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Authority
The Advisory Committee on Training in Primary Care Medicine and Dentistry (ACTPCMD) is a
Federal advisory committee under the auspices of the Health Resources and Services
Administration (HRSA), an agency of the U.S. Department of Health and Human Services
(HHS). HRSA is the primary Federal agency for improving access to health care by
strengthening the health care workforce, building healthy communities, and achieving health
equity. The ACTPCMD is authorized by sections 222 and 749 of the Public Health Service Act
(PHSA) (42 U.S.C. §§ 271a, 749), as amended by section 5303 of the Patient Protection and
Affordable Care Act (ACA).
The ACTPCMD was established under the authority of section 748 of the 1998 Health
Professions Education Partnerships Act. The ACTPCMD provides advice and recommendations
on policy and program development to the Secretary of the U.S. Department of Health and
Human Services (Secretary) and is responsible for submitting an annual report to the Secretary
and to Congress concerning the activities under sections 747 and 748 of the PHSA, as amended.
Reports are submitted to the Committee on Health, Education, Labor, and Pensions of the Senate
and the Committee on Energy and Commerce of the House of Representatives. In addition, the
ACTPCMD develops, publishes, and implements performance measures and longitudinal
evaluations, as well as recommends appropriations levels for programs under Part C of Title VII
of the PHSA, as amended.
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Executive Summary
The role of primary care providers in public health is of paramount importance. They diagnose
and treat common medical and dental conditions, deliver preventive care, address chronic
conditions, and refer patients to specialists.
Despite their importance, the demand for primary care physicians is expected to outstrip future
supply. A 2020 report by the American Association of Medical Colleges projects a shortfall of
between 21,400 and 55,200 primary care physicians by 2033 (AAMC, 2020). Unfortunately, a
significant surge in physicians alone will not solve this shortage.
This is because in the U.S., primary care physicians are not distributed evenly across the country,
with fewer physicians providing care in rural and underserved areas (Bodenheimer & Pham,
2010). So how then, can the health care system ensure that more Americans can be provided with
both preventive care and effective treatments in the future? That is the principal subject matter of
this report.
One solution is to develop and implement innovations in primary care education and training to
address future provider shortages. Another approach is to develop community partnerships to
improve population health. Through the latter, providers can recognize and address factors that
can impact their patients’ health outside the walls of their offices—such as food insecurity,
safety, and housing—all of which can improve health outcomes for the community as a whole
when appropriately addressed (Cockerham et al., 2017). Yet another strategy is to train providers
in behavioral change strategies that can help their patients prevent chronic disease in the first
place or, for those who already have them, teach them to better manage their chronic disease.
Health disparities in the U.S. due to race and ethnicity have been the subject of many articles and
books. The issue of disparities was brought to the forefront in early 2020 when the World Health
Organization characterized COVID-19 as a pandemic. In the U.S. alone, cases ran into the
millions, and deaths, unfortunately, into the hundreds of thousands. National data resulting from
the pandemic shined a spotlight on issues related to race and disparity. Preliminary data showed
that African Americans and Latinos were three times more likely to contract COVID-19 than
Whites, and almost twice as likely to die from the disease (Wen & Sadeghi, 2020).
An article published in 2020 in the Journal of the American Medical Association proposed that
the disparities were due, in part, to the disproportionate burden of chronic conditions and
comorbidities in in racial/ethnic populations, including diabetes, cardiovascular disease, asthma,
obesity, and kidney disease (Hooper et al., 2020)—once again showing the importance of
diagnosing and managing chronic disease.
As a result of the pandemic, some state and local governments began to encourage social
distancing and limited gatherings. This presented a challenge for some patients who needed to
receive medical and dental treatment. As challenges often do, the pandemic created an
opportunity for the increased use of telehealth to reduce exposure to populations considered at
risk (Aziz et al 2020).
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Despite its importance and increased use during the pandemic, formalized telehealth training is
still not ubiquitous in American medical education, with only about a quarter of medical schools
having integrated telehealth training components in the preclinical phase of their curriculum
(Waseh & Dicker, 2019). There is hope, however, that an increased need for the use of telehealth
and potential changes in telehealth reimbursements could support increased training, which in
turn could further expand its use to serve rural and underserved populations.
Based on these findings and other research, the 17th report of the Advisory Committee on
Training in Primary Care Medicine and Dentistry proposes the five recommendations below for
the Secretary and Congress. The rationale for each of these recommendations is discussed, more
in depth, in the following sections of the report.
ACTPCMD Recommendations
Recommendation 1
Support the incorporation of community-based resources and partnerships into community-based
primary care education and training for students, trainees, faculty, and practitioners.
Recommendation 2
Support longitudinal community-based primary care education and training for students, trainees,
and faculty.
Recommendation 3
Provide funding to support innovative primary care programs that educate and provide training,
incorporating evidence-based behavior change strategies that improve chronic disease prevention
and management across oral health and primary care.
Recommendation 4
Support faculty development designed to facilitate the education of students, trainees, and
primary care providers using innovative methods in addressing population health and managing
chronic disease. Support the education and training of students and trainees in addressing
population health and managing chronic disease.
Recommendation 5
Provide funding to support programs that provide innovative education and training, including
telehealth. Also provide funding to support programs that provide education and training in
telehealth as well as other virtual health technologies.
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Background
The role of primary care providers in public health is of paramount importance. They diagnose
and treat common medical and dental conditions, deliver preventive care, address chronic
conditions, and refer patients to specialists.
Despite their importance, the demand for primary care physicians is expected to outstrip their
future supply. A 2020 report by the American Association of Medical Colleges projects a
shortfall of between 21,400 and 55,200 primary care physicians by 2033 (AAMC, 2020).
Unfortunately, a significant surge in physicians and other providers alone will not solve a
nationwide shortage. This is because in the U.S., primary care providers are not distributed
evenly across the country, with fewer physicians providing care in rural and other underserved
areas (Bodenheimer & Pham, 2010).
Health Professional Shortage Areas (HPSA) are areas, population groups, and facilities
experiencing a shortage of health care professionals. HRSA estimates that over 79 million
individuals in the U.S. live in a HPSA area with a shortage of primary care providers (HRSA,
2020).
The challenges of provider shortages and maldistribution, among others, has led to the
development of alternative educational and training strategies to help ameliorate these problems
and increase public health, which is the primary subject of this report.
Definition of Primary Care Provider
For the purpose of this report, a primary care provider is defined broadly and includes
physicians, dentists, dental hygienists, nurses, physician assistants, nurse practitioners,
behavioral health professionals, and other similar health care providers.

The Importance of Community-Based Primary Care Education and Training
In 2013, the American Academy of Family Physicians published research showing that 56% of
family medicine graduates practice within 100 miles from where they completed their training
(American Academy of Family Physicians [AAFP], 2013). Moreover, 39% of them practice
within 25 miles of their residency training and 19% stay within 5 miles of their training program
(AAFP, 2013).
Given these data, it makes sense to support training models that operate where primary care
providers are most needed—such as in rural areas and areas where underserved populations live
(AAFP, 2013). One approach that has shown promise is the community-based primary care
education model. Using this model, primary care trainees obtain their training by being placed
alongside other providers that practice in the community, such as small practices or community
clinics.
Unlike the hospital setting, trainees in a community-based milieu are exposed to patients
managing illness in a family, social, and community context (Kelly et al., 2014). This type of
ACTPCMD 17th Report
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training supports meaningful learning experiences and a social context for learning (Kelly et al.,
2014). Trainees also gain a continuous insight into the lives and communities they serve and
therefore obtain better awareness of the challenges their patients face (Kelly et al., 2014). This
allows trainees to better understand factors other than disease that might impact the health of
their patients, such as the social determinants of health (living/work conditions, housing
adequacy, food insecurity, and other factors) (Claramita et al. 2019).
Community-based educational models also have shown to have a positive effect in dentistry
training (Piskorowski et al. 2011). For instance, the University of Michigan School of Dentistry
has extended training beyond school walls to expose students to the needs of underserved
populations. Since 2000, the school has partnered with more than 27 community clinics to
improve oral health (Piskorowski et al. 2011).
Through this program, students spend at least 10 weeks living and working in the community,
which helps them gain a better understanding of the patients’ unmet needs. As of 2011, a total of
58,652 patients had been treated with students performing 121,769 dental procedures at
community clinics (Piskorowski et al. 2011). A subsequent study has shown that communitybased dentistry programs lasting more than eight weeks may increase the likelihood of students
selecting a community dental career path as their first career choice (Piskorowski et al. 2012).
Longitudinal Community-Based Training Programs
Clinical block rotations typically involve short placements (e.g., 4-8 weeks) through various
specialties in either hospital or general practice settings (Thistlehwaite et al., 2013). This
generally results in short-term encounters with patients, primarily for acute care. Longitudinal
continuity of care programs, in contrast, tend to be significantly longer. Studies show that
longitudinal programs can vary in length from half a day per week for six months, to full-time
involvement for 12 or more months (Thistlehwaite et al. 2013).
Although not strictly the same, longitudinal care is sometimes referred to as continuity of care.
The American Academy of Family Physicians defines continuity of care as “the process by
which the patient and his/her physician-led care team are cooperatively involved in ongoing
health care management…Continuity of care is rooted in a long-term patient-physician
partnership in which the physician knows the patient’s history from experience and can integrate
new information and decisions from a whole-person perspective efficiently without extensive
investigation or record review.” (AAFP, n.d.).
Longitudinal programs offer the opportunity for student learning in health promotion and disease
prevention and help demonstrate the value of managing chronically-ill patients (Thistlehwaite et
al. 2013). These programs help highlight the importance of life perspective, family dynamics,
and the patient’s social context.
Longitudinal programs are also important because some studies have shown that longitudinal,
multifaceted programs are more effective than isolated modules or clerkships in increasing the
number of students choosing primary care specialties (Pfarrwaller et al., 2015). An example of a
longitudinal community-based training program is the Neighborhood Health Education Learning
Program (NeighborhoodHELP) implemented by Florida International University. The program
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targets underserved households in Miami Dade County and includes students from various
disciplines including nursing, medicine, and social work. It may also include students from the
law school to address a client’s legal issues, the education school to provide tutoring and career
advice, and behavioral staff to provide counseling when needed (Greer et al., 2018).
Through the program, a specialist conducts an assessment of the household’s needs and
strengths. Following the assessment, a holistic care plan is created to address both social and
medical needs by a student team. Students then provide direct services (e.g., health services,
helping with food stamp applications) through home visits and a mobile health center. A
minimum of three follow-up visits are conducted per household, with students assessing and
reflecting on their efforts. Over the past six years, nearly 1,500 students have conducted close to
7,500 home visits (Greer et al., 2018).
Programs such as NeighborhoodHELP and the community initiative by The University of
Michigan School of Dentistry emphasize how partnerships between communities and schools
can be mutually beneficial and how they can influence providers to practice in areas where a
need exists.

Chronic Disease Prevention and Management
Chronic Disease in the United States
The Center for Disease Control and Prevention (CDC) defines a chronic disease as a condition
lasting a year or more that requires ongoing medical attention, limits activities of daily living, or
both (CDC, 2019a). Examples of common chronic diseases include diabetes, high blood
pressure, arthritis, depression, cancer, and asthma.
Chronic diseases are common in the U.S. population, with six in ten American adults having one
(CDC, 2019b). In addition to the physical and emotional toll on patients and families, chronic
diseases also lead to significant health care costs. Of the $3.5 trillion annual health care
expenditures in the U.S., 90% are for people with chronic and mental health conditions (CDC,
2019a).
Many chronic diseases have been found to be linked to behaviors such as substance use (e.g.,
tobacco and excessive alcohol use), poor nutrition, and lack of exercise (CDC 2019a). Because
these behaviors can be modifiable, some chronic diseases are avoidable or better managed
through patient education and behavioral change strategies.
In this arena, all health care providers can play an important role. Studies show that 40% of all
primary care visits focus on chronic illness (Searight, 2018). Also, because primary care
providers and dentists are typically an individual’s first point of contact within the health care
system, it creates a natural opportunity for patient education.
The Role of Primary Care Providers in Preventing and Managing Chronic Conditions
Primary care providers can significantly impact behaviors that lead to better health outcomes.
Studies show that states with higher ratios of primary care physicians to patients have better
health outcomes, including lower rates of all causes of mortality (Starfield et al., 2005). States
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with higher ratios of providers also have lower smoking rates and less obesity (Starfield et al.,
2005). In addition to better health outcomes, the supply of primary care providers is also
associated with lower health care costs (Starfield et al., 2005).
Screening for chronic diseases has traditionally been the role of physicians, nurses, and physician
assistants—but dentists, social workers, behavioral professionals, and other providers can also
play an important role in preventing and managing chronic disease. Oral examinations can help
detect various health problems including nutritional deficiencies, immune disorders, microbial
infections, and some cancers (Institute of Medicine, 2011). Studies have also found an
association between chronic oral infections and stroke, premature births, low birth weight, heart
disease, lung disease (U.S. Department of Health and Human Services, 2020).
Dentists and hygienists can therefore play a key role in screening, prevention, and management
of chronic disease as well as substance use disorders, similar to the valuable role of oral
assessments by non-dental primary care providers. Integrated care delivery models, which bridge
dentistry and medicine, can be particularly helpful in improving patient outcomes for diseases
such as diabetes (Glurich et al., 2018).
Behavioral health and physical health are also interlinked. Therefore, behavioral professionals—
in addition to screening for certain types of chronic mental illness—should consider screening
for chronic physical health conditions as well (The Healthier Washington Collaboration Portal,
n.d.b). For instance, individuals experiencing mental illness or substance use disorder have a
greater risk for developing a chronic health condition (The Healthier Washington Collaboration
Portal, n.d.a). In addition, individuals with depression and schizophrenia are susceptible to
developing type 2 diabetes (The Healthier Washington Collaboration Portal, n.d.b).
Frequent use of various substances, such as alcohol, heroin, and methamphetamines can lead to
increased risk for cardiovascular diseases (The Healthier Washington Collaboration Portal,
n.d.b). And studies show that some individuals with mental illness may be less able to manage
their chronic disease (The Healthier Washington Collaboration Portal, n.d.b). Therefore, because
chronic conditions can span many disciplines, their screening, diagnosis, and management
should be a “team sport” involving providers from various disciplines.
Barriers to Counseling Patients on Chronic Disease Prevention
Despite the importance of patient counseling to prevent chronic disease, primary care providers
do not always feel comfortable counseling patients. A meta-analysis of 35 studies by RubioValera et al. (2014) found that barriers encountered by primary care providers in offering health
promotion and preventive services include a lack of confidence in the provider’s communication
abilities, high workload levels, and a lack of knowledge about referral resources.
A separate meta-analysis of behavioral change interventions by health care professionals found
other barriers in delivering such interventions including: lacking the resources to facilitate
behavioral change, lacking confidence in the ability to facilitate positive behavioral changes in
the patient, a perceived lack of time to deliver the behavioral change intervention, and lacking
behavioral change training (Keyworth, 2020). With respect to the latter, one survey showed that
only between 31% and 56% of primary care physicians rated themselves as having “significant
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expertise” in counseling related to diet, smoking, weight management, and alcohol use (Searight,
2018).
Conversely, studies show the existence of enablers to delivering behavioral change interventions.
These include appropriate training, working in an environment perceived to be conducive to
delivering interventions, and having the right skillset to deliver the interventions (Keyworth,
2020).
Interprofessional Education/Training and Chronic Disease Prevention/Management
As previously discussed, the prevention and management of chronic diseases does not fall into
the realm of solely one profession. Involving various providers is therefore optimal for ensuring
an individual’s overall health. However, both education and practice are often isolated by
profession in the American health care system. This can be remediated through interprofessional
education and training, where two or more professions learn from each other to improve health
outcomes (Dolce et al., 2014).
Various initiatives have been developed to support interprofessional education and training. For
example, the Smiles for Life: A National Oral Health Curriculum, is an online, modular
curriculum for integration into existing undergraduate and graduate courses across the health
sciences (Dolce et al., 2014). This free curriculum, which is endorsed by 20 national
organizations, includes eight 60-minute courses covering core areas of oral health which are
relevant to medical clinicians.
In the area of behavioral health, the National Center for Integrated Behavioral Health (NCIBH)
at the University of Pennsylvania’s Perelman School of Medicine has as its mission to “prepare
primary care clinicians with the expertise and leadership for integrated behavioral health care.”
(University of Pennsylvania Perelman School of Medicine, n.d.). Primary care providers are
often the first point of contact for patients and can help identify and respond to mental health and
substance use disorders. However, current education programs do not always train clinicians in
evidence-based practices in these areas. Supported by HRSA, The NCIBH aims to “Identify and
disseminate best practices of scalable inter-professional integrated behavioral health training in
primary care … [and] enable implementation of integrated behavioral health training and
practice models in primary care…” (University of Pennsylvania Perelman School of Medicine,
n.d.). Programs such as these can help train providers to better diagnose and manage certain
chronic conditions.
At Harvard University the Center for Integration of Primary Care and Oral Health
(CIPCOH) serves as a “national resource to consolidate the evidence base for systems-level oral
health integration into primary care training.” (Harvard University, n.d.). CIPCOH is a resource
of research on oral health integration into primary care training. It also supports the development
of community of practice plans to support the integration of oral health into primary care training
and delivery (Harvard University, n.d.).
While interprofessional education is not currently the norm in the American health care
educational system, initiatives such as these can help to improve and promote interprofessional
training to improve health outcomes for chronic and other diseases.
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Exemplary Training Programs
Americans in Motion—Healthy Interventions
The Americans in Motion—Healthy Interventions (AIM-HI) is a program developed by the
American Academy of Family Physicians. It uses evidence-based strategies to assist primary
care providers in the delivery of patient fitness interventions in three domains: physical activity,
healthy eating, and emotional well-being. AIM-HI uses three tools: 1) a fitness inventory (to
assess level of physical activity, nutrition and emotional well-being, as well as readiness for
change), 2) a fitness prescription (to record simple and measurable fitness goals), and 3) a food
and activity journal (where patients recorded what they ate, how they felt, and what they did to
be active) (McAndrews et al., 2011).
Rather than “lecturing” patients on the importance of physical activity, the program uses
motivational interviewing techniques for behavioral change as well as the evidence-based
“stages of change” model (pre-contemplation, contemplation, preparation, and action). After an
initial assessment is made, the physician helps patients to set small, reasonable goals for change.
This is important since small, incremental changes are more likely to be successful than an “allor-nothing” approach. A study of the AIM-HI program involving 21 family practices and 610
patients found that 17.8% of the patients lost 10 pounds or more from baseline to 10 months
(McAndrews et al., 2011). Also, the number of patients self-reporting physical activity of 20
minutes, three times a week increased by 10.1% from baseline to 10 months (McAndrews et al.,
2011).
Know the R.I.S.K.
Know the R.I.S.K. is an educational intervention involving 121 residents from various programs,
including family medicine and dentistry. The purpose of the intervention is to train residents on
screening, brief intervention, and referral to treatment (SBIRT)—a comprehensive and integrated
public health approach to the delivery of early intervention and treatment services for substance
use disorders (Marshall et al. 2012). This approach has been shown to reduce substance use
consumption. The intervention was incorporated as part of the resident’s core curriculum and
includes the following: a lecture introducing SBIRT, six self-directed training modules, five
documented patient interventions, and a 30-minute clinical skills examination (Marshall et al.
2012). Residents received a pre- and post-test to assess changes in measurable outcomes.
Results of the intervention showed an increase in the residents’ confidence and readiness in
applying the SBIRT approach. Residents also rated themselves readier and more confident in
addressing a patient’s substance use issues. In addition, residents believed that the training was
beneficial for providing care to patients who are at risk for substance use disorders. Overall,
residents believed that SBIRT training allowed them to make a difference in their patient’s
substance use (Marshall et al. 2012).
Programs that incorporate evidence-based behavioral change strategies such as Americans in
Motion—Healthy Interventions and Know the R.I.S.K. are important because they can help
shape patient behavior to prevent disease or to help better manage chronic disease. This, in turn,
can help reduce costs for the health care system as a whole.
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Population Health Education and Training
Population Health
The American Academy of Family Physicians defines population health as “the health outcomes
of a group of individuals, including the distribution of such outcomes within the group.” (AAFP,
2015). The traditional training model for primary care providers focuses on solving a clinical
problem presented by a single individual (Wood & Grumbach, 2019). While individual care
continues to be of great importance, there is now a shift to also consider the health of groups of
individuals. Such efforts include helping to promote healthy communities as well as efforts
towards keeping patients healthy for as long as possible (Wood & Grumbach, 2019).
In a summary of analyses and policies regarding the relationship between primary care practice
and population health, Wood & Grumbach (2019) state that a common element in recommended
health care system reforms is the recognition that “individual health is inseparable from the
health of the larger community, which ultimately determines the overall health of the nation.”
Social Determinants of Health
Research shows that a patient’s environment and social needs can have a marked effect on their
health. The conditions under which people are “born, grow, live, work, and age” can account for
as much as 55% of their health outcomes (AAFP, 2018). These conditions—often called the
social determinants of health—can include factors such as poverty, lack of community resources,
racism, and income inequality (AAFP, 2018). For example, poorer neighborhoods see higher
rates of obesity—likely due to lack of access to safe places to exercise and barriers to access
healthy foods (LexisNexis, 2017).
Most importantly, studies show that the effects of social determinants of health can extend to
chronic diseases such as cardiovascular disease, Type 2 diabetes, cancers, pulmonary diseases,
and other conditions (Cockerham et al., 2017). In fact, social factors can at times initiate the onset
of the pathology, thus serving as a cause for various chronic diseases (Cockerham et al., 2017).
Social determinants of health also impact oral health. For example, the ability to access oral
health care is associated with “gender, age, education level, income, race and ethnicity, access to
medical insurance, and geographic location.” (U.S. Department of Health and Human Services,
2020). According to the American Academy of Pediatric Dentistry (AAPD), other social
determinants of health include household food insecurity, which can make the purchase of
healthy foods more difficult (AAPD, 2020).
Given their impact on chronic disease and other important health outcomes, it follows that
primary care providers and dentists should address the social and environmental determinants of
health in addition to treating the patient’s initial clinical complaint (Wood & Grumbach, 2019).
The American Academy of Family Physicians recommends that “family physicians consider the
factors beyond the walls of their practice that influence their patients’ health … [including] the
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social and physical environments in which their patients live and work in order to effectively
improve health outcomes.” (AAFP, 2015).
In addition to physicians, other health care providers can assist in addressing a patient’s social
determinants of health. In a recent survey conducted in 14 clinical centers of 258 providers—
including physicians, nurses, case managers, social workers, and pharmacists—a total of 84% of
the respondents “agreed” or “strongly agreed” that screening for social needs should be a
standard part of clinical care. Also, 95% “agreed” or “strongly agreed” that such information
could be used to improve the patient’s care (Schickedanz et al., 2019). In order to train future
clinicians, faculty in various disciplines need appropriate professional development to teach
social determinants of health to their students and incorporate into the curriculum.
Population Health Programs and Faculty Development
Although the concept of population health has been around for a while, the emergence of
population health as department-level initiatives in academic medical centers is relatively recent
(Gourevitch, 2019). One of the ways to address the health of populations is to educate
prospective clinicians on the social determinants of health. This presumes the incorporation of
social determinants of health in the curricula and the provision of faculty development on the
subject matter.
Several perceived barriers have been identified to teaching social determinants of health. These
include: general resistance to curriculum change, the content not being relevant to licensing
exams, lack of dedicated time for teaching social determinants of health, faculty lack of
knowledge and skills regarding social determinants of health, and a lack of faculty development
opportunities (Lewis et al., 2020). An electronic survey of 29 American medical schools also
identified additional barriers including: lack of expertise in curricular development surrounding
social determinants of health and a lack of identified experiential learning opportunities (Lewis
et al., 2020).
A literature search did not reveal any significant model programs for faculty development in
social determinants of health. Therefore, there is a need to incentivize programs that conduct
research on best practices on faculty development in population health for various disciplines
including physicians, nurses, physician assistants, social workers, case workers, navigators,
pharmacists, dentists, dental hygienists, and behavioral health professionals.
While significant models could not be identified, there have been some efforts in faculty
development, such as a one-day retreat for 134 faculty representing 56 training programs and 20
disciplines (Martinez et al, 2020). The training was developed by the Zucker School of Medicine
at Hofstra/Northwell and focused on five objectives, to: 1) engage educational leadership in
identifying learning variables that affect trainees’ exposure to social determinants of health, 2)
illustrate the effects of social determinants of health, 3) demonstrate methods used to screen for
social determinants of health, 4) describe educational approaches to teaching social determinants
of health, and 5) participate in best practices that will provide educational innovations to support
graduate medical education in addressing social determinants of health (Martinez et al, 2020). A
survey three months post-training revealed that 23% of participants reported making a change to
their curriculum or clinical workflows.
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Education and Training on the Social Determinants of Health
A 2017 survey of 5,000 active members of the American Academy of Family Physicians showed
that providers want to help patients address the social determinants of health they encounter but
have been stymied by barriers such as time and staffing (AAFP, 2017). In addition, 75% of those
surveyed agreed they should advocate for public policies that address social determinants of
health but 56% feel unable to provide solutions to their patients (AAFP, 2017). Furthermore, the
time spent with patients to locate sources of food, housing, or to address other social
determinants of health is not always reimbursable.
Obtaining a patient’s thorough history is a core task in primary care practice, but evidence
suggests that providers do not always ask patients about important social factors, such as food
insecurity (Wood & Grumbach, 2019). Using structured screening tools for social determinants
of health might help some practices to better address these determinants during the patient’s
initial visit (Wood & Grumbach, 2019).
To address some of these issues, the AAFP has developed The EveryONE Project Toolkit, which
can be used by both practitioners and trainees. The toolkit includes a validated screening tool to
help providers recognize and respond to social determinants of health. It also includes resources
and tools to help physicians plan next steps and address a patient’s needs (AAFP, 2018).
The toolkit’s Social Needs Screening Tool allows providers to evaluate patients on the following
social needs: housing, food, transportation, utilities, child care, employment, education, finances,
and personal safety. Following screening, providers can use the AAFP’s Neighborhood
Navigator tool to identify community resources that can help meet their patients’ needs. The
Neighborhood Navigator is an online resource that can be used at point of care and lists more
than 40,000 social services by zip code, including food, housing, legal aid, employment aid,
transportation, and other services. The Neighborhood Navigator also allows providers to connect
patients to community resources by logging in a referral.
Implicit Bias, Structural Racism, and Health Outcomes
Attitudes and behaviors by primary care providers can contribute to both health disparities (Hall
et al., 2015) and outcomes. Despite the increase in scientific advances and treatments, overall
health care outcomes are not the same for all racial/ethnic groups in the U.S. Disparities still
exist with respect to mortality, disease incidence/prevalence, quality of care received, and life
expectancy (Hall et al., 2015).
The recent COVID-19 pandemic has shined a spotlight on issues related to health disparities.
National data from the pandemic showed that African Americans and Latinos were three times
more likely to contract COVID-19 than Whites, and almost twice as likely to die from the
disease (Wen & Sadeghi, 2020).
A provider’s bias can contribute to health disparities. Studies show that prejudicial attitudes (or
bias) towards others can be either explicit or implicit. Implicit bias exists outside of conscious
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awareness and is difficult to acknowledge/control (Hall et al., 2015). Studies show that health
care providers show the same level of implicit bias as the population at large (FitzGerald &
Hurst, 2017).
One study showed that some White providers viewed African American patients as “less
intelligent, less able to adhere to treatment regimens, and more likely to engage in risky
behaviors than their White counterparts.” (Hall et al., 2015). The same study found that Hispanic
patients were viewed by some providers as “unlikely to accept responsibility for their care and
more likely to be noncompliant with treatment recommendations.” (Hall et al., 2015). Other
studies have shown a link between provider bias and patient health outcomes (Hall et al., 2015).
Educational interventions can reduce bias in students by making them aware of their implicit bias
and providing strategies to reduce implicit associations (Zestcott et al., 2016). Research shows
that having providers take a bias test along with feedback was a predictor to decreasing implicit
bias (Zestcott et al., 2016). Other strategies to control automatic responses in stigmatized patients
include “affirming egalitarian goals, seeking common-group identities, perspective talking, and
individuation via counter-stereotyping.” (Zestcott et al., 2016). If the goal is to provide equal
care to a community or population, educational interventions on students to reduce implicit bias
should be part of the educational strategy for providers moving forward.
In addition to implicit bias, structural racism can also impact health outcomes. Racism operates
at various levels, from the individual to the structural. Structural racism has been defined as the
“macrolevel systems, social forces, institutions, ideologies, and processes that interact with one
another to generate and reinforce inequities among racial and ethnic groups.” (Gee & Ford,
2011). Structural racism is important, because it can have a downstream effect on social
determinants of health.
For example, structural determinants include social policies (e.g., housing), public policies (e.g.,
nutrition), macroeconomic policies, and societal values which, in turn, can impact social class,
economic position, education, occupation, and income (Sullivan & Thakur, 2020). These factors
can then influence social determinants of health such as housing quality, neighborhood
safety/green space, community violence, and other determinants (Sullivan & Thakur, 2020).
In the health care arena, one of the first steps to confront structural racism is acknowledging its
existence and taking steps to remediate it through education and practice. Curricula to address
structural racism already exist, including the following peer-reviewed, interdisciplinary
curricula: Structural Competency: Curriculum for Medical Students, Residents, and
Interprofessional Teams on the Structural Factors that Produce Health Disparities (Neff et al,
2020) and Health Equity Rounds: An Interdisciplinary Case Conference to Address Implicit Bias
and Structural Racism for Faculty and Trainees (Perdomo et al., 2019). These curricula include
facilitator guidelines, training slides, reading lists, handouts, and evaluation materials and are
accessible free of charge through MedEdPORTAL, an open-access journal of teaching and
learning resources in the health professions published by the Association of American Medical
Colleges.
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Innovative Educational Programs and Telehealth
Impact of Telehealth
HRSA defines telehealth as “the use of electronic information and telecommunications
technologies to support and promote long-distance clinical health care, patient and professional
health-related education, and public health and health administration.” (HRSA, 2020b).
Telehealth technologies can be used to support clinical care at a distance in various disciplines
including routine medical care, specialty care, behavioral health, and dentistry.
Various studies have shown the clinical effectiveness of telehealth. A review of 1,300 studies
involving interventions for five chronic conditions found that, in 99% of the studies, telehealth
interventions were equal or better than face-to-face interventions (Rambur et al., 2019).
A separate review of telehealth used for patients with heart failure, stroke, and chronic
obstructive pulmonary disease found reductions in hospital admissions/readmissions, length of
stay, and emergency department visits (Dinesen et al., 2016). In teledentistry, a comparative
study of 291 children, divided into two groups, found that the teledentistry examinations to
screen for early childhood caries were comparable to traditional, visual oral examinations
conducted in person (Kopycka-Kedzierawski & Billings, 2013).
In addition, telehealth can help rural patients access care without having to travel long distances.
For example, a telehealth program in a single rural Veterans Affairs hospital resulted in a
reduction of more than 820,000 travel miles by patients over a period of nine years (Waseh &
Dicker, 2019). Other studies have found that telehealth produces significant savings to the health
care system. A demonstration project involving chronically ill Medicare patients found that—
compared with a control group—patients using telehealth resulted in spending reductions of
$312-$542 per person, per quarter (Baker et al., 2011).
HRSA’s Office for the Advancement of Telehealth has spearheaded the promotion and support
of the use of telehealth technology through various funded projects. These projects have focused
on providing health care services to medically underserved populations and rural communities
(HRSA, 2018). The projects provide telehealth services in various areas, including medical care,
dentistry, and behavioral health (HRSA, 2018).
Telehealth Education and Training
In 2016, the American Medical Association released a statement recognizing that formalized
telemedicine training is not offered widely to physicians in training (AMA, 2016). As a result,
the organization has developed a policy encouraging accrediting bodies to include core
competencies for telemedicine into their programs (AMA, 2016). Similarly, the National
Organization of Nurse Practitioner Faculties has released a statement in support of incorporating
telehealth in the education of nurse practitioners (NONPF, 2018).
Despite the push to educate providers, formalized telehealth training is still not ubiquitous in
American medical education. A recent article showed that only about a quarter of medical
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schools had integrated telehealth training components in the preclinical phase of their
curriculum, while only half had done so in the clerkship phase (Waseh & Dicker, 2019).
In addition, a large disparity exists in the implementation rates of telehealth curricula throughout
the nation (Waseh & Dicker, 2019). For instance, the majority of medical schools in California,
Pennsylvania, and Michigan—states which are home to 1 out of 7 medical schools nationwide—
have implemented some form of telehealth curricula (Waseh & Dicker, 2019). However, there
are various states in the county where medical schools offer no telehealth training as part of their
preclinical undergraduate medical curriculum including Nevada, Colorado, New Mexico, North
Dakota, Kansas, Oklahoma, Arkansas, Louisiana, Ohio, Wisconsin, Kentucky, Tennessee, and
North and South Carolina (Waseh & Dicker, 2019).
This is unfortunate as some of these states could benefit significantly from telehealth training due
to the large number of existing rural communities. These findings demonstrate a need for
undergraduate medical education to incorporate telemedicine competencies in medical school
curricula.
Telehealth and the COVID-19 Pandemic
On March 11, 2020 the World Health Organization characterized COVID-19 as a pandemic. In
the U.S. one of the first locations reporting a significant number of cases was New York City, so
much so that the governor declared a disaster emergency for the state on March 20, 2020. Shortly
thereafter, the state began encouraging social distancing and limited gatherings. This presented a
challenge for some patients who needed to receive medical and dental treatment.
On March 17, 2020 the Columbia University Irving Medical Care Center began to integrate
telehealth into prenatal care in response to the COVID-19 pandemic (Aziz et al 2020). Providers
were trained on the use of telehealth software through video tutorials and a user guide one week
prior to adoption (Aziz et al 2020). Patients were also assisted in the installation and use of
secure apps in their phones/tablets by staff either in person, via telephone, or by emailed
instructions (Aziz et al 2020).
Telehealth eliminated about half of in-person hospital visits for low-risk patients at the Columbia
University Irving Medical Care Center (Aziz et al 2020). It also reduced exposure of both
pregnant women and providers to COVID-19, while also decreasing the use of personal
protective equipment. The latter was especially useful due to reported equipment shortages. In
addition, the use of telehealth in dentistry during the pandemic allowed for safe and timely
patient triage, carrying out patient consultations, and monitoring treatment progress to help
decrease visits to burdened dental offices and hospitals (Ghai, 2020).
The large surge of use of telehealth during the COVID-19 pandemic was due in part to both an
increased patient demand for virtual visits to reduce the possibility of exposure to the virus as
well as the lifting of some barriers that had limited telehealth expansion in the past (Blue et al.,
2020). Both federal and state government response helped facilitate an expanded telehealth
implementation.
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Starting March 1, 2020, Medicare removed the requirement of limiting telehealth
reimbursements for beneficiaries receiving care at designated rural health centers, thereby
allowing telehealth use to extend significantly (Aziz et al 2020). This wavier also impacted
federal Medicaid and Children’s Health Insurance Programs, allowing telehealth visits to be
reimbursed at the same rate as in-person visits (Aziz et al 2020). The continuation of waivers
such as these after the pandemic could have a significant impact on the increased use of
telehealth in the future.
Exemplary Telehealth Program
Finger Lakes Community Health
Finger Lakes Community Health (FLCH) in Penn Yan, New York was established in 1989 and
currently serves 25,000 patients annually, including 9,000 migrant workers (Langelier et al.,
2016). FLCH is a Federally Qualified Health Center that provides dentistry and teledentistry
services both through its clinics and mobile dental programs to agricultural workers at housing
sites, Head Start centers, and school sites. FLCH operates in rural areas with few available dental
specialists. The dental team at FLCH includes 10 dentists (some full- and others part-time), 7
dental hygienists, and 15 dental assistants (Langelier et al., 2016).
Teledentistry services are offered only to children, most of which have serious dental decay.
Each patient is assigned a health worker/patient navigator. The navigators are cognizant of the
needs of the community and are trained in oral health. When needed, patients can be seen
remotely through the teledentistry program by a pediatric dentist in Rochester. To accomplish
this, the patient and family are located at a FLCH clinic where a dental hygienist manages the
intraoral camera. The pediatric specialist then appears on the monitor and the examination begins
with the hygienist manipulating the camera so the specialist can see views of various teeth
(Langelier et al., 2016).
To date, more than 534 children have received a teledentistry consultation and 94% have
completed their dental treatment plan (Langelier et al., 2016). Prior to the teledentistry program,
the waiting time for a child to obtain surgical services at Rochester was 9 months, while now it is
only 3 to 4 weeks (Langelier et al., 2016). Because of the program, the practice of medicine and
dentistry has changed at FLCH with more frequent communication between primary care
providers, general dentists, and specialists, which ultimately benefits the patient (Langelier et al.,
2016).

Summary
While a shortage of primary care providers may be inevitable in the future, a resilient health care
system—along with innovations in primary care education and training—can help create
strategies to address such shortages and improve the health of Americans.
Research shows that providers tend to practice where they trained, and longitudinal communitybased training models can be a useful strategy to both meet the needs of the community and
increase the number of providers where shortages exist.
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Training providers on the use of evidence-based strategies to prevent and manage chronic
disease is another way to move towards a healthier population. Also, by training providers,
faculty, and staff on the social determinants of health, implicit bias, and structural racism as well
as fostering partnerships with community resources, it can help providers to consider factors
beyond their office walls that impact their patients’ health.
During the past two decades, there has been an explosion of technology and communications
devices for the general public. Nonetheless, provider education is still catching up on training
providers on the use of telehealth systems. Events such as the COVID-19 pandemic have
propelled the use of telehealth as a means to service patients who would like to limit their risk of
infection while consulting a doctor. This may further incentivize use and reimbursement of such
technologies, which can also be used to service patients in areas where shortages of providers
exist.
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List of Acronyms and Abbreviations

AAFP

American Academy of Family Physicians

ACTPCMD

Advisory Committee on Training in Primary Care Medicine and Dentistry

AMA

American Medical Association

CDC

Center for Disease Control and Prevention

COVID-19

Coronavirus Disease

HHS

U.S. Department of Health and Human Services

HPSA

Health Professional Shortage Areas

HRSA

Health Resources and Services Administration

SBIRT

Screening, Brief Intervention, and Referral to Treatment
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