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Intentionality Required to Equip a Diverse
Physician Workforce with Tools and Infrastructure
to Deliver Comprehensive Care

Octavia Amaechi, MD

Family physicians who self-identify as Black, Hispanic, and American Indian/Alaska Native (AIAN)
are more likely to provide care to historically marginalized patients and provide care in disadvan-
taged areas compared with their White counterparts. However, these physicians also tend to have a
narrower scope of practice. Broader scope of practice, determined by the Scope of Practice for
Primary Care score, is associated with higher quality of care. Therefore, historically marginalized
patients and those in disadvantaged areas would greatly benefit from a physician workforce with a
broad scope of practice to help combat long standing and pervasive health inequities. This commen-
tary will visit the context of this issue and provide suggestions to equip and support a diverse physi-
cian workforce to deliver trusted and comprehensive health care. ( J Am Board Fam Med
2022;35:597–600.)
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A public health crisis continually looms before us: that
of systemic racism and bias and the resulting effects of
disparate care and health inequity for communities,
families and individuals who are historically marginal-
ized. Systemic racism and bias lead to the dispropor-
tionate burden of negative outcomes for patients
marginalized and made vulnerable across geographic
settings and across health conditions.1–2 This is height-
ened in areas where access to health care is already
limited.3 Racism and bias are embedded in policies
and practices of our governing bodies, health care
delivery systems, and institutions of medical education
and training. It dampens the health care delivery expe-
rience for individual clinicians, and importantly damp-
ens the experience for patients as well.4 Health

inequity resulting from unaddressed racism and bias
increases the cost of health care, is associated with
higher incidence of hospitalization, leads to faster pro-
gression and complication of chronic diseases, and
inflates morbidity and mortality.5

Racism and bias contribute to disparate care and
health inequity in a myriad of ways. For example,
poor inclusion of diverse groups in research studies
and use of flawed race-based algorithms lead to both
a delay in diagnosis and poor access to medical serv-
ices and resources.6 Clinicians’ implicit bias can be
passed along in medical record documentation, such
as the disproportionate incidence of negative descrip-
tors assigned to Black patients.7 These practices can
skew future decision-making processes from other
clinicians, lead to substandard care and perpetuate
health inequity. Many minority and disadvantaged
patients with or at high risk for chronic disease do
not have a medical home and lack a primary care
physician altogether.3 This eliminates the opportu-
nity for health concerns and questions to be
addressed. It removes the potential for early screen-
ing, counseling on disease prevention and removes
the opportunity to mitigate chronic illness progres-
sion. The task of addressing racism as a public health
crisis is complex as it requires a uniform commitment
to continually identify, evaluate, and critique drivers
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of health inequity and also requires layers of support
for interventions targeting harmful policies and prac-
tices on many levels and in different sectors.

What is known, however, is the positive impact
in health care outcomes when there is physician -
patient concordance by race, ethnicity, and lan-
guage for historically marginalized groups.8–10

Shared cultural experiences likely strengthen the
therapeutic alliance and diminish implicit biases
when such physician - patient relationships are
established. Specifically, there is improvement in
communication, allotted time spent together, lon-
ger and more detailed clinician documentation,
improved rates of screening modalities and immu-
nizations, and improvement in patient perception
of treatment with demographic and linguistically
concordant care.9,10

In addition, comprehensive primary care services
are especially needed in disadvantaged areas where
access to subspecialty care is limited. Family physicians
providing broader scope of care is associated with lower
health care costs and reduced rates of hospitalization.11

Physicians who provide a broader scope of care also
tend to have less feelings of fatigue and burnout which
can improve career retention and longevity.12

I read with great interest Wang, T et al’s policy
brief, “Variation in Scope and Area of Practice by
Family Physician Race and Ethnicity.” It reports
that although Black, Hispanic, and AIAN family
physicians are more likely to provide care to histori-
cally marginalized patients and serve in more disad-
vantaged areas, their scope of practice is narrower
compared with their White counterparts.13

A broad scope of practice was determined by the
Scope of Practice for Primary Care (SP4PC) score,
intended to measure the breadth of practice by fam-
ily physicians’ self-report of performing 22 separate
clinical activities representing usual aspects of fam-
ily medicine training and scope of practice. A
higher SP4PC score is associated with higher qual-
ity of care. Therefore, a narrow scope of practice is
a potential barrier to the delivery of quality compre-
hensive primary care to patients and communities
who need such services the most to help combat
long standing and pervasive health inequities.
Although work to address and remove the drivers of
health inequity is imperative, so is providing the
current and budding diverse physician workforce
the tools and supportive infrastructure necessary to
deliver quality comprehensive care wherever
needed.

Equip a Diverse Workforce
What tools are needed to prepare diverse physicians
to meet the complex needs of the communities they
often desire to serve? One answer lies in creating tai-
lored educational plans for resident physicians.
Proposed updates to the structure of Accreditation
Council for Graduate Medical Education (ACGME)
accredited Family Medicine residency programs
include the creation of individualized learning plans.
Individualized learning plans would provide dedi-
cated, supported space and time for residents to con-
sider their intended area of practice, perform a needs
assessment of the prevailing health care inequities of
that community, perform a similar assessment of
their training and career goals and choose electives
accordingly. With ACGME proposing at least 4
months of residency training to be tailored to future
career needs, this would allow physicians in training
to garner meaningful, practical skills and experiences
before entering independent practice.

Program directors and residency faculty tasked
with creating individualized learning plans should
include consider recommendations from community
preceptors and collaborate with local resource part-
ners to allow residents to learn from those with
knowledge, experience, and dedication to the com-
munity where the trainees’ future practice is planned.
Moreover, as we do not have enough diverse physi-
cians to provide concordant care for historically
marginalized patients across all settings, family medi-
cine residency programs should continue to explore
and adopt meaningful training practices to offset
health inequities and provide comprehensive quality
care for these populations.

Support a Diverse Workforce
An equipped and prepared diverse family physician
workforce requires a supportive infrastructure to
facilitate comprehensive primary care. Often family
physicians have intentions of providing broad scope
care on completion of residency training.14 However,
barriers may prevent physicians with valuable skills to
practice within their full scope. Barriers may include
policies that limit credentialing, especially in more
suburban and urban settings. Lower reimbursement
to family physicians compared with subspecialists for
procedural care and costs of malpractice insurance
coverage may also deter family physicians from pro-
viding broader scope care. Costs associated with
maintaining expertise and certification requirements
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may not be reimbursed by employers, especially if
broader scope of practice for family physicians is not a
local operational priority. Flexibility in patient sched-
uling is also necessary to accommodate the varying
office visit encounters or practice location variations
where a family physician may provide care. Support
for flexible physician scheduling is important as it
would promote physician work life balance, wellness
and possibly improve rates of URM physician reten-
tion as well.15 More robust policies are needed to
focus on incentivizing and supporting physicians who
provide high quality and comprehensive primary care
to marginalized populations and in disadvantaged
areas.

Build a Diverse Workforce
Whereas the focus of this commentary is to provide
strategies to equip and support a diverse physician
workforce to provide a broad scope of primary care
services, 1 thing is essential: such a workforce must
first be built. Although the call to diversify the phy-
sician workforce is ongoing and clear, tangible, and
well-designed efforts to answer this call over pre-
ceding decades have not made a substantial impact.
Overall, the ethnic and racial diversity of the physi-
cian workforce has remained stagnant and does not
reflect the diversity of the general population.16

Endeavors such as pipeline programs, specific men-
torship, and recruitment strategies have been suc-
cessful in individual instances. However, these
efforts are siloed; often dependent on limited fund-
ing, limited resources, and limited support from
those in positions of power and end when funding
sources and local priorities change. Institutional
and broad scale health policy changes accompanied
by requirements to address health inequities are
necessary which include building and retaining a
diverse physician workforce.

To build a diverse physician workforce, strat-
egies are needed that start earlier in the educational
path of students, to counter the effects of systemic
racism and bias that exist in other sectors of society,
such as the education system. Presenting medicine
as a tangible career option to children from margi-
nalized communities at every educational level, sup-
porting diverse students’ interests in medicine and
offering multifaceted approaches to prepare them
for the rigors of medical training, will improve
efforts to build a physician workforce prepared to

meet the needs of the diverse patients’ family physi-
cians care for.

Intentionality is required at every level, and across
sectors to build, equip and support a diverse family
physician workforce. Delivery of broad-spectrum
comprehensive care will not happen by chance. We
must use the tools available now, while advocating
for supportive infrastructure to ensure future access
to high quality care and reduction of health inequities
for historically marginalized communities.

To see this article online, please go to: http://jabfm.org/content/
35/3/597.full.

References
1. Gee GC, Ford CL. Structural racism and health

inequities: Old Issues, New Directions. Du Bois Rev.
2011;8(1):115–132.

2. Institute of Medicine. 2003. Unequal Treatment:
Confronting Racial and Ethnic Disparities in
Health Care. Washington, DC: The National
Academies Press.

3. Mark S. Eberhardt, Elsie R. Pamuk, 2004: The
Importance of Place of Residence: Examining
Health in Rural and Nonrural Areas. Am J Public
Health 94,1682–1686.

4. Gonzalez CM, Deno ML, Kintzer E, Marantz PR,
Lypson ML, McKee MD. Patient perspectives on
racial and ethnic implicit bias in clinical encounters:
Implications for curriculum development. Patient
Educ Couns 2018;101(9):1669–1675.

5. LaVeist TA, Gaskin D, Richard P. Estimating the
Economic Burden of Racial Health Inequalities in the
United States. Int J Health Serv 2011;41(2):231–238.

6. Editors, Rubin E. Striving for diversity in research
studies. N Engl J Med 2021;385:1429–1430.

7. Park J, Saha S, Chee B, Taylor J, Beach MC.
Physician Use of Stigmatizing Language in Patient
Medical Records. JAMA Netw Open 2021;4(7):
e2117052.

8. Greenwood BN, Hardeman RR, Huang L, Sojourner
A. Physician-patient racial concordance and dispar-
ities in birthing mortality for newborns. PNAS, 117
(35):21194–21200 A.

9. Cooper LA, Roter DL, Johnson RL, Ford DE,
Steinwachs DM, Powe NR. Patient-centered com-
munication, ratings of care, and concordance of
patient and physician race. Ann Intern Med 2003
Dec 2;139(11):907–15.

10. Green, Alexander R., Chijioke Nze. Language-
based inequity in health care: who is the “poor his-
torian”? AMA journal of ethics 19.3 (2017): 263–71.

11. Bazemore A, Petterson S, Peterson LE, Phillips
RL Jr. More comprehensive care among family
physicians is associated with lower costs and

doi: 10.3122/jabfm.2022.03.220123 Tools and Infrastructure for a Diverse Workforce 599

 on 18 M
ay 2025 by guest. P

rotected by copyright.
http://w

w
w

.jabfm
.org/

J A
m

 B
oard F

am
 M

ed: first published as 10.3122/jabfm
.2022.03.220123 on 31 M

ay 2022. D
ow

nloaded from
 

http://jabfm.org/content/35/3/597.full
http://jabfm.org/content/35/3/597.full
http://www.jabfm.org/


fewer hospitalizations. Ann Fam Med. 2015;13
(3):206–213.

12. Weidner, Amanda KH, et al. Burnout and scope of
practice in new family physicians. Ann Fam Med
16.3 (2018):200–205.

13. Wang T, Amechi C, Anderson AA, Eden AR,
Bazemore A. Variation in scope and area of practice
by family physician race and ethnicity. J Am Board
Fam Med 2022;35:454–456.

14. Russell A, et al. Drivers of Scope of Practice in
Family Medicine: A Conceptual Model. Ann Fam
Med May 2021, 19 (3):217–223. http://dx.doi.org/
10.1370/afm.2669

15. Shanafelt TD, Noseworthy JH. Executive Leadership
and Physician Well-being: Nine Organizational
Strategies to Promote Engagement and Reduce
Burnout. Mayo Clin Proc. 2017;92(1):129–146.

16. Ibrahim SA. Physician Workforce Diversity and
Health Equity: It Is Time for Synergy in Missions!.

Health Equity 2019;3(1):601–603. Published 2019
Nov 21.

17. Marrast LM, Zallman L, Woolhandler S, Bor DH,
McCormick D. Minority Physicians’ Role in the
Care of Underserved Patients: Diversifying the
Physician Workforce May Be Key in Addressing
Health Disparities. JAMA Intern Med 2014;174
(2):289–291.

18. Smedley BD, Stith AY, Colburn L, et al.; Institute
of Medicine (US). The Right Thing to Do, The
Smart Thing to Do: Enhancing Diversity in the
Health Professions: Summary of the Symposium
on Diversity in Health Professions in Honor of
Herbert W.Nickens, M.D. Washington (DC):
National Academies Press (US); 2001. Increasing
Racial and Ethnic Diversity Among Physicians:
An Intervention to Address Health Disparities?
Available from: https://www.ncbi.nlm.nih.gov/
books/NBK223632/.

600 JABFM May–June 2022 Vol. 35 No. 3 http://www.jabfm.org

 on 18 M
ay 2025 by guest. P

rotected by copyright.
http://w

w
w

.jabfm
.org/

J A
m

 B
oard F

am
 M

ed: first published as 10.3122/jabfm
.2022.03.220123 on 31 M

ay 2022. D
ow

nloaded from
 

https://dx.doi.org/10.1370/afm.2669
https://dx.doi.org/10.1370/afm.2669
https://www.ncbi.nlm.nih.gov/books/NBK223632/
https://www.ncbi.nlm.nih.gov/books/NBK223632/
http://www.jabfm.org/

