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PREFACE v

PREFACE

The Conference on Community Oriented Primary Care, held in March of
1982 under the auspices of the Institute of Medicine, represented an important
historical point in the development of primary care in the United States. Set as it
was against a backdrop of 20 years of vigorous efforts to provide more
equitable health services to the entire population of the United States, it was
nonetheless firmly rooted in the realities of the 1980s.

The antecedents of the conference were several. Large-scale federal
commitment to the provision of medical care was one. That began in the 1960s
with the OEO Neighborhood Health Centers, the Children and Youth and
Maternal and Infant Care Programs, and the Migrant Health Program. It
continued in the 1970s with the authorization and growth of the National Health
Service Corps and its scholarship program. A second factor was the
reemergence of general practice medicine in the form of family practice as
called for in the Millis and Willard Reports, both published in 1966.% The
family medicine movement grew apace from the sentiments that these
documents articulated. By the late 1970s some 13 percent of American medical
graduates were pursuing careers in family medicine—many practicing in rural
and traditionally underserved areas.

* Citizens' Commission on Graduate Medical Education, Report, The Graduate
Education of Physicians, John S. Millis, Chairman (Chicago: American Medical
Association, 1966); Ad Hoc Committee on Education for Family Practice of the Council
on Medical Education of the American Medical Association Report, Meeting the
Challenge of Family Practice, William R. Willard, Chairman (Chicago: American
Medical Association, 1960).
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Finally, during the 1970s, the concept of primary care gained prominence
and acceptance as an anchor against the subspecialty drift of the major medical
disciplines. Not only was family practice included in the concept of primary
care, but general internal medicine and general pediatrics and some elements of
psychiatry and obstetrics and gynecology were included as well. The Institute of
Medicine (IOM) helped to solidify the concept with its 1978 publication, A
Manpower Policy for Primary Health Care, which clearly defined the field and
made specific policy recommendations pertinent to it.

All these developments had taken place in an environment of greater
community participation. From the civil rights movement of earlier years to the
consumerism of the 1970s, the role of the community and the patient had
become more prominent in the delivery of health services. Departments of
community and social medicine had grown up in medical schools, and
increasing numbers of medical students and young health professionals sought
career opportunities in community-responsive practice settings.

The conference occurred at a time when the difficult economic, social, and
political circumstances of the 1980s were being experienced for the first time in
all sectors. The nation's economy was hard-pressed. Serious cutbacks in
governmental support for health care were a reality. The energetic efforts of
medical schools in previous years had succeeded in producing a vastly
expanded pool of physician graduates whose availability was unquestionable
but whose ultimate place and type of practice was uncertain.

The historical trends in health service delivery, set against the political and
economic realities of 1982, provided the backdrop for the meeting.

The National Academy of Sciences supplied a small program initiation
fund that enabled the Institute of Medicine to assemble a planning committee to
examine issues emerging out of these events. This group met for 2 days in June
1981 and then continued to deliberate by phone, letter, and subcommittee
meeting for the balance of the year. The planning committee played an
important role in formulating the questions for the conference and supplying a
format for the answers. They selected the term “community oriented primary
care” (COPC) over a number of other possibilities because they felt it
represented an amalgam of the main themes of their deliberations. The term
itself had been coined by Dr. Sidney Kark of Hadassah-Hebrew University in
Jerusalem to describe his well-established program of training and research in
the area of population medicine and primary care. Dr. Kark, who was visiting in
the United States, served as a member of the planning committee and played an
important part in framing the concept.

The committee further agreed on two important points that shaped the
substance of the conference. The first was that, while COPC had major
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implications for health services delivery, its implementation would be
impossible without education and training programs that would prepare
physicians and other health providers for the demands of community practice.
Therefore, any deliberations on the subject should recognize the issues of
education as well as service. Second, there was a strong sense that the COPC
discussion should not be limited to the United States because much could be
gained from and exchanged with other nations who had undertaken similar
approaches to the delivery of health services. Many committee members felt
that the rapid developments of the previous years in the United States had taken
place without the benefit of the experience of similar efforts around the world.
Therefore, it was decided that the conference should attempt to incorporate
representatives of community oriented programs in progress in other countries.
The committee stated four goals for the conference:

* to refine the concepts and techniques of COPC and to trace its
development in the United States in comparison with that of other
nations;

* to examine the theories and practices that have been applied in COPC;

* to consider the means of incorporating the theory and practice of
COPC into the education and training of health care providers; and

* to publish and disseminate the results of this conference in order to
facilitate further developments in COPC.

In summary, the conference was intended as a forum in which the practice
of community medicine in the United States could be reassessed, codified, and,
as appropriate, redirected. This volume represents the record of that
undertaking. It is our hope that it will be of assistance to health care
practitioners, planners, and teachers in the decade to come.

And, finally, a word of thanks. Conference participants were drawn from
many walks of professional and community life in an effort to provide broad
and varied contributions to the deliberations. Although many participants raised
their own funds to enable them to attend the conference, crucial financial
assistance for others, as well as for the undertaking as a whole, was provided by
the U.S. Public Health Service, the Commonwealth Fund, and the Henry J.
Kaiser Family Foundation. The COPC committee wishes to thank them for their
trust and their support.

FITZHUGH MULLAN
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OVERVIEW AND SUMMARY 1

Overview and Summary

Eileen Connor

In March 1982 the Institute of Medicine sponsored an invitational
Conference on Community Oriented Primary Care (COPC). Over the course of
3 days, 120 conference participants from six countries took part in plenary
sessions and small group workshops. During the plenary sessions papers were
presented and responded to by discussants. Both the major papers and the
discussant papers dealt primarily with the theoretical issues of COPC. The
workshops provided an opportunity for the participants to listen to case reports
by people currently engaged in COPC, to discuss the problems of applying
theory to practice, and to suggest creative ways these problems could be solved.
Time constraints made plenary discussion impossible but ample opportunity for
discussion was provided in the workshops. The success of the conference is
evidenced by the richness of these proceedings.

The contents of this volume reflect the organization and main themes of
the March conference. Part I, “Theoretical Issues,” covers the meaning and
scope of COPC in an historical context, an international perspective on COPC,
the problems and opportunities presented by COPC in the current economic and
political climate, the role of health workers in COPC, and the education and
training of providers of COPC. Part II presents summaries of 16 case reports
illustrating the application of COPC principles to medical education and health
services delivery in a variety of settings—urban, rural, public, and private. The
discussion, conclusions, and suggestions that emerged from the small group
workshops are summarized in Part II1.

COPC is defined at the outset by Sidney Kark and Joseph Abramson.
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Their work expands the definition of primary care formulated by the
Institute of Medicine in 1977, which listed five attributes essential to primary
care: accessibility, comprehensiveness, coordination, continuity, and
accountability. To these attributes COPC adds a community focus and the
application of epidemiologic methods to the clinical care of individual patients.
COPC is both a general approach to the delivery of services and a specific
methodology for defining and intervening in specific health care problems.

COPC is not a revolutionary concept. Elements or specific features of the
Kark/Abramson model have been present in a variety of programs and practices
in the United States and abroad over the past 50 years. Generally lacking,
however, has been a synthesis of the elements of community orientation,
demographic and epidemiologic investigation, personal medical services,
environmental intervention, community organization, and health education in a
single practice or by a small number of practices and health agencies working
as a single system. Several notable exceptions, wherein a synthesis has been
approximated, include the Many Farms Project with the Navajo Indians, the
CHAD project at Kiryat Hovel in western Jerusalem, Glyncorrwg Health Center
in Wales, the East Boston (MA) Neighborhood Health Center, the Beersheva
experience in Israel, and the Su Clinica Familiar in Harlingen, Texas.
(Glyncorrwg, Beersheva, and Su Clinica Familiar are described in the case
reports in Part I1.)

Where COPC has existed in its “pure” form and/or where significant
elements of it seem to have been present and tested, there appears to be an
improvement in the health of the populations served. There is some evidence of
reduction in infant mortality rates, in prevalence of conditions (hypertension,
cigarette smoking, and overweight) shown to be highly correlated with severe,
debilitating diseases, and in costs of hospitalization resulting from preventable
diseases.

With COPC, as with any effort to grapple with the complexities of primary
care delivery, there are both opportunities and constraints that present
themselves. In the current economic climate, the targeted and effective use of
resources encouraged by COPC is a particularly appealing feature. Moreover,
the worldwide commitment to a broad definition of primary care expressed
formally at a 1978 World Health Organization conference on primary care in
Alma-Ata, U.S.S.R., serves to reinforce and underscore the relevance of COPC.

The increase in the number and distribution of physicians and health
professionals that has occurred in the last decade and that appears to be
continuing has the potential for creating an atmosphere conducive to COPC. As
the supply of physicians and health professionals increases there may
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OVERVIEW AND SUMMARY 3

be a greater emphasis on establishing a stable client population. Market
conditions may serve to encourage providers to turn to COPC. Moreover,
increased supply may also result in smaller patient loads allowing time for the
provision of services essential to COPC, such as health education, counseling,
and community involvement.

Furthermore, an ever increasing number of health problems are
community-related. Health problems rooted in environmental hazards, job-
related stress, and/or life-styles occur in individuals but are community-based
and require a community orientation for resolution. In addition, the changing
demographic profile of the U.S. population suggests that the significant health
problems of the next few decades will put a premium on chronic care of an
elderly population and will require an approach that considers and takes account
of the community being served. COPC affords that approach.

Several other factors also represent opportunities for COPC. The advances
in microcomputers, which make handling of data both relatively simple and
inexpensive, facilitate the aggregation of demographic and epidemiologic data
that is a basic feature in COPC. Additionally, the current tightening of federal
funding, which will force state and local agencies once again to assume
responsibility for such functions as health care, may provide the necessary
climate for COPC to flourish.

Factors that tend to inhibit the development of COPC are not negligible
and should be thoroughly considered. These factors were noted by many
conference participants. One factor explicitly mentioned by several participants
and that can be inferred from a number of the presentations is the historical
association of COPC with underserved populations. In the recent past, programs
in this country that have most closely resembled the COPC model have been
those programs designed to meet the needs of the underserved—inner-city
minorities, rural populations, and migrant workers, to name a few. As a result of
this association, COPC tends to be thought of as a way to organize services for
the disadvantaged rather than as a general approach to primary care delivery for
a broad base of the population. The presumed limited applicability of COPC
can serve to constrain and limit its wider adoption. The variety of perspectives
represented and expressed at the conference helped to dispel this notion.

Perhaps the greatest impediment to COPC in the United States today is the
current reimbursement system which encourages a one-on-one, fee-for-services
orientation and a proliferation of discontinuous, high-technology procedures to
treat diseases of individual patients without addressing the concerns of disease
prevention and health promotion. Under our current medical care system, a
style of medical practice, such as COPC, that em
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phasizes education, social and emotional support of the ill, and identification of
those at risk as essential modalities, tends to be superseded by practices and
programs that value technological modalities of care.

Practices and programs emphasized in COPC are generally not dependent
on high technology and therefore do not have the immediate visibility and
drama that many medical specialities enjoy today. The preventive, low-
technology, common sense approach that characterizes COPC (as well as
family and community medicine) has not fared well in competition for prestige
and power in academic medical centers. The status factor, therefore, is a real
problem in the training and maintenance of practitioners for COPC.

Two other factors, perhaps even more fundamental, also serve to inhibit
the growth and expansion of COPC: the general unpopularity of the preventive
elements of COPC and the cultural belief that responsibility for health should be
left in the hands of individuals and that any who would meddle with this
responsibility, even when it occurs in the name of health promotion, should be
viewed with suspicion. Educating people about the health hazards of certain
kinds of behavior is relatively simple and straight-forward; getting these same
people to alter their life-style or change their behavior is extremely difficult,
and likely to be viewed as self-righteous and intrusive. The importance of these
obstacles to the advancement of COPC should not be overlooked.

Given that COPC represents a synthesis of a number of disciplines and
approaches, the practice of COPC involves the commingling of people with a
variety of backgrounds and expertise. Traditional providers of health care—
physicians, nurses, and social workers—must link up and work closely with
epidemiologists, social scientists, and administrators. All of these must look to
the community for guidance and advice when diagnosing the community
problems, designing and implementing treatment modalities, and evaluating its
worth. The community itself must, in some fashion, assume a leadership role in
the multidisciplinary health team.

The feasibility and effectiveness of such a team and consequently of
COPC depends on the cooperative abilities of all the participants. This kind of
multidisciplinary team approach, with direction coming from a variety of
sources rather than from the physician alone, requires a basic reorientation of
everyone involved—including the patient or consumer of health services. Roles
must be clearly defined and educational programs created at all levels in order
to produce a cadre of people capable of providing COPC. Strategies for moving
in this direction include:

* developing COPC role models both in faculties and in practices;

* expanding practice opportunities for students (medical, nursing, public
health, social work, etc.) and residents;
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* modifying traditional curricula to include elements of COPC such as
epidemiology, biostatistics, and management sciences; and
* understanding and influencing societal value orientations toward health.

The work has begun. Programs such as the Primary Care Curriculum at the
University of New Mexico, the Family Practice Program at Case Western
Reserve University, and the Upper Peninsula Program at Michigan State
University (all three are described in Part II) represent valuable attempts to
implement these strategies.

The papers and workshop summaries that constitute this volume give
testimony to the success of the conference. They represent the most current
thinking on COPC and they reflect the various ideological divisions that tend to
characterize any attempt to blend or synthesize ideas, disciplines, and programs.
The collective efforts of all the participants have provided the basis for a new
definition of primary care practice that has important implications for the future
of health service delivery in the United States. Not satisfied with the state of the
art, however, the conference participants made two major suggestions for future
COPC activity.

First, it was suggested that a COPC data base be developed by compiling
the major research data and case reports from community-based, primary care
practice experiences around the world. This data base should be published along
with a research agenda that speaks to future needs in the field. Second, the
participants suggested that a network of primary care practices affiliated with
academic medical centers doing research and training in COPC should be
established. This network would function as the basis for collaborative studies
and cooperative training programs to further develop COPC principles and
produce COPC practitioners.

This volume is intended to provide a firm base upon which to build these
suggested activities. Every effort will be taken to see that they are accomplished.
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Community Oriented Primary Care:
Lessons LEarned in Three Decades

Kurt W. Deuschle

It is my goal in this paper to review firsthand experience with four quite
diverse community oriented primary care practices in an effort to examine some
of the common problems and summarize the lessons learned. However diverse,
all were academically nurtured but not directly “owned and operated” by the
academic establishment. Three of these practices were domestically initiated:
the first on the Navajo Indian Reservation; the second in Martin County in
Kentucky's Appalachian area; the third in the inner-city East Harlem section of
New York City; and the fourth, now in the early development stage, in the
Dominican Republic is international. These efforts span 27 years of work in
these four different areas and, together, they illustrate many of the principles of
community oriented primary care (COPC).

Before describing the four COPC models, terminology essential to the
understanding of the topic needs to be defined. I use the simple definition for
COPC as stated in the report “Community Responsive Practice—New
Directions for Primary Care,” approved by NAS for Program Initiation Funding
dated May 8, 1981.! As presented in this document, COPC denotes a practice
that is oriented to serve the particular needs of defined population. It was
pointed out in this report that COPC usually refers to practices responsive to the
needs of the underserved and isolated communities but that the “notion of
community responsiveness of a medical practice is by no means limited to these
areas.” It was also emphasized that the medical practice that we are discussing
is largely, if not exclusively, addressed to primary care.
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The term “defined population” requires further comment. In the NAS
planning document, Madison and Shenkin are quoted regarding their definition
of a community-responsive practice.> To paraphrase, their definition of
community can include geographic, social, and occupational parameters, or
merely members of a physician's practice. This latter so-called “community” is
a self-selected group of people who have elected to use a particular medical
practice. Such a group, in my view, represents a “constituency” rather than a
defined population. To the extent that the constituency represents the total
community, they may operationally be considered a subgroup of the community
at large. Most private practices in this country are addressing a “constituency”
rather than a community in the more epidemiologic sense.

Clarification is also neded for the label “community responsive.” Again, I
refer to the Madison-Shenkin discussion’ of community-responsive practices in
which some specific attributes of “community responsiveness” are presented.
Such a practice “assumes a larger than ordinary share of responsibility for
safeguarding the health of the community, and ... follows through on this
responsibility by taking action beyond the traditional mode of treating the
complaints and problems of patients as they approach the practice one by one.”
Over the years I have defined that characteristic of primary care as the “practice
of community medicine”—that is to say—identifying and solving health
problems in groups of people (or communities). These activities can include
aspects of public health and preventive medicine, as can be appropriately
integrated into the primary care practice.

Having established the basic vocabulary and definition of COPC, I will
now present the four model practices that I have participated in over the past 27
years.

CASE # 1: 1955-1960

Navajo Indian Tribe/USPHS-IHS/Cornell University Medical Center

In 1955, the U.S. Congress transferred responsibility for Indian health
from the Bureau of Indian Affairs, Department of the Interior, to the U.S. Public
Health Service (USPHS), Department of Health, Education, and Welfare. This
COPC practice emerged from the desire of the USPHS Indian Health Service
(IHS) and the Navajo tribal government to obtain help from a university
academic medical center to improve the Navajo health care system and make it
more responsive to the needs of the Navajo nation. Expectations ran high for
quantum jumps in health care improvements.

Earlier in the 1950s, Dr. Walsh McDermott and his colleagues at Cornell
Medical Center in New York had introduced a highly successful tuberculosis
chemotherapy program on the Navajo Indian Reservation.? Because
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of this experience, McDermott and his associates at Cornell University New
York Hospital were the logical academic team to assist the federal government
and the Navajo tribe in establishing a primary care health model responsive to
the needs of his underserved Indian population. The Cornell group accepted this
challenging opportunity to collaborate with the USPHS and the tribe.*”

Time does not permit a full description of the exciting 5 years of this
project. It was primarily a demonstration and research model, but there are
critical lessons learned from that experience that are applicable to the COPC
movement today. The sociocultural, economic, geographic, and medical
problems seen on the Navajo reservation in 1955 were similar to the health
conditions in many of the underdeveloped countries around the world.
Additionally, the Cornell team responded to a “felt need,” that is, the Navajo
tribe and the USPHS both were enthusiastic about inviting a pilot field health
care demonstration. To provide technical assistance, it is essential to have
community participation and active involvement, thus ensuring a close
communication between the health providers and the community served.

In 1955, the Navajo tribal population was estimated at 70,000 people,
living in rural isolation in an area of 25,000 square miles, including parts of
Arizona, New Mexico, and Utah. The Cornell team in consultation with the
tribe and with the approval of the USPHS-IHS officials, chose a clinic site in
the tribal political district known as the Many Farms-Rough Rock chapter. This
community of approximately 2,000 population was considered “representative”
of the Navajo tribe as a whole and therefore the type of defined population that
might serve as an indicator for health problems and services across the entire
reservation. However, it should be noted that the Tribal Health Committee was
the primary decision maker with respect to the selection of a project site. The
Cornell group then presented the purpose of the project to a community meeting
at the Many Farms-Rough Rock Chapter House to give the community the
prerogative of accepting or rejecting the health care demonstration project
proposal. This was just the beginning of a series of reports and open discussions
with the local community with more formal annual reports given to the tribal
council.

The sine qua non of a COPC practice is the intimate relationship of the
health service team with the population served. For example, a communications
barrier existed, as the Navajos maintained their traditional culture and spoke a
difficult, complex language that is rarely mastered by non-Navajos. This barrier
was tackled from two sides. The Navajo community health workers were given
extensive education and training in medical interpretation, through the team
efforts of a Navajo nurse and linguistic experts, with frequent monitoring of
ongoing medical interpretation problems. The non-Navajo health professionals
improved their communications by learning Navajo culture, customs, and
beliefs. For example, the clinic
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was not opened until the local medicine men “blessed” the building in a special
ceremony. Cultural gaps can be mitigated. In-depth knowledge of the cultural
and language differences can help the health professionals strengthen the
overall health care service program. Certainly, the cornerstone for optimum
health care in any practice situation is effective and sensitive communication.
The Navajo case illustrates this most dramatically.

Another aspect of the Cornell Navajo model involved the careful
documentation of health and disease problems of the community. In addition to
annual census and demographic studies, epidemiologic surveys, analyses of
patient care utilization, and nutrition studies, a variety of other relevant studies
were carried out periodically.® It was soon documented that the primary care
problems seen in the clinic were, for the most part, preventable and that overall
improvement in the health picture would require major work in health education
and health promotion as well as improvement in socioeconomic levels.

The extensive academic field research conducted in the Navajo example
was considered vital to the tribal/USPHS health planners. It would be a great
asset to every COPC practice to have basic demographic and health information
on its defined population. It must, however, be of a quality that could form the
basis of evaluating the impact of their services on health levels of the
community.

In the Navajo project, great reliance was placed on the community health
worker. These were bilingual Navajo men and women, trained to the level of a
field nurse assistant—a kind of public health, licensed practical nurse. These
individuals usually had less than a full high school education and they
represented a readily available pool of tribal manpower. Despite the
documented success of the community health worker in this project and its
extraordinary capacity to narrow the cross-cultural gap, the USPHS did not
immediately follow through with this innovative health manpower model.
Critical lessons are learned here too. The most apparent reason for this lack of
government interest was the threat it posed to the nursing hierarchy in the
USPHS-IHS program at that time. As an aside, the USPHS-IHS to this day has
not established a medical interpreter school, course, or program. On the other
hand, a medicine man school was established in the Rough Rock community.
This is funded by an NIH grant for the next 5 years. The new hospital at Chinle,
Arizona, has a hogan temple built as a “leanto” for providing traditional Navajo
ceremonies.

CASE # 2: 1962-1968

Martin County, Appalachia
Martin County, a rural Appalachian community in Kentucky, was
considered in the early 1960s to be one of the poorest and most medically
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underserved communities in Kentucky. Tuberculosis was considered by the
community leaders as the major health problem. The Kentucky State Health
Department and Kentucky Tuberculosis Association, in collaboration with local
leadership, requested a university-sponsored pilot demonstration in tuberculosis
eradication on a countywide basis. The University of Kentucky Medical Center
(UKMC) agreed to provide the technical assistance for this collaborative project.’

Fortuitously, the TB project had included a complete census and socio-
economic survey of the entire community as part of the house-to-house
tuberculin testing program. The USPHS temporarily assigned four physicians to
Martin County to help us conduct clinical examinations on a 25 percent sample
of households, thus establishing a baseline for the health and disease problems
of this defined target population. On completion of this tuberculosis project, the
community sought help from the UKMC in establishing a modern primary care
practice program.'? They obtained a federal grant to construct a clinic building.

A University of Kentucky Medical School graduate, born and raised in the
county adjacent to Martin County, had worked with the TB eradication team
during his junior and senior years of medical school. He was eager to return to
Martin County as a family physician. His residency training in primary care and
fellowship in community medicine made him an ideal candidate for directing
the Martin County community primary care practice. He rapidly put together a
health team recruited from the local community and put into place community
health workers and a medical technician. He was also fortunate in finding a
nurse practitioner. He was later appointed health officer in addition to his fee-
for-service clinical practice. Moreover, he had frequent visits from UKMC
faculty, who consulted with him on difficult health problems. During the first
few years of the life of this Martin County practice, the future of this program
seemed bright. One would have anticipated that such a comprehensive and
responsive practice of this kind might become deeply rooted and
“institutionalized.”

Unfortunately this has not been the outcome. Martin County has been the
center of a coal boom. Several physicians have moved into the county. Patients
who formerly were satisfied with the nurse practitioner care in the community
practice transferred to the practices in which the physician was the primary
caretaker. Federal funds to support community health workers dried up. The
state has now reorganized the public health departments into 15 regions, and the
local county health departments are being dismantled. The family physician
conducts his practice in the community clinic with the help of one clerk. It
would be unfair of me to try to ascertain all the factors that have reduced the
COPC practice—apparently successful and effective—to a traditional “bare-
bones” solo practice. Undoubtedly the past 15
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years have produced enormous changes in socioeconomic life in Martin County
and a dramatic reduction of financial support for social health services.

This case does, however, serve to demonstrate that a major change in the
local community and the shift in national health policy can produce major
distortions in COPC. The Martin County case started with many positive
features also found in the Navajo project; yet, in the face of altered community
conditions the idyllic COPC could not be sustained. Was it the lack of ongoing
community involvement and participation in Martin County? Was it the broader
socioeconomic and political conditions? Or was the exodus of the original
community medicine faculty from the UKMC the problem? I can only speculate
as to what factor or factors produced the fatal flaw in this COPC practice.

CASE # 3: 1970-PRESENT

The Boriken Neighborhood Health Center, East Harlem, New York

Mount Sinai School of Medicine became operational in 1968. The
founders of the school were committed from the very beginning to provide
technical assistance to the surrounding East Harlem community. East Harlem,
often referred to as Spanish Harlem, had a medically underserved population of
150,000: 45 percent Puerto Rican, 35 percent black, and 20 percent white and
other (most Latin American and Italian). East Harlem shares all the adverse
health indices, crime rates, substandard housing, unemployment, and other
unfavorable characteristics of the inner city.

Again, as in the previous cases, the principle of “doing with” rather than
“doing for” was invoked. Technical assistance and model building became the
academic service to the community. An initial community survey of 2 percent
random selection of households indicated that, among other health issues, infant
and child health was a top priority. '°

The East Harlem Tenants Council (EHTC), a local Puerto Rican
organization committed to housing since the late sixties, broadened their
interests in the seventies to include the delivery of health services. Thus, in June
1974 the EHTC—now known as the East Harlem Council for Human Services
—requested technical assistance from Mount Sinai in the development of a
primary care program that would serve families in their area of influence. The
Boriken Neighborhood Health Center (BNHC), a full-scale neighborhood
health center, was planned and opened by the community organization in 1975
with technical assistance from the medical school and financed by the USPHS
(314e monies).!' Since 1978 a satellite unit of this center was opened with
support from New York State.
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The catchment area of these two programs is all of East Harlem with the
northern sector of this district as principal target area. The organization and
staffing pattern of both centers are typical of community owned and operated
neighborhood health centers. A lay governing board of directors assumes policy
responsibility for the BNHC, and a project director conducts day-to-day
management, reporting to the board. A medical director reporting directly to the
project director is responsible for the coordination of professional services. The
staffing emphasis is placed on nurse practitioners and community health
workers. A full complement of physicians, dentists, nurse practitioners, dental
hygienists, psychiatric social workers, health educators, nutritionist, nurse
midwives, and appropriate M.D.-specialist/consultants round out the
professional health care team. Community health workers bridge the gap
between the health professionals and the patients and their families. They also
serve a marketing function by helping the community residents learn how to use
the health center.

At present there are 16,000 registered patients (13 percent of East Harlem's
population) that generate approximately 40,000 annual visits. The clinic has
hospital linkages to the three hospitals situated in East Harlem: North General,
Metropolitan, and Mount Sinai. Although the persons seeking care at the BNHC
and satellite are self-selected, the demographic and socioeconomic
characteristics of the registered population resemble the community in the entire
catchment area.'> Most of the registered persons are Medicaid-Medicare-
eligible and medically indigent—the so-called “near poor.” The health and
disease problems are essentially those identified by existing health agencies and
corroborated by our own surveys and segmental health care studies.

Overall, the community governed and managed health center has fulfilled
expectations of an urban, inner-city COPC practice. Given continued good
leadership from the community organization and strong financial support from
federal, state, and city sources, the future would seem to be reasonably secure.

CASE # 4: 1980-PRESENT

La Romana, Dominican Republic.

In the spring of 1980, an official of the Gulf Western Corporation, a
multinational conglomerate, asked the dean of Mount Sinai Medical School for
technical assistance in planning the improvement of an urban and rural health
program that already existed for their employees and dependents living in the
eastern region of the Dominican Republic. The need to improve the health
services for approximately 100,000 persons, particularly in the
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three rural provinces surrounding the company town of La Romana, was
considered to be a high social goal for the corporation. A 5-year contract was
drawn up between the Department of Community Medicine, Mount Sinai
Medical School, and Gulf Western Americas Corporation, and technical
assistance was initiated on October 1, 1980.

The Dominican Republic occupies the eastern two-thirds of the Island of
Santo Domingo (Hispaniola), which it shares with Haiti. The 1980 total
population was estimated at approximately 6,000,000. A Spanish-speaking
nation, the Dominican Republic is essentially an agricultural economy with
great dependence on sugar as its principal export product. Low levels of literacy
and lagging socioeconomic development contribute to the poor health
conditions.?

The health and disease patterns of the Dominican Republic are the very
prototype of a developing country: high fertility and birth rates, high infant
mortality, deaths and morbidity attributable to infectious diseases, and
nutritional deficiencies. There are many criticisms of the quality of care in the
hospitals and rural health clinics. The poor quality and uneven distribution of
health manpower has been another factor in contributing to the low levels of
health care in the countryside.

The Gulf Western business operation in La Romana is typical of
multinational enterprises in other countries where the corporation assumes
responsibility for health care services to the employees. Therefore, the
involvement of academia in providing technical assistance in this Caribbean
setting provides yet another challenge in constructing a COPC delivery system.
Certainly our past experience in rural and urban health settings in the United
States offered the Mount Sinai academic group a basis for developing this
private enterprise COPC model.

Although we are only into the second year of this Caribbean project, a
series of steps have been taken that parallel the approach used in the previous
domestic ventures. Identification of local Dominicans who provide planning
and reorganization leadership was deemed as top priority. An industrial
engineer and a physician were identified as such. The current system in La
Romana was analyzed by them with the technical assistance from our Mount
Sinai bilingual faculty team. During the first year the physician was given
epidemiologic and management science education with training on site as well
as at Mount Sinai. Formal tutoring utilizing the Domincan Republic's own
health planning activity as a practicum was most effective in upgrading his
knowledge and planning skills. This physician is highly respected and seen as a
moving force in the improvement of the rural health system. His views on
health focus on prevention, health promotion, and comprehensive primary care.
In addition, a general practitioner
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from the area has been trained on the basic principles of clinical epidemiology.
Already several surveys have been conducted that document the health problem
in the community.

This second year (1981-1982) has focused on the development of the first
of seven rural health centers that will serve a population of approximately
20,000. This center will also serve as a site for demonstration and training of
personnel for the other six. While the building of this health center is being
completed, the identification and training of the health manpower to staff the
center was supervised by the Dominican physician. When the clinic opens the
locally trained staff will be in place, including a young general practitioner who
grew up in that community. The data collection reporting and referral systems
have been carefully planned and are ready to function.

In addition to technical assistance in planning, small teams of Mount Sinai
bilingual clinical faculty have made intermittent visits to La Romana and have
conducted consultations, lectures, seminars, and workshops on the common
disease problems selected by the local practitioners. The education and training
effort has included administrators, nurses, and community workers.

During this early phase of the program another component is technical
assistance for revamping the hospital at La Romana as a general hospital for
secondary care. The medical director of the hospital, at his request, is presently
receiving on-site intensive tutorial instruction, particularly in health planning
and health care organization. The evolution of the plan thus comes out of local
staff effort with the technical assistance of the Mount Sinai health planners.

It is too early to say that the La Romana health system now being put into
place will be the appropriate model for COPC practice. However, if the
language and cultural compatibility can be assured—and it seems to be—and, if
epidemiology and management sciences are appropriately applied—and that
seems to be coming along—then, one begins to have some optimism for the
future of this project. Fiscal commitments, of course, will depend on the
commitment of the corporation. If it remains a high priority to engage in social
projects in their own enlightened self-interest, then indeed the future support
seems solid. International politics, the economics of sugar production, and the
usual community factors in the area will undoubtely influence the outcome of
this health care delivery system experiment.

The four COPC practices reviewed above have many common features.
The planning, development, and operational problems were quite similar.
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Certainly we have learned that the guiding principles in establishing a
COPC practice include:

* community participation,

* bridging the language and cultural differences,

 ascertainment of the health and disease problems in defined population,
and

* development of a cadre of local community health workers to assist the
professional staff in outreach activities.

There are obviously many significant barriers to the development of COPC
practices. Perhaps at this point in our history the economic constraints seem
most threatening. Steady erosion of the financial subsidies from both the public
and private sectors has reduced the support and vitality of these practices.
Perhaps at this point in our history the economic constraints seem most
threatening. Steady erosion of the financial subsidies from both the public and
private sectors has reduced the support and vitality of these practices. In
addition to the question of future public or private sector support of the COPC
practices, there are also intrinsic serious managerial problems in the operation
of these practices. Most physicians have had little or no education or training in
the management sciences that affect the practice of medicine. In the education
of our medical graduates, the biomedical aspects of medicine dominate the
medical centers while management training is simply neglected. The physician
in the COPC practice often faces for the first time the preparation of a detailed
budget and a variety of federal and state administrative reports.

Another problem facing COPC providers involves balancing the
professional health provider mix and staff support appropriate for acceptable
high-quality care in the center. The physician, nurse-practitioner, doctor-
assistant provider mix must be carefully evaluated for optimum efficiency and
effectiveness. The risk for possible breach of privacy and confidentiality with a
large staff of community health workers has been a problem with some
practices. The medicalization of many social health problems requires
community health workers to deal with issues with their neighbors. If the doctor
suspects child abuse, alcoholism, sexual problems, nothing these problems on
the patient's chart spreads the risk of a breach in confidentiality to a greater
degree than a traditional practice.

The emphasis on epidemiologic components of the practice can bring forth
the accusation from the community of “research” and “guinea pig” operations—
suspecting the doctors of using the practice for their own selfish professional
goals and advancement. Patients may also resent the assignment
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of medical students and residents to their clinical care. People living in
underserved communities are understandably highly sensitized to the possibility
of being “used” for medical education and research purposes.

Integrating COPC into the existing health care network for the area is yet
another issue that must be resolved by persons establishing a COPC practice.
COPC cannot operate in isolation but must be linked to effective secondary and
tertiary care. The approach to the other health care institutions must be
professionally as well as economically appropriate.

In my view the challenge is to sustain and to nurture these COPC practices
once they are established. The political dynamics within the practice and forces
in the local community, as well as broader political, economic, and social
changes, all impact on the COPC practices and make them highly vulnerable.

It is important to examine the potential of experimenting with the COPC
practices in the more affluent sectors of our society. The rising interest in
preventive medicine and health promotion among the public might well provide
the foundation for an innovative COPC practice. The possible modification of
the HMO to a COPC structure would also be an option to consider.

We must review the significant barriers affecting the function of the
COPCs now in existence and look ahead and anticipate those likely to be
encountered by future programs. I am confident that in doing this we will
contribute enormously to our understanding of these practices and identify
research issues that may help in advancing this pattern of primary care where it
is most urgently needed.
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PART I
THEORETICAL ISSUES
This section contains papers presented in plenary sessions.
discussants were invited, prior to the conference, to respond in a formal way to

the paper(s) being delivered. There was no floor discussion in plenary sessions.
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Community Oriented Primary Care:
Meaning and Scope

Joseph H. Abramson

and Sidney L. Kark

Health protection is increasingly seen as a responsibility of society and
health care as a right of individuals. The system of financing and organizing
health services varies considerably, not only between different countries, but
also for different health conditions, income groups, and aspects of health care in
the same locality. Health care is usually provided by a variety of discrete and
independently functioning services, some of which are located in the
community to which they deliver care, while others are not.

Most of the major advances in the quality and content of health care have
been made in public health services and in hospital medicine, rather than in
primary care based in neighborhoods of cities, rural villages, or other local
communities. The acute, short-stay hospital with its various departments is
regarded by many physicians, nurses, other health personnel, and the public, as
the center of health care. Yet its major functions are increasingly directed
towards tertiary care. Much less attention has been given to developing the
potential of health care in the community.

In our view what is needed is a change in the orientation of practice and
the practitioner—an acceptance of responsibility for care of all the people, not
only those with particular medical needs that require the facilities for tertiary
care, emergency treatment, or special services such as obstetrics. There is a
need for recognition of the full potential of medicine and health care in its
capacity to promote health, prevent disease, alleviate the suffering and disability
accompanying chronic illness, cure those whose illnesses are curable, and
rehabilitate the many whose injuries and illnesses demand a
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change in life-style and work. For this we need a more integrated approach to
health care than is common at present, bringing together different primary care
services with certain aspects of community medicine. It is this that we now refer
to as community oriented primary care (COPC).

GENERAL CONSIDERATIONS

Primary Health Care and Community Medicine

Community oriented primary care (COPC) is a strategy whereby elements
of primary health care and of community medicine are systematically developed
and brought together in a coordinated practice. Focus on this kind of integration
was one of the features of the declaration on primary health care of the Alma-
Ata conference:

Primary health care addresses the main health problems in the community,
providing promotive, preventive, curative, and rehabilitative services ... (it)
includes at the very least education concerning prevailing health problems and
the methods of preventing and controlling them, promotion of food supplies and
proper nutrition, an adequate supply of safe water and basic sanitation, maternal
and child health care, including family planning, immunization against the
major infectious diseases, prevention and control of locally endemic diseases,
appropriate treatment of common diseases and injuries, and provision of
essential drugs.!

COPC unifies two forms of practice—the clinical care of individuals in the
community and aspects of community medicine.? In more developed countries
the main primary care practitioners are physicians and nurses. For purposes of
the present discussion, attention will be focused on the physician. The clinical
care provided by primary care physicians may include promotive, preventive,
curative, and alleviative functions, but the dominant function is care of the ill or
disabled patient who turns to them for treatment. The five attributes that are
essential to the practice of good primary care, according to a definition of
primary care prepared by the Institute of Medicine of the National Academy of
Sciences of the United States,> are accessibility, comprehensiveness,
coordination, continuity, and accountability. The primary physician is the
doctor to whom a patient first turns when ill or when seeking advice on personal
health. Another important feature of such primary care in the community is its
continuity over long periods of time; this builds a special relationship between
practitioners, patients, and their families. Primary care practitioners who come
to know several members of the same family in the course of their practice are
more able to use this knowledge of the family's state of health, its resources,
relationships,
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and perception of health when members of the family turn to them, from time to
time, for care. The doctor's interest often extends to the school and other
institutions in the community, as resources in the care of individual patients.

The provision of health care in the community, i.e., the practice of
medicine outside the hospital, is sometimes equated with community medicine.
We use the term “community medicine” with a different connotation to signify
health care focused on population groups rather than on individual patients. So
construed, community medicine has its roots in the disciplines of public health
and medical administration. In the present context, community medicine may be
distinguished from other forms of personal health care in the community in that
its interest is centered on the community as a whole and on the groups of which
communities are composed.

Practitioners of community medicine need the skills to answer the
following cardinal questions, the asking of which characterizes community
medicine:

1. What is the state of health of the community?
. What are the factors responsible for this state of health?

3. What is being done about it by the health service system and by the
community itself?

4. What more can be done, what is proposed, and what is the expected
outcome?

5. What measures are needed to continue health surveillance of the
community and to evaluate the effects of what is being done?

Basic Features of COPC
The cardinal features of COPC are:

1. The provision of primary clinical care for individuals and families
in the community, with special attention to the continuity of care.
Suitable arrangements need to be made for consultative services,
specialist care, and hospitalization.

2. A focus on the community as a whole and on its subgroups when
appraising needs, planning and providing services, and evaluating
the effects of care.

The “community” in COPC may be any of the following (in order of
preference):

* a “true” community, in the sociological sense;
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* adefined neighborhood;

» workers in a defined factory or company, students in a defined school,
etc;

* people registered as potential users of a physicians' group practice,
health maintenance organization, neighborhood health center, or other
defined service; and

 users of a defined service, or repeated users of the service.

Although from a puristic viewpoint the application of the term
“community” to a group of patients may rightly be criticized, especially when
these patients constitute a small selected part of a population, there is little
doubt that the principles and practice of COPC can profitably be applied to such
groups, although its full development may not be possible. At this stage it
would not be constructive to suggest that COPC should be confined to “true”
communities and defined neighborhoods. When COPC is applied to a selected
part of a population, an effort should be made to determine how the
characteristics of this subgroup compare with those of the population at large.

The following can be regarded as the five essential features of COPC:

1. The use of epidemiologic and clinical skills as complementary
functions; both the epidemiologic and the clinical activities should
be of as high a standard as possible.

2. Definition of the population for which the service is or feels
responsible. This defined population is the target population for
surveillance and care and the denominator population for the
measurement of health status and needs and the evaluation of the
service.

3. Defined programs to deal with the health problems of the
community or its subgroups, within the framework of primary care.
These community health programs may involve health promotion,
primary or secondary prevention, curative, alleviative or
rehabilitative care, or any combinations of these activities. The
programs are based on the epidemiologic findings.

4. Involvement of the community in the promotion of its health.
Community involvement may be seen as a prerequisite for the
satisfactory and continued functioning of a COPC service.

5. Accessibility that is not limited to geographic accessibility (the
COPC practice should ideally be located in the community it
serves) but that refers also to the absence of fiscal, social, cultural,
communication, or other barriers. The full development of COPC
requires a synthesis of all the above elements. Epidemiologic
studies alone, or placement of the practice within the
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neighborhood it serves, are not enough to justify the use of the term
“COpC.”

At least five other elements can be regarded as highly desirable features of
COPC, although not essential:

1. The integration, or at least the coordination, of curative,
rehabilitative, preventive, and promotive health care. Even if
different agencies provide these services, COPC practitioners
should be concerned with ensuring their coordination and the
continuity of care, at least of the individual patient, the family and
other small groups, and where possible in the development of
health programs focused on the community as a whole.

2. A comprehensive approach to health care, encompassing social and
mental as well as physical aspects of health, and extending to
behavioral, social, environmental, and other determinants of health.

3. A multidisciplinary health team. While some features of COPC can
be introduced into the practice of a motivated solo practitioner with
the necessary epidemiologic skills, the complementary functions of
a multidisciplinary group will obviously enhance effectiveness.

4. Mobility of the health teams—“outreach” activities, such as going
out into the community to become acquainted with the people and
their health problems and identifying people at risk and inviting
them to attend for surveillance or care.

5. Extension of community health programs beyond the framework of
primary care, e.g., by promoting health education programs in
schools or community centers, or by participating in broad
programs of community development that are not aimed solely at
health advancement but that deal with the root causes of health and
disease in the community.

The Need for Coordination or Integration of Community Health Services

In more developed countries, health and welfare services are often
provided by separate agencies having little, if any, accountability to one
another, to a central authority, or to the community itself. Some of the more
unsatisfactory aspects of a nonunified health care system are the problems
created by the ready access to so many varied health and medical care facilities;
the limited relationships and the lack of coordination between agencies; the
absence of responsibility by any single agency for the overall health of
individuals, families, or community resulting in gaps in care; and the additional
costs of duplication or overlapping of services. This multiplicity of services and
its consequent problems may be found even in relatively small localities of
metropolitan areas, in smaller towns or cities, and in rural districts.
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One of the major aims of COPC is to remedy these unsatisfactory features
of present-day health care by integrating or coordinating the various primary
care activities—promotive, preventive, curative, and rehabilitative. In many
communities a main feature of existing personal services is that the initiative for
care comes from patient or family only, or depends on referral from one
practitioner or agency to another. Staff members of the health services are
relatively static. They do not go out into the community to identify and explore
health problems. In contrast to this, a COPC practice in which mobility of staff
is a feature develops programs for going out to the community to conduct
investigations of its health status, health attitudes, and health-relevant practices.
On the basis of the findings, action is initiated by the practice with the
concurrence and active cooperation of the community.

The extension of interest to the community as a whole and to all its
members, with the assumption of responsibility for surveillance at least, if not
for comprehensive health care, is a key to the introduction of COPC into
existing primary care practices. This is so whether they are conducted by family
physicians, by pediatricians or internists, or by other practitioners, in solo
practice, or in a group practice, or in a community health center. Generally,
such practices provide services in response to patients who turn to them for care
or advice. If they conduct home visits it is in response to a call or a follow-up
visit for care of a patient. This visit might be conducted by a physician or by a
visiting nurse.

This approach to COPC may be contrasted with the traditional practice of
public health nurses in their maternal and child health work. The public health
nurse was responsible for the care of all the babies in a defined geographic area.
Surveillance of the health of these babies and of the parental care received at
home was and, in many places, still is a central function of the public health
nurse's work. In our own approach to COPC in Jerusalem, we have incorporated
this system, and each family nurse working in a family practice (in a prepaid
medical insurance framework) has responsibility for the nursing care in health
and illness and for surveillance of all members of the households living in a
defined area allocated to her.> This requires ongoing contact with each family
and necessitates home visits when there has been no contact for some time. This
surveillance assists the nurse and family physician to help the family to make
the best use of the various services available.

Community-Based Primary Health Care

Primary care services that are situated in the communities they serve are in
the main concerned with the health care of people who live nearby. This
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proximity is important; it makes it easier for people to come for personal health
care or to attend group discussions or community meetings. For older or
disabled people and for mothers with their babies and toddlers, it is especially
important that the service should be within easy walking distance or within easy
reach by public transport. Proximity facilitates home visits by the health team,
for home care of the sick, for family and group health discussions, and as part
of preventive and promotive programs. These relationships may promote
community involvement in accepting responsibility for important aspects of its
own health. The insecurity felt by health professionals in many neighborhoods
of large cities may also be reduced by their increasing familiarity with many
residents in the neighborhood and their consequent recognition by people in the
local streets and buildings.

When a service is located within the community, the area or people for
whom a practitioner or health team is responsible may be relatively easy to
define. If the population is large or dense, as in many city neighborhoods, the
primary care unit might be divided into a number of health teams, each
providing service to one section of the neighborhood. In a rural area with
scattered small homesteads, a single health team might meet the requirements of
a large area by traveling from a central station or by setting up subcenters. A
health team that works with a small defined population may readily come to
know the primary groups* and health-relevant social networks of the community.

If each practitioner or health team has responsibility for a defined
population or geographic area, this may counteract one of the major deficiencies
of modern health care. Generally no one person or institution accepts the
responsibility for the health of a community or population. It is this acceptance
of responsibility that distinguishes COPC from much of the primary care that is
so common today, characterized by the episodic care of those patients who seek
care when sick.

This definition of an area or population for which the practitioner or team
is responsible makes it possible to go further and to characterize the community
in terms of its demographic and other characteristics—knowledge that is
essential for the use of epidemiologic methods in community diagnosis, in
health surveillance, and in the evaluation of health programs focused on
changing the community's state of health.

These remarks on defined populations in local communites may be applied
to other settings also, e.g., to primary care services for workers in factories or
other workplaces and for students and faculty at universities, colleges, and
various types of schools.
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SOME SPECIAL FEATURES OF COPC

Clinical Epidemiology in COPC

When examining a patient, primary care practitioners have often to make
an initial decision on the problems the patient has posed. The early interviews
and various examinations are focused on establishing a positive relationship
between practitioner and patient, making a diagnosis, deciding on treatment and
care, and considering the expected outcome. Critical to the diagnosis is a
judgment as to whether the patient has a disease or not. If so, what is the nature
of the disease, its natural history and hence the patient's prognosis, and the
management needed? If not, the patient is often reassured, and the practitioner's
task is ended for that particular event.

This division of health into two distinct categories—disease and no
disease, illness or wellness—is becoming more difficult to define or even
conceptualize. Advances in measurement of various health-relevant
characteristics, somatic, psychological, or social, make it increasingly difficult
to divide the universe into two discrete groups, the healthy and the sick. This is
especially true in present-day medical care where patients with long-term and
chronic diseases represent such a large part of practice and where long periods
of asymptomatic abnormality are so frequent.

Epidemiology is concerned with population groups. It is commonly
defined as the study of the distribution of disease in population groups and the
determinants of this distribution. This definition is too restrictive and limiting
for the full use of epidemiology in COPC, which is not limited to treatment of
disease but which includes promotion of health through changes in behavior,
protection from exposure to potentially harmful infections and other substances,
the prevention and treatment of disease, and care of the disabled.

We therefore emphasize epidemiology as a health science and define it as
“the science concerned with the occurrence, distribution and determinants of
states of health and disease in human groups and populations.” This extends
epidemiology beyond the study of disease to the study of health and well-being
and the investigation of differences in such characteristics as growth and
development through infancy and childhood.

Further, we consider health care to be one of the “determinants” of health
mentioned in the above definition and hence regard the collection and analysis
of information about the use, the provision, and effects of health care as a
legitimate concern of epidemiology. In his book on the uses of epidemiology, J.
N. Morris writes of an “epidemiology of health services as well as of health,”
and stresses the importance of information
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on “the people's needs and demands; how these are being met; and the success
of services in lifting the burden of disability and improving health.”® This
interpretation of epidemiology, broader than that of many academic
epidemiologists, has come increasingly into the forefront, and a handbook
recently sponsored by the International Epidemiological Association and the
World Health Organization extends it still further. “The epidemiologist is
concerned not solely with the monitoring and evaluation of existing services ...
but with the planning process in its entirety, including the assessment of needs,
the formulation of and choice between alternative policies and objectives, with
evaluation, with the design of experimental services, and with the
implementation and development of definitive ones.””’

As a simple example of the use of epidemiology, primary care practitioners
who wish to extend their work with children to include community pediatrics
will require some of the skills of community medicine, of which epidemiology
is a foundation science. They will need not only to make routine measurements
of such variables as length or height, weight, head circumference, skinfold
thickness, motor, adaptive, language and social development, and intellectual
development, but also to analyze the findings at a group level. Practitioners
need to investigate and answer questions concerned with the community of
children for whom they have responsibility. Among the critical questions are:
“Who are the infants and children registered in my practice and which of them
have I seen and examined this past year? What is their state of health, growth,
and development? What acute illnesses have they had, and what chronic
illnesses or disabilities? Are they all under care, and, if not through my practice,
by other agencies? Have all the children been immunized against the major
childhood infections? What are the major determinants of their state of health?
What are their social and environmental conditions, especially in the home and
family?” The answers to these questions may lead the practitioner or health
team to consider the desirability of inviting visits by certain parents with infants
and children registered in the practice, or otherwise eligible for care, or to go
further and explore the possibility of inviting children to attend for health care
and advice at fixed ages. In this way the practice establishes routines that
provide the information required to assess the state of health of individual
children, as well as that of the community of children.

If information is to be used in this way, the methods by which it is
collected should be as rigorously defined as in any epidemiologic survey.’
Standardized diagnostic criteria should be decided upon for common or
important diseases, and standard operational definitions should be used for
other relevant variables. Uniform examination methods must be used, especially
if different members of the primary care team are involved, and
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data that are to be analyzed should be accurately and completely recorded.
Record forms and systems should be designed with an eye to the easy retrieval
of data.

The information required for epidemiologic purposes may be a by-product
of the diagnostic investigation and surveillance of pati