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CHAPTER 7 A
Outpatient and Primary
Care Services

LEARNING OBJECTIVES

o

= Understand the meanings of outpatient, ambdlg

w Explore the main principles behind patiel
community-based primary care.

= Identify the reasons for the dramatic growth n 0

m Survey the various types of outpatient settlngs;‘

m Describe the role of complementary and alte

care.

u Describe primary care delivery in other countries.

u Assess the impact of the Affordable Care Act on pri &m;
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The terms “outpatient” and “ambulatory” have often been used
interchangeably. Historically, outpatient care has been independent

from services provided in health care institutions. In earlier days,

physicians saw patients in their clinics, and most physicians also

made home visits to treat patients within the limitations of medical

science prevalent in those days. Institutions for inpatient care,

such as hospitals and nursing homes, developed later. With

advances in medical science, the locus of health care delivery %
coalesced around the institutional setting of community hospitals.

As the range of services that could be provided on an outpatient

basis continued to expand, hospitals gradually became the

dominant players in providing the vast majority of outpatient care,

with the exception of basic diagnostic care provided in physicians’

offices (Barr and Breindel, 2004). Hospitals were better equipped

to provide outpatient services because they had the resources

necessary to capitalize on technologlcai mnovatlon For example,

hospital laboratories and diagnostic umts were/ better equipped to

perform most tests and diagnostic procedures than mdependent

prowders In companson mdependént prbwdeh fac

ad greater

marketplace. I “‘ il

Later, health care delivery increasingly grew béyond‘%penswe
acute care hospitals to various alternative outpatlent s;ettmgs
Although basic primary care has traditionally been the foundatlon
of outpatient services, some intensive procedures are also

increasingly being performed on an outpatient basis. Additionally,
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hd‘spit( boratorles and dlagnostlc units were better equ’  d to !
perforrn most tests and diagnostic procedures than independent
providers. In comparison, independent providers faced greater Te:
capital constraints and competitive pressures in the health care i

L marketplace.

Later, health care delivery increasingly grew beyond expensive
acute care hospitals to various alternative outpatient settings.
Although basic primary care has traditionally been the foundation
of outpatient services, some intensive procedures are also
increasingly being performed on an outpatient basis. Additionally,

consumer demand has fueled the growth of complementary and
alternative medicine. ‘

?oday, a Iarge variety of outpahent serwces are avallable in the
United States, yet many Amencans do nct have adequate access

pamculaﬁy fcr uninsured mdwuduals “ Delwery of outpatlent care by
public agencies has been limited in sccpe and detaohed from the
dominant pnvate system of heaithu serwces delwery State and
local government agencies sponsor hmtted outpattent services
such as child lmmumzataons matemal and mfant care health
screenings in public schools momtonng of certam contagilous
dnseases (eq., 1ubercu|osns) famlly planmng, and preventlon of

. sexually transmitted dlseases The Affordabﬂe Care Act includes

| provisions to address some of the i 1ssues of access for poor and

vulnerable populations ]
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vwhat Is Outpatient Care:: T

.Out-patient services do not require an overnight inpatient stay in an
institution of health care delivery, such as a hospital or long-term
care facility. Many hospitals, in addition to admitting patients for
overnight or longer stays, have emergency departments (EDs) and
other outpatient service centers, such as outpatient surgery,

rehabilitation, and specialized clinics.

Qutpatient services are also referred to as ambulatory care.
Strictly speaking, ambulatory care constitutes diagnostic and
therapeutic services and treatments provided to the “walking”
(ambulatory) patient. Hence, in a restricted sense, the term
“ambulatory care” refers to care rendered to patients who come
physicians’ offices, hospital outpatient departquts, and health
centers to receive care. This term is also used ‘s"ﬁhonym‘ously with
“community medicine” (Wilson and N;euhaqsék, 1985) because
the geographic location of ambulatory séwides is in'ténded to
serve the surrounding community, providing ébpveniénce and easy

rovid
accessibility to health care services for the (if‘lﬁmbers of that
) R e
community. o

LS

to

always walk or drive their personal

vehicles to the service centers 10 receive ambulatory care. For
example, in 2 hospital ED, patients may arrive by land or air
ambulance. EDs, in most cases, are equipped to provide

secondary and tertiary caré services rather than primary care. In
such as with mobile diagnostic units and home

ices are transported t0 the patient, instead of the

o e - - PRI B

However, patients do not

other instances,
health care, serv
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(ambulatory) patient. Hence, in a restricted sense, the term
“ambu'~tory care” refers to care rendered to patients who ~~me to
physicians’ offices, hospital outpatient departments, and health
centers to receive care. This term is also used synonymously with
“community medicine” (Wilson and Neuhauser, 1985) because
the geographic location of ambulatory services is intended to
serve the surrounding community, providing convenience and easy

accessibility to health care services for the members of that
community.

However, patients do not always walk or drive their personal
vehicles to the service centers to receive ambulatory care. For
example, in a hospital ED, patients may arrive by land or air
ambulance. EDs, in most cases, are equipped to provide

secondary and tertiary care services rather than primary care. In L3

other instances, such as with mobile diaghosti‘c‘units and home
health care, services are transported to the patwlewnt mstead of the
patient coming to receive the serwces Hence the terms
“outpatient” and “inpatient” are more preclsa, wrth the term
outpatient services referring to any health care semces that are
not provided on the basis of an overnighf ‘ tay m whlch room and
board are incurred. ‘
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Since the 1980s, extraordinary growth has occurred in the volume
and variety of outpatient services, and new settings have emerged
for delivering outpatient services. TABLE 7-1 provides some
examples. Hospital-based medical systems and integrated delivery
organizations now offer a range of health care services that include
a variety of outpatient services. In some areas, the growth of non-
hospital-based ambulatory services has intensified the competition
between hospitals and community-based providers over patients
seeking outpatient care. Examples of such competitors in the
outpatient services market include home health care, freestandingkf
clinics for routine and urgent care, retail clinics, outpatient
rehabilitation, and freestanding i imaging centers. Other services,
such as dental care and optometnc services, remain independent
of other types of health care sewmes Fmanclng is the main reason
for their independent nature: Medlcal insurance plans are generally
separate from dental and vision care plans Philosophical and
technical d:fferences account for other vanatsons Chiropractic
care, for mstance is generally covered by most health plans but
remains isolated from the malnstream practice of medicine.

- Complementary and alternative therapies as well as self-care are

not covered by insurance, yet the products and services in these

categories continue to ereriénce remarkable growth.

TABLE 7-1 Owners, Providers, and Settings for Ambulatory

Care Services
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TA 7-1 Owners, Providers, and Settings for Ambulat“

Car ices

Owners/Providers

» I[ndependent physician » Independent physician practitioners
~ practitioners = Hospitals

= Hospitals » Community health agencies

= Community health agencies = Managed care organizations

» Home health agencies » Insurance companies

= Corporate employers

= Group practices

Hospital outpatient
departments

= Physicians’ offices

= Outpatient surgery centers

» Hospital emergency
departments '

» Home health agencies

= Neighborhood health centers.
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departments = Walk-in clinics/urgent care centers
= Physicians’ offices = Retail clinics E
= Outpatient surgery centers = Outpatient surgery centers
» Hospital emergency = Chemotherapy and radiation therapy :z)‘(:
departments centers
= Hor - -ealth agencies = Dialysis centers
= Neighoorhood health centers = Community health centers G
= Diagnostic imaging centers :

= Mobile imaging centers

= Fitness/wellness centers

= Occupational health centers

= Psychiatric outpatient centers

= Rehabilitation centers

= Sports medicine clinics

= Hand injury rehabilitation clinics
= Women's health clinics

= Wound care centers

Data from Barr, K. W., and C. L. Breindel. 2004. Ambulatory care. In: Health
care administration: Planning, implementing, and managing organized delivery
systems. L. F. Wolper, ed. 4th ed. Burlington, MA: Jones & Bartlett Learning.
pp. 507-546.

Primary care is the foundation of ambulatory health services, but
not all ambulatory care is primary care. For example?,‘ hospital ED
services are not intended to be primary in nature. Conversely,
services other than primary care have now become an integral part
of outpatient services. Thanks to the technological advances in
medicine, many advanced treatments are now provided in
ambulatory care settings. Examples include conditions requiring
urgent treatment, outpatient surgery, renal dialysis, and
chemotherapy.
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Prime  _are plays a central role in a health care delivery sy: ..
Other essential levels of care include secondary and tertiary care G%
(distinct from the primary, secondary, and tertiary prevention
discussed in the Beliefs, Values, and Health chapter). Compared to
primary care, secondary and tertiary care services are more
complex and specialized.

Q8

Primary care is distinguished from secondary and tertiary care
according to its duration, frequency, and level of intensity.
Secondary care is usually short term, involving sporadic
consultation from a specialist to provide expert opinion and A
surgical or other advanced interventions that primary carg i
physwnans (PCPs) are not equipped to perform It |ﬁmluﬂes i

rehabilitation.

Tertiary care is the most complex Ievel ch .
for relatively uncommon conditions. Typ@‘
institution based, highly specialized, and
of temary care is rendered in Iarge teachm

heart surgery In some instances, terhary treatme t may be
extended, and the tertiary care physician may assuma long-term
responsibility for the bulk of the patient’s care. =

It has been estimated that 75% to 85% of people in the general

mamilnkinm vamiive anhi mrinnnm Anes asnianan in A sivae ane A 00L
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element of Prevention, as welj as diagnosis tréafmani;}#g;llbwrup,
and minor surgery. Similarly, most cardiologists are eﬁg‘agedm

health education ang counseling. Hence, pri are should be
1 W

Mmore appropriately viewed as an approach to pr
rfield

rather than as a set of specific services f(ﬁjt‘q

World Health Organization Definition

Traditionally, primary care has been the cornerStbhé‘df ‘ambulatory
care services. The World Health Organization (WHO? 1978)
describes primary health care as follows:

Essential health care based on practical, scientifically sound,
and socially acceptable methods and t‘echr\“plogy‘m‘ade

‘ 274 - of 663
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Essential health care based on practical, scientifically sound,
and socially acceptable methods and technology made [
universally accessible to individuals and families in the Tex
community by means acceptable to them and at a cost ..ui s
the community and the country can afford to maintain at every
stage of their development in a spirit of self-reliance and self- (
determination. It forms an integral part of both the country’s
health system of which it is the central function and the main
focus of the overall social and economic development of the
community. It is the first level of contact of individuals, the
family, and the community with the national health system,
= bringing health care as close as possible to where people live
and work and constitutes the first element of a continuing

health care process.'

Three elements in this definition are particularly n:oteworthy‘ foran &

understanding of primary care: point of entry, coordination of care,

and essential care.

Point of Entry
Primary care is the point of entry into the health semces system in

which health care delivery is organized around pnmary care
(Starfield, 1992). Primary care is the first ccntact a pat|ent makes
with the health care delivery system. This first contact feature is

closely associated with the “gatekeeper” role of the pnmary care

practitioner. Gatekeeping implies that pataents do not visit
specialists and are not admitted to a hospital wnthout first being

referred by their PCPs. The interposition of primary care protects
patients from undergoing unnecessary procedures and

overtreatment (Franks et al., 1992).

The United Kingdom’s National Health Service (NHS) is an
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The United Kingdom’s National Health Service (NHS) is an
example of a health care delivery system founded on the principles
of aatekeeping. In the NHS, primary care is the single portal of

ei.. .0 secondary care and acts as a filter so that 90% of care
provided outside hospitals in ambulatory care settings (Orton,
1994). General practitioners (GPs) are primary care gatekeepers in
the U.K. system. In the United States, under certain managed care,
such as most Kaiser Health Plans, patients initiate care with their
PCPs and obtain authorization when specialized services are

‘% Contacts | All contacts

needed.

Coordination of Care
One of the main functions of primary care is to coordinate the

delivery of health services between the patient and the myriad of
delivery components of the system. Hence, in addition to providing
basic services, primary care professionals serve as patient

advisors and advocates. Coordination of an individual’s total health

Aa

care needs is meant to ensure continuity and comprehensweness

These desirable goals of primary care are best achleved when the i

patient and the provider have formed a close mutual nelatl
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ealth care

FIGURE 7-1 The coordination role of primary care in h
delivery.
h systems aré oriented more toward primary
higher satisfaction with health

d lower expenditures for the

1994, 1998). Even in the
ved in states with

Countries whose healt
care achieve better health levels,

services among their citizens, an
overall delivery of health care (Starfield,

United States, better health outcomes are achle
higher ratios of PCPs and better avaﬂabmty of pnmary care (Shi,

1994 Shi and Starfield, 2000, 2001 Shi q‘talt,F 2002] ngher

ratios of family and general phys;clanS‘ln the populataon are
associated with lower hospatahzatlon ra‘tas fo‘r‘cnndltlons that can

be successfully treated with good pnma fre (Ghanj et al.,
2011: Parchman and Culler, 1994). Havmg EQuwlar source of
primary care also leads to fewer ED wsnts and méppropnate

specialty consuits. The pnrnary care semng ls the ideal place to
manage chronic conditions so individuals can stay healthier over

time (Rubin et al., 2015; Sepulveda et al., 2008} Adults who have
PCPs as their regular source of care expenence Iower mortality
(Franks et al., 1998; Jerant et al., 2012). Hesearch has also

shown that primary care may play an important role in mitigating
the adveres health effarte nf ,innnmﬂ..ibim‘lmlim Llones ot al 2013
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manage chronic conditions so individuals can stay healthier over @
time (Rubin et al., 2015; Sepulveda et al., 2008). Adults who have BTL 6
PCPs as their regular source of care experience lower mortality solution
(Franks et al., 1998; Jerant et al., 2012). Research has also

showr *-at primary care may play an important role in mitigati=~ %
the adverse health effects of income inequality (Jones et al., 2013; iy
Shi et al., 1999). A higher proportion of PCPs in a given area has

been shown to lead to lower spending on health care (Chernew et

al., 2009).

Coordination of health care has definite advantages. Studies have
shown that both the appropriateness and the outcomes of health
care interventions are better when PCPs refer patients to
specialists, as opposed to patients self-referring to specialists

(Bakwin, 1945; Roos, 1979).

Essential Care |
Primary health care is regarded as essential Hea
of the health care delivery system is to opttmlze ]
not just the health of individuals who have the méqéns to access
health services. Achieving this goal requwes that di
population subgroups be minimized to ensure‘q equa|
Because financing of health care is a key alemén i
access, universal access to primary care semces |s better
achieved under a national health care program ’ ‘

I‘th‘c“al"e ﬂ'l"he goal
pulatlon health,

‘ acne55.
determmmg

Institute of Medicine Definition

The Institute of Medicine’s (IOM) Committee on the Future of

Primary Care recommends that primary care be the usual and
nrafarrard thniinh nnt tha nnlv rnnite af antry intn the health care

274 | of 663
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The Institute ot Medicine's (IOM) Committee on the Future ot E“
Textboo!
solution:

Primary Care recommends that primary care be the usual and
~-~farred, though not the only, route of entry into the health ¢~~~

system. To emphasize this point, the IOM has defined primary care
“the provision of integrated, accessible health care services by
Q&A

5 :
clinicians who are accountable for addressing a large majority of
personal health care needs, developing a sustained partnership
with patients, and practicing in the context of family and

community” (Vanselow et al., 1995, p. 192)

The term “integrated” in this definition embodies the concepts of
comprehensive, coordinated, and continuous services that provide
a seamless process of care. Primary care is comprehensive
because it addresses any health problem at any given stage of a

patient’s life cycle. Coordination ensures the provision of a
combination of health services to best meet the patient’s needs

Continuity refers to care administered over time by a single
provider or a team of health care professionals.

The IOM definition also emphasizes accessmlllty anﬂ
accountability as key characteristics of pnmary carﬁ Ac SSlb!f ty

refers to the ease with which a patient can mmate
with a clinician for any health problem. It mclud@s el

eliminate barriers, such as those posed by geogrq”“
culture, race, and language. Both clinicians and patlents have

accountability. The clinical system is accountable for prowdmg
quality care, producing patient satisfaction, using resources
efficiently, and behaving in an ethical manner. Patients are
responsible for their own health to the extent that they can
influence it, as well for judicious use of resources when they need
health care. The partnership between a patient and a clinician is

based on mutual trust, respect, and responsibility.
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T

which a patient can |\nitiate an interaction

with a clinician for any health problem. It includes efforts to
osed by geography, finan~ "9,

eliminate bar~ s, such as those p
culture, race, and language. Both clinicians and patients have
accountability. The clinical system is accountable for providing
quality care, producing patient satisfaction, using resources
efficiently, and behaving in an ethical manner. Patients are
responsible for their own health to the extent that they can |
influence it, as well for judicious use of resources when they need
health care. The partnership between a patient and a clinician is

based on mutual trust, respect, and responﬁiﬁiﬁliiy‘

Various countries have established polic
practices accountable for managing ¢

meeting clinical standards. These policie
incentives and primary care pr “
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Primary Care and the T
Affordable Care Act

The Affordable Care Act (ACA) included four major provisions
related to primary care:

277

= Increased Medicare and Medicaid payments to primary care
providers

» New incentives such as funding for scholarships and loan repayment
for primary care providers working in underserved areas

« Expansion of the health center program and strengthanlng of health
center capacity w

= Creation of additional training programs, such as 11 Teachlng Health &
Centers to train primary care prowders i ‘

These measures were aimed at enha"mlng the prlmary care
workforce and strengthening the prlmary care ‘system especnally in

underserved areas (Ku et al., 2011).

On the surface, these measures appear hc; be stgps in the nght
direction. Unfortunately, given the critical shortages |n prlmary care
(see the System Resources chapter), bunldmg a workforce cannot
be accomplished in a short period of time. Current and prospective
physicians will also evaluate factors other than the proposed
incentives when determining whether they will become PCPs or
specialists. For example, physicians may feel burdened and
frustrated by new regulatory demands if they have to spend a large
share of their time complying with added regulations instead of
seeing patients. In addition, because the increased reimbursement
for PCPs under the ACA was temporary, this may not turn out to

278 of 663 v
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be accomplished in a short period of time. Current and prospective

physicians will also evaluate factors other than the proposed @
incenuves when determining whether they will become PGr-s or Igﬁ::
specialists. For example, physicians may feel burdened and

frustrated by new regulatory demands if they have to spend a large

share of their time complying with added regulations instead of Q
seeing patients. In addition, because the increased reimbursement Qe

for PCPs under the ACA was temporary, this may not turn out to
be a significant factor in providers’ decisions to leave or stay in
practice or influencing medical students to enter primary care.

As a result of the ACA, the primary care system in the United

States is expected to experience an influx of newly insured

patients. However, if PCPs become overburdened, many of the

goals of primary care may remain unrealized for a large segment of S
the U.S. population.

The ACA also eliminated out-of-pocket oosts for preventwe
services such as immunizations, certain cancer screemngs
contraception, reproductive counselmg, obesnty soreemng, and
behavioral assessments for children. Thls coVerage is guaranteed
for more than 137 million Americans, mpludlng 55 million women.
Approximately 39 million Medicare beneficiaries have received
preventive services such as cancer screenings, bone-mass
measurements, annual physical examinations, and!‘ sniok]n‘g
cessation assistance due to the elimination of out#hf—pocket costs
for this care.

On another front, the ACA allocated $1.5 billion to National Health
Service Corps, a training program, which for decades has offered
scholarships and loan forgiveness to young primary care clinicians

whn vnliintear tn nractice in Lindereanien areae Ae nf Santemhar
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Patient-Centered Medical Homes
Q&A

The term “medical home” was first coined in 1967 to describe the
team-oriented approaches developed for special-needs children
whose health care needs require constant coordination. A medical
home consists of an interdisciplinary team of physicians and allied
health professionals who partner with patients and their families,
taking responsibility for ongoing patient care using a team

approach, technology, and evidence-based protocols to deliver

and coordinate care. PCPs serve as advocates for patients to help 8
them access services across the wide variety of health care j
services, ensuring that the patient’s values, w15hes an\d dlrectwes

are honored (Caudill et al., 2011). | : I i

i

The patient-centered medical home (PCMH) has‘ emerged asa
promising solution to address the mgmﬂcgm fra%mentatuon poor
quality, and high costs that afflict the U. S healthwbarﬁ system With
regard to PCMH and service utilization, evalu | qrms of approprlate
care have typically focused on greater use. cf preve e | rvi
immunizations, and well-care visits, whereas evai Jati !
inappropriate use of services have examined outcOn{Eé jé\uch as

ED visits, rates of hospitalization for preventable a‘fnbi;latbry
conditions, and use of high-cost or inefficient procedures. Findings
from these evaluations provide considerable support for the value
of PCMHs, as they promote appropriate care and réduce

inappropriate care (Christensen et al., 2013; Ferrante et al.,

IR NI NS N » L e LR L N

o~ Ll r

. 278

of 663




Search keywords

| Q | Ad W

IO IDI Y DWW W auli oo UIc aly‘h‘n‘uunt 1Iaynisinaua 1, P

%]
quality, and high costs that afflict the U.S. health care system. With

regard to PCMH and service utilization, evaluations of appropriate .
care have typically focused on greater use of preventive services, ‘
immunizations, and well-care visits, whereas evaluations of
inappropri~*~ use of services have examined outcomes such 2°

ED visits, rates of hospitalization for preventable ambulatory
conditions, and use of high-cost or inefficient procedures. Findings
from these evaluations provide considerable support for the value
of PCMHs, as they promote appropriate care and reduce
inappropriate care (Christensen et al., 2013; Ferrante et al.,
2010; Rosenthal et al., 2015; Shi et al., 2015; Shi et al., 2016).

In terms of the impact of a PCMH on the patient’s experience and
quality of care, studies suggest that both adult patients and
parents of pediatric patients who go to a PCMH-designated
primary care practice are satisfied with the care that they and their
children receive and likely to perceive these health care
interactions as positive experiences (Chnstansan at al., 2013;
Rosenthal et al., 2015); however, ewdence for thg assomatmns
between PCMH and some other quality wndﬂ;atcrétemams mixed
(Christensen et al., 2013, Rosenthal et al 20‘1 e a“tevens etal.,
2010). Likewise, findings regarding POMH d héalfh care costs
are inconsistent (Christensen et al., 201 ‘ ;
Gilfillan et al., 2010; Reid et al., 2009).

In terms of the impact of PCMHs and cllnlcal outcomes several
studies have demonstrated a positive 1mpact of PCMHS on clinical
measures at the practice level (Gao et al., 201 G,Shl et al., 2015;
Shi et al., 2016), but insufficient evidence is available to determine
the effect of PCMH implementation at the batient level. More
rigorous evaluations and standardization of kev outcomes are

278 of 663
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A number of tools are used to assess important aspects of the solutions
PCMH. Feo+ ~xample, the National Committee for Quality
Assurance’s (NCQA) Physician Practice Connections—Patient- %
Centered Medical Home (PPC-PCMH) tool is a practice self-report i,

measure that has become the de facto standard used to judge
“medical homeness.” It assesses nine standards: access and
communication, patient tracking and registries, care management,
patient self-management support, electronic prescribing, test
tracking, referral tracking, performance reporting and
improvement, and advanced electronic communications. The
three-level scoring system implicitly acknowledges that, for most
practices, meeting these reporting standards will be a staged

process (NCQA, 2008).

Unlike the NCQA, the Accreditation Association for Ambulatory
Health Care (AAAHC) conducts mandatory site wsﬂs to all
applicants for its PCMH recognition program AAAHC recognmon
program involves the largest number of survey ltems by far (238
items), and AAAHC is unique in that it al!ows appilcams to apply

for either “accreditation” (which mvolves abtamlng the base

AAAHC accreditation in addition to meetmg AM : 1C s medical
home standards) or a less burdensome op‘tlcm ca!led “certmcatlon“
(which does not require the base AAAHC accredltatlon) The
AAAHC’s Medical Home tool measures a practlce s performance in
regard to patient rights and responsibilities; organlzatlonal
governance and administration; the paﬂent-cam team relationship;
comprehensiveness, continuity, and accessibility of care; clinical
records and health information; and quality of care (AAAHC, 2009).

278
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C - PCMH assessment tools include the Joint Commiss’
Primary Care Medical Home Designation Standards (Joint Iﬁﬁ:ﬁ‘;‘:
Commission, 2011), URAC's Patient-Centered Health Care Home

(PCHCH) Program Toolkit, TransforMED’s Medical Home Q:)
Implementation Quotient, and the Center for Medical Home

Improvement’s Medical Home Index. State-level tools are also QLA
available, including BlueCross BlueShield of Michigan’s PCMH

Designation standards, Minnesota’s statewide multipayer Health

Care Home Certification standards, and Oklahoma’s SoonerCare

(Medicaid) PCMH standards, among others (Burton et al., 2012).
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Most of the PCMH assessment tools cover several key content
domains: access to care, comprehensiveness of care, continuity of
care, culturally competent communication, patient engagement
and self-management, coordination of care, care plan, population
management, team- based care, evidence»based c‘are,‘,{ U it

LS

279
records, health [T, standardized care, adherencé%to pqr ‘
and congruence between practice and patnent (Bu#b
i

HW

il ikl 1‘ i
Community-Oriented Primary Care
Current thoughts about primary care delivery have ekteﬁded
beyond the traditional biomedical paradigm, which focuses on
medical care for the individual in an encounter-based system. The
broader biopsychosocial paradigm emphasizes the health of the
population, as well as that of the individual. Community-oriented
primary care (COPC) emphasizes the relations between the
population and community, on the one hand, and personal health
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proader DIOpSycnosocial paraaigm empnasizes tne neain or ine
population, as well as that of the individual. Community-oriented
prir care (COPC) emphasizes the relations between the
population and community, on the one hand, and personal health
care, on the other hand (van Weel et al., 2008). COPC

incorporates the elements of good primary care delivery and adds
a population-based approach to identifying and addressing
community health problems. The main challenge has been bringing
together individual health needs in the larger context of community

health needs.

COPC incorporates the ideals espoused by both WHO and IOM in
the delivery of primary care. The 1978 International Conference on
Primary Health Care (held at Aima-Ata in the former Soviet Union,
under the auspices of WHO) declared a philosophical vision of an
affordable community-based primary health care system (WHO,
1978). More recently, WHO (2010) has offered some addmonal
guidelines that encompass five key elements!: (1) reduwcmg
exclusion and social disparities in health through unwersal
coverage reforms, (2) organizing health servmes arounxd people s
needs and expectations, (3) integrating health mto a1| sectors (4)
pursuing collaborative models of policy daalogme 1dn61‘;(5)
increasing stakeholder participation. IOM (291 2) ha en

COPC as a dynamic, interdisciplinary model that |

primary care and public health creating SIinﬂcant |mpmvements in

primary care delivery.

The application and adoption of COPC principles in actual

practice, however, has not materialized in the United States. One

fundamental problem is a lack of consensus on what a
“community” is or should be. Assuming that consensus on the

definition of a commur

Be—

unity can be reached, technoloaical advances
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guidelines that encompass five key elements: (1) reducing it \
exclusion and social disparities in health through universal '\;:;\dum\: ‘*
coverage reforms, (2) organizing health services around people’s
needs and €Xpectations, (3) integrating health into all sectors, (4)
Pursuing collaborative models of policy dialogue, and (5) %
increasing stakeholder Participation. 1OM (2012) has endorsed Qaa
COPC s a dynamic, interdisciplinary model that integrate«
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