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he benefits of outreach training in a dental

program have been succinctly summarized by

a special interest group on outreach training
of the Association for Dental Education in Europe
(ADEE).! The benefits extend well beyond the ex-
pected enhancement of competencies related to the
clinical work performed; just as importantly, they lie
in the exposure of students to a setting vastly differ-
ent from that provided by the main dental school and
university clinic.** In the literature on this subject
from around the world, student feedback on clinical
placements is generally positive.>* Students talk
positively of the broader clinical experiences and of
having to adapt approaches and practices to differ-
ent settings; of the importance of a team approach to
patient care; and of gaining a broader view of health
care. They also appreciate the ready accessibility
of teaching staff and recognize the closeness of the
learning experience to subsequent practice. Students
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who attend a rural rotation show an appreciation of
the opportunity to gain insight into an unfamiliar
setting, noting that oral health in rural communities
is significantly worse than among the metropolitan
patients for whom they have previously cared.>® They
gain an understanding of the difficulties in recruiting
dental professionals to these types of settings. Stu-
dents also see the challenges arising from the lack of
technical and specialist support and the difficulties
of servicing and repairing equipment.

In Australia, oral health practitioners, espe-
cially dentists and dental specialists, work predomi-
nantly in the private sector, in state capitals, and
in other large cities and towns.'*"? Dental schools,
and therefore dental education and training, are
usually located in cities, and the clinical exposure
of students is predominantly urban-based. In 2009,
the School of Dentistry and Oral Health at Griffith
University, based in the City of Gold Coast, southeast
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Queensland, Australia, and in partnership with the
local shire council, embarked on a clinical place-
ment in the remote rural town of Brewarrina in New
South Wales (NSW), Australia. The fundamental
aim of the placement is to reveal to students during
their undergraduate training that there are options
to develop a satisfying professional career in a rural
and remote setting. It is hoped that the placement
will make the students appreciate the general and
oral health burdens experienced by rural, remote,
and Indigenous communities in Australia, as well
as the risk factors these residents confront on a daily
basis. There is consensus that the burden of dental
conditions is higher in rural and remote locations,
especially amongst Indigenous people in these areas.
A recent report on the dental caries status of Indig-
enous children in Australia showed that those located
in rural and/or remote areas have much higher mean
number of decayed, missing, and filled deciduous
teeth (DMFT) (~4 in six-year-old children) compared
to non-Indigenous children in metropolitan (DMFT
~1.5) and rural settings (DMFT ~1.8) as well as
Indigenous metropolitan children (DMFT ~2.6).%°
The situation is the same in the permanent dentition
of older children. The National Survey of Adult Oral
Health found that 57 percent of Indigenous adults
had untreated coronal dental caries, compared with
25 percent of non-Indigenous adults.?! The mean
number of decayed teeth amongst Indigenous adults
(>15 years of age) was 2.7 compared to 0.8 amongst
non-Indigenous adults. Indigenous adults were how-
ever underrepresented in this survey, and the findings
need to be interpreted with caution.

Students in the fifth (final) year of their pre-
registration program at our school spend three weeks
at this remote rural clinical placement. They learn
cultural awareness and provide health promotion,
prevention, and basic dental services to the people
in the town and surrounding areas. The students
experience a setting that is previously outside the
experience of most of them. This town is about 900
kilometers from the dental school and the cities on the
east coast of Australia and is nearly 200 kilometers
from the nearest large town/regional center; travel
to Brewarrina requires a twelve-hour bus journey.
Brewarrina itself has a population of about 1,500,
with a further 500 people in its hinterland over a ra-
dius 0f 20,000 square kilometers (sq km). The town
has a public primary school with 200 pupils. Seventy
percent of the population identify themselves as of
Indigenous (Australian Aboriginal) origin. The land
area of Australia is 7.5 million sq km (the sixth largest

country in the world), with a total population 0f22.3
million. While most people live in the metropolitan
cities, almost a quarter of Indigenous people live in
remote or very remote parts of the country.

Students on this rotation live together in a large
house provided by the local shire council, which is
partially serviced in terms of cleaning and cooking.
Other than that, students prepare their own meals
from food provided and are responsible for personal
laundry. The town has good recreational facilities,
especially for sports. The locals are very welcoming
and often offer considerable hospitality, including
opportunities to participate in country pursuits such
as fishing, hunting, attendance at horse races, and
sheep shearing. The clinic has four dental surgeries
in newly renovated accommodations. Initially, these
were equipped with mobile chairs and dental units,
but were upgraded to fixed equipment in the second
year of operation. Staffing includes a supervising
dentist, a dental assistant, and a receptionist. In the
three years (2009 to 2011) of the project so far, 166
of'the total 174 (95 percent) final-year dental students
have completed this placement in Brewarrina. Stu-
dents are usually rotated in groups of eight.

To improve the quality of the clinical place-
ment, student feedback is continually sought. Much
current research on student feedback is based on
urban and regional clinical placements, and little
is reported on remote rural placements. The aim of
this study was to compare students’ feedback on
their rural clinical placements by year cohorts and
by individual student groups, by analyzing common
themes and concepts in their reflective journals and
their responses to an online feedback survey.

Methods

Several approaches were used to analyze dif-
ferences between year cohorts and between groups
within years. Student experiences are monitored
through an anonymous voluntary online survey and
submission of a compulsory reflective journal—the
latter being the formal assessment of the clinical
placement module in the curriculum for the final year
of prequalification studies. Questions asked in the
survey are listed in Table 1; response options range
from strongly agree to strongly disagree. This survey
was conducted in 2010 and 2011.

Student journals are common reflection ac-
tivities in community service-learning courses.” In
these, students were asked to highlight the strengths

Journal of Dental Education m Volume 77, Number 9



Table 1. Responses to closed-ended statements on surveys for 2010 and 2011, as percentage of total respondents

Statement

SA A N D SD

I understood the aims of the option before my placement occurred.

24%  60%  13% 0 3%

The clinical consultants provided a satisfactory level of support and guidance 44%  39% 9% 5% 3%
throughout my placement.

I increased my awareness of the contribution made by the environment (physical, 41%  48% 6% 4% 2%
economic, and social) and dental services to the dental welfare of the public.

I gained an appreciation of the day-to-day organization of the clinical environment 31%  50% 14% 3% 3%
including health and safety.

I increased my appreciation of the importance of teamwork within the dental team. 37%  44% 14% 6% 0

I developed skills of patient management including communication skills. 32%  49% 15% 4% 0

I developed clinical operative skills in a primary care environment.

32%  52% 11% 5% 1%

I learnt to effectively utilize the resources available to deal with problems confronted.  42%  44% 10% 2% 3%

I learnt to work independently.

38%  45%  14% 2% 2%

| believe this option has provided me with a valuable learning experience. 37%  46%  11% 5% 2%

I am now more likely to choose a career in the public sector.
I would recommend this option to future students.
I am now more likely to work in a rural and remote setting.

8% 25%  40% 18% 10%
37%  35% 17% 8% 3%
15%  25% 29% 18% 14%

The transport and accommodation for my placement were arranged to my satisfaction.  34%  26%  23% 9% 8%

SA=strongly agree; A=agree; N=neutral; D=disagree; SD=strongly disagree

and limitations of the clinical placement and suggest
recommendations for improvement. The reflection
journals were implemented from the start of the
placement program in 2009.

For the survey, the frequency distribution of
responses to the close-ended statements and the
general comments were analyzed. The reflective
journals were analyzed using the specialized software
package Leximancer.”>?* This is a text analysis
application that clusters words and phrases to iden-
tify common or repeated themes and concepts. A
thesaurus of words related to particular concepts is
automatically developed and displayed visually to
show their co-occurrence and interconnectedness:
this is known as a concept co-occurrence matrix. The
method removes researcher bias in interpreting large
amounts of written material. The Griffith University
Human Research Ethics Committee approved the
research proposal (GU Ref No: DOH/22/10/HREC).

Results

Over the two years in which the survey was
conducted, a total of 82 percent of the students
provided feedback via the online survey: most were
overwhelmingly positive about their experiences.
In 2010, forty-eight of the fifty-three students (91
percent) responded; in 2011, fifty-two of the sev-
enty students (72 percent) responded. There were
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no major changes to the program structure, living

conditions, clinical setting, community engage-

ment, or supervisory arrangements over this time.

Unsurprisingly, therefore, there were no significant

differences between the responses provided by the

students by year cohorts, and the data have been
combined for analysis.

Over 80 percent of the participating students
responded positively to most of the individual state-
ments (Table 1). These included recognition of the
positive contribution made simply by the university’s
presence, the impact of clinical services provided to
the dental welfare of the public, the challenges of
day-to-day organization of the clinical environment,
the importance of teamwork, and the process of learn-
ing to work independently. Less than a third of these
students felt they were now more likely to choose a
career in the public sector, although 40 percent said
they were more likely to work for some of their career
in a rural and remote setting.

The free text comments highlight both positive
and negative aspects of the experience and reveal
the difficulties of this type of project for all stake-
holders. Examples of general comments include the
following:

* “Bre was a great experience and 3 wks was a per-
fect amount of time. Clinically I learnt how to use
what I had and appreciate all that I have at GH1/
metro areas in general” [GHI1 is the university
dental clinic].
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* “Very good experience at working on cases where
referral was not an option.”

* “Thank you for organizing an excellent outplace-
ment. It was a great learning experience. Hope to
have more patient flow in the future.”

* “Work was great; however, weekends were quite
boring. We didn’t do anything on the weekends at
all.”

* “Afantastic experience. Was excellent in learning
how to deal with fearful patients. But not very
beneficial to learn clinical skills due to poor patient
flow. But I feel it was still very valuable as it is
important for students to have exposure to rural
communities so they can appreciate/understand
the challenges faced by people living in them.”

* “Bre was a fantastic placement. . . . gave us the
greatest placement experience I could have hoped
for. I enjoyed the placement and think it has defi-
nitely put perspective to my role as a dentist and
to my future employment plans.”

The reflective journals were completed by the
2009 cohort (six groups), the 2010 cohort (seven
groups), and the 2011 cohort (eight groups). From
the 2009 reflective journals, Leximancer analyzed
2,239 total segments, from which forty-three major
concepts emerged. The 2010 cohort wrote less than
the previous year: Leximancer analyzed 647 total
segments and found thirty-four concepts. From the
2011 cohort, Leximancer analyzed 1,143 total seg-
ments and found thirty-five concepts. We provide
here an overview of student experiences and then
discuss the strengths, limitations, and future direc-
tion of the Brewarrina placement as commented on
by students in their reflective journals. All groups
most often talked about the patients and the clinic
and mentioned broader concepts of the community
and health less often.

Members of the very first group (group 1, 2009
cohort) to experience the Brewarrina placement
said they were unsure of what lay ahead, given the
absence of preceding peers to consult. They noted
being grateful for the powerful welcome with which
the local community received them. In contrast, the
2011 cohort reflected more on their living arrange-
ments and less on social interactions with the local
community: most reflections related to the clinical
or health perspectives from an outsider’s viewpoint,
rather than their lived experiences within the broader
community.

The Brewarrina placement appeared to be a
very positive learning experience for the students.

All cohorts acknowledged that communicating health
promotion messages to the whole local community
and providing oral hygiene instruction to individual
clients were key parts of their role. The 2009 and
2011 cohorts spoke more of providing “care” rather
than “treatment.” The 2009 cohort tended to label the
experience as “unique” and “valuable.” Students in
the 2010 cohort acknowledged the extensive com-
prehensive care they were able to deliver in a team
environment seeking a common goal, said by one
“to improve the quality of health for each patient.”
A 2010 student was relieved to know the participants
could “handle the workload™ after seeing “numerous
patients, ALL DAY.” Others across the three cohorts
expressed that the outplacement enhanced their learn-
ing and increased skills because they were exposed
to a variety of complex cases, particularly in oral sur-
gery. The low student to tutor ratio was valued. The
later cohorts valued the diversity of oral conditions
and the wider case mix than that to which they were
accustomed in the university clinic. One member of
the 2010 cohort mentioned being struck by the rural
patients’ tolerance for poor dental health: “they put
up with periapical lesions, severe periodontitis, tooth
fracture, retained roots, and generalized decay . . .
for months not days.”

Students in the 2009 cohort commented on the
multiple roles played by everyone in the clinic and the
resourcefulness of staff and students who constantly
sought viable alternatives when placed in difficult
circumstances. Similarly, one student in the 2010
cohort wrote that “working together with the other
health workers in the community made me realize the
value of teamwork and having sound communication
between all members.”

The 2009 and 2010 groups recognized in their
comments that learning was not isolated to the den-
tal clinic, but provided ‘life-learning,” as one put it,
that was significantly increased through interactions
with the local community. A member of the 2010
cohort commented that the students acquired skills to
“communicate in a light-hearted friendly manner” in
order to “gain trust and cooperation.” Not only were
their clinical skills improved, this student added, but
their social and life skills were enhanced: “spending
time with locals was an integral part of our learn-
ing experience.” After the experience students said
they believed they could work effectively in a rural
environment in the future. The contribution of the
local community in their enjoyment of the experi-
ence was acknowledged by one member of the 2010
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cohort, who wrote, “if it were not for the Brewarrina
experience, I think I would never consider working
somewhere rurally, but now I can.”

Members of the 2011 cohort commented that
the clinic was now well known in the area. One stu-
dent commented that “access and health promotion
remain limited; however, the clinic is well known
through the region, and through school visits and the
presence of students in the surrounding communities
there is an element of preventive treatment prevailing
with several patients.”

Members of group 4 in 2009 reported seeing
a significant difference in oral health status between
patients at the university and at the rural clinic. They
thought this was due to the lack of access to dental
health services over a long timeframe and said they
hoped this placement program could contribute to
an improvement over time. Some groups within the
2011 cohorts focused on learning skills rather than
provision of care; however, the majority of groups
considered the patient as central. The following quote
from a student in the 2009 cohort exemplifies the
strengths of the Brewarrina placement: “The suc-
cess of our placement was mainly attributed to our
keen approach to the Brewarrina experience, both
inside and outside of the clinic. We had open minds
and were not afraid to venture into the unfamiliar.
We made an effort to get to know the locals and be
involved in community activities such as trivia nights
and attend an art exhibition.”

The students, however, also identified a num-
ber of limitations at the rural placement. At the
beginning there were, perhaps inevitably, issues
with installation and functionality of equipment
and organizational matters such as difficulties with
the patient booking system. Members of the 2009
cohort said they believed these challenges could be
overcome. These issues were indeed progressively
resolved, and as students performed more treatments,
the experience became more and more positive over
time. A student in the 2009 cohort commented, “We
recognized the differences of living in a rural com-
munity and individualized certain options based on
the level of technology available to not only us as
clinicians but the patients themselves.”

Although equipment and management issues
were resolved over time, students in the 2010 and
2011 cohorts still spoke of the gap between the num-
ber and quality of resources on placement compared
to those at the university. Some called the equipment
substandard. Some groups from the later cohorts also
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expressed disappointment that the number of patients
treated during their placement failed to meet their ex-
pectations, and one student in the 2010 cohort noted
finding “patient flow to be a frustration.”

Some students in each cohort reported seeing
logistics and timing of the placement as problematic.
Members of the 2009 group expressed valid concerns
that their electronic access to the university’s online
learning sites (e.g., to access lectures they could not
attend in person) was suboptimal as Internet access
at the accommodation was limited. This concern
was not expressed to the same extent in the follow-
ing years since Internet access was significantly
improved.

The students did not often provide recommen-
dations to improve the clinical placement. Members
of group 2 in the 2010 cohort recommended increased
integration of care in which dental technology stu-
dents might be included in the outplacements to
“provide simple removable prosthesis to patients,”
as one wrote. Students in groups 3 and 8 from the
2011 cohort acknowledged the service provision to
the local community but contemplated the extension
of service provision to the greater communities who
have limited access to services.

Discussion

The strength of this remote, rural, and Indig-
enous placement most commonly expressed across
all three cohorts of students and by most groups
was the value to them of the clinical, patient care
experience. The range of clinical cases they treated,
especially in the absence of the ability to refer or seek
specialist advice, and the lower student to tutor ratio
were seen as major benefits. Evaluations of clinical
placements elsewhere have found that positive clini-
cal experiences are often mentioned by students in
their feedback.**7%!' Tt is not surprising that students
often reflect on their clinical experiences (positively
and negatively) when on placement. In their overall
training, the clinical and technical aspects of the
program take precedence. Most courses, mainly due
to time pressures, essentially focus on ensuring that
students are clinically and technically competent
and confident in performing the numerous clinical
procedures students need to master. While the student
guide for the rural clinical placement emphasizes
the “bigger picture” of health and well-being and
the importance of community on this placement,
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the students’ journals most often reflected on the
clinical experiences in terms of patients, patient care,
patient flow, clinic equipment, and management.
Students may not have reflected on the nonclinical/
training-related activities as they may not consider
these appropriate for a formally assessed assignment.

The instructions for the reflective journal have
changed over time, making it clearer that the reflec-
tions should be about the overall experience, not only
the clinical aspects of the placement. The pre-briefing
information meetings with each student group now
more explicitly emphasize that the placement is
more than a purely clinical one—emphasizing, for
example, the importance of community engagement
and being aware of social histories unique to living
in a remote rural setting. Significant efforts are al-
ready in place to improve the nonclinical experience
of the students on this placement. For example, the
university and shire council arrange at least one
visit to a neighboring town, and an extensive list
of social activities is readily available. Students are
encouraged to attend social events in the town and
thereby connect with the local community. This
has often led to students being invited to the homes
and farms of community members for a variety of
activities. Students have to make efforts themselves
to become aware of the bigger picture rather than
to focus merely on the immediate clinical situation.
Although stated less frequently (compared to clini-
cal experience), students have praised the positive
response of the community towards them and the
clinic and have said they appreciate the opportunity
to experience a setting very different from their
urban-based university.

A further important strength of this rural place-
ment was that the students had an opportunity to
experience the friendly welcome and engagement of
the local community. Being in a small setting allows
students to connect with the community and develop
skills of engagement that could be more difficultin a
large urban-based dental clinic. Developing cultural
competencies in dental students is an important com-
ponent of dental programs.

All cohorts reflected on the significant differ-
ence in oral health status between patients at the
university and at the remote rural clinic. Mostly,
they thought this was due to the lack of access to
dental health services over a long timeframe—an
interesting observation as it is suggested that dental
services in themselves contribute only a minor part
to any overall improvement in oral health status of

a population.? The supervising staff to student ratio
at this placement is 1:4, compared to the university
dental clinic ratio of 1:6. The lower ratio and eas-
ily accessible supervisor in this small clinic setting
were highlighted as significant positive aspects of
the placement.

The negative aspects of the clinic noted by stu-
dents mainly related to the lack of patient flow. Whilst
this is true to some extent, and perhaps expected in
a remote rural town, the percentage of appointments
not attended (failed to attend) was about 19 percent in
2011. In a rural and disadvantaged community, this
level of nonattendance is expected as people often
have to deal with urgent matters at short notice and
many have to travel long distances. Students need
to be aware of the issues related to patient flow in
remote rural settings. The marketing and profiling
of the dental clinic are, however, continually being
addressed by all stakeholders in the program. This
includes regular advertisements of the clinic in the
local newspaper, often including a full page of in-
terviews (mostly light-hearted) with students at the
clinic. All schools in the town and surrounding towns
are offered health promotion and screening activities,
and reports are sent home with children to parents,
recommending a visit to the clinic if required. All lo-
cal health care providers, especially referring general
medical practitioners, are informed of the details of
the placement and are encouraged to refer patients
when dental care is needed. Both the dental school
and the shire council have given many interviews
to the regional radio station. The dental clinic has
also received national recognition: a prize in the
2010 National Awards of Local Government (www.
minister.infrastructure.gov.au/aa/releases/2010/June/
AA403 2010.aspx). The dental clinic was awarded
both the National Award for Excellence and won the
top honor in the Rural and Remote Health category.
These awards provided all stakeholders with excel-
lent marketing material.

The quality of the equipment was initially a
common concern among students. At the outset of
the clinic in 2009, it was decided to install portable
dental equipment, so that it could be used on school
visits or utilized in other communities in the future.
The equipment was, however, prone to breakdown,
principally due to fluctuations in power supply, and
often not all four surgeries were fully functional. In
terms of ergonomics, the equipment was not appro-
priate for operator and assistant use for eight hours a
day, five days a week, especially with students who
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have not previously worked full-time in a clinic. In
2010 and 2011, fixed equipment was sourced from
the public service by the shire council, and students’
complaints about equipment breakdown decreased
considerably as a result. However, odd occasions
persisted when the clinic had to be closed due to
significant maintenance issues, for example, related
to power supply and plumbing problems. In such
a remote setting, it can take days to obtain repair
services because workers may have to travel from a
base far away. Issues such as these do help to make
students aware of the realities of distance and isola-
tion and its impact on service delivery.

The long distance between the university base
and the remote rural placements is also a significant
logistical complication. Students travel twelve hours
on the bus to get to the town, confronted by the in-
herent dangers of long-distance travel. Fortunately,
no major incident has occurred. Also being far from
base means that dealing with personal emergencies is
difficult, as getting back to base can take most often
more than a day. Again, personal emergencies have
been very few. Communication is not an issue: both
landline telephone and Internet access are available
at the clinic and the accommodation, so students can
be easily contacted by family and friends.

Whilst the issue of staffing the clinic was
not often raised in the students’ reflective journals,
this was a significant management concern for the
sustainability of the placement. Prior to 2011, the
placement convenor had to source a supervising
dentist and occasionally a dental assistant from exist-
ing school academic (full-time or casual) and clinic
staff for each rotation. There were times when staft-
ing for a rotation was confirmed only at a late stage.
To avoid having to find staff for each rotation and
the inherent problems of continually changing staff,
it was decided to recruit a longer term supervising
dentist and dental assistant from a health recruiting
employment agency in the region. In 2011, all but
the first rotation was supervised by the same dentist,
and two dental assistants covered all the rotations.
The staffing costs are higher under this arrangement,
but the added costs outweigh the negative impacts of
changing staff for each of the rotations and the staff
have brought about stability in the local management
and operations of the clinic. No formal feedback
has been gathered from the supervising dentists,
but informal verbal and voluntary written feedback
suggests that the dentists have been impressed with
the quality of the clinical experience offered to the
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students. They have expressed concerns relating
to the percentage of broken appointments and the
quality of the mobile equipment initially installed. A
quote from a supervising dentist in 2009 summarized
the positive response of the clinical supervisors: “I
believe the program is successful on many fronts.
First, it is a unique experience for the students both
professionally and socially. I believe it is a wonderful
opportunity to achieve adaptability in treatment plan-
ning and procedures in a stimulating environment.
Secondly, the clinic provides a much appreciated
service to the local community and the surrounding
communities which lack access to dental care. The
clinic also serves as a very successful joint activity
with the shire whose support is both substantial and
practical.”

While a significant percentage of the students
expressed a greater likelihood of working in the pub-
lic service (33 percent) and in a rural remote setting
(40 percent) after the placement, the forces driving
new graduates to take up employment in the private
sector in metropolitan areas are considerable.?*?” This
is unlikely to change significantly as dentistry is a
market-driven profession. Our 2009 dental graduates,
the first who experienced the rural placement, were
asked about their employment status a few months
after graduation. About 60 percent of them responded
to the survey; of those, 80 percent were in the pri-
vate sector, and more than two-thirds in the capital
cities. The main reasons expressed for not opting
for employment in a small town were to be close to
family and home and the professional support and
social life in a city/large town. Currently, most dental
students graduate with considerable debt. Income
in the private sector outstrips that in the public sec-
tor by a large amount, even for new graduates. The
beneficial impact of this rural clinical experience
might therefore only be realized when these graduates
are professionally confident and financially secure
enough to venture into clinical practice settings in
rural locations.

Conclusion

The Brewarrina rural clinical placement ap-
pears to be beneficial for the overall clinical experi-
ence of the dental students at Griffith University. A
second clinical placement in a regional setting (less
remote and closer to the university base) is now avail-
able to our students. Issues related to appreciating the
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bigger picture, patient flow, fully functional dental
surgeries, turnaround time on repairs, and consisten-
cies in staffing are challenges confronting all partners
in this project. Current research being conducted in-
cludes an overview of the patient numbers and types
of care provided, a detailed analysis of the patient
flow and clinic downtime due to maintenance issues,
and a cost analysis of the remote rural clinical place-
ment. Further research on the opinions of relevant
stakeholders on the broad issues of oral health and
its improvement in rural, remote, and Indigenous
communities and service user opinions on the dental
clinic is currently being conducted. Detailed discus-
sions with stakeholders are important in that student
placements can only be implemented in a few remote
rural communities and therefore will have a relatively
small impact on the level of untreated dental disease
and ultimately on the prevention of these conditions
across the nation. The issue of oral health in rural, re-
mote, and especially Indigenous communities needs a
holistic, common risk-factor approach,® in which the
social determinants of health must be addressed.”-!
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