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EXECUTIVE SUMMARY
Primary care is a critical tool to prevent illness and death and to improve equitable distri-
bution of health in populations. However, access to this important source of care is lack-
ing, especially for many underresourced groups, such as communities of color and in rural 
areas. In 1981, researchers Roy Penchansky and J. William Thomas developed a model that 
breaks down the concept of primary care access into five composite and interconnected 
dimensions: availability of primary care clinicians; accessibility of primary care services 
geographically; accommodation in terms of appointment availability and hours; affordability; 
and acceptability in terms of comfort and communication between patient and clinician. The 
authors of this report reviewed the research literature to assess the evidence supporting 
whether policy initiatives targeting primary care access in each of these five dimensions 
have been effective in reducing health care disparities. The policy initiatives we considered 
vary widely in terms of the decision makers best suited to implement them and therefore 
will require multi-sector collaborative solutions to improve access to primary care in under-
served areas. 

Availability
The United States is facing a significant shortage of primary care physicians. The first set of 
policy initiatives we reviewed is designed to increase and redistribute the supply of prima-
ry care physicians and nonphysician clinicians to address this problem. This section also 
includes an evaluation of efforts to increase workforce diversity; significant evidence shows 
that physicians from communities underrepresented in medicine are likely to practice in 
medically underserved areas. 

While many provider groups and researchers have argued that increasing payment for prima-
ry care services could incentivize more physicians to choose primary care professions, this 
review found that there is a dearth of evidence to support that claim. Nevertheless, some 
state-led efforts have successfully created more primary care residency spots in under-
served areas and diversified the physician workforce. Federal government student loan  
forgiveness programs incentivizing practice in underserved areas and grant-making pro-
grams supporting medical schools and health centers to develop and sustain recruitment 
and retention programs for primary care in underserved areas have also demonstrated some 
success, but the scale of these efforts have been insufficient to meet our nation’s workforce 
needs. 

Research shows that leveraging the skills of nonphysician clinicians by expanding their scope 
of practice could improve access, and more research is needed to evaluate the effects of 
transitioning to team-based care. 

Accessibility and Accommodation
To be successful, primary care services need to be embedded in the communities they serve. 
They must be responsive to their community’s needs. Researchers found that expansion 
of nonhospital clinic sites like federally qualified health centers (FQHCs) and school-based 
health centers can significantly improve access for both rural and urban underserved  

Collaborative Health Planning
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communities. The increase in government funding for the FQHC program has been one  
of the most effective primary care policy initiatives, but emerging evidence shows that  
newer sites have been less likely to open in the areas with the highest need. Although the  
school-based health center model has shown success over the past two decades, it needs  
significant community investment and institutional support in order to fully meet the needs 
of underresourced communities. This review further found that while retail clinics might be 
able to provide quick and convenient services for simple health issues without sacrificing 
quality, they are most likely today to be located in higher-income, lower-need communities 
and therefore less likely to improve access for communities that are most in need.

As a result of the COVID-19 pandemic, state and federal governments as well as physician 
practices have made significant investments in telehealth that are likely to change the 
landscape of access. Our review found that telehealth programs tailored to the needs of 
specific communities have been successful at making telehealth accessible to populations 
with lower levels of comfort with and access to technology. While FQHCs are able to meet the 
after-hours needs of the communities they serve, more research is needed to find ways to 
bring after-hours care to other kinds of clinical settings.

Affordability
Removing cost-related barriers to primary care is essential to ensuring access. Some evi-
dence suggests that making primary care available with low or no cost sharing can improve 
the utilization of these services, but administrative burdens, and in some cases, even en-
rollee pushback can act as significant barriers to the implementation of these solutions. For 
example, network adequacy requirements can be a tool to ensure that those covered under 
insurance have timely and affordable access to primary care physicians near them. However, 
current laws and regulations governing network adequacy may not be sufficient to meet this 
goal. 

Acceptability
One of the most challenging barriers to primary care access is that many individuals do  
not trust or feel comfortable engaging with the health care system. Interventions like  
practicing patient-centered communication and deploying community health workers  
show some promise in improving community trust and comfort, but this is an area where 
significantly more research is needed to develop the most effective programmatic and policy 
interventions. 

Conclusion
While the research literature suggests strong evidential support for several of the policy 
interventions discussed in this report, many of the most conceptually promising have been 
insufficiently studied to determine their effect on primary care access for underresourced 
communities. More research is needed before policymakers can effectively assess optimal 
and cost-effective approaches to expanding primary care access.
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INTRODUCTION
The Institute of Medicine defines primary care as “the provision of integrated, accessible 
health care services by clinicians who are accountable for addressing a large majority of 
personal health care needs, developing a sustained partnership with patients, and practicing 
in the context of family and community.”1 To achieve optimal health outcomes and patient 
experiences, the high-quality primary care must achieve what researchers have called four 
“cardinal functions,” or the 4 Cs. These are (1) first contact, meaning the patient goes to 
primary care first for each health care issue; (2) continuity, so the practitioner is delivering 
person-focused care over time; (3) comprehensiveness, or delivering whole-person care; and 
(4) coordination with other clinicians when patients have to be seen elsewhere.2 

It is hard to overstate the importance of primary care in ensuring robust health outcomes 
at the population level. Evidence shows that not only can primary care prevent illness and 
death,3 but it is also associated with more equitable distribution of health in populations.4 
Countries with strong primary care systems experience better health outcomes such as 
reduced unnecessary hospitalization and less socioeconomic inequality,5 as well as improved 
management of chronic diseases, than countries with weak primary care systems.6 The 
United States falls short on a number of indicators that demonstrate the strength of a na-
tion’s primary care system. For example, the United States experiences higher than average 
hospitalizations for conditions that are considered preventable with access to primary care 
compared to other similarly high-income countries.7 These hospitalizations and the number 
of premature deaths from preventable conditions are indicative of worse access to primary 
care in the United States than in other high-income countries. 

Further, in the past 20 years, primary care visits have dropped steeply,8,9 raising questions 
about whether these visits have been supplanted by new modalities like telehealth or retail 
clinics or whether people are simply forgoing vital care. The researchers studying this decline 
in primary care utilization have yet to answer these questions fully, but it is likely that a lack of 
access plays a significant role in it. Lack of access to primary care is especially a concern for 
underserved populations, primarily racial and ethnic minorities and rural populations.10

To strengthen a national primary care system, a threshold issue to consider is how to improve 
access. The federal government’s efforts in this regard primarily fall into two major cate-
gories: workforce-related initiatives and funding federally qualified health centers (FQHCs) 
located in medically underserved areas.11 Despite these efforts, less than half of the 81.5 
million people living in primary care health professional shortage areas (HPSAs) are having 
their needs met.12

This literature review examines the evidence for the effectiveness of a variety of policy initia-
tives that seek to improve access to primary care in the United States, with a specific focus 
on initiatives that improve access for underserved populations. Other researchers have thor-
oughly evaluated primary care initiatives to assess their impact on clinical quality, patient 
outcomes, and cost. Most notably, the National Academies of Sciences, Engineering, and 
Medicine (NASEM) produced a detailed 400-page report in June 2021 that discusses policies 
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that promote high-quality, person-centered, integrated primary care.13,14 Although the NASEM 
report makes some recommendations to ensure access, it leaves room for further evaluation 
of primary care–focused policy initiatives and the evidence of whether or not they improve 
access for underserved populations, specifically communities of color and those living in 
rural areas. 

The policy initiatives considered in this report vary widely in terms of the decision makers 
best suited to implement them. Federal policymakers, state policymakers, and private  
actors like medical schools, health systems, and physician practices can each play a vital  
role in bridging this access gap. For the next phase of our research, we will conduct city- or  
county-level case studies to evaluate the impact of these policy interventions.

METHODOLOGY
This literature review covers a wide range of English-language sources and perspectives 
that discuss, directly or indirectly, the issue of access to primary care in the United States 
and various initiatives to improve access for underserved populations. We gave preference 
to peer-reviewed articles, but when they were not available, we used gray literature such 
as issue briefs, fact sheets, and government reports. We prioritized studies published after 
2011, but when recent literature was unavailable, we went as far back as necessary to find a 
relevant study on the topic. 

We used a wide variety of search terms to account for the various dimensions of access, 
types of primary care clinicians, types of facilities and settings where primary care takes 
place, health disparities in access to primary care, and the effects of COVID-19 on primary 
care access. We conducted searches in databases such as PubMed and Google Scholar, as 
well as in individual journals such as Health Affairs and the Journal of the American Medical 
Association. We used the reference lists of our initial set of sources and lists of studies citing 
these sources to further expand our data sources. We also conducted searches for publica-
tions by think tanks and research institutions, including the Commonwealth Fund, the Kaiser 
Family Foundation, the Urban Institute, and the Robert Wood Johnson Foundation. 

There were some key limitations to the scope of this literature review. First, many of the  
policy initiatives we considered had no recent independent, peer-reviewed evaluations, and 
we were limited to using internal program evaluations and anecdotal evidence where avail-
able. When we were unable to find even internal or informal evaluations, we state that there 
is insufficient evidence. We were also unable to assess the sources cited for conflicts of 
interest, particularly in terms of funding for the studies cited.

Second, we adopted the definitions of primary care training, clinicians, settings, and practices 
as used by the various sources cited, potentially resulting in some variance and inconsistency 
across the report. For example, studies frequently combine statistics for family medicine, 
internal medicine, and pediatrics residency programs, which are generally all considered  
primary care residency programs, but fail to account for the many primary care residents 
who specialize and pursue non–primary care career paths.
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Third, the majority of the data reviewed about telehealth interventions was published before 
the COVID-19 pandemic, which forced a rapid evolution of the telehealth landscape and will 
most likely significantly change the shape of access. Although we discuss the potential for 
telehealth in this report, we were unable to fully account for the changes brought about by 
the pandemic and its effects on access. 

Finally, the vast majority of interventions we analyzed are based on a foundation of  
fee-for-service payment models. Many government and private payers are trying to shift 
practitioners away from fee-for-service payment and toward alternative financing models 
that reward efficiency and quality. Although there has been some movement toward these 
new models, health care remains mostly reliant on fee-for-service payment, especially for 
physicians.15 It is hard to predict when a broader shift might occur. If and when these alter-
native payment models are widely adopted, the landscape of primary care delivery is likely 
to change significantly, altering or making obsolete some of the initiatives suggested in this 
report.

Defining Health Disparities
For the purposes of this report, we use the definition of health disparities as outlined by the 
Health and Human Services Secretary’s Advisory Committee on National Health Promotion 
and Disease Prevention Objectives for 2020, which developed Healthy People 2020. Healthy 
People 2020 defines a health disparity as “a particular type of health difference that is closely 
linked with social, economic, and/or environmental disadvantage. Health disparities adverse-
ly affect groups of people who have systematically experienced greater obstacles to health 
[care] based on their racial or ethnic group; religion; socioeconomic status; gender; age; 
mental health; cognitive, sensory, or physical disability; sexual orientation or gender identity; 
geographic location; or other characteristics historically linked to discrimination or exclu-
sion.”16

Defining Access
In 1981, researchers Roy Penchansky and J. William Thomas developed a model that breaks 
down the concept of “access” into five composite and interconnected dimensions. Still in use 
today, these dimensions are:

• Availability, or the adequacy of the supply of clinicians.

• Accessibility, or the relationship between the location of health care services and the 
location of patients, which takes into account transportation barriers, travel time,  
distance, and cost.

• Accommodation, or how clinicians are set up to accept and see their patients, which 
takes into account hours of operation and appointment systems.

• Affordability, or the relationships among insurance status, out-of-pocket costs, and  
the ability to obtain health care services.

• Acceptability, or patients’ comfort with the clinicians available to them.17
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Improving access to primary care requires a focus on all five dimensions. For example, solely 
removing financial barriers will not improve access to primary care if no primary care clini-
cians are available nearby. Similarly, having clinicians available in underserved areas is  
insufficient if language barriers prevent the communities they serve from comfortably  
accessing their services.

In this report, we use Penchansky and Thomas’s five dimensions to organize the initiatives we 
evaluated. We expand some of the concepts in the original model and modify others to make 
room for recent developments in primary care, such as the use of telehealth services, and to 
better analyze policy solutions with respect to their impact on health disparities. Although a 
number of the initiatives discussed can be categorized under more than one dimension, we 
chose to present each initiative under the dimension we deemed most directly affected by it.

Further, we focus on initiatives that seek to expand access to underserved populations rather 
than initiatives that solely increase convenience for populations that already have adequate 
access to health care services, such as retail clinics that provide after-hours care in affluent 
neighborhoods.

A Note on Terminology
Given the evolving nature of the appropriateness of the terminology used to refer to the 
various subpopulations discussed in this report, we had to make some editorial decisions to 
ensure consistency while respecting the communities to which we refer. Where we referred 
to the findings from a specific study, we tried to use the same terminology as the study au-
thor as much as possible unless deemed unacceptable. Although we recognize that the term 
underserved might not be the universally accepted term for describing populations facing 
health disparities and a systemic lack of resources,18 given its ubiquity in the literature and 
use in federal designations like “medically underserved areas,”19 we continue to use the term 
to avoid confusion. 

THE	AVAILABILITY	PROBLEM:	SOLVING	THE	SHORTAGE	 
OF	PRIMARY	CARE	PHYSICIANS
Ensuring an adequate supply of primary care clinicians is the first dimension in the Penchan-
sky and Thomas model of access. Even as the total number of primary care physicians in the 
United States rose between 2005 and 2015, because of population size increases and larger 
numbers of primary care physicians moving away from rural areas, the average number of 
primary care physicians per 100,000 people fell from 46.6 to 41.4 in the same time period, 
with rural areas suffering the greatest losses.20 Approximately 209,000 primary care physi-
cians are practicing today.21 In a recent report, the Association of American Medical Colleges 
forecasted a potential total shortfall of at least 21,400 and up to 55,200 primary care physi-

In a recent report, the Association of American Medical Colleges forecasted a potential 
total shortfall of at least 21,400 and up to 55,200 primary care physicians by 2033.
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cians by 2033.22 A survey of FQHCs found that despite increased funding for these centers 
under the Affordable Care Act (ACA) and improved financial stability, 66% of health centers 
reported facing staffing shortages for funded primary care physician positions in 2018.23

The policy solutions in this section focus on ways to increase the numbers of the primary 
care workforce as well as ways to redistribute them for more equitable access. The first five 
policy solutions focus on primary care physician recruitment and retention, and the last two 
policy solutions consider the role nonphysician primary care practitioners can play in improv-
ing access for underserved populations.

Policy Solution: Encouraging the Selection of Primary Care as a  
Specialty by Increasing Payment for Primary Care Services 
Background
Increasing the supply of primary care physicians is strongly correlated with improvements in 
population health outcomes.24 A recent study of US population data between 2005 and 2015 
found that “every 10 additional primary care physicians per 100,000 population was associ-
ated with a 51.5-day increase in life expectancy.”25 The supply of primary care physicians is 
further associated with improved health outcomes for underserved communities. An analysis 
of 11 years of state-level data found that a greater supply of primary care physicians was 2.5 
times more likely to result in lower mortality in the African American population than in the 
white population.26

Since 2011, the number of US-trained medical students who choose primary care residencies 
has declined.27 A systematic review of curricular initiatives to promote primary care as a  
specialty choice showed that longitudinal primary care programs in medical schools are  
more effective than isolated modules and clerkships in attracting students to careers in  
primary care.28 Despite curricular and programmatic efforts to promote primary care to  
medical students, the lower income potential of a primary care career when compared to 
those of other specialties serves as a barrier.29

For those in medical school, the prospect of educational debt acts as another barrier to  
a career in primary care. One study found evidence demonstrating an “inverse relationship 
between the total level of educational debt and the intention to enter primary care.”30  
Primary care physicians are generally compensated more favorably than those in nonphy-
sician career tracks, but among physicians, specialists are likely to accrue about twice as 
much career wealth as primary care clinicians. A model developed by one study found that it 
would take increasing the pay of primary care clinicians by as much as 50% and decreasing 
the pay of cardiologists by a politically infeasible 20% to even come close to achieving pay 
parity between the two.31 However, as discussed later in the report, some attempts have  
been made to decrease this disparity.

A model developed by one study found that it would take increasing the pay of primary 
care clinicians by as much as 50% and decreasing the pay of cardiologists by a politically 
infeasible 20% to even come close to achieving pay parity between the two.
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State of the Evidence
Although research is limited on how changes in primary care reimbursement affect medical 
student specialty choice, the ACA created opportunities to examine how reimbursement in-
creases may impact primary care access. The ACA increased Medicaid reimbursement rates 
for primary care services to match Medicare rates in 2013 and 2014. This temporary bump 
resulted in a 73% average increase in Medicaid reimbursement for primary care services.32 
Congress failed to reauthorize the funding in 2014, but 19 states have continued to pay prima-
ry care clinicians higher Medicaid rates.33 

A 2015 report by the Medicaid and CHIP Payment Access Committee (MACPAC) found insuf-
ficient evidence of the fee bump’s impact on clinician participation and enrollee access.34 
While one study showed a 7.7% increase in available primary care appointments, with the 
largest increases occurring in states experiencing the biggest increases in reimbursement 
rates,35 another study found that the fee bump failed to incentivize more primary care  
clinicians to accept Medicaid patients.36

In 2020 the Centers for Medicare and Medicaid Services (CMS) substantially boosted Medi-
care reimbursement rates for primary care for the first time since the 1990s, while cutting 
rates for specialists.37 It is too soon to say whether this shift in reimbursement is having an 
impact on either beneficiary access or the specialization decisions of medical students.

Policy Solution: State-Level Efforts to Increase the Number of Primary 
Care Residencies, Particularly in Underserved Areas
Background
Each year the CMS provides funding through Medicare for hospitals to hire residents.38  
More than 20 years ago, the federal government imposed a cap on spending for graduate 
medical education, which has limited the number of medical residents.39 After the spending 
cap was imposed, specialist residencies increased by a larger percentage than primary care 
residencies.40 One study found that “[t]o eliminate projected shortages in 2035, primary care 
residency production must increase by 21%.”41 A US Government Accountability Office report 
identified four federal efforts to increase the number of primary care residencies, but found 
that the scale of these efforts was insufficient to meet projected primary care workforce 
needs.42 Absent sufficient federal action, some states have found ways to leverage Medicaid’s 
federal-state financing structure to direct funding to primary care residencies.43

The ACA increased Medicaid reimbursement rates for primary care services to match 
Medicare rates in 2013 and 2014. This temporary bump resulted in a 73% average increase 
in Medicaid reimbursement for primary care services.  

A 2015 report by the Medicaid and CHIP Payment Access Committee (MACPAC) found 
insufficient evidence of the fee bump’s impact on clinician participation and enrollee 
access.
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State of the Evidence
The evidence suggests these state-level programs are having a modest, but positive, impact. 
For example, New Mexico leveraged federal Medicaid funding and the regulations governing 
FQHCs to develop 10 additional primary care residencies in underserved locations across the 
state.44 Although this is a small number of residencies, it represents one of the few examples 
of state action in this area.

States have also stepped up to directly fund programs to support hospitals without  
residency programs develop and implement these programs. In 2013, the Texas legisla-
ture appropriated $14 million to create a planning and partnership grant program for this 
purpose.45 This funding was subsequently increased, and in 2017, the focus of the program 
shifted to support the establishment of new residency programs in primary care, specifically 
in rural areas.46 A 2019 report evaluating the program found that “since the state legislature 
committed to expanding GME [graduate medical education] in Texas, almost 400 new first-
year residency positions have been created, and 13 new residency programs have been es-
tablished.”47 Georgia established a similar program, offering to reimburse 50% of the start-up 
costs of establishing a new residency program and applying for accreditation, with a specific 
focus on primary care and general surgery programs, particularly in geographic areas lacking 
existing programs.48 Georgia is projected to increase its residency positions by 47% between 
2013 and 2025.49 As of 2018, 64% of the new positions in Georgia were located in federally 
designated HPSAs.50 

Policy Solution: Using Public Policy and Financing to Diversify  
the Physician Workforce
Background
In addition to generally increasing the number of primary care physicians to boost access, 
evidence suggests recruiting racial and ethnic minority students can reduce racial and ethnic 
disparities in primary care access. An analysis of data collected between 1980 and 2010 on 
physician specialty choice showed that certain racial and ethnic minority physicians were 
more likely to practice primary care than white physicians.51 Further, racial and ethnic  
minority physicians were more likely to practice in impoverished areas, those designated  
by the federal government as medically underserved or experiencing health professional 

States have also stepped up to directly fund programs to support hospitals without  
residency programs develop and implement these programs.

Racial and ethnic minority physicians were more likely to practice in impoverished areas, 
those designated by the federal government as medically underserved or experiencing 
health professional shortages, and rural areas.
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shortages, and rural areas.52 However, the representation of racial and ethnic minority  
physicians among all primary care physicians has remained low.53 A 2015 report by the Associ-
ation of American Medical Colleges found that the number of Black or African American male 
medical school applicants and graduates had decreased over 40 years.54 

A significant number of attempts at increasing diversity in medical and other health profes-
sions’ schools focus on reforming admissions processes, but some research indicates that 
medical schools’ “holistic” admissions processes, meant to diversify the physician workforce 
by looking at criteria beyond test scores and grade-point averages, have been only margin-
ally successful.55 A 2019 study found that while schools that provided formal training to their 
staff on holistic admissions experienced a sustained increase in diversity for most racial and 
ethnic groups, they were unable to achieve the same with Black and African American stu-
dents.56 The authors speculated that the use of holistic admissions processes is still import-
ant, but more upstream interventions, like pipeline programs, that focus on recruiting diverse 
students into the applicant pool are even more essential to achieving the goal of diversity.57 
Pipeline programs target, recruit, and support underrepresented students at all levels of 
education in order to promote diversity in certain fields.

State of the Evidence
Many medical schools have implemented pipeline programs, and some anecdotal evidence 
indicates that they have been effective in recruiting minority students.58 However, there 
is a lack of systematic, quantitative evaluation to accurately assess how successful these 
programs have been at expanding the number of practicing physicians of color or to develop 
a set of best practices for them.59

Nonetheless, one example demonstrates that a pipeline program can drive change when it 
is implemented as part of a broader set of policy initiatives intended to increase diversity in 
the medical profession. In 1978, the Illinois General Assembly created and provided funding 
for the Urban Health Program (UHP) at the University of Illinois at Chicago with the goal of 
increasing recruitment and retention of minorities in health professions. UHP is a compre-
hensive pipeline program providing academic support and mentoring to middle school, high 
school, undergraduate, and health profession students. Between 1978 and 2011, University of 
Illinois at Chicago had the highest graduation rate for minority health care professionals in 
the country after historically black colleges and Latino-serving institutions.60 A retrospective 
evaluation of the program found that one of the key factors contributing to this success is 
the UHP Community Advisory Council, which consists of business and community leaders, 
educators, and health professionals who together advocate for the mission of the UHP and 
hold both the university and state legislature accountable.61 

In another example, a 2016 study found that state laws providing grants and scholarships to 
minority groups and requiring facilities that receive payments from Medicaid to submit a 
plan on recruiting and retaining professionals from minority backgrounds increased minority 
enrollment in the nursing workforce.62 Although the study is about the nursing workforce and 
the relevance of its findings to the physician workforce has not been established, both this 
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study and the UHP program suggest that private sector recruitment efforts supported by 
public policy—and public financing—may have the greatest impact on increasing diversity.

Policy Solution: Using Federal Funding to Bring Primary Care  
Physicians to Underserved Areas
Background
A systematic review of 72 studies found that beyond physician characteristics like race/eth-
nicity or being from a rural area, financial factors such as debt and anticipated income play a 
significant role in determining whether primary care physicians practice in underserved ar-
eas.63 The Health Resources and Services Administration (HRSA) provides direct scholarships 
and loan repayment awards to medical students and graduates with the goal of incentivizing 
primary care practice in underserved areas. The National Health Service Corps scholarship 
and loan repayment programs directly reward medical students and licensed physicians who 
agree to practice in federally designated HPSAs for a certain period of time.64 HRSA also op-
erates a number of grant-making programs that support medical schools and health centers 
in developing and sustaining recruitment and retention programs for primary care in under-
served areas.

State of the Evidence
A 2013 study by HHS on retention found that 85% of National Health Service Corps clinicians 
practice in a HPSA two years after the completion of their obligation, and more than half 
remain in HPSAs 10 years after the completion of their obligation, with long-term retention 
rates being higher for those who served in rural areas.65,66 The evidence suggests that loan 
repayment and direct financial incentive programs that target physicians at the end of their 
training demonstrate a higher physician retention rate in underserved areas compared to 
other incentivized service-obligation programs like scholarships that target medical stu-
dents earlier in their career.67,68 Direct financial incentive programs also tend to benefit physi-
cians who own their own practices, particularly in needy settings.69 

However, the funding for the National Health Service Corps scholarship and loan repayment 
programs has been insufficient to meet the demand. For fiscal year 2019, less than half of 
loan repayment applicants were awarded funding, and only 10% of applicants were awarded 
scholarships. When estimates are adjusted for inflation, the funding for National Health  
Service Corps programs has decreased over the past 10 years.70

Federally designated HPSAs and medically underserved areas can be either rural or urban. 
Recruiting and retaining primary care clinicians in rural areas has been a particular concern 
for many states with large rural populations. These states have implemented three types of 

For fiscal year 2019, less than half of loan repayment applicants were awarded funding, 
and only 10% of applicants were awarded scholarships. When estimates are adjusted for 
inflation, the funding for National Health Service Corps programs has decreased over the 
past 10 years.
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financial incentive programs with some success:71 state loan repayment programs,72 commu-
nity-state matching programs (which allow rural communities to receive state dollars to bring 
in a primary care physician as long they can match the state funds one to one),73 and state tax 
credit programs.74 However, as with other initiatives, there is a lack of systemic evaluation of 
how well these incentives have worked. 

The literature on bringing primary care clinicians to urban underserved areas is even less 
clear. One study based in Los Angeles County attributes the motivations for practicing in 
urban underserved areas to “mission-based values,” personal characteristics like race and 
ethnicity, and “training in underserved locations.”75 Holistic admissions processes might be 
able to scan for mission-based values, and publicly supported or funded pipeline programs 
can help recruit from communities that are underrepresented in medicine. However, public 
funding can also play a role by enabling institutions like medical schools and health centers to 
create more opportunities for medical students and residents to train in underserved areas.

Studies have shown that exposure to HRSA Title VII funding, which predominantly funds  
institutional grants, can attract more medical students and residents to practice in  
underserved areas.76,77 Of the Title VII institutional grant programs, the Area Health Education  
Center (AHEC) program was specifically created “to develop and enhance education and 
training networks within communities, academic institutions, and community-based organi-
zations”78 in underserved areas. Initially created in 1972 to target rural underserved areas, the 
AHEC program was expanded to include urban underserved areas in 1976.79 Today, approxi-
mately 300 AHEC program offices and centers serve 85% of counties in the United States.80

Almost all AHEC programs make recruitment and retention of primary care clinicians in their 
communities an important goal, and there is some limited evidence that AHEC programs 
might be achieving this goal, particularly in rural underserved areas.81,82 Additionally, at least 
one fully state-funded program with the same goals as federally funded AHEC programs 
has shown demonstrable success improving recruitment and retention in rural underserved 
areas through the provision of immersive training opportunities.83,84 However, while ur-
ban-track AHEC programs exist,85 evaluation of the effectiveness of these programs in re-
cruiting and retaining health professionals in urban underserved areas is mostly unavailable. 
More research is needed to fully establish the effectiveness of AHEC programs, both rural and 
urban, in bringing primary care physicians to underserved areas.

More recently, the Affordable Care Act created the Teaching Health Center Graduate Medical 
Education (THCGME) program to provide funding directly to community-based health centers 
like FQHCs to establish and expand primary care residency programs.86 A 2016 study found 
that although THCs are not required to be located in underserved areas, “more than 70% of 
THC sites are located in a federally designated high-need area” such as a primary care HPSA 

Studies have shown that exposure to HRSA Title VII funding, which predominantly funds  
institutional grants, can attract more medical students and residents to practice in  
underserved areas.
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or a rural area.87 A survey of all THC residents between 2013 and 2016 found that THCs “at-
tract residents from rural and/or disadvantaged backgrounds,”88 and a 2015 evaluation of the 
program found that 91% of the program’s recent graduates are practicing primary care, while 
76% are practicing primary care in an HPSA.89

Policy Solution: Leveraging the Conrad 30 Program to Incentivize More 
Foreign-Trained Physicians to Practice in Underserved Areas 
Background
Foreign-trained physicians are more likely to choose primary care residencies and practices 
than US-trained physicians, and more than half of all foreign-trained physicians work in areas 
where the population has a per-capita income of $30,000 or less.90 However, thousands of 
foreign-trained physicians are unable to practice medicine in the United States because of 
burdensome visa requirements. 

The J-1 Visa program is a special sponsorship for immigrants who intend to teach, train, or 
study in the United States, but these visas generally require applicants to return to their 
home countries for two years upon completion of their program. The Conrad 30 Visa Waiver 
program allows each state’s Department of Health to sponsor up to 30 waivers of this home 
residency requirement for international medical graduates in order to help states meet their 
health workforce needs. Some state Conrad programs require employers to try to recruit a 
US citizen or permanent resident for the position before they can employ an international 
medical graduate, which can serve as a barrier to fully utilizing this workforce.91

State of the Evidence
Evidence shows that the Conrad program can bring primary care physicians to underserved 
areas, particularly those in urban areas. One study found that “46 percent of physicians 
serving in HPSAs in Delaware are [international medical graduates] recruited through the 
[Conrad 30] program.”92 A Washington State study found that physicians recruited under 
the Conrad program “who remained in Washington State were more likely to have spent at 
least half of their time since completing their [Conrad program] obligations serving primarily 

The Conrad 30 Visa Waiver program allows each state’s Department of Health to sponsor 
up to 30 waivers of certain visa restrictions for international medical graduates in order 
to help states meet their health workforce needs.

A Washington State study found that physicians recruited under the Conrad program 
“who remained in Washington State were more likely to have spent at least half of their 
time since completing their [Conrad program] obligations serving primarily underserved 
populations,” but that retention of international medical graduates was significantly 
better in urban areas than rural ones.
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underserved populations,” but that retention of international medical graduates was signifi-
cantly better in urban areas than rural ones.93 This finding is supported by two studies that 
compared the effectiveness of the Conrad program against that of a state loan repayment 
program94 and medical school rural track programs95 (see Section III(d)) in improving retention 
in rural underserved areas. Both studies concluded that Conrad programs were more effective. 

The findings of these studies suggest that a number of interconnected factors could explain 
the shortage of foreign-born physicians in rural underserved areas, including inadequate 
employment conditions and cultural disconnect. In addition, it is important to note that the 
literature has not yet adequately considered the effects of attracting more foreign-trained 
physicians on their home countries.

Policy Solution: Increasing the Primary Care Nurse Practitioner  
Workforce by Easing Scope-of-Practice Restrictions
Background
One of the most discussed policy initiatives to improve access to primary care in the face 
of a primary care physician shortage is to reform licensing laws to allow nurse practitioners 
(NPs) to practice independently and give them authority to issue prescriptions.96 NPs have 
reported that scope-of-practice restrictions in several states are limiting their ability to 
admit and treat patients independently.97 One study found that states with more restrictive 
scope-of-practice laws were associated with twice as many late-stage cancer diagnoses 
for medically underserved (rural, minority, and poor) patients than those where NPs were 
allowed to practice within the full range of their license.98 Another study found that restrictive 
state scope-of-practice laws combined with a lack of nurse practitioner workforce diversity 
and poor organizational structures in nurse practitioner–led practices served as barriers to 
reducing health disparities.99 

State of the Evidence
Evidence shows that increasing the number of primary care NPs can expand access to pri-
mary care, particularly for underserved populations, and particularly in rural areas. A study 
on rural-urban differences in access to primary care found that “non-metro” populations were 
more likely to have a “usual source of care” than metro populations, and that they were more 
likely to identify nonphysician clinicians as their usual source of care than metro populations. 
The authors hypothesized that this might be a result of relaxation of scope-of-practice laws 
increasing the supply of NPs in rural areas.100 Another study found that the highest supply of 
NPs practicing primary care was located in rural areas, helping offset physician shortages.101 

More research is needed to determine whether and how NPs can improve access in urban 
underserved areas. 

States that grant NPs greater authority to practice medicine individually experience an 
increase in the number of NPs and an increase in health care utilization among rural and 
vulnerable populations.
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Restrictions on nurse practitioner scope of practice has been associated with a reduction 
in the number of NPs.102,103 Conversely, states that grant NPs greater authority to practice 
medicine individually experience an increase in the number of NPs and an increase in health 
care utilization among rural and vulnerable populations.104 Further, states without physician 
oversight requirements and where NPs billed independently had a higher share of NPs  
practicing in rural areas.105

One study found that NPs were more likely to work in primary care in states with relaxed 
scope-of-practice standards and that those odds further increased if the state paid NPs the 
same Medicaid payment rate as physicians.106 In these states, practices with NPs were more 
likely to accept Medicaid patients than those without NPs.107 However, at least one study 
found that removing scope-of-practice restrictions may only expand the capacity of the 
primary care workforce modestly in the short run.108

Policy Solution: Increasing the Capacity of Existing Primary Care  
Workforce by Transitioning to Team-Based Care
Background
The Institute of Medicine defines team-based care as “the provision of health services to 
individuals, families, and/or communities by at least two healthcare providers who work 
collaboratively with patients and their caregivers—to the extent preferred by each patient—
to accomplish shared goals within and across settings to achieve coordinated high-quality 
care.”109 In theory, reallocating certain preventive, chronic, and acute care work to nonclini-
cians in the team can open up the physician’s time to expand capacity.110 A qualitative inter-
view study found that family physicians were not only open to but supportive of converting 
to team-based care because of the potential for reduction in administrative work for the 
physician.111 

Team-based care is also an essential component of care delivery models like patient-cen-
tered medical homes,112 which show promise in achieving better health outcomes, cost 
reduction, and patient satisfaction, as well as improving access.113 The Bureau of Primary 
Health Care made the transformation of FQHCs into primary care medical homes a priority 
in 2011, offering grants and technical assistance to the centers.114 As of 2018, 84% of FQHCs 
had transformed into primary care medical homes.115 However, there is a lack of sustained 
and centralized effort to support the transformation of non-FQHC primary care practices into 
team-based practices.

Although there is significant evidence that team-based care can improve health  
outcomes and quality of care while reducing utilization and costs,116-118 there are few  
empirical studies establishing clear links between a shift to team-based care and  
increased access to primary care.
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State of the Evidence
Although there is significant evidence that team-based care can improve health outcomes 
and quality of care while reducing utilization and costs,116-118 there are few empirical studies 
establishing clear links between a shift to team-based care and increased access to primary 
care. Expanding teams to include nonphysician clinicians might have the potential to offset 
primary care physician shortages.119 A 2018 study demonstrated that implementing nurse 
practitioner–physician care teams in an urban safety-net primary care practice significantly 
reduced the average time to obtain an appointment,120 but an evaluation of this study found 
that it had “very serious” limitations.121 

Nevertheless, a handful of additional case studies hint at the promise of team-based care in 
improving availability of primary care services. A Cleveland Clinic practice reported adding 
one to four patients per half-day session after implementing a team-based approach to care 
delivery.122 In 2014, Blue Shield of California Foundation launched a one-year program offer-
ing funding and technical assistance to health centers to improve care teams and expand 
access. They found that improvements in scheduling practices, and particularly the use of 
group appointments and flip appointments (where the nurse handles the majority of the ap-
pointment and the physician checks in toward the end), increased access at the participating 
practices.123 Case studies conducted at a rural area community clinic124 and a clinic predomi-
nantly serving those experiencing homelessness125 also found that they were able to increase 
the number of patients they were able to see after shifting to a team-based delivery model.

More research is needed to evaluate the impact of team-based care on increasing the supply 
of clinicians, particularly in underserved areas, as well as how policymakers can best support 
and promote the transition toward team-based care.

Takeaways on Improving the Availability of Primary Care

State- and federal-level efforts to (1) create more primary care residency spots in 
underserved areas, (2) diversify the physician workforce, and (3) provide grants to 
support medical schools and health centers to develop and sustain recruitment and 
retention programs for primary care in underserved areas have demonstrated success 
in improving the availability of primary care. Further, states that have expanded their 
scope-of-practice laws to allow more independent practice by nonphysician clinicians, 
the evidence shows, are better placed to combat the primary care physician shortage. 
The scale and financing of these efforts, however, have been insufficient to meet the 
nation’s health care workforce needs. 
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THE	ACCESSIBILITY	AND	ACCOMMODATION	PROBLEMS:	
BRINGING	PRIMARY	CARE	SERVICES	CLOSER	TO	 
THE	PEOPLE
The second and third interconnected dimensions of the Penchansky and Thomas model 
of access focus on improving the ease with which primary care services can be accessed, 
whether in terms of geography or the ability to obtain appointments in a timely fashion. 
About 84 million people live in primary care HPSAs.130 Many consumers do not obtain primary 
care services because it is too challenging to get to and from the clinician’s location. Many 
patients, particularly those in low-wage industries, have trouble accessing primary care  
because of inflexible work schedules and a lack of paid leave.131, 132 People are also more 
likely to use emergency departments despite having a regular primary care clinician if the 
clinician’s office is not open at the time they are able to seek treatment.133 Both those with 
private insurance and those with Medicaid or Medicare coverage reported that wait times for 
appointments and constraints due to conventional business hours were barriers to primary 
care.134 

This set of policy solutions aims to bring primary care closer to the communities that need it. 
The first three subsections consider three types of nonhospital settings that have the poten-
tial to bring primary care services into a wider range of communities: FQHCs and rural health 

 Can Mandating Insurer Investment in Primary Care Services  
Boost Access?
 State officials have taken notice of the chronic underinvestment in primary care and 
are taking steps to make systemwide investments. For example, Rhode Island requires 
insurers to spend at least 9.7% of their total medical expenses on primary care in the 
form of reimbursement to primary care practices and 1% on indirect primary care  
expenses such as the administration of primary care medical homes.126 As a result,  
total primary care spending in Rhode Island by both private and public payers increased 
from $47 million to $74 million between 2010 and 2017.127 

 Six other states—Oregon, West Virginia, Colorado, Maine, Vermont, and Delaware—have 
instituted similar mandates on insurers to invest in primary care.128 Some argue that  
given the United States’ underinvestment in primary care, policy measures directing 
more spending toward primary care are critical for improving access as well as other 
types of outcomes,129 but there is as of yet limited empirical evidence to support this.  
The standards established by states like Rhode Island have been evaluated in terms 
of whether they generate a net reduction in health care spending, but not in terms of 
whether they have generated any increase in access to primary care. Although several 
states say that they intend for these investments to boost the number of primary care 
clinicians, they have not, to date, publicly evaluated their ongoing performance on this 
front.
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clinics, school-based health centers, and retail clinics. It is important to note that while we 
place policy initiatives related to FQHCs, rural health clinics, and school-based health cen-
ters in this section, they also contribute to other dimensions of the Penchansky and Thomas 
model by increasing the availability of primary care clinicians in underserved areas as well 
as improving acceptability by providing culturally sensitive care.  The final three subsections 
discuss ways to improve the accessibility of all primary care settings: using telehealth, mak-
ing nonemergency medical transportation more accessible, and enhancing the availability of 
after-hours primary care.

Policy Solution: Ensuring That Federally Qualified Health Centers and 
Rural Health Clinics Are Achieving the Maximum Impact on Access
Background
There are two primary types of federally recognized health centers that provide affordable 
primary care services for underserved populations, federally qualified health centers and 
rural health clinics. 

Types of Affordable Primary Care Providers135-138

Federally qualified health centers (FQHCs) are a type of federally designated safety-net  
provider. FQHCs, which include community health centers, migrant health centers, Indian 
health centers providing outpatient services, and health centers for those experiencing 
homelessness, generally receive federal grant funding that requires them to provide care  
regardless of ability to pay. They also receive enhanced Medicaid and Medicare payment 
rates. FQHCs are required to serve medically underserved populations or areas, and can be 
located in either rural or urban settings. FQHC look-alikes are eligible for enhanced Medicare 
and Medicaid payment rates, but do not receive federal grant funding.

Rural health clinics are another type of federally designated safety-net provider. They are 
primarily designed to provide care to Medicare patients in rural areas, and are not statutorily 
required to see Medicaid or uninsured patients, although they frequently do. Like FQHCs, 
they receive enhanced Medicaid and Medicare payment rates, but unlike FQHCs, they receive 
no federal funding to provide care to uninsured populations.

Free clinics are generally charity-funded and volunteer-run clinics providing free or nearly 
free medical services primarily to the uninsured. These privately run organizations generally 
receive no federal government assistance aside from certain protections related to medical 
malpractice lawsuits.

FQHCs have been in existence since 1967, but significant investments in this model through 
the American Recovery and Reinvestment Act of 2009 and the Affordable Care Act in 2010 
tripled the number of patients served since 2000.139 As of 2021, there are about 1,400 FQHCs 
and look-alike health centers (42% of which are located in rural areas) operating 14,500 
health care sites serving about 28 million people.140 
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Rural health clinics and free clinics play a smaller but still relevant role in the provision of 
primary care services in the country. As of 2021, about 4,300 rural health clinics provide care 
to around seven million people,141 but one report found that 388 rural health clinics had shut 
down between 2012 and 2018.142 In 2019, approximately 1,400 free or charitable clinics or 
pharmacies were operating in the United States, and they saw two million patients.143

State of the Evidence
Both FQHCs and rural health clinics have demonstrated that they improve access to primary 
care services. One study showed that FQHCs are able to offer new patient appointments at a 
high rate, and Medicaid patients are 22% more likely to be able to obtain an appointment at 
an FQHC than at other primary care practices.144 Further, there is evidence that health center 
patients are more racially and ethnically diverse than the average patient population,145 and 
a study found no significant disparities in access to care at health centers among patients 
from different racial/ethnic groups when compared to the national population in general.146 

Additionally, rural health clinics have been shown to be able to provide appointments quickly 
for both Medicare patients147 and new Medicaid patients.148

Evidence indicates increasing funding for FQHCs can improve access; one study showed an 
additional $500,000 in federal grant money funded treatment for 540 additional uninsured 
patients.149 No similar study has been done to assess the effect of increased payments or 
other support for rural health clinics on access. It is worth noting that increasing funding 
alone is unlikely to significantly improve access given that, as of 2018, “more than 17 million 
people live(d) in rural counties without a rural health clinic, [and] more than 15 million [lived] 
in rural counties without a federally qualified health center.”150 

Additionally, a recent study examining the geographic locations of newer FQHCs established 
after the ACA increased their funding found that compared to older FQHCs, the newer ones 
were less likely to be in a rural or high-poverty area. Another study found that a number of the 
new FQHCs were opened by existing FQHCs within 30 minutes of the existing location, thus 
limiting their ability to expand access to the most disadvantaged populations.151 A third study 
examining the supply of FQHCs and rural health clinics during a period of growth between 
2001 and 2011 found that new clinics of either type were less likely to open in areas with a 
higher percentage of minority residents.152 This suggests that current federal policy may not 
be sufficiently incentivizing new health centers to locate in areas with the greatest need.

A Study examining the supply of FQHCs and rural health clinics during a period of growth 
between 2001 and 2011 found that new clinics of either type were less likely to open in 
areas with a higher percentage of minority residents.

One study showed that FQHCs are able to offer new patient appointments at a high rate, 
and Medicaid patients are 22% more likely to be able to obtain an appointment at an 
FQHC than at other primary care practices. 
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Policy Solution: Scaling Up the School-Based Health Center Model
Background
Increasing the number of school-based health centers (SBHCs) has significant potential to 
improve accessibility and accommodation of primary care, particularly for underserved  
children. The 2016-17 School-Based Health Alliance Census identified 2,584 SBHCs in 48 of  
50 states, the District of Columbia, and Puerto Rico.153 Forty-six percent of SBHCs serve  
communities in urban areas, thirty-six percent in rural areas, and eighteen percent in  
suburban areas.154 Given that more than half of Americans report living in a suburban neigh-
borhood,155 SBHCs disproportionately serve rural and urban communities. SBHCs have 
provided access to primary care and other health services to 10,629 schools and more than 
6.3 million students.156 

The number of SBHCs doubled between 1999 and 2017. As of 2017, about half of them were 
sponsored by FQHCs, a fifth by a hospital or medical center, and the rest by nonprofit organi-
zations, local health departments, and school systems.157 A study examining this two-decade 
expansion of SBHCs credited the success to foundation funding and state government fund-
ing of demonstration projects, as well as expansion of federal support for FQHCs.158 Despite 
this growth in numbers, SBHCs serve just 10% of US public schools, approximately. Barriers 
to expansion include “misaligned missions of health and educational organizations,” a lack of 
financing, and concerns about the privacy of student health information.159 

State of the Evidence
Studies show that SBHCs can significantly improve accessibility of primary care for school-
age children and their surrounding communities, particularly in underresourced commu-
nities.160,161 Specifically, SBHCs help children and their families overcome access barriers 
associated with transportation, time, and costs that may otherwise prevent them from 
receiving essential health care services. Extensive research documents the impact of SBHCs 
on physical and mental health care access and health outcomes for children and adolescents; 
SBHCs are linked with healthy eating, active living, increased school attendance, and im-
proved health-related quality of life.162-169 SBHC use is also associated with improved patient 
experience of care and improved experiences of school life as well as feelings of connected-
ness to the learning environment for students, parents, and school personnel.170,171

The literature on the ways that policymakers and communities can best support the expan-
sion of the SBHC model is limited. One study evaluating the experiences of the Georgia SBHC 
Project’s three grantee SBHCs found that “a planning phase” to increase community aware-
ness about the benefits of SBHCs was a critical first step in expanding the number of SBHCs 
in Georgia.172,173 The study also found that being sponsored by an FQHC was key to the sustain-

The literature on the ways that policymakers and communities can best support the 
expansion of the SBHC model is limited.
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ability of one SBHC given FQHCs’ ability to receive enhanced Medicaid payments. Further, the 
study indicated that community support and trust was easier to build when the SBHC was 
staffed by people from the community and the sponsoring FQHC already had strong commu-
nity ties in place before the creation of the SBHC. However, more evaluation of successful 
SBHCs is needed to establish best practices for expanding this model to more underserved 
communities across the country.

Policy Solution: Finding State-Level Solutions to Bring More Retail 
Clinics to Underserved Areas
Background
Retail clinics located in pharmacies and grocery stores offer basic medical care for a wide 
range of common issues such as sore throats and minor injuries while also providing preven-
tive services such as vaccinations. They are usually open in the evenings and on weekends 
when many physician offices are closed (see section on after-hours care later in the report) 

and take walk-in patients. Prices are fixed and generally reasonable.174 Some primary care 
professionals have raised concerns that these clinics do not provide the same quality of  
services or care coordination delivered by traditional physician practices,175 but these con-
cerns, specifically those about quality, have not been borne out by the evidence.176,177 Although 
there is some evidence that retail clinics might negatively impact continuity of care (where 
the ongoing relationship between a primary care physician and the patient is disrupted),178 
visits to retail clinics were not found to negatively impact the receipt of preventive care or 
diabetes management.179 Retail clinics have also been associated with reduced emergency 
room utilization and health care costs.180,181 One study found that retail clinics were associated 
with lower costs per episode and that these costs were further lowered in states where nurse 
practitioners were allowed to practice independently (see previous section on scope-of-
practice laws).182 

However, a RAND study analyzing data from 2014 found that “retail clinics tended to be 
located in higher-income urban and suburban settings, with higher concentrations of white 
residents and fewer Black and Hispanic residents.”183 Only 12.5% of retail clinics were located 
in medically underserved areas,184 and relatively few retail clinics were located in HPSAs.185 
While higher-income families (600% of federal poverty level or higher) are twice as likely to 
have used a retail clinic than those with income less than 200% of the federal poverty level, 
uninsured and low-income families who did choose retail clinics attributed their decision to 
not having a usual source of care and the lower cost of care at these sites.186

A RAND study analyzing data from 2014 found that “retail clinics tended to be located  
in higher-income urban and suburban settings, with higher concentrations of white  
residents and fewer Black and Hispanic residents.”  Only 12.5% of retail clinics were 
located in medically underserved areas.
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State of the Evidence
There is limited research on the ways that a state or local government can incentivize retail 
clinics to operate in their underserved areas. A RAND study published in 2010 found that 
profitability of retail clinics is a main concern for its operators, and Medicaid reimbursement 
rates for the services that retail clinics provide are low.187 Idaho and Illinois both allow their 
Medicaid beneficiaries to use retail clinics but require prior authorization from their primary 
care providers. Retail clinic operators cited this as a significant barrier for them to operate 
in underserved areas in states where the proportion of Medicaid beneficiaries is higher.188 
Relaxing scope-of-practice requirements for NPs and increasing their reimbursement rates 
can also significantly incentivize the proliferation of retail clinics, which are primarily run by 
nonphysician primary care clinicians.189 

The commissioner of the Massachusetts Department of Public Health has tried to encourage 
community health centers to open retail clinics (called “limited service clinics” in Massachu-
setts), but as of 2013 none had done so. The Massachusetts League of Community Health 
Centers said that it would want the retail clinic it operates to receive the enhanced Medicaid 
payment rates that FQHCs receive in order for the clinic to be viable.190 However, one study 
warned that these efforts to attract more retail clinics to underserved areas could have 
unintended consequences, such as loss of federal medically underserved area or primary 
care shortage area designations, which could destabilize financing for existing FQHCs in the 
area.191 

Policy Solution: Using Tailored Solutions to Improve Accessibility to 
Telehealth Services for Underserved Populations 
Background
While telehealth services have the potential to significantly increase health care access,  
several studies show telehealth services can also perpetuate health disparities in the same 
way that in-person health care does.192 Studies have found that patients most commonly  
face three overlapping barriers to accessing telehealth: the absence of technology, digital  
literacy, and reliable internet coverage.193 Together, these barriers comprise the “digital 
divide,” which disproportionately affects rural populations, older adults, racial or ethnic 
minority populations, and those with low socioeconomic status, limited health literacy, and 
limited English proficiency.194,195 

While telehealth services have the potential to significantly increase health care  
access, several studies show telehealth services can also perpetuate health disparities 
in the same way that in-person health care does.

There is limited research on the ways that a state or local government can incentivize 
retail clinics to operate in their underserved areas. 
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Though substantial increases in telehealth use were observed during the onset of the 
COVID-19 pandemic in the United States, underserved populations were less likely to benefit 
from this change.196,197 One study examining patients scheduled for telehealth visits at a large 
academic health system during the early phase of the COVID-19 pandemic found that older 
patients, Asian patients, and non-English-speaking patients were associated with fewer 
completed telehealth visits (audio and video); older patients, female patients, Black, Latino, 
and poorer patients were less likely to use video telehealth services.198 The data on the utiliza-
tion of audio-only telehealth services before the COVID-19 pandemic is limited; however, one 
study reviewing telehealth utilization by type during the pandemic found that nearly half of 
primary care telehealth visits were conducted over the phone and according to the research-
ers, these audio-only visits were instrumental in maintaining access to care.199 

State of the Evidence
Some researchers argue that supporting adequate reimbursement policies for audio-only 
telehealth would reduce disparities in access, but more research is needed to determine the 
effectiveness of audio-only visits as well as ways to reduce the potential for fraud and over-
utilization.200,201 Some providers have also found that implementing well-thought-out strate-
gies specifically designed to reach a target population or subpopulation are more effective 
at reducing disparities than implementing a broad telehealth program. For example, a large 
Michigan health care system tailored its telehealth programs to improve access to the state’s 
rural residents, 40% of whom lack access to broadband internet,202 by offering telephonic 
visits as a replacement for video visits and giving patients the option to drive to a designated 
location with reliable internet access to complete a video visit. A study assessing this ap-
proach showed that it helped providers respond effectively to the COVID-19 pandemic.203 

Another study found that the use of store-and-forward telehealth technology—collecting 
health information in one location and securely transmitting to another location—instead of 
live videoconferencing was effective in improving diagnosis and treatment for Alaska Native 
communities.204 This approach attempts to solve for the lack of broadband needed for live 
videoconferencing and has “improved access to care, reduced the cost of care delivery, and 
improved the efficiency and productivity of providers.”205 

A 2013 report commissioned by the Office of the National Coordinator for Health Information 
Technology to assess the impact of health information technology in communities with dis-
parities in health access found that a number of the sites they studied used “a peer-to-peer 
approach to encourage technology adoption among patients, often using a trusted interme-
diary.”206 The report offers the example of St. Elizabeth’s Health Center, which enhanced the 
comfort of Hispanic patients and reduced the stigma associated with mental health treat-

Some providers have also found that implementing well-thought-out strategies spe-
cifically designed to reach a target population or subpopulation are more effective at 
reducing disparities than implementing a broad telehealth program.
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ment by providing telepsychiatry services at the same place they receive their primary care 
services, and Howard University Hospital’s telehealth self-management intervention, which 
“used health navigators, including community and church leaders, to introduce the tool and 
explain its use to urban African American patients.”207

Driven by the COVID-19 pandemic, several charitable foundations have funded efforts, primar-
ily by FQHCs, to improve access to and quality of telehealth services,208 with one foundation 
funding a project designed to reduce health disparities in hypertension control, specifically 
targeting patients in the Black community.209 The outcomes of these efforts, when available, 
will help inform broader efforts to reduce health disparities in access to telehealth.

Policy Solution: Public Payers Leveraging Ridesharing Technology to 
Reduce Transportation Barriers for Nonemergency Services
Background
Many consumers do not obtain primary care services because it is too challenging to get to 
and from the primary care practice’s location. This can be because of unreliable public  
transport, the high cost of available transportation options, and insufficient disability  
accommodations. Studies show that transportation barriers can lead to rescheduled or 
missed appointments, delayed care, and missed or delayed medication use.210 A 2005 study 
found that Americans who did not obtain care due to lack of access to nonemergency med-
ical transportation were disproportionately female, poorer, and older, had less education, 
and were more likely to be members of a minority group than those who were able to obtain 
care.211 Medicaid offers nonemergency medical transportation as a benefit to enrollees meant 
to help them overcome these barriers,212 but because of stringent state-specific limits on the 
ways the benefit can be used, transportation barriers persist.213 For example, one study of the 
residents of Lewiston, Maine, enrolled in MaineCare (the state Medicaid program) found that 
the state’s nonemergency medical transportation vendor required 48-hour advance notice to 
schedule a ride, was unable to accommodate travel with the patient’s children, and canceled 
rides for weather-related reasons, all of which created barriers to its services.214 The study 
also found that public transportation failed to serve as a viable alternative due to limited 
routes and times as well as unreliable schedules. 

State of the Evidence
Some state Medicaid programs have turned to rideshare services to improve accessibility 
of care,215 and preliminary findings suggest that these strategies can be effective. Findings 
from a 2018 pilot program suggest that offering a rideshare-based transportation service 
can increase show rates to primary care appointments for Medicaid patients.216 In addition, 

A 2005 study found that Americans who did not obtain care due to lack of access to 
nonemergency medical transportation were disproportionately female, poorer, and 
older, had less education, and were more likely to be members of a minority group 
than those who were able to obtain care. 
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several other studies have found that patients using rideshare-based nonemergency medi-
cal transportation had fewer missed primary care appointments, lower average wait times, 
higher rates of on-time pickup, and lower costs compared to those using other types of 
nonemergency medical transportation.217,218 However, at least one study found no improve-
ment in appointment attendance even after provision of free rideshare-based nonemergency 
medical transportation.219 More research is needed to evaluate the impact of using this type 
of transportation to reduce barriers, particularly in rural areas where access to rideshare 
services can be far more limited.

Policy Solution: Using Enhanced Payments to Incentivize Provision of 
After-Hours Primary Care
Background

As mentioned, many patients, particularly those in low-wage industries, have trouble access-
ing primary care because of inflexible work schedules and a lack of paid leave, which prevent 
them from being able to see their primary care clinicians during regular office hours.226, 
227 Although almost all FQHCs offer visits and telephone advice outside traditional office 
hours,228 not all Americans in need of after-hours care have access to these centers. Without 
after-hours access to primary care clinicians, many patients are likely to overuse emergency 
departments. One study showed that “[a]mong respondents who tried to contact their reg-
ular primary care clinician after hours for a medical need, those with greater ease of access 
had significantly lower rates of emergency department use and unmet medical need.”229 For 
children enrolled in North Carolina’s Medicaid managed care plan, the expanded availability 
of primary care physicians and the use of telephone triage systems were associated with 
reduced emergency department use.230 

Can Home-Based Primary Care Improve Access? 
Seven million adults struggle to leave their homes,220 but fewer than 12% of them report 
having access to home-based primary care programs,221 which coordinate and provide 
multidisciplinary care to homebound adults. Although these programs have shown  
promise in terms of outcomes, quality,222 and costs,223 they are limited in number and 
there is relatively limited evidence of their effectiveness at meeting the needs of  
people of color and other underserved populations.224, 225 More evaluation of these  
programs is needed to determine whether they merit significant public investment. 

Many patients, particularly those in low-wage industries, have trouble accessing primary 
care because of inflexible work schedules and a lack of paid leave, which prevent them 
from being able to see their primary care clinicians during regular office hours.
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State of the Evidence
Although the need for access to after-hours care and its benefits are well documented,  
effective strategies to best support primary care clinicians to deliver after-hours care  
are less understood. South Carolina’s Medicaid program created an “After Hours Add-on 
Service Code” meant to encourage primary care clinicians to expand their office hours to the 
evenings, holidays, and weekends.231 United Healthcare provides additional compensation 

to participating primary care clinicians for seeing patients who would otherwise end up in 
urgent care or emergency room settings.232 However, the effectiveness of these strategies in 
incentivizing after-hours care is yet to be established.

The recent significant investments in telehealth are likely to change the landscape of access; 
however, federal and state policymakers as well as grant makers who support telehealth 
innovation need to focus on tailoring telehealth programs to the needs of specific commu-
nities in order to make telehealth accessible to populations with lower levels of comfort with 
and access to technology. 

Although the need for access to after-hours care and its benefits are well documented, 
effective strategies to best support primary care clinicians to deliver after-hours care 
are less understood. 

Takeaways on Improving Accessibility and Accommodation  
of Primary Care

Expansion of nonhospital clinic sites like FQHCs and school-based health centers can 
significantly improve access for both rural and urban underserved communities. The 
increase in government funding for the FQHC program has been one of the most effec-
tive policy initiatives in improving access, but emerging evidence shows that newer sites 
have been less likely to open in the areas with the highest need. In addition to expanding 
the FQHC program, federal policymakers might have to find ways to incentivize more eq-
uitable placement of these health centers. The SBHC model, although proven effective, 
needs significant community investment and institutional support in order to scale up 
and fully meet the needs of underresourced communities.

The recent significant investments in telehealth are likely to change the landscape of 
access; however, federal and state policymakers as well as grant makers who support 
telehealth innovation need to focus on tailoring telehealth programs to the needs of spe-
cific communities in order to make telehealth accessible to populations with lower levels 
of comfort with and access to technology.
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THE	AFFORDABILITY	PROBLEM:	REMOVING	FINANCIAL	 
BARRIERS	TO	ACCESSING	PRIMARY	CARE
The fourth dimension of the Penchansky and Thomas model focuses on how the lack of insur-
ance and prohibitive cost sharing can serve as a barrier to primary care access. Having health 
insurance coverage has a tremendous impact on an individual’s ability to obtain primary care 
services. People who are uninsured have significantly more unmet health needs and experi-
ence preventable hospitalizations more often than those who are insured.236 In an analysis of 
primary care access in the pediatric population, those who were uninsured were six times as 
likely as those who were insured to lack a usual source of care.237

Policies that facilitate enrollment in comprehensive health insurance plans and reduce out-
of-pocket obligations can play a critical role in increasing access to primary care. The ACA’s 
expansion of Medicaid eligibility has proven to be one of the most effective levers to increase 
health insurance enrollment and boost access to primary care. States that adopted Med-
icaid expansion have benefited from reduced preventable hospitalizations, a key measure 
of primary care access. States with the highest Medicaid income eligibility thresholds and 

Can Public Health Systems Bridge the Primary Care Physician Short-
age and Bring Necessary Services to the Community?

 In the face of a looming primary care workforce shortage, state and local public health 
systems can play a significant role in closing the access gap. By bringing primary care 
services directly to the communities they serve in the form of public health initiatives, 
these public health systems can better meet the needs of underserved populations. 
Reno, Nevada, is one example. During the COVID-19 pandemic, recognizing the height-
ened need for accessible mental health services, the mayor of Reno made an online  
mental health subscription service, TalkSpace, available to all residents free of cost 
using federal COVID-19 relief funds.233 

State and local public health departments can also develop targeted approaches to 
provide health services for vulnerable populations. For instance, Duke Medicine and 
the Durham County Health department partnered to create Durham Health Innovations. 
The program, which leverages the resources of both organizations, aims to improve the 
health status of Durham County residents and expand access to vulnerable populations 
by developing targeted, community-centered approaches to combat diseases like asth-
ma, diabetes, and pain management.234 

Public health departments can further provide preventive services such as flu shots, 
diabetes screenings, and blood pressure checks, free of cost and outside traditional 
health care settings. For example, at a San Francisco flu shot clinic, researchers found 
that offering at-home fecal occult blood test kits to eligible patients increased the rate of 
colorectal cancer screening for the community.235
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Medicaid payment rates have even lower rates of preventable hospitalizations.238 Compared 
to adults who are uninsured, Medicaid enrollees are 70% more likely to have a usual source of 
care.239 

Policy Solution: Making Primary Care Services Available with Minimal to 
No Cost Sharing
Background
Even small levels of cost sharing (one to five dollars) can cause reduced utilization of preven-
tive and primary care services.240 Policies that reduce premium and cost sharing amounts are 
likely to improve access to primary care. Yet, from 2009 to 2018, health insurance deductibles 
have grown by more than 150%241 and individual out-of-pocket spending has increased by 
more than 50%, twice the growth in wages during the same period of time.242 Cost sharing 
can be harmful for patients, with one in four patients saying they have put off important med-
ical care because of the cost.243 

State of Evidence
The ACA’s prohibition on cost sharing for preventive services can serve as a test case for how 
reducing or eliminating cost sharing for primary care services can impact access. Studies 
conducted after the prohibition went into effect show mixed evidence of the impact it has 
had on utilization. A study examining rates of mammograms and pap smears found the re-
moval of cost sharing did not increase utilization rates.244 However, some evidence suggests 
that removing cost sharing can increase utilization of preventive services by Hispanic and 
African American populations.245 Utilization can serve as a proxy metric for access before and 
after the implementation of the ACA prohibition on cost sharing for preventive services, and 
this inconclusive evidence suggests that cost might be just one of the barriers that people 
face in accessing care.

Value-based insurance design (VBID) reduces cost sharing for services that provide high 
value for patients, such as primary care or generic prescription drugs. According to a study 
published in 2017, five states required standardized benefit plans in the ACA marketplaces 
to provide nonpreventive primary care visits as a pre-deductible service.246 Several large 
employers have also implemented VBID programs to boost the use of primary care services. 
For example, IBM’s VBID program eliminated all cost sharing for spending associated with 
primary care in 2010.247 The Connecticut state employee health plan saw a 75% increase in 
primary care visits after implementing a VBID program in 2011.248 

The Connecticut state employee health plan saw a 75% increase in primary care visits 
after implementing a VBID program in 2011. 

Even small levels of cost sharing (one to five dollars) can cause reduced utilization of 
preventive and primary care services.
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Some public payers have also implemented VBID programs. Healthy Michigan, the state’s 
Medicaid program, utilizes VBID with a goal of cost savings and member engagement. For 
example, the program imposed an eight-dollar copay for nonemergency services utilized in 
the emergency department of a hospital in order to incentivize care in higher-value sites of 
care.249 In another instance, CMS launched a new VBID program for Medicare Advantage plans 
in 2015.250 A recent evaluation of the first three years of the program found a statistically sig-
nificant increase in utilization for targeted high-value services, including diabetes monitoring 
and chronic obstructive pulmonary disease treatments.251 

Enrollment in VBID plans is also associated with an increase in primary care visits for patients 
with diabetes252 and children.253 Further, evidence shows that VBID can prevent hospitaliza-
tions and inappropriate emergency room use,254 because those without adequate access to 
primary care frequently use hospitals and emergency departments as their usual source of 
care.255

Although VBID programs offer promise in enhancing access to preventive and other high-val-
ue services, several barriers to its implementation persist. Oftentimes these kinds of benefit 
designs come with pushback from enrollees because it can restrict them from accessing 
certain providers or types of services they are accustomed to. Additionally, VBID programs 
can be complex and come with administrative burdens that make health plan administrators 
hesitant to take them on.256

Policy Solution: Using Network Adequacy Laws to Improve Access
Background
Network adequacy refers to a health plan’s ability to provide reasonable access to benefits 
by ensuring there are sufficient health care clinicians in a plan’s network. When networks are 
inadequate, plan members may end up paying higher costs to use out-of-network providers. 
The ACA created network adequacy standards for health plans sold on the marketplace, and 
many states maintain their own network adequacy regulations for the plans they regulate. 
Medicare Advantage and Medicaid MCO plans are also subject to their own network adequacy 
standards.

State of the Evidence
Network adequacy standards can be important tools for federal and state policymakers and 
officials to ensure that insurers are making affordable primary care easily accessible. Never-
theless, research indicates that these standards—and the oversight of insurer compliance—
have been falling short. 

Network adequacy refers to a health plan’s ability to provide reasonable access to  
benefits by ensuring there are sufficient health care clinicians in a plan’s network. 
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State network adequacy standards for commercial plans were developed in response to the 
emergence of managed care plans in the late 1990s, and a 2017 report found that state regu-
lators believe that these decades-old requirements need to be revisited.257 As of 2014, most 
states did not use any quantitative standards to evaluate network adequacy for commercial 
plans, while the rest imposed some combination of the following quantitative standards: 
minimum ratios of providers to enrolled population; minimum time or distance for enrollees 
to travel to provider; and maximum wait times to secure an appointment.258 A 2015 “secret 
shopper” survey of 743 primary care providers in California found that “new patients in either 
[a marketplace plan] or the comparable commercial plan had very low prospects—less than 
30 percent—of securing an appointment with any randomly chosen provider,” and those pre-
senting with acute conditions had worse outcomes.259 One issue is that, even in states with 
quantitative standards for network adequacy, insurance regulators often lack the capacity or 
authority to conduct robust oversight and enforcement.260

Medicare Advantage plans are required to cover a certain number of provider types within 
specified distance and travel time requirements,261 and most state Medicaid managed care 
plans also face network adequacy requirements specific to travel time or distance for pri-
mary care providers.262 However, often these quantitative standards do not sufficiently take 
into account which providers are accepting new patients or the way tiered and other benefit 
designs interact with network adequacy.263 

A 2021 analysis of Medicare Advantage found that the highest-rated plans had the narrowest 
primary care networks. This happens because plans seek to maximize their quality ratings 
by contracting with a narrow set of high-quality providers. The study also found “substantial 
racial/ethnic disparities in access to wider [Medicare Advantage] networks for primary care 
among Hispanic and Asian enrollees.”264 Further, a 2014 report by the Office of the Inspector 
General at the Department of Health and Human Services studying the availability of Medic-
aid managed care providers found that “more than half of providers could not offer appoint-
ments to enrollees, . . . [and] primary care providers were less likely to offer an appointment 
than specialists.”265 The report raised questions about both the enforcement and sufficiency 
of state Medicaid managed care network adequacy standards.266 

Research indicates that current network adequacy standards for Medicare Advantage, 
Medicaid managed care, and commercial plans have done little to improve access to primary 
care. More research is needed on the comparative effectiveness of the different quantitative 
and qualitative network adequacy standards in order to understand how they can best be 
deployed to ensure access, particularly for underserved populations. To strengthen current 
standards, policymakers could consider steps such as an external physician review system to 

Research indicates that current network adequacy standards for Medicare  
Advantage, Medicaid managed care, and commercial plans have done little to  
improve access to primary care. 
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determine whether patient needs are met by the network, enhanced access to out- 
of-network providers when networks are inadequate, mandated inclusion of essential 
community providers, and stronger enforcement of existing network adequacy standards. 
However, it is important to note that while researchers have recommended these solutions 
for strengthening network adequacy,267 their effectiveness in improving access has not been 
widely implemented or evaluated.

 
Takeaways on Improving Affordability of Primary Care 
Ensuring Americans have access to affordable health plans, whether through Medicaid 
or ACA marketplaces, should remain a top priority for policymakers at federal and state 
levels. For those with insurance coverage, network adequacy standards can ensure 
timely and affordable access to primary care physicians near them. Federal and state 
policymakers can work to strengthen both network adequacy standards and their 
oversight of these standards, particularly when it comes to primary care for under-
served populations. Although reducing cost sharing for primary care has the potential 
to remove affordability barriers, health plan administrators need to be incentivized to 
educate their members on the benefits of creative benefit design as well as to take on 
the administrative burden associated with developing these programs.
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THE	ACCEPTABILITY	PROBLEM:	ENSURING	COMFORT	 
AND	COMMUNICATION	IN	THE	DELIVERY	OF	PRIMARY	 
CARE SERVICES
Our interpretation of the fifth and final dimension of the Penchansky and Thomas model of 
access focuses on the barriers that prevent comfort and communication during the delivery 
of primary care services. Although ensuring access based on the first four dimensions is 
necessary, it continues to be insufficient if patients are unable to fully accept the services 
being provided to them. To be sure, a number of the policy initiatives considered earlier—
more and better-distributed FQHC locations, increasing diversity in the primary care clinician 
pipeline, creating graduate medical education programs in rural areas—contribute to building 
cultural competency. Relatively few of them, however, directly tackle acceptability issues. In 

 
 The Potential of “Public Option” Plans
  Some state policymakers believe that a “public option” plan could help underserved  

communities obtain more affordable primary care services. A public option plan is  
generally defined as a government-sponsored health care plan. However, in the 
three states that have enacted “public option” legislation, these plans are run by 
private entities that are more closely regulated by the state than other commercial 
plans. 

 •  Washington State explicitly stated that providing predictable access to preven-
tive and primary care services is one of its policy goals in the development of its 
public option plan design,268 and the law sets a minimum payment rate for primary 
care services at 135% of Medicare rates.269

  •  Colorado’s public option plans, which must be offered by all carriers in the indi-
vidual and small group markets, are required to be “designed to improve racial 
health equity and decrease racial health disparities through a variety of means,” 
including “[p]roviding first-dollar, pre-deductible coverage for certain high-value 
services, such as primary and behavioral health care.”270 Colorado also requires 
public option plan networks to be “culturally responsive” and “reflect the diversity 
of its enrollees.”271 

 •  In selecting an entity to administer its public option plan, Nevada Department of 
 Health and Human Services is required to prioritize applicants whose proposals  
include ways to strengthen the primary care workforce in the state and plans to  
contract with providers in a way that reduces disparities in terms of access to 
health care while supporting culturally competent care.272 Nevada also requires 
public option plan payments to FQHCs to match or exceed Medicare reimburse-
ment rates.273  
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this section we discuss the efforts by providers to improve patient-centered communication 
as well as the vital role community health workers (CHWs) have been playing to bridge the gap 
between communities and providers.

Policy Solution: Alleviating Mistrust in Health Care Institutions  
Among Underserved Populations Through the Use of Patient-Centered 
Communication
Background
For some patients, long-standing and often well-placed mistrust in the health care system 
is a barrier to obtaining primary care. Although researchers have found several causes for 
patients’ mistrust in clinicians, many studies cite negative interactions within health care 
settings, often the result of discrimination against patients, as a particularly important  
factor.274,275 Studies indicate that patients who are members of underserved populations,  
including low-income individuals, people of color, and LGBTQ+ individuals, experience  
difficulty in trusting their primary care clinicians.276-280 For example, in several studies,  
African American patients have been shown to have lower trust in physicians than white  
patients.281-284 Other studies have found that Hispanic patients reported lower measures of 
trust compared with non-Hispanic white populations.285,286 

Research indicates that many of these patients worry that they may have medical care 
withheld, or that they may not receive the best quality care, as a result of discrimination from 
clinicians. For example, a study found that perceived discrimination is correlated with higher 
rates of medical mistrust for non-Hispanic Black adults and Hispanic adults compared to 
white adults.287 In addition, nationally over half of LGBTQIA+ individuals report experiencing 
discrimination in health care, including having clinicians refuse to treat them.288

State of the Evidence
To improve trust between patients and physicians, studies have found that it is important  
for physicians to improve patient perceptions of the physician’s ability to provide care  
and comfort for them with technical competency and open verbal communication.289,290  
Patient-physician trust has also been found to increase among patients who report that  
their physicians make an effort to understand their experiences, communicate clearly and 
completely, strive to build partnerships, and obtain referrals.291,292 A 2019 study found that 

Patient-physician trust has also been found to increase among patients who report that  
their physicians make an effort to understand their experiences, communicate clearly 
and completely, strive to build partnerships, and obtain referrals. 

Studies indicate that patients who are members of underserved populations, including 
low-income individuals, people of color, and LGBTQ+ individuals, experience difficulty in 
trusting their primary care clinicians. 276-280
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“[p]hysicians may buffer the effects of mistrust by using patient-centered communication 
skills such as soliciting the patient’s concerns and priorities and being responsive to the 
health care needs which patients identify.”293

There are a few examples of clinicians using these strategies to gain the trust of their pa-
tients, but evidence of the effectiveness of these strategies is limited. For example, before 
appointments, the City of Hope cancer center invites patients to take a survey that asks them 
if they are experiencing social, emotional, or financial difficulties that may affect their ability 
to follow treatment.294 The center then directs social workers, financial services staff, and 
other supportive care staff to offer help to patients with the goal of building trust between 
the center and its patients.295 However, there is no publicly available evaluation of these  
efforts. To combat discrimination against LGBTQ individuals and build trust, UnityPoint 
Health system, a network of hospitals, clinics, and home care services in the Midwest,  
created its first clinic for LGBTQ patients in 2018 and required its staff to participate in  
training on LGBTQ identities and how to serve as allies. The effort received positive feedback 
and was followed by the opening of a second clinic.296 

Policy Solution: Integrating Community Health Workers into Primary 
Care Delivery by Formalizing Their Role and Creating Reimbursement 
Pathways
Background
According to the American Public Health Association, a community health worker is a “front-
line public health worker who is a trusted member of and/or has an unusually close under-
standing of the community served. This trusting relationship enables the worker to serve as 
a liaison/link/intermediary between health/social services and the community to facilitate 
access to services and improve the quality and cultural competence of service delivery.”297 
The certification and licensure of these professionals vary by state and municipality.298 The 
scope of work that CHWs do also varies depending on jurisdiction and type of health care 
setting. The Centers for Disease Control and Prevention has recommended states establish 
their own standards for CHW certification and scope of practice.299 

Community health workers are often employed by a health care facility or institution but also 
maintain a strong connection to the community through home visits and community events. 
In general, their role spans from providing health education and screenings to delivering food 
and connecting patients to community resources.300 CHWs often conduct assessments of 
various measures of access, including access to transportation, health insurance, or child 
care.301

CHWs often live and work in the communities they serve, making them familiar and trust-
worthy liaisons to patients for medical professionals and institutions.302,303 They are often 
trained to communicate with patients at the appropriate health literacy level, in plain 
terms, and in a more culturally competent way. Both patients and clinicians benefit from 
the cultural competency training and practices that CHWs bring to primary care.
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CHWs often live and work in the communities they serve, making them familiar and trust-
worthy liaisons to patients for medical professionals and institutions.302,303 They are often 
trained to communicate with patients at the appropriate health literacy level, in plain terms, 
and in a more culturally competent way. Both patients and clinicians benefit from the cultural 
competency training and practices that CHWs bring to primary care.304 Because clinicians’ 
training depends on the state, cultural competency training is not a given. However, common 
definitions of the role consistently emphasize the importance of a deep understanding of the 
communities in which they are serving.305 

CHWs are also more likely to speak the languages primarily spoken in a particular community, 
which has been demonstrated to improve health outcomes306 and enhance the acceptability 
of care.307 Evidence suggests that trust is one of the most important elements to ensure ef-
fectiveness of the services that community health workers provide. This can be built through 
maintaining membership in the same communities in which they are serving or identified 
shared lived experiences.308-310 

Immigration status can have a significant impact on health and health outcomes, and un- 
documented immigrants may avoid medical care because of fear of deportation.311 Even those 
with a legal status may be reluctant to access assistance programs out of fear that it could 
adversely affect their path to citizenship.312 Immigrants may also have difficulty accessing 
medical care in their preferred language. CHWs can play a crucial role in helping immigrant 
populations overcome some of these extra barriers to primary care.313 For example, in south 
Texas, CHWs visit members of the community door-to-door to educate residents about  
community health care resources available to them regardless of immigration status.314 They 
have also been able to help improve acceptability of care among other vulnerable  
populations who maintain higher levels of mistrust in medical institutions, such as people 
who inject drugs.315 

In addition, CHWs have proven to be a valuable part of the solution to combatting racial health 
disparities, particularly with respect to women’s health care and primary care. Alarming racial 
disparities in maternal health outcomes exist in the United States, even when controlling for 
income or health status.316 In Washington, DC, one women’s health clinic, Mamatoto Village, 
recruits CHWs from the community and trains them to provide residents with resources for 
housing and social services, to assist with breastfeeding, and to manage chronic conditions. 
The patients of Mamatoto Village have better than average health outcomes and higher levels 
of follow-up care.317

Immigrants may also have difficulty accessing medical care in their preferred language. 
CHWs can play a crucial role in helping immigrant populations overcome some of these 
extra barriers to primary care.
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State of the Evidence
As of 2016, seven states had passed laws authorizing Medicaid or other insurer reimburse-
ment for CHW services, while nine states authorized CHW certification and eight states 
authorized the use of CHWs in managed or team-based care models.318 Minnesota has  
done all three, and it can serve as a case study on the development of a CHW workforce.  
Minnesota enacted legislation authorizing Medicaid reimbursement for CHWs in 2009.319  
Prior to enacting this legislation, Minnesota paved the way by establishing a CHW scope of 

practice and developing a standardized CHW curriculum. However, only about 600 CHWs had 
been certified in Minnesota as of 2016.320 A 2016 report attributed this low uptake to the need 
for “greater understanding of and support for CHW roles including CHW care coordination 
activities, addressing billing complexities, and improving coverage policies prior to launching 
the program.”321 Minnesota is now using federal State Innovation Model funding to develop a 
toolkit for how practices can best integrate CHWs into their teams.322

More research is needed to find the best ways to boost the number of CHWs and to integrate 
them into primary care practice. In particular, the existing evidence focuses on the impact of 
one-on-one interactions between CHWs and patients. There is a lack of evidence document-
ing the effectiveness of CHWs in team-based settings and how to better integrate them into 
teams.

Takeaways on Improving Acceptability of Primary Care
Significantly more research is needed to establish best practices in patient-centered 
communication, which requires funding support from federal and state policymakers. 
While some provider groups and practices are using a variety of methods to establish 
trust, more centralized support and systematic evaluation is needed to fully under-
stand and expand the impact of these efforts. The evidence is much stronger when 
it comes to CHWs improving communication between communities and providers. 
However, more work is needed to develop the CHW workforce and to find ways to 
best incorporate them into teams alongside clinicians. State initiatives to develop a 
comprehensive CHW workforce, like Minnesota’s, deserve further evaluation so that 
policymakers in other states can better determine how CHW programs can be brought 
to scale, while maintaining their unique connection to specific communities. 

As of 2016, seven states had passed laws authorizing Medicaid or other insurer  
reimbursement for CHW services, while nine states authorized CHW certification  
and eight states authorized the use of CHWs in managed or team-based care models.  
Minnesota has done all three, and it can serve as a case study on the development of a 
CHW workforce.
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CONCLUSION
This environmental scan found evidence supporting the efficacy of a range of policy inter-
ventions to improve access for underserved populations, such as the use of public financing 
to support the recruitment of primary care clinicians in underserved areas, to diversify the 
physician workforce, and to expand the role of nurse practitioners. Federal and state poli-
cymakers, health systems, medical professionals, medical schools, and insurers all have a 
potential role to play in implementing these interventions. It is important that comprehensive 
solutions encompass policy interventions targeting all five dimensions of access discussed 
in this report, including the acceptability dimension, which is a harder but arguably more im-
portant problem to solve in order to achieve greater health equity. However, further research 
will be needed to establish the effectiveness of some popular policy interventions such as the 
use of network adequacy standards or team-based care to improve access. 
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