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Introduction
For over 5 decades, the National Health Service
Corps (NHSC) has played a pivotal role in addressing
health care disparities across the United States.
Established in 1970, the NHSCwas created to ensure
that communities facing the greatest barriers to care,
particularly those in rural and underserved areas,
would have access to dedicated, high-quality clini-
cians. Today, the NHSC has evolved into a multifac-
eted initiative supporting over 18,000 active clinicians
and boasting more than 60,000 alumni.1 Through its
scholarship and loan repayment programs, theNHSC
has become a cornerstone of the nation’s primary care
infrastructure, helping to recruit and retain providers
in areaswhere they are neededmost.

This commentary reflects on theNHSC’s enduring
impact, drawing from both national data and personal
experience. It explores the current challenges facing
the primary care workforce, highlights the critical
role of federal programs like the NHSC and the
TeachingHealthCenterGraduateMedical Education
(THCGME) program, and offers insights into howwe
can build amore sustainable and joyful future for clini-
cians serving on the front lines of community health.

Background of the NHSC
The NHSC was established in 1970 as part of a fed-
eral initiative to address the growing disparities in
health care access across the United States. By 1972,
the first cohort of NHSC clinicians was deployed to
areas identified as having the greatest need—rural
towns, inner cities, tribal lands, and other medically
underserved communities. Over the decades, the
NHSC has evolved from a single program into a ro-
bust network of 10 distinct initiatives, each tailored
tomeet specific workforce and community needs.

Today, the NHSC supports a diverse array of
health care professionals through its scholarship
and loan repayment programs. These include not
only primary care physicians but also dentists, psy-
chiatrists, psychologists, social workers, nurse prac-
titioners, and physician assistants. The expansion of
disciplines reflects the NHSC’s commitment to a
holistic approach to community health. Programs
such as the Students to Service Loan Repayment
Program, the Pediatric Specialty Loan Repayment
Program, and the Rural Opioid and Substance Use
Disorder LRP demonstrate the NHSC’s respon-
siveness to emerging public health challenges.

With over 20,000 clinicians currently serving and
more than 60,000 alumni, the NHSC has become a
cornerstone of the nation’s strategy to ensure equita-
ble access to care. Its legacy is not just in numbers,
but in the lives improved and communities strength-
ened through sustained, compassionate service.

Personal Journey with NHSC
My journey with the NHSC began in 1998, when I
was awarded a 3-year scholarship to attend medical
school. This opportunity not only alleviated the
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financial burden ofmy education but also setme on a
path of service that would shape the course of my ca-
reer. After completing my family medicine resi-
dency, which included training at Blackstone Valley
Community Health Center in Pawtucket, Rhode
Island, through BrownUniversity’s FamilyMedicine
program, I began my NHSC service at Unity
Health Care, Inc., inWashington, DC.

Living just 5 blocks from Unity’s Upper Cardozo
Health Center, I immersed myself in the community
I served. I began as a primary care provider, later
became the medical director, and eventually served
as a health policy advisor to the CEO. These roles
allowed me to witness firsthand the transformative
impact of community-based care and the critical
role that NHSC-supported clinicians play in sus-
taining it.

My experience is not unique. It mirrors the path
of many NHSC alumni who, after fulfilling their
service commitments, choose to remain in under-
served communities, often taking on leadership roles
within their organizations or contributing to the
broader community health center (CHC) move-
ment. TheNHSC doesmore than place clinicians in
high-need areas; it cultivates a lifelong commitment
to equity, service, and community health.

Current Primary Care Shortages
TheUnited States is facing a growing crisis in primary
care access. According to projections from the Health
Resources and Services Administration (HRSA), the
nation will experience a shortage of approximately
87,150 full-time equivalent (FTE) primary care physi-
cians by 2037.2 This looming gap threatens the
foundation of our health care system, particularly
in underserved communities where access is al-
ready limited.

CommunityHealthCenters (CHCs), which serve
over 32.5 million patients annually, are on the front
lines of this crisis. Despite their critical role in deliv-
ering care to low-income and uninsured populations,
CHCs are struggling to keep pace with rising patient
demand. In 2010, CHCs faced a shortfall of about
1,200 primary care physicians. Today, that gap has
widened to an estimated 3,000 FTEs, based on an
optimal ratio of 1,700 patients per physician.

This shortage has tangible consequences: longer
wait times for appointments, increased provider burn-
out, and reduced access to care in federally designated
Health Professional Shortage Areas (HPSAs). The

situation is further exacerbated by recently enacted
Medicaid cuts, which the Congressional Budget
Office estimates could result in nearly 8 million more
uninsured individuals.3 Many of these patients will
continue to seek care at CHCs, placing even greater
strain on already overburdened systems.

Without immediate and sustained investment in
the primary care workforce, these trends will con-
tinue to erode the accessibility and quality of care
for millions of Americans.

Federal Programs Supporting Workforce
Two federal programs stand out as essential pillars in
the effort to rebuild and sustain the primary care
workforce: NHSC and THCGME program. Both
are uniquely positioned to address provider short-
ages in underserved areas, yet both face challenges
due to inconsistent and insufficient funding.

The THCGME program supports community-
based residency training in health centers and other
underserved settings. Unlike traditional hospital-
based residencies, these programs immerse physi-
cians in the communities they aremost likely to serve
long-term.Research shows that physicians trained in
Teaching Health Centers are significantly more
likely to remain in rural and underserved areas after
graduation. In 2024 alone, THCGME residents
provided care to over 792,000 patients and delivered
more than 1.2 million patient visits—demonstrating
the program’s high return on investment and its crit-
ical role in expanding access to care.4

TheNHSC,meanwhile, continues to be one of the
most effective tools for recruiting and retaining clini-
cians inHealth Professional Shortage Areas. Through
its scholarship and loan repayment programs, the
NHSC helps make service in low-income commun-
ities financially viable for clinicians burdened by edu-
cational debt. In a competitive labor market, this
support is vital for CHCs striving to attract and retain
top talent.

Despite their proven impact, both programs lack
the long-term, stable funding necessary to meet
growing demand. Without sustained investment,
the progress made in building a resilient, commu-
nity-based primary care workforce is at risk.

Challenges and Contributing Factors
While federal programs like the NHSC and
THCGME are vital, they alone cannot solve the
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complex and multifaceted challenges facing the pri-
mary care workforce. A range of factors contribute
to clinician attrition and burnout, particularly in
CHCs, where the demands are high and resources
often limited.

Financial pressures remain a significant barrier.
Although NHSC loan repayment and scholarship
programs help alleviate educational debt, many
clinicians still face compensation disparities com-
pared with their peers in private practice or hospital
systems. This financial gap can make long-term
retention difficult, especially in high-cost urban
areas or remote rural regions.

Administrative burden is another major concern.
The increasing complexity of documentation, billing,
and regulatory compliance consumes valuable time
and energy, often at the expense of direct patient care.
This burden contributes to rising levels of burnout
and dissatisfaction amongprimary care providers.

Patient complexity and volumehave also intensified.
CHCs serve populations with higher rates of chronic
illness, behavioral health needs, and social determinants
of health challenges. Meeting these needs requires
time, coordination, and emotional resilience, resources
that are stretched thin inmany settings.

Innovative solutions are emerging. For example,
some CHCs are adopting ambient listening AI
technologies to reduce documentation time and
restore focus to the patient-clinician relationship.
In some cases, these tools have freed up hours in a
clinician’s day, which forward-thinking leaders have
chosen not to fill with additional appointments, but
to preserve as protected time, an intentional step
toward restoring joy in practice.

Ultimately, no single program or intervention
will resolve the workforce crisis. A comprehensive
strategy is needed, that includes sustained funding,
payment reform, technological innovation, and a
renewed commitment to creating clinical environ-
ments where providers can thrive.

Success Stories and Innovations
Despite the challenges facing the primary care
workforce, there are bright examples of innovation
and resilience that offer a roadmap for the future.
One such example is the long-standing success of
the NHSC itself. Over its 60-year history, the
NHSC has consistently demonstrated its effective-
ness in incentivizing clinicians to serve in under-
served communities. According to HRSA, 81% of

NHSC participants remain working in a health
profession shortage area after completing their ini-
tial two-year commitment, and for all clinicians
completing service during the years 2012 to 2013,
82% continue practicing in a health professions
shortage area.5

However, as the study byDr. Topmiller et al. sug-
gests, retention rates tend to decline after the sixth
year of service, suggesting a need for deeper under-
standing and support for long-term clinician engage-
ment. Some health centers are already exploring
innovative models to address this challenge. A nota-
ble example is the El Rio Health Center in Tucson,
Arizona, which launched a comprehensive clinician
well-being initiative in 2018 with support from the
American Medical Association’s Joy in MedicineTM

initiative.
El Rio’smodel is built on 3 pillars: individual well-

being, organizational culture, and technological sup-
port. By investing in leadership development, peer
support, and tools that reduce administrative burden,
the program has helped foster a culture of joy and sus-
tainability in clinical practice. Technologies such as
ambient listening AI have been particularly impactful,
allowing clinicians to spend more time with patients
and less time on documentation, without increasing
theirworkload.

These success stories underscore a critical insight:
workforce development is not just about recruitment.
It is also about creating environments where clini-
cians can thrive, grow, and find meaning in their
work. Programs that prioritize joy, balance, and pur-
pose are essential to reversing burnout and building a
resilient primary care system.

Policy Recommendations and Future Outlook
To address the growing primary care workforce cri-
sis, we must move beyond short-term fixes and
commit to a long-term, strategic investment in
community-based care. The success of programs
like the NHSC and THCGME demonstrates that
targeted federal support can yield significant
returns, but only if that support is stable, sufficient,
and sustained.

First, Congress must ensure multi-year funding
for both the NHSC and THCGME programs.
Short-term appropriations create uncertainty for
clinicians and training institutions alike, undermin-
ing recruitment and planning efforts. A predictable
funding stream would allow these programs to
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expand their reach and impact, particularly in rural
and underserved areas.

Second, payment reform is essential. Community
health centers must be supported in transitioning
from volume-based reimbursementmodels to value-
based care frameworks that reward quality, equity,
and population health outcomes. This shift would
enable CHCs to invest in team-based care, care
coordination, and preventive services, strategies that
improve outcomes and reduce long-term costs.

Third, we must invest in technologies that reduce
administrative burden and enhance the clinician-
patient relationship. Tools like ambient listening AI,
when implemented thoughtfully, can restore time and
joy to clinical practice. However, technology must be
paired with organizational cultures that prioritize
well-being and sustainability over productivity alone.

Finally, more research is needed to understand
what drives long-term retention in underserved set-
tings. Programs like the one at El Rio Health Center
offer promisingmodels, but we need broader data and
evaluation to inform national strategies. Identifying
the characteristics and supports that help clinicians
stay and thrive inCHCswill be key to building a resil-
ientworkforce.

The future of primary care depends on our
ability to act decisively and collaboratively. By
investing in people, programs, and systems that
support sustainable service, we can ensure that
every community—regardless of geography or
income—has access to the care it needs.

Conclusion
The NHSC has stood as a beacon of service, equity,
and commitment for over half a century. Its impact is
visible not only in the number of clinicians it has sup-
ported, but in the millions of lives touched by com-
passionate, community-based care. As the nation
confronts a growing primary care shortage, the
NHSC and programs like THCGME offer proven,

scalable solutions—if we are willing to invest in
them.

But funding alone is not enough. We must also
reimagine the environments in which clinicians
work, ensuring they are supported, valued, and
empowered to deliver the kind of care that drew
them to medicine in the first place. This means
reducing administrative burdens, embracing tech-
nologies that enhance rather than hinder care, and
fostering cultures of joy and purpose.

The future of primary care depends on our col-
lective resolve to act. By strengthening the pro-
grams that work, addressing the root causes of
burnout, and building systems that prioritize both
access and clinician well-being, we can ensure that
every community, no matter how remote or under-
served has access to the care it deserves.
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