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The American College of Physicians (ACP) has long advocated
for universal access to high-quality health care in the United
States. Yet, it is essential that the U.S. health system goes beyond
ensuring coverage, efﬁcient delivery systems, and affordability.
Reductions in nonﬁnancial barriers to care and improvements in
social determinants of health are also necessary. This ACP position paper calls for ending discrimination based on personal
characteristics; correcting workforce shortages, including the undersupply of primary care physicians; and understanding and
ameliorating social determinants of health. The ACP calls for in-

creased efforts to address urgent public health threats, including
injuries and deaths from ﬁrearms; environmental hazards; climate change; maternal mortality; substance use disorders; and
the health risks associated with nicotine, tobacco use, and electronic nicotine delivery systems in order to achieve ACP's vision
for a better U.S. health care system.

I

must be part of the health care conversation. In addition, well-documented barriers to health include race
and ethnicity, gender or gender identity, sex or sexual
orientation, intellectual and physical disability, location,
age, language, national origin and immigration status,
incarceration status, religion and cultural beliefs, socioeconomic status, and health literacy and ability to access information (10 –15). In this position paper, ACP
identiﬁes key elements for improving health and offers
recommendations to improve nonﬁnancial barriers to
health based on existing ACP policy and available
evidence.

n this position paper, the American College of Physicians (ACP) proposes strategies to address social determinants of health and reduce barriers to care in order to achieve ACP's vision for a better U.S. health care
system for all. The ACP's vision, outlined in an accompanying call to action (1), includes 10 vision statements,
4 of which are particularly relevant to the policies discussed in this paper (Figure). The companion position
papers address improving payment and delivery systems (2) and coverage and cost of care (3). Together,
these papers provide a policy framework to achieve
ACP's vision for a better U.S. health care system.
The ACP has long advocated for universal access to
high-quality health care in the United States (4 –7). Although ACP and other organizations advocate for universal coverage and work to achieve it, coverage does
not guarantee access. It is essential that the U.S. health
system goes beyond ensuring coverage, efﬁcient delivery systems, and affordability because ﬁnancial barriers
are not the only barriers patients face. In fact, a 2012
survey reported that 18% of U.S. adults experienced
affordability barriers and 21% experienced nonﬁnancial
barriers (8).
The ACP supports a “health in all policies” approach that aims to optimize elements necessary for
good health for all. Whereas public health is generally
improving in other developed countries, life expectancy in the United States has been decreasing since
2014 and, at 78.9 years, ranks last compared with peer
countries (9). Contributors to this decline—such as environmental health hazards, poor nutrition, tobacco use,
substance use disorders, ﬁrearm injuries and deaths,
and maternal mortality—are reversing progress made
over generations of increasing life expectancy and
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METHODS
The ACP Health and Public Policy Committee,
which is charged with addressing issues that affect the
health care of the U.S. public and the practice of internal medicine and its subspecialties, developed these
recommendations. The authors reviewed available
studies, reports, and surveys on social determinants of
health and barriers to health care from PubMed,
Google Scholar, relevant news articles, policy documents, Web sites, and other sources. Recommendations were based on reviewed literature and input from
ACP's Board of Governors, Board of Regents, Council
of Early Career Physicians, Council of Resident/Fellow
Members, Council of Student Members, and Council of
Subspecialty Societies. The policy paper and related
recommendations were reviewed and approved by the
ACP Board of Regents on 2 November 2019. The ACP
operating budget was the sole source of ﬁnancial support for the development of this position paper.
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smoking prevalence, including smoke-free air laws, increased prices of cigarettes, and implementation of
media campaigns, fail to reach some groups (26). The
World Health Organization found that smoking behavior is related to the accumulation of social disadvantage
over the entire life course, with such groups as single
mothers, long-term unemployed persons, new immigrants, homeless persons, mentally ill persons, and
members of ethnic minority groups being most likely to
smoke (27). Efforts to decrease smoking prevalence
need to reach these disadvantaged groups.

Figure. American College of Physicians vision statements
related to barriers to care and social determinants of
health.

The American College of Physicians envisions a health system that
ameliorates social factors that contribute to poor and inequitable health
(social determinants); overcomes barriers to care for vulnerable and
underserved populations; and ensures that no person is discriminated
against based on characteristics of personal identity, including but not
limited to race, ethnicity, religion, gender or gender identity, sex or
sexual orientation, or national origin.

Substance Use Disorders
Substance use disorders involving prescription
drugs, including opioids, are also closely related to certain social determinants of health. Of note, the demographic at highest risk for prescription drug and opioid
misuse has shifted from inner-city, minority men to
white men and women living outside of urban areas
(28). Currently, opioid use disorder is most prevalent
among non-Hispanic white persons and American Indian/Alaska Native persons, middle-aged adults, and
those living in rural areas (29). Persons who overdosed
on illicit drugs and methadone were more likely to be
nonwhite and nonrural than those who overdosed on
other prescription opioids (30). These demographic
shifts underscore the importance of looking at how
such factors as age, location, and race/ethnicity contribute to risk for substance use disorders and other health
concerns.

The American College of Physicians envisions a health care system
where spending is redirected from unnecessary administrative costs to
funding health care coverage and research, public health, and
interventions to address social determinants of health.
The American College of Physicians envisions a health care system
where primary care is supported with a greater investment of resources;
where payment levels between complex cognitive care and procedural
care are equitable; and where payment systems support the value that
internal medicine specialists offer to patients in the diagnosis,
treatment, and management of team-based care, from preventive health
to complex illness.
The American College of Physicians envisions a health care system
where financial incentives are aligned to achieve better patient
outcomes, lower costs, and reduce inequities in health care.

IMPROVING PUBLIC HEALTH: ELEMENTS FOR
THE ACHIEVEMENT OF GOOD HEALTH
Nutrition
A healthy diet helps prevent disease and inﬂuences
outcomes of chronic diseases, including hypertension,
diabetes, cardiovascular disease, cancer, and obesity
(16). The 2017 Global Burden of Disease Study estimated that over the course of 1 year, 11 million deaths
and 225 million disability-adjusted life-years could be
attributed to diet-related risk factors (17). Unfortunately, high-quality, nutritional foods are not readily
available to everyone in the United States. Food deserts, as deﬁned by the U.S. Department of Agriculture,
are areas in which residents lack access to fresh fruits,
fresh vegetables, and other whole foods (18). Food
deserts are more prevalent in low-income and minority
neighborhoods (19), and living in a food desert is
linked to higher levels of obesity (20). Food insecurity is
deﬁned as living without affordable access to healthy
foods (21). In 2016, 1 in 8 American households were
food insecure, and these households spent, on average, 45% more on medical care than food-secure
households (22).
Tobacco Use and Nicotine Dependence
Despite the decline in tobacco smoking, it remains
one of the main preventable causes of poor health and
premature death in the United States and worldwide
(23). Increasing use of electronic nicotine delivery systems, especially among adolescents, is associated with
increased rates of tobacco use and nicotine dependence in this group (24). In addition, there are increasing concerns about lung diseases associated with electronic nicotine delivery systems (25). Efforts to decrease
Annals.org
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Maternal Mortality
Each year, around 700 U.S. women die of pregnancyrelated conditions, and 3 in 5 of these deaths are preventable (31). Compared with white women, African American, Native American and Alaska Native women are about
3 times more likely to die of pregnancy-related causes
(32). Maternal mortality rates have been increasing for the
past several years, despite advances in health technology
(33). The United States has the highest maternal mortality
rate of developed countries, but the causes of this disparity are mostly unknown. Social, economic, cultural, and
medical issues are all potential factors (34).
Firearm Injuries and Deaths
Firearm injuries and deaths are linked to social determinants of health and individual characteristics. Men,
younger individuals, and people of racial/ethnic minority groups are disproportionately affected by ﬁrearm
violence (35). One study looked at the sociodemographic distribution of gun deaths in counties across
the United States and found that the counties most affected were rural, poor, and predominantly minority
and had high rates of unemployment and homicide
(36). Groups that typically face barriers to care also experienced high rates of ﬁrearm injury and death.
Environmental Health and Climate Change
Environmental factors can have a large impact on
health. Exposure to environmental hazards early in life
has been shown to increase the risk for chronic disease
(37). Estimates suggest that reducing environmental
hazards would prevent almost one quarter of global
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disease (38). Low-income and minority populations are
disproportionately affected by environmental hazards.
One study found that persons of racial/ethnic minority
groups were 38% more likely to be exposed to nitrogen
dioxide, a pollutant known to cause increased risk for
asthma and heart attack, than their white counterparts
(39).
Climate change has also emerged as a key social
determinant of health (40), and worries about climate
change may also cause emotional distress and anxiety
(41). The effects of climate change, such as adverse
weather events, increased temperatures, and ﬂuctuation in precipitation patterns, are very likely to affect the
food supply, both nationally and internationally. Climate change could cause disruption of the availability
of food, reduction in access to food, and a decrease in
the quality of food (42).

unique struggles in accessing care tailored to the transgender community. A survey of physicians found that the
top 2 factors that prevented physicians from providing
proper care were lack of training on transgender-related
care and lack of exposure to transgender patients (47).
The health access issues faced by the transgender community add to the negative experiences of a community
that still faces social stigma regarding which restroom
they access in public places. Proper health care is often
out of reach for transgender and gender-nonconforming
(GNC) adults as well. Transgender women and men are
less likely than their cisgender counterparts to have health
insurance. There is widespread discrimination in health
care, health insurance policies, employment, and public
policy, all of which exacerbates this problem. Transgender and GNC adults also report experiencing “providers”
who have a lack of knowledge and awareness of their
unique health needs (48).

ELIMINATING BARRIERS TO CARE

Gender
Although individuals who self-identify as women
are not a minority in the United States, they do face
discrimination in health care. For example, studies suggest that clinicians underestimate pain in women (49).
Clinicians' underrecognition of symptom severity can
prevent women from receiving appropriate care and
erode patient trust. Studies have also found barriers for
women accessing reproductive services. A 2017 study
provides clinical examples of these negative effects and
also identiﬁes the main barriers women face, including
legislation, hospital policies, and business decisions to
limit reproductive services (12). Women, especially ethnic minority women affected by intimate partner violence, also face challenges accessing mental health
care (50).

Race and Ethnicity
Race and ethnicity have been a major focus of inequity in health care. A 2003 literature review identiﬁed
3 areas in which barriers exist: organizational, structural,
and clinical (43). The review also outlined a framework for
addressing these barriers that included recruiting minorities into the health professions, providing interpreter services for non–English-language speakers, and distributing
health education materials.
Stigma is a barrier to care for racial and ethnic minorities. A survey of low-income African Americans
demonstrated that stigma can prevent people from
seeking care for depression (44). A 2011 study revealed that Filipino Americans and Korean Americans
were less likely than white Americans to see a primary
care physician or take a prescription medication for a
mental health condition, even though they were more
likely to report signs of mental distress (45). Similarly,
Japanese Americans were less likely than white Americans to use mental health services. The study pointed
to structural barriers (lack of awareness of available services), lack of insurance, and language and cultural barriers (stigma and denial) as the potential causes. When
attempting to access HIV primary care, U.S. Latino
adults face more barriers than white adults: Structural
barriers, such as language, and barriers related to
stigma and belief prevented Latino adults from accessing HIV care (10).
LGBTQIA Identity
Lesbian, gay, bisexual, transgender, queer/
questioning, intersex, asexual/allied (LGBTQIA) individuals also face barriers to care. Respondents to a survey
of LGBT adults in New York City reported both barriers
that included system-level factors, such as lack of LGBTtailored services, and individual-level factors, such as
inhibitions around seeking LGBT-tailored care and an
unawareness of the rights to nondiscriminatory care
(11). Lesbian and bisexual women are more likely than
heterosexual women to delay treatment and avoid routine health care altogether (46). Transgender youth face

Intellectual and Physical Disability
For people with physical disabilities, barriers to
care can be actual physical barriers. Physically disabled
women seeking breast cancer treatment reported inaccessible equipment, fear of injury when moved from
wheelchair to examining table, or incomplete examination while in a wheelchair (13). Physical barriers affect
the quality of care patients receive.
Women with physical disabilities also face barriers
in accessing perinatal care. These include “inaccessible
care settings, negative attitudes, lack of knowledge and
experience, lack of communication and collaboration
among ‘providers,’ and misunderstandings of disability
and disability-related needs“ (51). Lack of perinatal care
can result in poor health outcomes for both the mother
and child. Lack of appropriate and affordable transportation for those with physical disabilities is another
physical barrier to care (52). In a study, people with
intellectual and mental disabilities reported barriers to
care related to their physicians' lack of knowledge of
disability issues (53).
Location
Where one lives can also be a barrier to care.
Twenty-one percent of Americans live in rural areas, but
less than 10% of physicians practice in rural areas (54).
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According to the Health Resources and Services Administration, over 23 million people reside in primary
care health professional shortage areas (HPSAs), and
almost 60% of primary care HPSAs are located in rural
areas (55). Rural hospital closures are also playing a
role in health access (56). A 2012 review examined the
barriers faced by HIV-positive people living in rural areas and found that the main barriers (transportation
needs, discrimination or stigma, and conﬁdentiality
concerns) were barriers stereotypically expected in
small-town, remote settings (57). Another study found
that despite comprising only one ﬁfth of the U.S. population, rural Americans accounted for 55% of the increase in body mass index (BMI) from 1985 to 2017,
showing that rural areas are driving the adult obesity
epidemic (58). Length of travel to health care centers,
need for housing and food while traveling for care, and
cost of child care and missed work are other factors
that affect the experience of those from rural communities when seeking care. For those in both urban and
rural areas, lack of transportation results in difﬁculty accessing care and decreased pharmacy and medication
access (59). Similarly to those in remote settings, people in urban areas face missed work and cost of child
care while seeking care as additional barriers while accessing care.
Age
A 2004 survey found “doctors' lack of responsiveness to patient concerns, medical bills, transportation,
and street safety” to be the major barriers to care for
elderly persons (60). Elderly persons see both psychological and physical barriers preventing them from getting the care they need. A similar study in 2017 again
examined the barriers faced by the elderly Medicare
beneﬁciary population. After identifying common barriers (lack of care coordination, ﬁnancial reasons, transportation, and lack of usual source of care) in a survey
of the group, researchers took it a step further: Respondents were queried to see who sought recommended
care, despite the barriers. The ﬁndings showed that
those who reported ﬁnancial reasons and lack of a
usual source of care as the main barriers were the least
likely to receive the medical care (61).
Language and Citizenship Status
Language barriers contribute to health disparities
for patients with limited English proﬁciency (62). According to U.S. census data, more than 21% of people
in the United States older than 5 years speak a language other than English in the home (63). Although
areas with high populations of non–native English
speakers (especially Spanish-speaking communities)
often have bilingual materials and clinicians, many
communities do not have multilingual resources.
Although many non–native or nonﬂuent English
speakers are U.S. citizens, immigrants face unique challenges navigating the health system. A study that
looked at the Latino immigrant community in Cincinnati, Ohio, found that language barriers and lack of interpreters were only 2 of the barriers they faced; these
Latino immigrants also named documentation status
Annals.org
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and discrimination as factors preventing them from receiving care (64). A review of the experiences of undocumented immigrants had similar ﬁndings. System-level
barriers identiﬁed included policy limitations; bureaucratic barriers, such as paperwork and registration; and
discriminatory practices. Individual-level barriers included fear of deportation and stigma (65).
Persons with impaired hearing report issues with
communication in health care experiences. Deaf patients who use American Sign Language often do not
have access to interpreters during health care visits,
which prevents them from understanding physicians'
instructions, and they fear negative health consequences
(66). Privacy concerns arise when deaf patients bring family members to their appointments as translators.
Incarceration Status
Incarcerated individuals often go overlooked and
experience low-quality health care services compared
with the general population (67). In a study, female inmates identiﬁed 3 main barriers that prevented them
from getting appropriate care while incarcerated: treatment interruption, health disempowerment, and poor
mental and physical health (68). Another study found
that clinicians encounter many issues in effectively
treating and preventing the spread of tuberculosis in
correctional facilities (69). Health literacy of inmates was
also cited as preventing individuals from receiving
proper care.
Religion and Beliefs
Certain religious, personal, and cultural beliefs can
prevent people from receiving proper care, such as evidenced by suboptimal vaccination rates in some U.S.
communities. A 2014 –2015 outbreak of measles, previously considered eradicated in the United States by
vaccination, was related to vaccination rates in the exposed population of only 50% to 86% (70). For herd
immunity to highly contagious diseases, a vaccination
rate of 96% to 99% is needed. In 2019, a massive outbreak of measles is being attributed by some public
health ofﬁcials to the large swaths of unvaccinated children throughout the country (71). One study found that
adolescents whose parents have concerns about baseline harms about vaccines were less likely to complete
the 3-dose series of the human papillomavirus (HPV)
vaccine (72). Reducing uncertainties in parents resulted
in increased likelihood of their children receiving the
HPV vaccine. This shows the need for parent education
regarding vaccine safety.
There may be other factors related to patients' religions to consider when providing care. For example,
sometimes eye contact and physical contact between
health care workers and patients of the opposite gender must be avoided. It is possible that male doctors
may have to communicate through a spouse if the patient is female, and patients may prefer that physical
exams also be conducted by a health care worker who is
the same sex as the patient. Modesty guidelines must also
be kept in mind for clothing removal during procedures
and examinations (73). Fasting during holidays or during
the month of Ramadan should be considered and re-
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spected by physicians for both patients with diabetes (74)
and patients who are pregnant or postpartum (75).
Health Literacy and Access to Information
Patients who lack health literacy may have difﬁculty
understanding clinical information and may not be able
to correctly follow directions for prescription drugs or
other treatments. Lack of access to digital technologies
can also be barriers to health care. One review of online health service use by people with limited health
literacy found barriers related to the poor readability of
content and poor usability of e-health services (76).
Misinformation online is another barrier to the receipt
of high-quality care. Efforts should be made not only to
make e-health services easier for those with low health
literacy to use, but also to create programs that can
improve health and digital literacy. Another study that
examined barriers to use of online health information
among those of low socioeconomic status found that
even when these individuals were provided with Internet access, they still experienced trouble seeking appropriate health information (77). Having Internet access is insufﬁcient; health literacy and digital literacy are
important parts of gathering health information.
Intersectional Barriers
Intersectionality is important when discussing barriers to health. Intersectionality is “a theoretical framework that posits that multiple social categories (for
example, race, ethnicity, gender, sexual orientation,
socioeconomic status) intersect at the micro level of individual experience to reﬂect multiple interlocking systems of privilege and oppression at the macro, socialstructural level (e.g., racism, sexism, heterosexism)”
(78). Intersectionality occurs when multiple factors in a
person's identity leave them more susceptible to facing
barriers to care (79). For example, a black LGBTQIA
person faces more barriers to care than a white
LGBTQIA person or than a straight black person (80).
These intersections must be considered moving forward in the discussion on barriers to care and social
determinants of health. A study investigating health
care access of rural Hispanic immigrants living in the
Midwest found that location and race/ethnicity contributed to barriers (81). Another example of intersectionality can be found in the results of a survey of aging,
rural-dwelling, HIV-infected people. The survey found
that this group faces more challenges in accessing care
than those with HIV who are not living in a rural area
and that the aging HIV-positive population encounters
a unique barrier because it can be difﬁcult to determine
whether symptoms are caused by HIV or old age (82).
Studies such as these highlight the need to recognize
that multiple factors can create barriers to care.

ACP POLICY POSITIONS AND
RECOMMENDATIONS
1. The American College of Physicians believes that
all persons, without regard to where they live or work;
their race and ethnicity; their sex or sexual orientation;
their gender or gender identity; their age; their religion,

culture, and beliefs; their national origin, immigration
status, and language proﬁciency; their health literacy
level and ability to access health information; their socioeconomic status; whether they are incarcerated; and
whether they have intellectual or physical disability
must have equitable access to high-quality health
care and must not be discriminated against based on
such characteristics.
Speciﬁc policies and efforts should be directed to
ensuring equitable access to high-quality health care
for populations at greater risk, by using an intersectional approach to understand their unique circumstances and barriers they face and address these disparities in the quality of or access to health care.
Policies and efforts to reduce barriers to care
should acknowledge and incorporate the unique needs
of those living in isolated rural areas and inner-city areas when accessing health care. For example, quality of
care for the HIV-positive population (14, 57), BMI and
obesity level (58), and access to nutritious food (19)
have all been shown to be affected by location.
Racial and ethnic disparities should be addressed
as outlined in the ACP position paper “Racial and Ethnic Disparities in Health Care” (83), and LGBTQIA identity disparities should be addressed as outlined in the
ACP position paper “Lesbian, Gay, Bisexual, and Transgender Health Disparities” (84). Disparities faced by
women should be addressed as outlined in the ACP
position paper “Women's Health Policy in the United
States” (85).
Persons aged 65 years or older make up almost
15% of the U.S. population (86), and elderly people
face both physical and psychological barriers when attempting to access care (25). Future action and policies
must ensure that the aging population is able to safely
and independently access health care services.
Religious, personal, and cultural beliefs and how
they affect access to care should be addressed, while
respecting religious and cultural beliefs and the First
Amendment protections for freedom of religion. Exemptions from evidence-based immunization requirements should be limited to medical indications in order
to protect the public's health.
Disparities faced by immigrants should be addressed in a way consistent with the recommendations
in the ACP position paper “National Immigration Policy
and Access to Health Care” (87). With more than 21% of
people in the United States older than 5 years speaking
a language other than English in the home (63), language services should be made available to improve
the provision of health care services, as outlined in the
ACP policy paper “Racial and Ethnic Disparities in
Health Care” (83).
Policies and actions are needed to improve health
and digital literacy, access to the Internet, and access to
evidence-based medical information, which can play a
large role in accessing care. In the United States,
around 23% of people living in urban areas and 28% of
people living in rural areas do not have access to or
cannot afford broadband (88). Lack of Internet access
prevents people from accessing health information.

S54 Annals of Internal Medicine • Vol. 172 No. 2 (Supplement) • 21 January 2020

Downloaded from https://annals.org by guest on 02/20/2020

Annals.org

Reducing Barriers to Care and Addressing Social Determinants of Health

Even when a person has access to the Internet and
access to health information, it is not a guarantee
that the individual is able to understand and process
the information.
The United States is the country with the largest
number of incarcerated people in the world (89). With
over 2.2 million adults behind bars (90), this group
makes up a large portion of the population; however,
little focus is placed on the health of these inmates.
Over one half of prisoners experience addiction, mental illness, or both, which increases their risk for such
conditions as HIV, sexually transmitted diseases, hepatitis C, and other infections (91). Policies and actions for
advancing public health and access to health should
consider this population and the unique risks and barriers it faces.
An estimated 12.8% of people in the United States
have disabilities. Those with intellectual or physical disabilities face inaccessible equipment and fear injury
during examination (13) and can experience a lack of
understanding and thorough communication from clinicians (52). Policies and actions should work to ensure
that those with intellectual or physical disabilities can
safely and independently access care.
2. The American College of Physicians believes that
public policies and efforts should be directed to ensuring an adequate supply and distribution of physicians
and other clinicians to meet the nation's health care
needs, especially for underserved rural and urban populations. Integrated actions are needed to address the
barriers to physicians, including internal medicine specialists, from entering and remaining in the primary care
workforce and practicing in underserved communities.
Research and policies to address the impact of hospital
closures on access and outcomes of care are urgently
needed.
An adequate physician workforce is essential to ensuring access to care. Particular attention should be directed at recruiting and retaining ambulatory-based
internal medicine specialists in recognition of their
unique training, skills, and contributions in providing
high-value primary, preventive, and comprehensive
care to adolescents and adults throughout their lifetimes, particularly for patients with more complex
medical problems. In addition, a diverse and culturally
competent health care workforce that is more representative of those they serve is critical to improving
health care access and outcomes. Recommendations
on achieving a more diverse health care workforce are
outlined in the ACP policy paper “Racial and Ethnic Disparities in Health Care” (83).
A comprehensive approach to address shortages
and maldistribution of clinicians is urgently needed.
This should include increasing graduate medical education training slots for specialties facing shortages, including internal medicine; reducing administrative burdens; easing medical student debt; reforming payment
policies to support high-value primary care; and improving and expanding on programs that support
primary care physicians who choose to practice in underserved areas. Recommendations to reduce adminisAnnals.org
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trative tasks imposed on primary care physicians, and
reforming payment and delivery systems to support the
value of the care they provide, are discussed in the
companion ACP position papers “Envisioning a Better
U.S. Health Care System for All: Coverage and Cost of
Care” (3) and “Envisioning a Better U.S. Health Care
System for All: Improving Payment and Delivery Systems” (2). Previous ACP papers, including “Financing
U.S. Graduate Medical Education” (92), “Solutions to
the Challenges Facing Primary Care Medicine” (93),
and “Putting Patients First by Reducing Administrative
Tasks in Health Care” (94), also provide a framework for
ensuring a sufﬁcient supply of primary care physicians,
including internal medicine physicians trained in primary and comprehensive care of adults.
The maldistribution of health professionals, especially
in rural and inner-city communities, must also be addressed by leveraging all appropriate government and
institutional resources to enhance the recruitment and retention of physicians for practice in underserved areas
through ﬁnancial incentives, technical assistance, and
changes in medical school recruitment and education.
Hospital closures, particularly critical access and
safety-net hospitals, can have a substantial impact on
patients. With fewer care options, it becomes harder for
patients to obtain emergency care and increases the
likelihood of major geographic barriers affecting care.
In addition, hospital emergency departments in certain
areas often serve as a source of primary care because
access to such care in community-based outpatient settings is limited. This can have a considerable impact on
vulnerable populations, who often cannot afford the
cost of transportation or take time off to travel greater
distances for preventive care or treatment. Research
and policies to address the impact of these closures are
urgently needed.
3. The American College of Physicians supports
greater investment in the nation's public health infrastructure, research, and public policy interventions to
address the social determinants of health and other factors that have a negative impact on health.
Supportive public policies that address environmental, geographic, occupational, educational, and nutritional social determinants of health should be implemented to reduce health disparities and promote
health equity. These interventions should be implemented as outlined in the ACP position paper “Addressing Social Determinants to Improve Patient Care
and Promote Health Equity” (95).
A greater investment is needed in the nation's public health infrastructure, as outlined in the ACP papers
“Strengthening the Public Health Infrastructure” (96)
and “Addressing Social Determinants to Improve Patient Care and Promote Health Equity” (95).
4. The American College of Physicians believes that
greater resources must be devoted to addressing environmental health, and that strategies are needed to address, prevent, mitigate, and adapt to the health consequences of climate change.
Environmental health should be addressed as outlined in the ACP position paper “Addressing Social De-
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terminants to Improve Patient Care and Promote Health
Equity” (95). Climate change and its effect on health
should be addressed as outlined in the ACP position
paper “Climate Change and Health” (97) and in the
ACP Climate Change and Health Action Plan (98), commensurate with the immediate, grave, and growing
threat it poses and the limited time available to prevent
more severe health consequences.
5. The American College of Physicians supports focusing funding priority and policy interventions on promoting critical public health objectives, including but
not limited to policies and actions to:
a. Reduce smoking and tobacco-related preventable illnesses, including the health risks associated with
the growing use of electronic nicotine delivery systems
by teenagers;
b. Reduce and treat substance use disorders;
c. Reduce the rate of maternal mortality in the
United States, especially for African American women;
d. Reduce ﬁrearm-related injuries and deaths; and
e. Improve access to and the availability of highquality nutritional food.
Major public health issues as outlined above
should be a priority for funding and intervention. Tobacco use should be addressed as outlined in the ACP
policy paper “Tobacco Control and Prevention” (99).
Substance use disorders and treatment should be
addressed as outlined in the ACP papers “Prescription
Drug Abuse” (100) and “Health and Public Policy to Facilitate Effective Prevention and Treatment of Substance Use Disorders Involving Illicit and Prescription
Drugs” (101).
To address maternal mortality and the social factors
clearly at play in this issue, among other approaches, maternal mortality review committees should be established,
and other state or local programs should collect pertinent
data and identify causes of maternal death; develop
and implement strategies with the goals of preventing
pregnancy-related or pregnancy-associated death and
improving maternal outcomes in the United States; work
to improve health care safety; and expand postpartum
Medicaid eligibility.
Firearm-related injuries and deaths should be addressed and reduced as outlined in the ACP position
paper “Reducing Firearm Injuries and Deaths in the
United States” (102).
Action must be taken to ensure access to an adequate and affordable supply of high-quality nutritional
food, which is essential to living a healthy and productive life. Current efforts suggest that promotion of
healthy eating can be successful, but these efforts are
affected by social class, social networks, race and ethnicity, cost, and neighborhood. More research is
needed to identify policies that would enhance access
to a healthy diet for all.

mental and social well-being and not merely the absence of disease or inﬁrmity.” The ACP continues to
support efforts to achieve this level of health. To ensure
optimal health for everyone, social determinants of
health and barriers to care must be addressed; the provision of improved access to health care alone will not
be sufﬁcient. Other factors shown to inﬂuence health
outcomes include race/ethnicity, gender, LGBTQIA
identity, intellectual and physical disability, location,
age, language and citizenship status, incarceration status, religion and cultural beliefs, health literacy, and access to information. The impact of these factors demonstrates the need to go beyond health care coverage,
cost, and delivery systems in order to improve health.
Moving forward, policies and interventions must
consider these numerous barriers and strive to eliminate disparities. Careful consideration must also be
given to environmental health, climate change, nutrition, tobacco use, substance use disorders, maternal
mortality, and ﬁrearm injuries and deaths, which can
also hinder achievement of good health.
The positions recommended in this paper will help
achieve the vision described in “Envisioning a Better
Health Care System for All: A Call to Action by the
American College of Physicians” (1), including a health
system that ameliorates social factors that contribute to
poor and inequitable health (social determinants), overcomes other barriers to care for vulnerable and underserved populations, and ensures that no person is discriminated against based on characteristics of personal
identity, including but not limited to race, ethnicity, religion, gender or gender identity, sex or sexual orientation, or national origin.
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