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will enable readers to search and retrieve all Annals 
articles, including all past issues. While the full content 
of the Annals has always been immediately available 
free online to readers worldwide, this indexing makes 
the titles and abstracts searchable with the full power 
of PubMed and related programs.

Indexing is also formal recognition of the contribu-
tions of many people who are part of the Annals commu-
nity. This includes authors, who submit excellent quality 
manuscripts; reviewers, who donate time and expertise; 
and readers, who provide thoughtful commentary in the 
TRACK online discussion. In addition, the publisher 
produces a superb journal in print and online, and our 
sponsoring organizations support the cost of this new 
enterprise and guarantee the editorial independence 
needed to bring these resources together into a profes-
sional, innovative, peer-reviewed journal. We are grateful 
to everyone who has contributed to reaching this mile-
stone, and we appreciate the privilege of serving you. 

Full-text and PDF of all articles are freely available 
online. We encourage readers to share their experiences 
and views on these topics by posting comments to the 
Annals TRACK discussions at http://www.annfammed.org. 

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/cgi/content/full/2/2/98.
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The dramatic progress of the Human Genome 
Project during the last decade has highlighted 
the strength of the reductionist approach to bio-

medical science. In essence, by reducing human disease 
to a matter of mistaken DNA and the resulting amino 
acids, we may be able to greatly increase our means to 
prevent, diagnose, or treat that disease.

Even as we celebrate the successes throughout 
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medicine of the reductionist scientifi c approach, we 
must also acknowledge its limitations. Reductionist 
scientifi c methods have led to a detailed understand-
ing of the pathophysiology of type 2 diabetes, for 
example, and to a range of medications for treating it. 
Yet despite this new understanding, the prevalence of 
type 2 diabetes increased by 50% from 1994 to 2001.1 
Similar detailed understanding of the pathophysiology 
of tobacco effects has had no impact on the rates of 
smoking during the last decade.2

The limitation of the reductionist approach to 
health and illness, of course, is that it fails to account 
for the fact that we are more than the sum of our parts. 
Though we are indeed a collection of amino acids and 
other such molecules, we are also products of our envi-
ronment. As chronic and behaviorally based illnesses 
become ever more important mediators of health in 
our society, this relationship of a person’s health to 
psychological, familial, community, and societal con-
texts becomes increasingly obvious. Engel, with his 
biopsychosocial model, has emphasized the importance 
of a broader view of these contexts to successful treat-
ment of the person.3 Those of us in family medicine 
can justly argue that our fi eld, by specifi cally including 
the family in its view of the health of the individual, 
has taken this broader view. 

Community-oriented primary care (COPC) is an 
approach to primary care that takes this relationship 
view a step further.4,5 It is a model of primary care 
which puts into practice the idea that community con-
text plays a role in the health of the person. Through a 
systematic process of identifying health needs and act-
ing on those needs, COPC links efforts in the primary 
care practice and in the community. In bridging the 
divide between clinical care and public health, COPC 
offers a new vision for health care.

The article by Plescia and Groblewski in this issue 
of the Annals shows both the best and the most chal-
lenging aspects of COPC.6 In an ongoing partnership 
between a primary care practice and members of the 
community it serves, an iterative process is being fol-
lowed to develop and refi ne efforts to improve health. 
These efforts, based on a shared understanding of the 
major health concerns in the community, have led 
to targeted interventions both in the community and 
in the primary care practice. Plescia and Groblewski 
report a level of sophistication beyond most published 
examples of COPC in their work to understand how 
to structure interventions. Even more exciting is their 
description of how they are applying what has been 
learned to programs to improve health.

Their work exemplifi es much of what has attracted 
the health care community to the COPC model in 
the last half century. COPC offers to target scarce 

resources to high priority health care needs, and to 
extend health promotion outward from the primary 
care practice into the community. Linking preventive 
care activities in both settings makes intuitive sense—
it must be more effective than the disconnected system 
under which we so often function. Who can argue 
with the logic on which COPC concepts are based? It’s 
like motherhood and apple pie.

In addition to its role in enhancing preventive care, 
COPC is a democratizing concept that can reduce 
barriers between health care providers and community 
residents. There is moral as well as practical value to 
involving the community in the planning and deliv-
ery of personal health care, as described by Plescia 
and Groblewski. Perhaps for this reason examples of 
COPC have been most often described in low-income, 
medically underserved or cross-cultural settings, where 
barriers between health care providers and community 
residents can be highest. 

Reports such as that of Plescia and Groblewski 
and others which periodically appear in the literature 
confi rm at least parts of these hopes of COPC. Bayer 
and Fiscella7 described how a COPC approach in an 
inner-city community increased community accep-
tance of a range of preventive care services, improved 
measures of diabetes control, and facilitated tobacco 
cessation efforts. Epstein et al8 have described the 
results of extended COPC work in Israel that resulted 
in increased rates of breast feeding, decreased rates of 
anemia, improved hypertension control, and decreased 
rates of smoking.

While confi rming part of the vision of COPC, these 
examples of its application leave unanswered some 
challenging questions that have plagued this model of 
primary care delivery. Plescia and Groblewski paid $61 
apiece (or $78 per household) to survey 492 residents 
of their practice catchment area, for a total of about 
$30,000. We do not know whether this fi gure also 
includes the opportunity costs of planning and inter-
preting the questionnaires or of writing the grant that 
supported the interview costs. Plescia and Groblewski 
were able to obtain a major grant from the Centers 
for Disease Control and Prevention to allow them to 
conduct this survey; they are to be commended for 
recognizing the value of the information that could 
be gained from the survey and for the effort taken in 
obtaining the grant. Even so, the question remains—
how many practices can afford to take this approach to 
COPC or have the time to do so? 

Therein lies one of the rubs with COPC. Without 
exception, COPC has taken root only where there 
has been substantial outside funding or an energetic 
advocate or both. The reasons are simple. Whereas it 
seemed for a short time that managed care might push 
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health care delivery into a population-based perspec-
tive that would value the linkage between primary care 
and community in health promotion, this support has 
clearly not materialized. If anything, the prospects for 
routine fi nancing of COPC activities seem dimmer now 
than 10 years ago. 

Just as importantly, those of us who have been pro-
ponents of COPC have failed to show convincingly 2 
other elements of the model: (1) how it can routinely 
and feasibly be done in the context of a busy primary 
care practice without substantial added resources or a 
committed leader, and (2) evidence that it does result 
in better health. Too often we have focused on histori-
cal examples of COPC and relied on the motherhood 
and apple pie rightness of COPC concepts as suffi cient 
justifi cation for its wider application without doing 
the hard work and research needed to bring it forward 
into the health care environment of the 21st century. 
Until methods of putting the concepts into action are 
developed that are inexpensive and feasible for busy 
clinical practices, and that have results that are useful 
for practices and communities, COPC will remain little 
more than an attractive but rarely used idea. Without 
those practical methods, there will be no way to show 
that health outcomes can be improved using a COPC 
approach. Without proven evidence of its effectiveness, 
COPC will not gain a broader base of acceptance and 
application.

New developments in information technology and 
applications of qualitative assessment methods offer 
hope that rapid, practical methods for carrying out the 
ideas of COPC are on the horizon.9 Reconceptualizing 
COPC as a collaborative process involving multiple 
interested parties will be important. Formation of part-
nerships between key stakeholders in the health care 
arena and the community, all of whom stand to benefi t 
from the goals of health promotion, can help to break 
down the old idea of COPC driven by the primary 
care physician working in relative isolation. The criti-
cal demonstration of improved outcomes is complex 
and harder to achieve, but it can be done. Innovative 
approaches for molding interventions to a community, 

such as Plescia and Groblewski have done, together 
with focused planning and new concepts for assessing 
outcomes, can set the stage for providing the needed 
evidence for evaluating the effectiveness of COPC.

The ideas behind COPC make as much sense now 
as they ever have. It is time to move forward into the 
21st century by fi nding ways of adapting these con-
cepts to everyday practice.

To read commentaries or to post a response to this article, see it 
online at http://www.annfammed.org/cgi/content/full/2/2/100.
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