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The present health care delivery model in the United States does not work; it perpetuates unequal ac-
cess to care, favors treatment over prevention, and contributes to persistent health disparities and lack
of insurance. The vast majority of those who suffer from preventable diseases and health disparities,
and who are at greatest risk of not having insurance, are minorities (Native Americans, Hispanics, and
African Americans) and those of lower socioeconomic status. Because the nation’s poor are most af-
fected by built-in inequities in the health care system and because they have little political power, policy
makers have been able to ignore their responsibility to this group.

Family medicine leaders have an opportunity to integrate community health science into their aca-
demic departments and throughout the specialty in a way that might improve health care for the under-
served. The specialty could adapt existing structures to better educate and involve students, residents,
and faculty in community health. Family medicine can also involve community practices and respond to
community needs through practice based research networks and community based participatory re-
search models. It may also be possible to coordinate the community activities of family medicine orga-
nizations to be more responsive to the health crisis of those in need. More emphasis on community
health science is consistent with family medicine’s roots in social reform, and its historical and philo-
sophical commitment to the principle of uninhibited access to medical care for the underserved.
(J Am Board Fam Med 2007;20:527–532.)

Everyone who believes that the current health care
system in the United States is not working faces
important and uncomfortable choices between rec-
ognizing and challenging the inequities in health
outcomes or ignoring them; perceiving and defin-
ing the present system’s contribution to iniquity or
denying it; and advocating for those suffering from
persistent health disparities or turning away from
them.

Family medicine is the natural specialty for lead-
ing efforts to improve care for the underserved
because it approaches illness from the biopsycho-
social perspective, emphasizing the importance of
biological, psychological, and social determinants

of health. Family medicine has its roots in social
reform and has sought leaders concerned with ad-
dressing the public’s medical needs.1 The specialty
has a historical and philosophical commitment to
the principle of uninhibited access to medical care
for everyone, especially the underserved.

The present health care delivery system in the
United States is characterized by persistent dispar-
ities in health outcomes, growing numbers of un-
insured people, and the decline of safety net pro-
viders.2 As a consequence, increasing numbers of
predominantly minority and low-income people
suffer disproportionately from frequently prevent-
able medical conditions. Here we present our
thoughts about preventable disease, health and
health disparities, and the opportunity for family
medicine to take more of a leadership role in ad-
dressing these needs through more active commu-
nity engagement.

When Is Suffering Not Normal?
For many years we have observed—as a community
medicine researcher and division chief in depart-
ments of family medicine in 2 major cities (M.J.D.)
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and as an attending physician in underserved com-
munities (N.E.G.)—that economically vulnerable
individuals and families (usually minorities) are vic-
tims of a form of health-related suffering euphe-
mistically called “health disparities.” Generally
speaking, disparities refer to the differences that
exist in disease prevalence, health outcomes, or
access to health care based on population charac-
teristics. Common disparities include Native
Americans being twice as likely as whites to develop
diabetes; Hispanics being twice as likely to die from
diabetes; and African Americans having a 40%
higher death rate from heart disease.3

It is difficult to understand how substantial dis-
parities persist in a country that devotes 15.3% of
its gross domestic product to health care ($1.7
trillion), or $6,040 per capita.4 One explanation is
implicit and explicit rationing. Implicit rationing
controls access to care based on income, whereas
explicit rationing is based on other standards such
as lottery or disease severity. In the United States,
health care is rationed implicitly. On one end of the
continuum are those with access to the best health
care in the world (our colleague calls this the
“Neiman Marcus” plan because it is very exquisite
by any standard and vastly overpriced). On the
other end are the more than 45.5 million adults
between the ages of 18 and 64 years of age5 with no
health insurance, who are disproportionately ethnic
minorities: more than a third of Hispanics and
more than 25% of Native Americans, 21% of Af-
rican Americans, and 18% of Asian Americans are
uninsured, compared with approximately 13% of
whites.6

The uninsured are less likely to receive preven-
tive care, 3 times more likely to postpone seeking
costly care, 4 times more likely to not get needed
care, 3 to 4 times more likely to report problems in
receiving such care, more likely to be diagnosed
with late-stage cancer, and more likely to be hos-
pitalized for preventable conditions.7 In a theoret-
ical sense, health-related suffering and differences
in health status seem to be a normal part of the
human experience. However, when identifiable
groups are systematically denied routine access to
medical care and are subjected to increased risk of
disease and diminished quality of life, the circum-
stance is at best not normal and at worst immoral.

What Can Be Done?
Two alternative ways for understanding disease and
causality are in terms of the life of the human
organism and the type of life a human organism is
living. For descriptive purposes these can be called
the facts of life and truth about living perspectives,
respectively. The former explains morbidity, mor-
tality, and health outcomes in terms of individual
organs or organ systems; treatment is directed pri-
marily at resolving existing disease symptoms and
mortality is a function of organism-specific mech-
anisms8 (Figure 1).

The truth about living perspective recognizes
that lifestyle and other social variables explain
when, why, and how a person’s life will probably
end. Ergo, although heart disease may appear on
the death certificate, often smoking, poor nutrition,
and lack of exercise actually cause premature death9
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Figure 1. Factual causes of death, “facts of life.”
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(Figure 2). This perspective recognizes that prema-
ture death is affected by lifestyle and behavior
(50%), as well as environmental (20%), genetic
(20%), and access to care (10%) variables10 (Figure
3). The perspective recognizes that these disease
determinants are also influenced by policies and
interventions.11 Accordingly, reducing disease
prevalence requires implementing broad-based
prevention strategies addressing biological, life-
style/behavioral, and societal variables.12 This ap-
proach is especially significant because most pri-
mary care is directed more toward treatment at the
expense of preventive care.13

Current Health Care Delivery
There is no incentive for those with insurance to
modify their unhealthy behaviors in a way that
might reduce chronic disease prevalence and health
care costs, as long as they can receive treatment for

preventable conditions related to lifestyle factors
such as smoking. Simultaneously, as treatment be-
comes more expensive, increasing health care costs
will keep expensive health insurance, preventive
screening, patient education, and disease treatment
beyond reach of the uninsured. Thus, the unin-
sured will continue to experience more frequent
emergency department use and hospital admis-
sions, and a 3-fold increased likelihood of dying in
the hospital.14

Promoting Health in Communities
Health is a comprehensive concept referring to a
state of physical, mental, and social well-being15

that helps people cope with and overcome disease
and other disruptions to routine living. An effective
health system can promote equity and quality by (1)
addressing community-based health promotion
and primary prevention beyond the confines of the
clinical setting, (2) improving primary care medi-
cine’s ability to address primary and secondary pre-
vention, and (3) reducing the need for expensive
hospital-based tertiary services. Of course, the ob-
stacles to this type of approach are formidable,
including present reimbursement mechanisms fa-
voring treatment over prevention and the tertiary
care orientation of most medical centers.16 How-
ever, through innovative thinking and bold leader-
ship it may be possible to do the right thing for
those in need while introducing a more rational
approach based on prevention into the US health
care system.
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Figure 2. Actual causes of death, “truth about living.”

0%

5%

10%

15%

20%

25%

30%

35%

40%

45%

50%

Behavior and
Lifestyle
Environmental
Exposure
Genetics

Health Care

Figure 3. Determinants of health.
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Integrating Primary, Secondary, and Tertiary
Prevention
Innovative models for integrating primary, second-
ary, and tertiary prevention abound when health
care resources are limited. Health providers in the
growing realm of free and volunteer clinic care in
the United States17 are fast realizing that care de-
livery must focus less on treatment and more on
prevention.18 Innovative systems of care such as
Project Access in Dallas, Texas, have been devel-
oped for providing access to care across the full
range of preventive services.19 Similarly, financially
strapped countries have been forced to reduce de-
mand for expensive medical care. The Programa de
Desarrollo Humano Oportunidades is a compre-
hensive program for addressing the full range of
health and social needs among Mexico’s impover-
ished population that requires children’s en-
rollment in school and adult participation in
community-based health promotion and disease
prevention.20 Clinics providing medical care have
an incentive to participate with the community to
improve health outcomes because the care provid-
ers deliver is expected to be 70% prevention and
30% treatment. By working with the community to
promote health, providers limit spending on more
expensive disease treatment.

Community Health Science Must Be Part of the
Solution
Although community medicine exists at the inter-
section of clinical medicine, public health, and so-
cial science,21 the possible role of family medicine
in such a system has never been fully described or
operationally defined. Clinical medicine concentrates
on individuals (micro-level) and seeks to diagnose,
treat, and prevent disease by maximizing patients’
health and functional capacity. Public health con-
centrates on populations (macro-level) and seeks to
maintain health through collective action; social sci-
ence applies the scientific method to the under-
standing of human interactions and relationships.
By linking clinical care and epidemiology with
community partners and organizations it is possible
to envision a scientific approach to community
health (community health science) in which health
is a social outcome resulting from systematically
combining clinical science, collective responsibil-
ity, and informed social action.21

Family Medicine Leadership
Academic Departments
Community health science can play a significant
role in our academic institutions and departments
of family medicine. More than 3 decades ago, Kurt
Deutschle envisioned a medical school where the
basic science faculty conduct research to improve
understanding disease, clinical researchers translate
the knowledge into practice, and the community
medicine faculty integrate this knowledge into the
human population and identify new health prob-
lems.22 Family medicine’s multiple missions could
easily accommodate the knowledge, attitudes, and
skills needed for students, residents, and faculty to
manage family health through effective communi-
ty-integrated health promotion and disease preven-
tion strategies.

Innovative programs are available for introduc-
ing medical students to family medicine and pro-
moting community engagement and reaching vul-
nerable communities.23 From other specialties it is
possible to learn how to replace the sometimes
nominal residency training experiences that pro-
vide limited experience addressing community con-
cerns with those emphasizing how to actually im-
prove community conditions that place people’s
health at risk.24 Family medicine faculty can play a
significant role in translating basic science research
into clinical and community applications as partic-
ipants in the National Institutes of Health’s new
emphasis on clinical and translational sciences em-
phasizing the research continuum from bench to
bedside to curbside.25 Medical institutions are
seeking leadership in how to engage communities
for their Clinical and Translational Sciences
Awards, and family medicine has the experience
and ability to provide the leadership.

Practice-based Research and Collaboration
A community health science approach encourages
us to think boldly about how to address the public’s
needs and promote healthy lifestyles through col-
laboration among basic scientists, clinical investi-
gators, community-based practitioners, and com-
munity organizations such as schools, businesses,
nonprofit organizations, government, and faith-
based organizations. Collaborative approaches
could unite family medicine practice and educa-
tional and research missions in a way that advances
the specialty and improves the health of the com-
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munity. Practice-based research networks could ac-
tively recruit and engage community representa-
tives among the members of their governing boards
and, by using more community-based participatory
research approaches, begin to systematically ad-
dress the community’s health promotion and dis-
ease prevention needs.26

Advocacy and Coordinating Approaches
Numerous family medicine organizations, such as
The Robert Graham Center, have devoted consid-
erable resources and attention to promoting access
to primary care and health equity. Others, such as
the Coastal Research Group’s National Project on
the Community Benefits of Family Medicine Res-
idency Programs, have focused attention on issues
such as the contribution of family medicine train-
ing programs to the communities in which they are
located. Activities in these and other areas related
to community health and engagement need to be
better understood and more aggressively pursued
throughout the entire specialty. The confluence of
national imperatives related to reducing prevent-
able chronic disease and health disparities, address-
ing the problems of the uninsured, improving ap-
proaches to health promotion and disease
prevention, and the growing importance of com-
munity-engaged research through the National In-
stitutes of Health provide an unprecedented oppor-
tunity for aggressive leadership on issues consistent
with family medicine’s history and philosophy. It
may be possible to develop a focused community
health agenda for the specialty, and the nation,
through actions such as (1) vertically integrating
teaching and research initiatives in community
health for medical students, residents, fellows and
faculty and (2) integrating the separate community
health practice, advocacy, research, and teaching
perspectives of the separate specialty organizations
into a centralized data-gathering and -reporting
authority. Developing a consensus plan among
family medicine organizations for documenting
community health needs and ways family medicine
is currently addressing the needs, and defining the
role of the specialty (and possibly others) in ad-
dressing the unmet needs would provide a bold and
pragmatic new vision for the 21st century.

Statistical Compassion
Greater collaboration between family medicine at
all levels and public health and community organi-

zations offers the hope of statistical compassion, or a
more equitable distribution of disease burden free
of sociodemographic distortions.21 Our communi-
ties need help in curbing increasing health dispar-
ities and chronic disease prevalence, and organized
medicine needs leadership if it is to remain viable in
the face of the chronic health needs of our society.
The opportunity exists to honor family medicine’s
heritage while doing good for those in need by
taking steps to reduce the significant but prevent-
able suffering among countless people and families
in communities throughout our society.

The authors would like to thank Cynthia Haq, MD, and Kurt
Stange, MD, for their comments on earlier drafts of this essay;
Jessica Scarf, MS, and Jen Creer for editorial assistance; and
Larry James and Jim Walton, DO, for helping us better under-
stand the need for community health science.
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