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AS we reflect on the stunning suc-
cess of applied biomedical re-

search in developing a SARS-CoV-2
vaccine less than a year from the virus's
emergence, we are also sobered by how
quickly the pandemic overwhelmed our
capacity to take care of sick people and
how public health departments have
struggled to respond at scale with core
disease control strategies such as test-
ing and contract tracing. The COVID-19
pandemic has shown us the existing
weakness in our clinical systems and
highlights the fragile state of our public
health infrastructure. COVID has also
revealed preexisting social inequities
that have led to shocking disparities in
health outcomes. Public health, primary
care, and equity have emerged as three
key themes in the pandemic, and
aligning the efforts of public health with
primary care and with community-based
organizations should be a major part of
our efforts to emerge from this disaster
stronger.’

In the highly competitive Hobbesian
marketplace of health care, neither pri-
mary care nor public health are large
revenue sources and, thus, they are
chronically underfunded. Primary care is
struggling within an economic system
that values procedural and specialty
care over cognitive and preventive care.
It is being squeezed by workforce
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shortages, the emergence of concierge
and direct care models, the proliferation
of retail convenient care clinics, and the
emergence of direct-to-consumer tele-
health platforms. As we look to a post-
pandemic world, will our current primary
care system be up to the task of im-
proving population health outcomes
and addressing health disparities in an
impactful way?

The value of primary care inimproving
population health outcomes and re-
ducing disparities has been extensively
documented.? However, to make a dif-
ference at the population level, more
needs to be done and at a larger scale.
Given how little clinical care contributes
to the health of a population,® does it
make sense to continue to focus scarce
resources on a population’s medical
needs rather than on social needs such
as early childhood education, nutrition,
and housing? If we were to de novo
design the ideal health system, the an-
swer is likely not. Medicine would be
optimally designed for the care of sick
individuals, social and human services
providers would attend to individual
social needs, and public health would
look to population-level interventions.
Yet, in this current economic climate, it is
unlikely that significant new funding will
be appropriated to address systematic
social needs. Absent the political will to

invest in a moonshot to achieve equity
or large-scale community development
initiatives, we must leverage existing
resources within health care, the largest
sector in the US economy, and incre-
mentally redirect resources toward an
integrated response.

There is an emerging consensus
among policymakers that true health
improvement can only be achieved by
addressing the underlying causes of
poor health. Public health and human
services practitioners are trained to
think upstream to identify and address
the root causes of poor health. But so-
cial determinants also resonate with
primary care clinicians who see firsthand
the role of environmental, behavioral,
and social factors in the health of their
patients. Many health care providers
realize that they must deal with a pa-
tient's most pressing issues, whether
that is abnormal glucose, or eviction,
or racism. There can be real power in
aligning primary care with public health,
social services, and population-based
approaches within communities.

RECENT IMPROVEMENTS

Catalyzed by the Centers for Medicare
and Medicaid Services (CMS) Innovation
Center and other innovative payers, we
are seeing a growing effort to pay for
population services delivered in clinical
settings and pass resources through
health care systems to engage and le-
verage community-based organiza-
tions.* While alternative payment
models are intended to hold health care
systems accountable for population
outcomes, early results have been
mixed.

There is evidence that by providing
financial incentives and focusing on
practice transformation, primary care
practices can improve quality, focus on
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prevention, and better coordinate care
for patients with complex psychosocial
needs.> But only a small proportion of
US primary care practices are certified
as primary care medical homes, and
their results have been of insufficient
magnitude to improve outcomes for
populations. Three large-scale demon-
strations by the CMS have shown limited
impact on cost, quality, or patient
outcomes.®®

BACK TO THE FUTURE

To be relevant, primary care needs to
reinvent itself and accelerate the types
of transformative changes alternative
payment models hoped to catalyze.
Looking back to the 1960s’ Community-
Oriented Primary Care Movement may
show us the way forward. This blended
model of primary care and community
public health not only treats individuals
who present for medical care but also
assumes responsibility for such public
health activities as conducting basic
epidemiological surveys and plan

ning and implementing community
interventions—all in collaboration with
local authorities.”

Perhaps the best example of
community-oriented primary care in the
United States is the extensive network
of federally qualified health centers
(FQHCs), which provide comprehensive
primary care and preventive services to
all residents in their service area, re-
gardless of ability to pay. Established in
1964, the community health center
model was explicitly developed to target
the underlying issues of poverty and
equity by combining the resources of
local communities with federal funds to
establish neighborhood clinics in both
rural and urban underserved areas.
FQHCs provide robust primary care but
also include referrals to community-

based psychosocial services and en-
hanced access to care, and explicitly
address social needs via case manage-
ment, translation, and transportation.
To assure a community-driven collabo-
rative approach, the majority of FQHCs'
governing boards are community resi-
dents and patients of the health center.
With recent funding from the Affordable
Care Act, community health centers
have seen significant expansion.

A second model worth noting is the
Accountable Health Community (AHC).
By aligning clinical and community
partners and embracing shared re-
sponsibility for population health out-
comes, AHCs bring together providers,
payers, businesses, and governmental
health and human services agencies.
These nascent multisectoral collabora-
tions hold promise, but like the FQHC
model, require a primary care system
capable of expanding beyond sick care.
For primary care to substantively con-
tribute to population health gains, it
must incorporate an integrated ap-
proach to social determinants.'® The
primary care model of the future must
look more like an FQHC or AHC than the
idealized Marcus Welby practices of the
last century.

Primary care needs to move from a
physician-centric to a multidisciplinary
team in which care is primarily delivered
by other members of the team. True
integrated care requires an expanded
workforce of social workers, care coor-
dinators, nutritionists, behavioral health
providers, community health workers,
and others. Primary care must also
embrace technology, data, and analytics.
Health care delivery systems have
invested in health information technol-
ogies to manage their operational
complexities and improve accountability
to payers for cost and quality. An inte-
grated primary care practice must have
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similar infrastructure to understand lo-
cal epidemiology, assess community
health needs, measure disparities, and
effectively target resources to address
both gaps in care for individuals and
outreach to critical underserved
populations.

CONCLUSION

COVID-19 has exposed the deep faults
in our health care and public health
systems. Public health has been chal-
lenged to control the outbreak, manage
the surge, maintain core services, and
balance the competing needs of pro-
tecting health and opening up the
economy. Similarly, primary care is
struggling to meet the needs of patients
during the pandemic.

One way forward is to align efforts. On
the surface, it may seem daunting to
reconcile individual and population per-
spectives within the two balkanized and
underresourced systems. But the plan-
ned integration of public health practice
with the delivery of primary care services
is needed precisely because neither of
these sectors can do it alone. Engaging
with the community is the third practice
necessary to achieve equity. Low-income
and minority groups face barriers to
accessing primary care in part because of
affordability and additionally because of
systemic racism. Without including un-
derrepresented and marginalized groups
in the decision-making process, there will
be no confidence in the policies and
programs to reduce disparities.

Looking toward recovery, this may
be a once-in-a-generation opportunity
to engage in a broad dialogue about
the value of public health and primary
care, and the type of system we want
to build to meet the essential challenge
of our times—how to achieve health
for all. AJPH
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Kassler is correct, of course (p. 606).
The nation would be well served if
we provided robust primary care to all
Americans. The association between
primary care supply, public health out-
comes, and lower costs is well known."
Primary care practices and clinicians are
also well positioned to bear witness to
the impact of social determinants on
population health and to help fire the
mobilization needed to change that.
But primary care has been deep
trouble for years, trouble that only
deepened during the pandemic. Only
about 45% of US adults had a mean-
ingful primary care relationship
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before the pandemic.” The market
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insurance companies, their em-
ployers, and their electronic medical
record systems—quit when the pan-
demic hit. Many more are burned out
and disheartened.”

And few primary care practices have
realized their potential in protecting
the public's health. Too tired or timid
to resist third-party demands, too indi-
vidualistic to organize, and too restrained
by the golden handcuffs of a business
model that stopped serving the public
years ago, primary care clinicians failed to
make care accessible to people when and
how they needed it and failed to think
about the health of the populations they
purport to serve, providing

+ too few options for same-day care;

+ too little use of telephonic care when
that was actually appropriate;

+ too little integration of mental and
behavioral health, use of community
health workers, physical therapy and
other functionally focused modali-
ties; and

« far too little building of enough ca-
pacity to serve entire communities.
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