the citizens of our State, I would 
invite our legislators to come with us to a home 
visit to elderly shut-ins, to the nursing homes, to 
the outpatient offices and clinics, to the hospital 
wards, to the school systems, to the factories and 
office buildings, to the community health centers, 
and multiple other locations of hundreds of com­
munities throughout the State, where these do!-
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Jars have allowed the growth of unique, innova­
tive, service oriented programs that have benefited 
thousands of citizens in New Jersey." 

0 Alfred F. Tallia, M.D., M.P.H. Vice Chairman, 
UMDNJ-Robert Wood Johnson Medical School, 
New Jersey reports: "Title VII dollars are essential 
to the continued success of the service mission of 
our public university. I strongly urge Federal sup­
port for the continuation of this funding that has 
been so meaningful to our State and its citizens." 

0 David Swee, MD, UMDNJ-Robert Wood Johnson 
Medical School, New Jersey reports: "Title VII con­
tinues to be the lifeblood of our department. It al­
lows for creative development of new areas that have 
the potential for future growth and for which there 
is almost no other funding. While this is particularly 
true for medical education enterprises, whether at 
the predoctoral, residency, or faculty development/ 
fellowship level, it is also true in the heart of schol­
arship, i.e., research." 

New Jersey Profile* Fiscal Year 1999 

Health Care Provider Resources NJ 
Active Primary Care Physicians 

(rate per 100,000 pop.}, 1998 ................ 107.7 

Under-Represented Minority 
Physicians, 1998 (percent) ....................... 14.9 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 3.7 

Dentists (rate per 100,000 pop.), 
1998 .............................................. .., ......... 71.7 

Selected Access Indicators 
Minority Population, 1998 
(percent) ................................................... 32.9 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 11.5 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 66.7 

Counties Designated as Dental 

U.S. 

91.7 

12.0 

10.5 

55.0 

28.7 

17.1 

64.6 

HPSAs, 1999 (percent) ............................. 33.3 26.9 

*Source for State profile Information ts.the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped New Jersey meet these needs by funding 
12 grants to train primary care providers and dentists to­
taling $1,831,609 in FY 1999. 
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NEW MEXICO CASES 

• The University of New Mexico PA program is now 
four years old. We are the first PA program in the 
State. Given the rural and frontier nature of New 
Mexico, there is a need for home grown and locally 
trained PAs. We have a special need for Spanish 
speaking and Native American PAs. The State leg­
islature funded a small start-up amount to get a PA 
program started. The amount was increased when 
the doors opened, but it was only enough to cover 
the barest of bones. Title VII, section 747 funds 
enabled us to have at least a basic faculty and we 
are currently at 3.6 FrE. The State's population is 
about 1. 7 million-many States have cities larger 
than this. The demographics are: 40% Hispanic, 
49% Anglo, 9% Native American, and 2% Black. 
Only a few counties have sufficient health care pro­
viders and these are concentrated in our larger metro 
areas. In Albuquerque, despite a larger population 
and a major medical school, we still have areas of 
the city and county that are declared HPSAs. The 
students in our program are selected with our mis­
sion in mind- serving the rural and underserved of 
our State. Our classes are very small, so statistics 
are essentially useless-but the first class was three­
eighths Hispanic, second class four-tenths Hispanic, 
third class two Hispanic, one Native American and 
our fourth class is three-tenths Hispanic. We also 
have had Vietnamese (1) and Pakistani (1). We have 
one class graduated and working. Out of eight gradu­
ates, all working in rural or underserved areas, six 
are in New Mexico. The second class has recently 
graduated and is still in the process of settling in but 
so far, all but one look like they are staying in NM. 
It initially appears as if we may have a higher per­
centage working in the city, but two graduates are 
already definitely employed in rural settings. We have 
also had two graduates take a rural/migrant health 
care fellowship, one in Idaho and one in North Caro­
lina. Our clinical rotations are blended-some city, 
most rural. Students can be sent to areas that have 
minimal health care facilities. One of our clinics has 
a PA who has to row across a river to get to the tiny 
town she works in. Another has a PA who is not 
only the only health care practitioner, but is also 
everything else-the ambulance driver, the EMT, the 
MI, etc. He was the AAPA rural health care PA of 
the year for 2000. 

• The longer we are here, the more we are accepted­
particularly in the rural communities. Every time we 
send a PA out on a clinical we hear back that it was 
a blessing for the community. With next year's Title 
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New Mexico Profile* Fiscal Year 1999 

Health Care Provider Resources NM U.S. 
Active Primary Care Physicians 

(rate per 100,000 pop.), 1998 .................. 86.0 91.7 

Under-Represented Minority 
Physicians, 1998 (percent) ....................... 13.5 12.0 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 15.6 10.5 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 39.6 55.0 

Selected Access Indicators 
Minority Population, 1998 
(percent) ................................................... 53.8 28.7 

Persons Without Access to a 
Primary Gare Provider, 1996 
(percent) ................................................... 32'.7 17.1 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 78.8 64;6 

Counties Designated as Dental 
HPSAs, 1999 (percent).; ............... ; ........... 63.6 26.9 

* Source for State profile information is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped New Jersey meet these needs by funding 
12 grants to train primary care providers and dentists to­
taling $1,831,609 in FY 1999. 

VII, section 7 4 7 funds (big assumption on my part) 
we plan to begin a preceptor development program 
to go even further into developing the highest qual­
ity clinical educators. We anticipate even better re­
lationships with communities and their health care 
systems. Our goal is to help bring excellence in 
health care to New Mexico. To be honest, I doubt 
we could continue without the help of the Title VII, 
section 747 funds. PAs make a difference in New 
Mexico and we are needed. Our salaries are lower 
than most States and to be competitive we need to 
train PAs in our own system. 

NEW YORK CASES 

• The Columbia University College of Physicians has 
graduated 15 primary care fellows, all of whom have 
gone on to practice primary care, several in HPSA's. 
All of the faculty and fellows supported by these 
funds provide care in the predominantly Latino com­
munity of Northern Manhattan. Last year over 
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60,000 patients were in our general medicine clin­
ics. With help of these funds several faculty have 
established collaborations with the department of 
psychiatry to examine depression among Latino 
patients and with the School of Public Health's 
Sergievsky Center to examine dementia among 
minority elders. We are also beginning collabora­
tions with the department of pediatrics who recently 
received funds for their own fellowship. We plan to 
carry out weekly joint research meetings and ex­
plore collaborative research projects. 

• At the Columbia University School of Dental and 
Oral Surgery Title VII, section 7 4 7 funds have sup­
ported the establishment of a primary care track in 
the general dentistry postdoctoral program. This new 
program has created a new Community DentCare 
Network to help underserved and HIV positive pa­
tients in off-site settings. Dr. Alan Formicola notes 
that Title VII, section 7 4 7 funds were ". . . integral 
to the development of this service network which 
includes five treatment centers, a dental van and 
seven intermediate school and high school pro­
grams. Graduates of the program have become fac­
ulty leaders at Columbia Dental School and strongly 
influence its whole curriculum, which now has a 
greater focus on "comprehensive patient care man­
agement rather than fragmented procedural care. "98 

• The University of Rochester School of Medicine and 
Dentistry has received Title VII, section 7 4 7 faculty 
development support for its general pediatrics pro­
gram. For the past 10 years, the program has en­
rolled between two and five faculty per year. In 1998, 
the program received the Ambulatory Pediatric As­
sociation Teaching Award, which is presented to 
an innovative educational program that has had a 
substantial impact on trainees and on the lives of 
children. Graduates of the program during this time 
period hold faculty positions in pediatrics depart­
ments at The University of Rochester School of 
Medicine and Dentistry, The University of Califor­
nia at Davis, Dartmouth Medical School, University 
of Cincinnati, Northwestern University, Temple 
University, and Vanderbilt University. The majority 
of graduates of the fellowship program have gone 
on to careers in either departments of academic 
general pediatrics, or in community health centers 
or comparable entities. Most poor and near-poor 
children in America depend on academic clinics and 
community health centers, and the practitioners who 
work there, for their health care. The graduates of 
the fellowship not only care for these children, but 
conduct research to address some of the most seri-
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New York Profile* Fiscal Year 1999 

Health Care Provider Resources NY U.S. 
Active Primary Gare Physicians 

(rate per 100,000 pop.), 1998 ................ 135.3 91.7 

Under-Represented Minority 
Physicians, 1998 (percent) ....................... 14.1 12.0 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 18.9 10.5 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 72.3 55.0 

Selected Access. Indicators 

Minority Population, 1998 
(percent) ................................................... 38.0 28.7 

Persons Without Access to a 
Primary Gare Provider, 1996 
(percent) ................................................... 14.2 17.1 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 77.4 64.6 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 37.1 26.9 

"Source tor State profile information is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped New York meet these needs by funding 51 
grants to train primary care providers and dentists total­
ing $7,496,781 in FY 1999. 

ous issues facing children in poverty, including lead 
poisoning, asthma, school failure, teen pregnancy, 
and violence prevention. In addition, two of its 
former fellows initiated the pediatric links program 
with the community program at the University of 
Rochester School of Medicine and Dentistry during 
their fellowship training, and one of them, now a 
faculty member, continues to lead it. This is a clini­
cal care and health education program that allows 
residents to interact with the underserved children 
within the community. These interactions take place 
in non-traditional settings such as homeless shel­
ters, a foster care clinic, family resource centers, 
and food kitchens. This program is highly regarded 
in the Rochester community, and itself received the 
2000 APA Teaching Award. Pediatric links recently 
received a major grant award from the Dyson Foun­
dation. 

• The University of Buffalo has used Title VII funds to 
start a rural training track in Olean, NY for its fam­
ily medicine residents. As of 2000 there were seven 
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family doctors serving rural communities in New 
York State and Ohio that graduated from the pro­
gram. As a side effect, the faculty has decreased 
the perinatal mortality rate in Cattauragus County 
by 30% by improved and stabilized primary care 
obstetrics services. This model has been duplicated 
in 22 rural communities across the United States. 

• The New York College of Osteopathic Medicine 
(NYCOM) was awarded a family medicine graduate 
training grant in 1997 to develop graduate-training 
programs (osteopathic internships and family prac­
tice residency programs) at rural locations in up­
state New York. This grant has permitted NYCOM 
to assist Samaritan Hospital in Watertown and Au­
burn Memorial Hospital in Auburn to develop and 
apply for internship and family practice residency 
programs. Samaritan now has an approved intern­
ship and is applying for the residency. Auburn has 
applied for the internship and will subsequently ap­
ply for the family practice residency. NYCOM has 
established affiliations with each hospital to provide 
normal third year rotations and the students have 
actively worked to have fourth year clerkships ap­
proved for these sites; they report substantial satis­
faction with the training provided. During the first 
year 14 students rotated through the hospitals; three 
of these did all six rotations at the hospital. During 
the second year (1999-2000) 29 students are signed 
up and four are spending the full year on site. They 
are encouraged to be flexible, to participate in emer­
gency room, surgical, obstetric, and other activities 
when not otherwise engaged to obtain the full op­
portunities provided to learn medicine. Learning at 
these sites is not a 7 a.m. to 6 p.m. job; medicine 
can be learned 24 hours a day. 

• The most recent grant, initiated in 1999 will per­
mit NYCOM to help clinical family practice faculty 
make better educational use of computers and en­
courage the use of video for recording and review­
ing clinical encounters. This faculty development 
grant for faculty development in computer and video 
technology, will help NYCOM develop and imple­
ment training materials in the educational use of 
both computer and video technologies for family 
practice faculty, hospital attendings, and preceptors. 
At the end of the project we expect that com­
puter use for literature searching and retrieval, 
evidence-based medicine, and clinical problem 
solving will occur in all family rotations, and video 
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will be used frequently to evaluate and enhance 
patient encounter skills. 

NORTH CAROLINA CASES 

• Duke University Medical Center offers an array of 
training programs designed to "teach faculty who 
can then go on to teach students and residents about 
how to improve the care of patients." These pro­
grams, all supported by Title VII, section 747 fund­
ing include a nationally known multi-disciplinary 
training program in geriatrics and a family medi­
cine faculty development program which has trained 
over 3,000 family doctors and other specialists in 
teaching skills, curriculum design and evaluation. The 
physician assistant program, the first such program 
in the county, is notable for its innovation and its 
placement of physician assistants in rural North 
Carolina. 99 

North Carolina Profile* Fiscal Year 1999 

Health Care Provider Resources NC u.s~ 

Active Primary Care Physicians 
(rate per 100,000 pop.), 1998 .................. 84.8 91.7 

Under-Represented Minority 
Physicians, 1998 (percent)....................... 8.2 12.0 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 20.7 10.5 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 40.1 55.0 

Selected Access Indicators 
Minority Population, 1998 
(percent) ................................................... 2?.8 28.7 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 29.6 17.,1 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 57.0 64.6 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 20.0 26.9 

* Source tor State profile Information Is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped North Carolina meet these needs by fund­
ing 19 grants to train primary care providers and dentists 
totaling $2,449,333 in FY 1999. 
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• Stephen E. Willis, Chair of Family Medicine at East 
Carolina University, relates the history of the use of 
standardized patients to teach effective interview­
ing skills to medical students. This innovation was 
introduced at East Carolina University with the 
support of Title VII, section 7 4 7 funds and has been 
adopted by "over 95%" of medical schools across 
the country. Dr. Willis comments that, "those of us 
who participate in standardized patient teaching ses­
sions have little doubt that this is an effective way to 
teach clinical communication and effective interper­
sonal skills with patients." Standardized patients will 
soon be used in examinations designed to test the 
interpersonal skills of first year medical residents 
being developed by the National Board of Medical 
Examiners, and are already employed in exams ad­
ministered by the Educational Commission for For­
eign Medical Graduates. This methodology is a sig­
nificant advance in the education and evaluation of 
physicians and is a direct and unexpected outcome 
of Title VII, section 747 funding. 100 

• The faculty development in primary care program 
of the Wake Forest University Medical Center has 
recruited and enrolled two fellows in the Masters in 
Epidemiology and Health Services Program offered 
by the Department of Public Health Sciences. The 
career goal of the first-year fellows includes a major 
focus on minority women's health, and the fellows 
will be working with Hispanic and African-Ameri­
can women in a community health center. 

NORTH DAKOTA CASES 

• The University of North Dakota, School of Medi­
cine and Health Sciences Department of Family 
Medicine, is developing an evidence-based medical 
curriculum; a student performed, faculty guided, 
practice-based chart reviews/surveys of clinical care 
at the clerkship and other sites throughout North 
Dakota; and will provide the various family medi­
cine clerkship sites with access to an evidenced-based 
database. Faculty development through the office 
of medical education will be provided for selected 
faculty and preceptors to improve small group fa­
cilitator teaching and evaluation skills. A faculty 
mentor network within the Department of Family 
Medicine is under development. A course in the use 
of and access to authoritative secondary databases 
representing the best in evidence-based research will 
be offered to students and faculty at the major cam-
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North Dakota Profile* Fiscal Year 1999 

Health Care Provider Resources ND U.S. 
Active Primary Care Physicians 

(rate per 100,000 pop.), 1998 .................. 94.6 91.7 

Under-Represented Minority 
Physicians, 1998 (percent)....................... 8.2 12.0 

Physician Assistants (rate per 
. 100,000 pop.), 1999 ................................. 24.1 10.5 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 48.4 55.0 

Selected Access Indicators 
Minority Population, 1998 
(percent) ................................................... 7.3 28.7 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 25.2 17.1 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 66.0 64.6 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 22.6 26.9 

* Source tor State profile information is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped North Dakota meet these needs by fund­
ing two grants to train primary care providers and den­
tists totaling $363, 112 in FY 1999. 

puses as well as students and preceptors at the rural 
clerkship and Rome sites. 

OHIO CASES 

• Ohio State University School of Medicine received Title 
VII, section 7 4 7 funding from approximately 1990 to 
1993. Through Title VII, section 747 the school was 
able to start a primary care residency track. The track 
was continued even when the funding was stopped. 
Without the funding, the school would never have had 
a primary care track. In addition, the funding gave 
general internal medicine and primary care visibility at 
a time when it could have disappeared entirely from 
the Department of Medicine. As a result of the per­
ceived benefits of the primary care track, the entire 
residency was moved in the direction of primary care. 

• Ohio University College of Osteopathic Medicine 
has had great success with Title VII grant funds. 
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Ohio Profile* Fiscal Year 1999 

Health Care Provider Resources OH 
Active Primary Care Physicians 

(rate per 100,000 pop.), 1998 .................. 88.1 

Under-Represented Minority 
Physicians, 1998 (percent) ....................... 10.3 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 7.1 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 50.7 

Selected Access Indicators 
Minority Population, 1998 
(percent) ................................................... 14.5 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 12.6 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 53.4 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 15.9 

U.S. 

91.7. 

12.0 

10.5 

55.0 

28.7 

17.1 

64.6 

26.9 

*Source for State profile information is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped Ohio meet these needs by funding 23 grants 
to train primary care providers and dentists totaling 
$3,353,821 in FY 1999. 

Through these grants, three family practice residency 
clinics, in Toledo, Cleveland and Southeast Ohio 
were able to expand their access to patients in com­
munities that had no other medical care available. 
The college was able to develop a geriatrics pro­
gram to provide treatment for these populations in 
underserved communities. A community out-reach 
program was started where family practice residents 
provide a monthly program on various health top­
ics for the community, and provide education on 
smoking, drugs, proper nutrition, etc. to the schools 
in underserved areas. These grants have also allowed 
the college to expand care to migrant worker camps. 

OKLAHOMA CASES 

• The Oklahoma State University College of Osteo­
pathic Medicine operates a HCOP program de­
signed to attract promising candidates into its medi­
cal education program. In the first year, the program 
hosted a young Cherokee woman, who had been 
referred by a local boarding school. The young 
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Oklahoma Profile* Fiscal Year 1999 

Health Care Provider Resources OK 
Active Primary Care Physicians 

(rate per 100,000 pop.), 1998 .................. 65.2 

Under-Represented Minority 
Physicians, 1998 (percent)....................... 8.3 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 12.7 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 46.2 

Selected Access Indicators 
Minority Population, 1998 
(percent) ................................................... 20.9 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 19.1 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 51.9 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 14.3 

U.S. 

91.7 

12.0 

10.5 

55.0 

28.7 

17.1 

64.6 

26.9 

* Source for State profile information is the most recent comprehen­
sive state data aval/able In the HRSA State Prof/Jes Data Element. 

HRSA helped Oklahoma meet these needs by funding 
four grants to train primary care providers and dentists 
totaling $382,685 in FY 1999. 

woman had considered becoming a physical thera­
pist. She was an excellent student, who became in­
trigued with the possibilities of becoming an osteo­
pathic physician while she participated in the HCOP 
program. The HCOP program assisted her with 
ACT preparation. The program director relates that 
she scored 26. She is performing well and expects 
to apply for admission to the osteopathic medical 
school. In the program's second year, three young 
Cherokee women were accepted into the program. 
All three were sixteen year olds with their own little 
children. All of these women are now determined 
to complete high school and go on to further train­
ing in a health field. All three are receiving excel­
lent academic grades. 

OREGON CASES 

• At the Oregon Health Sciences Center, Title VII, 
section 7 4 7 support has catalyzed major changes 
in the overall program from predominantly inpatient 
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Oregon Profile* Fiscal Year 1999 

Health Care Provider Resources OR U.S. 
Active Primary Care Physicians 

(rate per100,000 pop.), 1998 .................. 86.8 91.7 

Under-Represented Minority 
Physicians, 1998 (percent)....................... 3.3 12.0 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 7.7 10.5 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 62.4 55.0 

Selected Access Indicators 
Minority Population, 1998 
(percent) ................................................... 12.5 28. 7 

Persons Without Access to a 
Primary Care· Provider, 1996 
(percent) ................................................... 11.9 17.1 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 86.1 64.6 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 55.6 26.9 

*Source tor State profile information is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped Oregon meet these needs by funding seven 
grants to train primary care providers and dentists total­
ing $728,641 in FY 1999. 

orientation to a more balanced inpatient-outpatient 
approach. Many providers have been trained, whose 
main focus is service to the underserved. The inter­
nal medicine faculty who serve an underserved popu­
lation have been trained. The program funding has 
led to broader cultural changes in the institution that 
transcend primary care, per se. 

PENNSYLVA1'HA CASES 

• The Pennsylvania Shortage Area Program (PSAP) 
at Jefferson Medical College has worked for 22 years 
to place family doctors in rural Pennsylvania com­
munities and has had notable success. A recent study 
found that the graduates of this program represent 
21 % of the family physicians practicing in rural 
Pennsylvania who had graduated from one of the 
State's seven medical schoOJs. This finding is re­
markable since PSAP graduates represent only 1 % 
of the graduates from Pennsylvania medical schools 
during the period studied. The authors conclude that 
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" ... outcomes of the PSAP after 22 years have 
shown that selectively admitting medical school ap­
plicants who are most likely to become rural family 
physicians based on their background and career 
intentions, supporting them during medical school 
and allowing them to gravitate to rural and 
underserved areas ... has had a substantial and long 
lasting impact ... on underserved rural areas." 101 

• Dr. Bob Wright, Director of the Scranton Temple 
General Internal Medicine Residency Program com­
ments that "The Scranton Temple Residency Pro­
gram was among the first internal medicine resi­
dencies funded in 1977. We were then a brand new 
program and would have been unable to begin with­
out (this) financial support . . . . We have brought 
medical education to Northeast Pennsylvania 
through the program and renewed our primary care 
base. The average age of a primary care physician 
in the region was 57 in 1977. It is now in the low 
40's. We have trained 120 primary care internists 
who practice in this region. We are the backbone of 
an ambitious continuing medical education program 
that promotes physician renewal." Dr. Wright notes 
that graduates of his program "provide significant 
leadership in area institutions (three medicine chairs, 
Physician-in-Chief, Director of Quality . . . Medical 
Director of a State Hospital). (Graduates) have also 
risen to leadership positions outside the region (Chief 
of Staff at the Miami VA, Director of Medical Af­
fairs Broward Co. Hospital in Florida, Director of 
the TB program in Philadelphia, Director of a hos­
pice program in Reading, Pa." Dr. Wright devel­
oped the Primary Care Institute at Temple Univer­
sity, and that Institute developed the Fundamentals 
of Clinical Care curriculum that is used to introduce 
Temple medical students to clinical medicine. 102 

• Title VII, section 7 4 7 funding has enabled the Uni­
versity of Pennsylvania Health System to strengthen 
its commitment to providing care for underserved 
populations and to train residents and fellows in 
primary care. Dr. Jack Ende reports that the use of 
Title VII, section 7 4 7 support has enabled the Divi­
sion of General Internal Medicine to "expand the 
mission and capacity of its fellowship program ... 
to address the needs of underserved populations. 
The fellows trained in this program remain in aca­
demic medicine, practicing in underserved areas, 
and the residents participate in a primary care resi­
dency track . . . with its own curriculum and mis­
sion, which is to provide training for future general 
internists who are committed to practicing in areas 
that are underserved." 
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Pennsylvania Profile* Fiscal Year 1999 

Health Care Provider Resources PA U.S. 
Active Primary Care Physicians 
(rate per 100,000 pop.), 1998 .................. 99.7 91.7 

Under-Represented Minority 
Physicians, 1998 (percent)....................... 8.8 12.0 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 13.3 10.5 

Dentists .(rate per 100,000 pop.), 
1998 .......................................................... 60.6 55.0 

Selected Access Indicators 
Minority Population, 1998 
(percent) ................................................... 14.1 28.7 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) .................................... , .............. 9.8 17.1 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..... , ............... 76.1 64.6 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 37.3 26.9 

*Source tor State profile information is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped Pennsylvania meet these needs by fund­
ing 30 grants to train primary care providers and dentists 
totaling $4,959,570 in FY 1999. 

• The Lock Haven University has only recently re­
ceived PA funding through the Title VII program. 
The grant will be used for a special project that will 
develop an entirely web-based curriculum over the 
next three years. This will better prepare its stu­
dents for the future workforce and provide patients 
in rural communities health providers that can rap­
idly access new diagnostic and treatment informa­
tion. The program staff hopes to eventually utilize 
the web technology to reach potential students who 
represent minority and medically underserved popu­
lations. 

• The Philadelphia College of Osteopathic Medicine 
(PCOM) received a three-year grant, now in its final 
year, from the Health Resources and Services Ad­
ministration to develop a predoctoral curriculum, 
which places significant emphasis on comprehen­
sive persons. The three major curriculum goals are: 

- To develop, implement and evaluate a teaching 
module, which focuses on preventive medicine for 

APPENDIX 0: Case Studies of Title VII, Section 747 Funded Programs 

the medically underserved in a managed care en­
vironment. 

-To develop, implement and evaluate a teaching 
module, which focuses on understanding the roles 
of family and community in health care delivery. 

- To develop, implement and evaluate a teaching 
module, which focuses on the application of evi­
dence-based medicine in patient care and on be­
coming a self-directed learner .. 

This program will serve as a model for medical in­
stitutions that, like the Philadelphia College of Osteo­
pathic Medicine, are interested in reaching out to medi­
cally underserved populations by training doctors to 
understand the socioeconomic aspects of patients' lives 
in order to provide them with the appropriate, com­
prehensive, and integrative health care. 

RHODE ISIAND CASES 

• Over the last twelve years the Brown University/ 
MHRI family practice residency has placed particu­
lar emphasis on training residents who will practice 
in underserved communities. During the 1970's the 
residency helped establish two community health 
centers in Rhode Island, one in Pawtucket and one 
in Central Falls, the cities served by Memorial Hos­
pital of RI and the residency. Throughout the early 
and mid 1980's the Brown University department 
of family medicine maintained unofficial ties with 
these two health centers. In 1988 with the help of 
the department the two health centers merged, 
forming Blackstone Valley Community Health Cen­
ters, Inc. (BVCHC). An interagency agreement was 
negotiated between BVCHC and the family medi­
cine residency during 1988-89. The major purpose 
of this agreement was to establish the Central Falls 
site of BVCHC as an accredited residency program 
continuity site. Title VII, section 7 4 7 funding was 
instrumental in establishing the initial agreement and 
subsequent funding has been essential to the con­
tinued success of the program. This relationship has 
proven mutually rewarding to the residency and the 
CHC's. The health centers have reported increased 
ability to recruit and retain family physician staff 
and the relationship has helped facilitate the 
residency's goal of placing graduates in underserved 
communities. The residency has set a goal of plac­
ing 40-50% of graduates in practices serving 
underserved communities. Since 1988, 75 of 161 
graduating residents (4 7%) have chosen to practice 
in underserved communities upon graduation and 
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Rhode Island Profile* Fiscal Year 1999 

Health Care Provider Resources PA 
Active Primary Care Physicians 
(rate per 100,000 pop.), 1998, ............... 125.2 

Under-Represented Minority 
Physicians, 1998 (percent)....................... 8. 7 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 10.4 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 54.5 

Selected Access Indicators 
Minority Population, 1998 
(percent) ................................................... 14.5 

Persons WithoutAccess to a 
Primary Care Provider, 1996 
(percent) ................................................... 15.1 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ........ : ............ 60.0 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 60.0 

U.S. 

91.7 

12.0 

10.5 

55.0 

28.7 

17.1 

64.6 

26.9 

* Source for State profile information is the most recent comprehen­
sive state data available In the HRSA State Profiles Data Element, 

HRSA helped Rhode Island meet these needs by fund­
ing seven grants to train primary care providers and den­
tists totaling $1, 108,998 in FY 1999. 

65 of the 161 (40%) continue to practice in 
underserved practice sites in the year 2000. 

SOUTH CAROLINA CASES 

• The Medical University of South Carolina has used 
Title VII, section 7 4 7 funds to support a multi-disci­
plinary internal medicine-pediatric faculty develop­
ment fellowship. 103 

• The Medical University of South Carolina has used 
Title VII, section 7 4 7 funding to establish an inno­
vative rural experience for its students. An article 
by Clay Barbour in the Charleston Post and Cou­
rier on November 8, 2000, described the experi­
ence as follows: 

- The Dean's Primary Care Rural Clerkship places 
students in thirty South Carolina communities, and 
is designed to bring better medical care to these 
typically poorer areas and to encourage them to 
consider a rural practice career. 
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South Carolina Profila* Fiscal Year 1999 

Health Care Provider Resources SC 
Active Primary Care Physicians 
(rate per 100,000 pop.), 1998 .................. 80.5 

Under-Represented Minority 
Physicians, 1998 (percent) ....................... 7 .2 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 5.6 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 41.4 

Selected Access Indicators 
Minority Population, 1998 
{percent) ................................................... 32.3 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 35.8 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 78.3 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 23.9 

U.S. 

91.7 

12.0 

10.5 

55.0 

28.7 

17. 1 

64.6 

26.9 

* Source tor State profile information is the most recent comprehen­
sive state data available In the HRSA State Profiles Data Element. 

HRSA helped South Carolina meet these needs by fund­
ing seven grants to train primary care providers and den­
tists totaling $933,816 in FY 1999. 

- Officials say the rural experience teaches students 
about patients in ways an office visit never will. In 
a newspaper interview Dr. Elizabeth Gordineer, 
clerkship supervisor, commented that "you really 
can't overestimate the importance of seeing how 
someone lives in diagnosing them. When you prac­
tice rural medicine, you get to know social history 
as well as medical history. And it really helps in 
treating them." Tony Sagel, one of the participat­
ing students, said that the experience has helped 
him. "When you go to someone's home, you of­
ten find problems the patient wasn't even aware 
of," he said ". . . . like eating the wrong kinds of 
foods, or keeping a dirty place. Seeing that can 
help me treat them." 

- The rural clerkship has another goal. Officials hope 
some students will find the experience rewarding 
enough to consider practicing medicine in such 
areas. Dr. Donna Kern, MUSC's community-based 
education coordinator, commented, "most medical 
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students aren't exposed to that part of medicine 
because most medical universities are in urban 
areas. And many students find it hard to give up 
the comfort of urban living, the shows, the res­
taurants, everything." 

- Dr. W.H. Turner, a legend in Edgefield, has been 
practicing medicine in the area for 36 years. He 
remembers when he went on at least six house 
calls a day, each one costing the patient between 
$4 and $5. He admits there isn't a lot of money 
in practicing medicine in such areas, but there is 
a lot of gratification. "I go to the grocery store or 
to a restaurant, and I see someone I've helped, 
some life I've saved, he said. Not many city doc­
tors get to have that privilege. I just hope that 
some of our young doctors work out here and 
say, 'that's a life I want. That's what I want to 
do. "'104 

• John Lammie, Program Director, Columbia, SC 
Palmetto Health Alliance/University of South Caro­
lina, reports: "Title VII has allowed us to move for­
ward with an exciting GIS initiative to geocode the 
practice, to train residents in spatial health, to iden­
tify seriously mentally ill patients in the community 
to improve learning about and care for this popula­
tion. Previous Title VII funding allowed the estab­
lishment of a strong COPC mindset for community 
outreach. We have been able to fund outstanding 
faculty in the areas of public health, GIS technol­
ogy, minority faculty. Title VII has been the key el­
ement of our community outreach." 

SOUTH DAKOTA CASES 

• The USD PA Studies Program has been able to pro­
vide the leadership in the initiation of a USD School 
of Medicine task force on distance education during 
the past three years. The grant enabled the task 
force to present training workshops for faculty and 
students in the use of distance education equipment 
and teaching techniques. A Distance Education 
Handbook was compiled covering the concepts of 
distance education, teaching methodology, audio­
visual techniques and facilitator guidelines for 
telemedicine/video conferencing distance learning. 
The USD PA Program was also able to address the 
issue of recruitment, retention, and placement of 
trainees into underserved areas. Physicians and clin­
ics were identified as potential clinical training sites 
and communities for future PA employment. An 
additional part of the grant support was used to iden­
tify support services to assist students with financial 
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South Dakota Profile* Fiscal Year 1999 · 

Health Care Provider Resources SD U.S. 
Active Primary Care Physicians 

(rate per 100,000 pop.), 1998 .................. 84.7 91.7 

Under-Represented Minority 
Physicians, 1998 (percent) .................... , .. 3.T 12 .. 0 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 26.8 10.5 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 45.9 55.0 

Selected Access Indicators 
Minority Population, 1998 
(percent) .................................................... 10.5 28. 7 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 28.4 17.1 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 76.1 64.6 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 19.4 26.9 

* Source tor State profile information is the most recent comprehen· 
sive state data ava/Jable In the HRSA State Proflles Data Element. 

HRSA helped South Dakota meet these needs by fund­
ing three grants to train primary care providers and den­
tists totaling $336, 054 in FY 1999. 

aid, academics, and personal services within the 
university to help identify and admit underrepre­
sented minorities and disadvantaged students into 
the program. As a result of those efforts the pro­
gram was able to admit two individuals into the Class 
of 2002 and one student is admitted into the Class 
of 2003. 

TENNESSEE CASES 

• Dr. Jim Wilson, Professor and Chairman of Family 
Medicine at East Tennessee State University's James 
H. Quillen College of Medicine, writes "Without any 
doubt Title VII, section 7 4 7 funds have played an 
immense role in establishing our discipline in this 
institution. We have used these funds to plan and 
implement numerous curriculum elements in the 
residency programs and in our medical student edu­
cation programs. Examples of these would include 
health maintenance and wellness promotion curricu­
lum, women's health curriculum, geriatrics curriculum, 
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Tennessee Profile* Fiscal Year 1999 

Health Care Provider Resources TN 
Active Primary Care Physicians 

(rate per 100,000 pop.), 1998 .................. 91.0 

Under-Represented Minority 
Physicians, 1998 (percent) ....................... 8.9 

Physician Assistants (rate per 
100,000 pop.), 1999 : ................................ 6.7 

Dentists (rate per 100,000 pop.), 
1998 ..................... : .................................... 48.3 

Selected Access Indicators 
Minority Population, 1998 
(percent) ................................................... 18.9 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 28.5 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 66.3 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 91.6 

U.S. 

91.7 

12.0 

10.5 

55.0 

28.7 

17.1 

64.6 

26.9 

*Source tor State profile information is the most recent comprehen­
sive state data available In the HRSA State Profiles Data Element. 

HRSA helped Tennessee meet these needs by funding 
seven grants to train primary care providers and dentists 
totaling $736, 172 in FY 1999. 

many aspect of our rural training in both graduate 
and medical student programs and much, much 
more. A specific example includes the Appalachian 
Preceptorship, a unique program supported from 
its inception by the pre-doctoral training grant. Each 
year we get students from all over the United States 
coming to our medical school for this unique rural 
preceptorship. The Special Exemplary Project 
Award was presented to the Appalachian 
Preceptorship by the Rural Health Association of 
Tennessee in 1997. "105 

TEXAS CASES 

• The University of Texas Medical Branch (UTMB) 
PA Program by use of DHHS grant funding pro­
vides support to started a new satellite PA Program 
in Edinburg, Texas located in South Texas where 
the lower seven counties have vast poverty, unem­
ployment, and sanitation issues. The PA graduates 
are able to provide medical care to underserved 
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Texas Profile* Fiscal Year 1999 

Health Care Provider Resources TX 
Active Primary Care Physicians 

(rate per 100,000 pop.), 1998 .................. 73.5 

Under-Represented Minority 
Physicians, 1998 (percent) ....................... 16.5 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 9.4 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 43.6 

Selected Access Indicators 
Minority Population, 1998 
(percent) ................................................... 45.3 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 18.7 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 57 .9 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 31.1 

U.S. 

91.7 

12.0 

10.5 

55.0 

28.7 

17.1 

64.6 

26.9 

* Source tor State profile information is the most recent comprehen· 
slve state data available In the HRSA State Profiles Data Element. 

HRSA helped Texas meet these needs by funding 25 
grants to train primary care providers and dentists total­
ing $3,235,063 in FY 1999. 

patients who suffer from poverty, dysentery, illit­
eracy, and malnutrition. The UT Pan Am PA Pro­
gram now is self-standing and has graduated over 
140 certified students providing care in the South 
Texas area. The DHHS grant funds given to UTMB 
supported the use and development of new tech­
nology (interactive TV) to bring the advanced medi­
cal care curriculum to rural, underserved, impover­
ished South Texas border area. Students (primarily 
Hispanic) were able to stay in their homes and re­
ceive the PA Training. Patients of all ages receive 
primary medical care as well as community action 
programs in substance abuse, teenager pregnancy, 
violence, and water sanitation. 

• Dr. William Mygdal, Director of the Family Practice 
Faculty Development Center in Waco, Texas, notes 
that the year-long part-time fellowship he directs 
has been operating with Title VII, section 7 4 7 sup­
port since 1978. Significantly, the fellowship has 
produced 134 graduates, who make up a substantial 
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proportion of the full-time faculty in Texas family 
practice departments and residency programs. Re­
cent fellowship alumni surveys indicate that 77% of 
these graduates remain in active roles as full-time 
teachers of family practice. Seventy-four percent of 
the program's graduates report that they work in medi­
cally underserved communities. Graduates of the Waco 
fellowship direct eleven of the 30 allopathic family 
practice residencies in the State. Since almost all of 
these programs serve indigent and low-income pa­
tients, the multiplier effect of this one fellowship on 
Texas patient care access is significant. The Faculty 
Development Center was awarded the national 
1997 Primary Care Achievement Award for Edu­
cation by the Pew Health Professions Commission. 

• Joshua Freeman, MD, University of Texas Health 
Science Center San Antonio reports that, "Our 
predoctoral grant has been revolutionary, not only 
in the department, but in the medical school .... 
Modules from our M3 clerkship, including community 
based teaching and cultural competency, have been 
successfully integrated into the Ml course, and will be 
picked up by other clerkships, such as pediatrics." 

• The Department of Family Practice and Commu­
nity Medicine at the University of Texas Health Sci­
ence Center at Houston reports that Title VII funds 
have helped the department make major improve­
ments affecting the training of medical students, 
residents and faculty. An academic administrative 
units grant was used to strengthen the research pro­
grams of the department and to develop the Hous­
ton area practice based research network (HAPN). 
A predoctoral training grant was utilized to make fun­
damental changes in the medical school curriculum. 
As result of a pilot program, a new course, Introduc­
tion to Clinical Medicine, was added to the first year 
medical school curriculum. This course uses standard­
ized patients to teach medical history taking and physi­
cal exam skills to first year medical students. This course 
also covers social and ethical issues affecting health 
care in this country. An ongoing faculty development 
grant is supporting the multi-disciplinary primary care 
fellowship involving family medicine, general pediat­
rics and general internal medicine. This fellowship 
provides training in both research and academic skills 
for future primary care faculty. 

UTAH CASES 

• The Department of Family and Preventive Medi­
cine at the University of Utah has four ongoing Title 
VII, section 7 4 7 projects including: 
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--
Utah. Profile* Fiscal Year 1999 

Health Care Provider Resources UT U.S. 
Active Primary Care Physicians 

(rate per 100,000 pop.), 1998 .................. 72.6 91.7 
- Under-Represented Minority 

Physicians, 1998 (percent)....................... 2.4 12.0 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 12.4 10.5 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 58.4 55.0 

Selected Access Indicators 
Minority Population, 1998 
(percent) ................................................... 11.6 28.7 

Persons Without Access to a 
Primary Care Provider, 1996 

- (percent) ............... , ................................... 15.4 17.1 

Counties Designated as Primary 
Care HPSAs, 1999 (percent} ..................... 86.2 64.6 

Counties Designated as Dental 
HPSAs, 1999 (percent) ......................... ~ ... 5L7 26.9 

* Source far State profile information is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped Utah meet these needs by funding five 
grants to train primary care providers and dentists total­
ing $874,379 in FY 1999. 

- Establishment of departments of family medicine 
(EDFM) 

- Graduate training in family medicine 

- Faculty development in family medicine 

- Physician assistants 

• The EDFM grant is focused on developing a clinical 
research infrastructure at one of the department's 
residency training sites and has little relation to build­
ing the department's diversity or cultural compe­
tence. Both the faculty development and family 
medicine graduate training grants have as objec­
tives developing COPC skills, including care for 
diverse populations (part of the training program 
is conducted through the local CHCs). The PA 
program training grant is focused entirely on mi­
nority recruitment, building trainee skills in the de­
livery of health care to culturally diverse populations, 
and on placing students in medically underserved 
communities. 
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VERMONT CASES 

• At the University of Vermont, the Title VII, section 
7 4 7 pre-doctoral grant was used to develop web­
based scenarios for students to access in the rural 
family practice offices that the students were using 
for their four-week rotation. These provided a "re­
mote learning" experience and allowed rural pre­
ceptors to become more knowledgeable regarding 
information technology. The university has devel­
oped several scenarios and decided to use "preven­
tion" as one of the themes for the clerkship. The 
cases to date have included: 

- an infant for a physical with issues around immu­
nizations, lead screening and fluoride, along with 
a positive history of smoking in the parents; 

- an .adolescent (16) for a physical with issues of 
smoking, sexual activity with several partners and 
multiple problems with communication; and, 

- an older patient (53) for physical with positive 
tobacco and alcohol abuse history, PH of asthma, 

Vermont Profile* Fiscal Year 1999 

Health Care Provider Resources VT 

Active Primary Care Physicians 
(rate per 100,000 pop.), 1998 ................ 125.7 

Under-Represented Minority 
Physicians, 1998 (percent)....................... 3.5 

Physician Assistants (rate per 
100,000 pop.), 1999 ... ~ ............................. 16.6 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 56.4 

Selected Access Indicators 
Minority Population, 1998 
(percent) ................................... -................ 2.5 

Persons Without Access to a 
Primary Care Provider, .1996 
(percent) ........................ -....................... , ... t 0.9 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 78.6 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 7 .1 

U.S. 

91.7 

12.0 

10.5 

55.0 

28.7 

17.1 

64.6 

26.9 

* Source for State profile Information Is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped Vermont meet these needs by funding a 
grant to train primary care providers and dentists totaling 
$97,200 in FY 1999. 
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requesting routine health maintenance with a pos 
FH of colon cancer. 

• The grant has linked with the statewide AHEC pro-
gram to coordinate rotations, housing while away, 

-__ apd some funding for travel. Staff engages in an­
f,!Ual faculty development training along with AHEC 
for community preceptors on an annual basis in a 
Joint Primary Care Meeting (with PCIM and Peds) 
at;id the clerkship directors site visit the rotation 
~idway during the rotation. Each month one third 
Of the students go to Maine for their rotation to 
insure that students get the same experience at both 
centers. 

' -

VIRGINIA CASES 

• The physician assistant training program in 
Roanoke, Virginia has made effective use of its Title 
VII, section 7 4 7 grant to train its graduates to be 
able to practice effectively in rural areas. In the most 
recent class on which data are available, four graduates 

Virginia Profile* Fisca1·rear 1999 

Health_ Care· Provider Resources VA 
Active Primary Care Physicians 

(rate per 100,000 pop.), 1998 .................. 93.9 

Under-Represented Minority 
_ Physicians, 1998 (percent) ....................... 1o.7 

Physician Assistants (rate per 
100;000 pop.), 1999 ;.; ............... ; ......... :.... 6.6 

Dentists (rate per 100,000 pop.), 
1998 ................................................... -....... 53. 6 

Selected Access Indicators 
Minority Population, 1998 
(percent) .... : .............................................. 27.7 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ........................ : .......................... 16.6 

Counties Designated as Primary 
Ca~e HPSAs, 1999 (percent) .................... .40.4 

. Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 8.8 

U.S. 

91.7 

12.0 

10.5 

55.0 

28.7 

17.1 

64.6 

26.9 

* Source for State profile information is the most recent comprehen­
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped Virginia meet these needs by funding 14 
grants to train primary care providers and dentists total­
ing $2,258,699 in FY 1999. 
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work in rural family practice centers, seeing farm 
workers (including a growing number of Hispanic 
workers), who commute to urban areas an hour or 
more away, a large number of elderly folks, and 
children. Program staff notes that three of the gradu­
ates are women who see a large number of women 
patients. Many of the women live in the "hills and 
hollers" of Virginia and won't seek health care from 
male providers. The program has one (female) 
graduate in an ob-gyn practice in Forest, who has 
become a preceptor. One graduate works in a psy­
chiatric unit that serves a five-county area in the 
mountains of North Carolina. He does admissions 
histories and physicals, daily rounds, and generally 
manages the patients on the unit while the psychia­
trist does her outpatient clinics. In addition to these 
students who are physically located in rural areas, 
the program has a number of others who are in 
small cities in catchment areas that include rural 
Appalachia and other rural areas. 

• The founder of our "high-tech high-touch PA edu­
cation" wanted our program to emphasize two ar­
eas 1) high involvement with patients in terms of 
good interviewing techniques and thorough physi­
cal examinations, and 2) the ability to use modern 
technology with great facility. The rationale for the 
latter is this: if we want to place students in Isolated 
areas, they will face the challenges of professional 
isolation and of keeping current with rapidly chang­
ing medical knowledge. If they can create a "vir­
tual" professional community that will help them be 
less isolated, even though they may be miles and 
miles from the nearest peer. If they can access on­
line continuing medical education and up-to-date 
treatment guidelines, etc., they can upgrade their 
medical knowledge in a timely fashion. Graduates 
report keeping in touch with one another via e-mail 
and chat groups, so at least the first premise is be­
ing borne out. They reported that, as students, they 
were among the most technologically savvy in the 
areas where they were doing clinical rotations and 
were able to access information from even the most 
remote sites. 

WASHINGTON CASES 

• At the Swedish Hospital Downtown Family Medi­
cine Clinic, Title VII, section 7 4 7 funding helps pay 
for the costs of resident and faculty staffing. With 
this funding, staff is able to offer a full-time, full­
service clinic that meets all the primary care needs 
of our patients. Without this funding, it is unlikely 
that the public health center would be able to off er 
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Washington Profile* Fiscal Year 1999 

Health Care Provider Resources WA U.S. 
Active Primary Care Physicians 

(rate per 100,000pop.),1998 .................. 90.0 91.7 

Under-Represented Minority 
Physicians, 1998 (percent) ....................... 4.5 12.0 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 15.9 10.5 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 60.0 55.0 

Selected Access Indicators 
Minority Population, 1998 
(percent) ................................................... 17 .3 28. 7 

Persons Without Access to a 
Primary Gare Provider, 1996 
(percent) ................................................... 11.5 17.1 

Counties Designated as Primary 
Gare HPSAs, 1999 (percent) ..................... 79.5 64.6 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 66. 7 26.9 

*Source for State profile information is the most recent comprehen­
sive state data avaflable in the HRSA State Profiles Data Element. 

HRSA helped Washington meet these needs by funding 
seven grants to train primary care providers and dentists 
totaling $1, 178,743 in FY 1999. 

a primary care clinic, and many patients would have 
to go elsewhere, which often means traveling a far­
ther distance and going to clinics that do not off er 
the wide range of interpreter and social services 
offered by the program. Already, many patients 
come from communities far outside of Seattle be­
cause the public health centers in their areas have 
closed down. Swedish also provides a significant 
amount of services to the various refugee commu­
nities that have settled in Seattle. After being 
screened in the public health refugee clinic, those 
patients have the option to receive their primary 
health care at the Swedish clinic, and many of them 
choose to do so. 

• Title VII, section 7 4 7 funds are also essential to the 
existence of the Swedish family medicine residency 
program at Swedish Medical Center. The Swedish 
family medicine residency program was established 
30 years ago by Dr. Joseph Scardapane, who had 
the vision to see that Swedish could off er an excellent 
training ground for future primary care physicians. 
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Thanks to Federal support, Swedish offers a full­
spectrum training program that prepares 
residents for primary care practice in any setting. 
As with most medical centers, there is not enough 
of a profit margin to independently support such a 
large and committed educational program. With 
Title VII, section 7 4 7 funds, not only is Swedish 
able to do so, it also guarantees that there is a strong 
primary care focus in an otherwise highly-special­
ized medical system. Interactions between the fam­
ily medicine residency program and staff with other 
Swedish specialists and the hospital are very posi­
tive and collaborative. In short, Title VII, section 7 4 7 
funding helps insure that primary care continues to 
have a strong voice at the institution. 

WEST VIRGINIA CASES 

• At the WV School of Osteopathic Medicine, Title 
VII funds supported development of a mechanism 
for remote access to instructional materials for medi­
cal students on rural rotations, giving rural students 

West Virginia Profile* Fiscal Year 1999 

Health Care Provider Resources WV 
Active Primary Care Physicians 

(rate per 100,000 pop.), 1998 .................. 85.2 
Under-Represented Minority 
Physicians, 1998 (percent)....................... 8.9 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 17.6 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 43.1 

Selected Access Indicators 
Minority Population, 1998 
(percent) ................................................... 4.4 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 29.5 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 70.9 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 18.2 

U.S. 

91.7 

12.0 

10.5 

55.0 

28.7 

17.1 

64.6 

26.9 

* Source for State profile information is the most recent comprehen· 
sive state data avaflable In the HRSA State Profiles Data Element. 

HRSA helped West Virginia meet these needs by funding 
seven grants to train primary care providers and dentists 
totaling $721, 185 in FY 1999. 
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the same access via Internet that they would have 
had at the home campus. The new system provides 
on-line access to rotation objectives, medical jour­
nals and text data bases; allows remote submission 
of logs and rotation evaluations; informs students 
about learning opportunities and rural housing; and 
provided on-line application to affiliated family prac­
tice residencies. In addition to the immediate ben­
efits of this technology within the training program, 
experience with effective use of distance technol­
ogy will make rural practice more attractive by dem­
onstrating how distance technology can overcome 
geographic isolation. 

WISCONSIN CASES 

• The LOCUS program would not exist without Title 
VII, section 7 4 7 support. This program currently 
has 24 students, all of whom are engaged in com­
m unity service projects with the medically 
underserved. While professional and community 
leadership is an acknowledged need in our society, 

Wisconsin Profile* Fiscal Year 1999 

Health Care Provider Resources WI 
Active Primary Care Physicians 

(rate per 100,000 pop.), 1998 .................. 87.0 
Under-REipresented Minority 
Physicians, 1998 (percent)....................... 5.6 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 12.0 

Dentists (rate per 100,000 pop.), 
1998 .......................................................... 55.1 

Selected Access Indicators 
Minority Population, 1998 
(percent) ........ ~ .......................................... 10.5 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 13.4 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 76.4 

Counties Designated as Dental 
HPSAs, 1999 (percent) ............................. 16.7 

U.S. 

91.7 

12.0 

10.5 

55.0 

28.7 

17.1 

64.6 

26.9 

*Source for State profile information is the most recent comprehen­
sive state data available In the HRSA State Prof/les Data Element. 

HRSA helped Wisconsin meet these needs by funding 
ten grants to train primary care providers and dentists 
totaling $1,414,242 in FY 1999. 
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few programs promote leadership skill development 
among undergraduate medical students. Many stu­
dents enter medical school with motivation foi: com­
munity service; however, in the absence of r~inforce­
ment, these interests often diminish as students 
progress through training. While many mepical 
schools have established volunteer community serv­
ice programs, often students lack the skills neces­
sary to effectively lead programs. LOCUS is a re­
cently established elective program for medical 
students at the University of Wisconsin, which sup­
ports interest in community service and lead!3rship 
training and complements the required medical 
school curriculum. LOCUS selects and matche~ inter­
ested medical students with faculty mentors for longi­
tudinal clinical experience and project development. 

• In addition, the predoctoral training grant provided 
funding for Wisconsin to develop a statewide clerk­
ship including a web site with interactive, evidence 
based curriculum, available to students and faculty 
throughout the State of Wisconsin. 

WYOMING CASES 

• The University of Wyoming Family Practice-Casper 
objectives include: retain behavioral medicine fac­
ulty. expand behavioral medicine opportunity and 
improve resident insight regarding practice manage­
ment. A quality behavioral medicine experience at 
Lander Valley Medical Center has been firmly es­
tablished. The behavioral medicine rotation to in­
clude work at the local mental health center (Cen­
tral Wyoming Counseling Center) provides opportunity 
in the treatment of substance abuse, adolescent men­
tal health problems and seriously and persistently 
mentally ill adults. Both residents and preceptors are 
involved in achieving the practice management 
rotation's goals. Fifty percent of last year's residents 
who graduated are now practicing in Wyoming. 

• The University of Washington MEDEX northwest 
physician assistant program has a 30-year history 
of training individuals with extensive health care 
backgrounds as physician assistants. The MEDEX 
program operates three didactic training sites. The 
Seattle site is targeted for students from western 
Washington and the Seattle-Tacoma urban area. The 
site in Yakima, Washington severs students from 
central/southeastern Washington, Alaska, and Wyo­
ming. The Spokane site was created to meet the needs 
of students from northeastern Washington, northern 
Idaho, and western Montana. The MEDEX program 
has clinical training sites in the State of Wyoming in 
Casper, Graybull, Cody, Sheridan, and Newcastle. 
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Wyoming Profile* Fiscal Year 1999 

Health Care Provider Resources WY u .. s. 
Active Primary Care Physicians 

(rate per 100,000 pop.), 1998 .................. 80.5 91.7 

Under-Represented Minority 
Physicians, 1998 (percent)....................... 3.0 i 2.0 

Physician Assistants (rate per 
100,000 pop.), 1999 ................................. 17.1 10.5 

Dentists (rate per 100,000 pop.), 
1998 .......................................... : ............... 49.9 55.0 

Selected Access Indicators 
Minority Population, 1998 
(percent) ................................................... 9.9 28.7 

Persons Without Access to a 
Primary Care Provider, 1996 
(percent) ................................................... 27.8 i 7.1 

Counties Designated as Primary 
Care HPSAs, 1999 (percent) ..................... 87.0 64.6 

Counties Designated as Dental 
HPSAs, 1999 (percent)............................. 4.3 26.9 

* Source for State profile information Is the most recent comprehen· 
sive state data available in the HRSA State Profiles Data Element. 

HRSA helped Wyoming meet these needs by funding a 
grant to train primary care providers and dentists totaling 
$88,070 in FY 1999. 

The program's goals (workforce diversity, general­
ist faculty, primary care training emphasis, curricu­
lar innovation, and generalist outcomes) are consis­
tent with the purposes of Title VII funding. The 
program's success in meeting these goals is evi­
denced by the placement of 80% of its graduates in 
primary care practice sites and the deployment of 
40% of the graduates in Federally defined medically 
underserved areas. Additionally, minority students typi­
cally comprise 25-30% of the class, although the mi­
nority population in the region is approximately 11 %. 

Definitions and Sources Used in State 
Profiles 

1. Active Primary Care Physicians: Number of 
Active Primary Care Physicians per 100, 000 popu­
lation in the year cited - All areas. 

Source: HRSA State Profiles. 

2. Under-represented Minority Physicians: Per­
cent of non-Asian and non-White Federal and 
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Non-Federal physicians in the State in the year 
cited. 
Source: HRSA's Bureau of Health Professions, 
1998 Unpublished data from the American Medi­
cal Association, Table 6A: Federal and Nonfederal 
Physicians by Race and State of Practice. 

3. Physician Assistants: Number of Physician As­
sistants per 100,000 population in the year cited. 
Source: Quality Resource Systems, Inc., 1999 
Area Resource File, Quality Resource Systems, Inc. 
Note: There is a 16% undercount in the sum of 
the States relative to the national total due to miss­
ing county information; if no county was reported, 
the data were only added to the national total but 
not to the State. 

4. Dentists: Number of dentists per 100,000 popu­
lation in the year cited. 
Source: HRSA State Profiles. 

5. Minority Population: The Minority Population 
is the sum of each of the racial minority groups 
and persons of Hispanic Origin divided by the to­
tal population in the year cited. 

Source Link: http://www.census.gov/population/ 
estimates/state/srh/srhus98. txt. 

6. Without Access to Primary Care Provider: 
The estimated number of people without access 
to a Primary Care Provider in the year cited. Cal­
culated at a ratio of 1 provider to 1,500 people, 
to produce the number of those remaining with-

99 

out access. Needs Assessment completed using the 
Bureau of Primary Health Care's BHCDANET. 

Source: HRSA's Bureau of Primary Health Care, 
1996 BPHC State Profiles 1996 (the "red book"), 
BPHC State .Profiles Office of Data, Evaluation, 
Analysis and Research I Office of Data Manage­
ment. 

7. Primary Care HPSAs: Percentage of counties 
in the State designated as Primary Care Health 
Care Professions Shortage Areas (HPSAs} as of 
the date cited, either entirely or in part. 

Source: HRSA's Bureau of Primary Health Care, 
1999 Uniform Data System, Unpublished data 
(data as of November 1, 1999). 

8. Dental HPSAs: Percentage of counties in the 
State designated as Dental Health Professional 
Shortage Areas (HPSA), either wholly or in part, 
as of the date cited. 

Source: HRSA's Bureau of Primary Health Care, 
1999 Uniform Data System, Unpublished data 
(data as of November 1, 1999). 

9. Grants to Train Primary Care Providers and 
Dentists: Number of active grants in a State dur­
ing the fiscal year cited (October 1 - September 
30) for programs to train primary care providers 
and dentists. Funding amount listed is total HRSA 
dollars awarded in a State during the fiscal year 
cited (October 1 - September 30) for programs to 
train primary care providers and dentists. 
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APPENDIX E: GLOSSARY 

AAMC: Association of American of Medical Colleges 

Access: "effective access to health care" has been 
defined as the timely use of personal health services to 
achieve the best possible health outcomes. 

Comprehensive Performance Monitoring System 
(CPMS): The reporting system established by the Bu­
reau of Health Professions to create a uniform moni­
toring system based on comparable outcome data pro­
duced by the Title VII, section 7 4 7 and Title VIII 
programs it funds. 

Cultural Competence: A set of knowledge-based and 
interpersonal skills that allows providers to understand, 
appreciate, and work with individuals of cultures other 
than their own. It includes awareness and acceptance 
of cultural differences; self-awareness; understanding 
the dynamics of difference; basic knowledge about the 
patient's culture; and adaptation of skills. 

Disadvantaged: An individual who (1) comes from 
an environment that has inhibited the individual from 
obtaining the knowledge, skill and abilities required to 
enroll in and graduate from a health professions school, 
or (2) comes from a family with an annual income be­
low a level based on low income thresholds according to 
family size published by the U.S. Bureau of the Census. 

Evidence-based Medicine (EBM): Evidence-based 
medicine is the conscientious, explicit and judicious use 
of current best evidence in making decisions about the 
care of individual patients. The practice of evidence­
based medicine means integrating individual clinical 
expertise with the best available external clinical evi­
dence from systematic research. 

GAO: General Accounting Organization 

General Dentistry: The fields of adult and pediatric 
dentistry devoted to caring for all common dental prob­
lems regardless of' age. General dentists complete a 
one-year residency in general dentistry after gradua­
tion from dental school. 

Government Performance and Results Act 
(GPRA): This 1994 legislation provided for a shift in 
government programs toward outcomes and compari-
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son of results to resources. It required that programs 
be evaluated on the basis of defined and measurable 
outcomes. 

Graduate Medical Education (GME): Graduate 
medical education (GME) is the second phase of physi­
cian education, preparing physicians for practice in a 
medical specialty. GME focuses on the development of 
clinical skills and professional competencies and on the 
acquisition of detailed factual knowledge in a medical 
specialty. This learning process prepares the physician 
for the independent practice of medicine in that specialty. 
The programs are based in hospitals or other health care 
institutions and, in most specialties, utilize both inpatient 
and ambulatory settings, reflecting the importance of 
care for adequate numbers of patients in the GME ex­
perience. GME programs, including Transitional Year 
programs, are usually called residency programs, and 
the physicians being educated in them, residents. 

GME is also used often to denote the complex system 
of payments used to support the residency education 
in medicine and certain other disciplines. The bulk of 
these funds come from the Medicare Trust Fund. Pay­
ments under this system consist of Direct Medical Edu­
cation payments, used to defray direct costs of training 
physicians and Indirect Medical Education payments 
that cover the added costs that teaching hospitals incur 
patient care by having residents in training. 

Health Professional Shortage Area (HPSA): Sec­
tion 332 of the Public Health Service Act provides that 
the Secretary of Health and Human Services shall des­
ignate health professional shortage areas, or HPSAs, 
based on criteria established by regulation. The HPSA 
criteria require three basic determinations for a geo­
graphic area request: (1) the geographic area involved 
must be rational for the delivery of health services; (2) 
a specified population-to-practitioner ratio represent­
ing shortage must be exceeded within the area; and (3) 
resources in contiguous areas must be shown to be 
overutilized, excessively distant, or otherwise inacces­
sible. 

Interdisciplinary/ Multidisciplinary Education: 
Programs that include collaboration among individuals 
from other disciplines, i.e., family medicine, pediatrics, 
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internal medicine, osteopathic medicine, physician as­
sistants, general/pediatric dentistry, nursing, and nurse­
practitioners in teaching and/ or providing primary care 
services. 

Institute of Medicine (IOM): The Institute of Medi­
cine is a private, non-profit organization established in 
1970 under the 1863 charter of the National Acad­
emy of Sciences. The role of the Institute of Medicine 
is to advise the nation on issues of health and medical 
policy. 

Medically Underserved Community (MUC): An 
urban or rural area or population that: (a) is eligible for 
designation under section 332 as a HPSA; (b) is eli­
gible to be served by a Migrant Health Center or Com­
munity Health Center under section 330; (c) has a short­
age of personal health services determined under criteria 
issued by the Secretary under section 1860 of the So­
cial Security Act; or (d) is designated by a State gover­
nor as a shortage area, or medically underserved com­
munity. 

OSCE/OSCI: Objective structured clinical examina­
tion/interview, an assessment method that assesses in 
a structured and objective manner an examinee's per­
formance of specified clinical tasks. Standardized pa­
tients are sometimes used to help carry out OSCEs. 

Primary Care: The provision of integrated, acces­
sible, health-care services by clinicians who are account­
able for addressing a large majority of personal health-
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care needs, developing a sustained partnership with 
patients, and practicing within the context of family 
and community. 

Primary Care Dentistry: For purposes of Title VII, 
section 7 4 7 primary care dentistry means general and 
pediatric dentistry as defined under general dentistry. 

Quality: 

• Doing the right thing, for the right patient, at the 
right time, with the right results. 

• Quality of care is the degree to which health ser­
vices for individuals and populations increase the 
likelihood of desired health outcomes and are con­
sistent with current professional knowledge. 

Standardized Patient (SP): An individual who has 
been trained to portray the history, physical findings, 
and affect of an actual patient in a standardized way on 
a repeated basis. SPs are used for both the teaching 
and the assessment of students. An SP may be an ac­
tual patient or may be an actor. 

Underrepresented Minorities: Racial and ethnic 
populations that are underrepresented in the health 
professions relative to their proportion of the popula­
tion involved, to include Blacks or African Americans, 
Hispanics or Latinos, American Indians and Alaska 
Natives, Native Hawaiians or other Pacific Islanders, 
and any Asians other than Chinese, Filipino, Japanese, 
Korean, Asian Indian or Thai. 
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