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n this issue of the Annals of Family Medicine, Dr Johansen adds to our understanding that despite efforts to
control health care costs over the past 2 decades, we
are quickly approaching a reality in which health care
spending subsumes one-fifth of our economy, which is
well above our international peers.1,2 As Dr Johansen
notes, this rising spending is the result of continued
utilization of higher cost services such as specialty and
hospital care, as well as increased prices. Increases in
health care spending are not associated with better
outcomes or more equitable health. The health status
of the people in the United States continues to be burdened with high rates of chronic disease and for the
first time in generations, life expectancy is declining.3
The Triple Aim has been the national call to action
that drives the goals of “improving the experience
of care, improving the health of populations, and
reducing per capita costs of health care.”4 To date,
the strategy for achieving the Triple Aim has been
predominately focused on improving the health care
system through the adoption of value-based payment
design in lieu of fee-for-service payment models, and
on reducing variability in health service delivery.5
Early results indicate that cost growth is slowing and
that innovative delivery models are improving quality
and safety of care and decreasing unnecessary utilization such as avoidable hospital readmissions.6

ADDRESSING THE SOCIAL NEEDS
As delivery system reform has progressed, payers and
health systems are assuming greater financial risk for
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health outcomes. Even the highest performing health
systems are finding the medical model insufficient to
adequately constrain costs and improve health outcomes due to the social needs of their patients. Failure
to appropriately contextualize the health care plan
can have significant consequences.7 Providing the best
quality care for a patient with COPD in the clinical
setting is an important goal. But if that patient cannot
afford the medication or does not have access to transportation for their follow up care, their disease will
quickly become uncontrolled, leading to worse health
outcomes and higher utilization-related costs.
In response, public and private payers are piloting
payment models that encourage the health care system
to address social needs. For example, the Centers for
Medicare and Medicaid Services recently announced
the Accountable Health Communities demonstration
model that encourages health care providers to build
linkages with community organizations, such as Meals
on Wheels, that can address their patients’ social needs
such as hunger or poor nutrition.8 Pay-for-success
models, such as the South Carolina Nurse Family Partnership, are a version of social impact bonds that go a
step further by encouraging community linkages and
providing resources to support them.9
Community-oriented primary care providers are
especially likely to welcome these types of payment
models and the new technologies that support them
because addressing the social factors of health is fundamental yet complex and rarely compensated. Encouragingly, evidence is building that addressing social factors
improves health outcomes at a lower cost10,11; investing
in coordinators who connect patients to social services
can save between $15 and $72 billion annually.12

Though integrating health care with social care is
critical for improving health at a lower cost, reforming
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payment models alone is insufficient.13 Leaders must
work to create healthy communities by addressing factors further upstream such as the environment, housing, transportation, and access to healthy food and
safe spaces. By moving to a public health model, rather
than a purely medical model, communities can create
the conditions where everyone can be healthy and
reverse health disparities.14-16
This undertaking requires collaboration and
resources from many community sectors, and cannot
be the sole responsibility of the health care system. The
promising news is that communities across the country
are pioneering a new approach to improving the health
of their communities by addressing all the determinants
of health.17,18 These “Public Health 3.0” communities
are coming together to create new umbrella organizations to set a shared vision and shared goals about the
health of their communities, to share data and funding,
and to coordinate activities aimed at improving health.
Their efforts are showing promise, including improvements in health outcomes and reductions in mortality.19,20 For patients with COPD, this would mean not
only that their community’s health care system can link
them to support services for their social needs, but also
that they can live in smoke-free housing.

spend a significantly greater proportion on health care.
This spending pattern may need to change if we seek
to improve health outcomes.21

CONCLUSION
The health system that Johansen describes is one that
has been on a relentless path of increasing high-cost
utilization without clear return on investment. While
the health system is working to achieve the triple
aim by improving the health care delivery system,
it alone will not be sufficient to bend the cost curve
and reverse declining life expectancy and increasing
disparities. This will be true even if we build better delivery models that address the social needs of
patients. To improve overall population health, we
will need to embrace disruptive models of health that
address health care needs as well as the social factors
and enable leaders to build healthier communities that
support affordable, equitable health for all.
To read or post commentaries in response to this article, see it
online at http://www.AnnFamMed.org/content/15/4/304.
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DISRUPTION NEEDED TO CREATE
AFFORDABLE, EQUITABLE HEALTH FOR ALL
These collaborations will only be successful if we
address the social needs of our patients and make
structural changes to funding and accountability for
individual and community health. First, clinical teams
should identify and support the social needs of our
patients with the rigor they would apply to avoiding
other medical errors. Second, health systems should
show leadership by holding their executives accountable not only for outcomes for their patient population,
but also for the health outcomes of their communities.
Third, communities can only advance health if they
have access to timely, specific data. Data availability
will require continued focus on creating a culture of
data sharing for public health advancement. Fourth,
federal and state policy makers should work with
states to maximize funding flexibility to accommodate
local innovations aimed at investing in upstream social
determinants of health. Fifth, education of the clinical and public health workforce should encourage an
understanding of the social determinants of health and
provide training in working across sectors. Sixth, it will
require an increase in investment in the social determinants of health. Currently, US spending on social services is on par with other Organisation for Economic
Co-operation and Development countries, but we
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lthough over 21 million people in the United
States have substance use disorders, most
individuals with addiction do not receive treatment.1 Of those who are fortunate enough to receive
therapy, less than 7% access it through their doctor.2
In addition, fewer than 10% of people with opioid use
disorder in specialty care receive buprenorphine.3
Primary care physicians are on the front lines of this
epidemic and we see it in the faces and stories of our
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patients: in the night sweats or gastrointestinal symptoms that are due to alcohol or opioid withdrawal; in
the anxiety symptoms that are associated with cocaine
use; in managing chronic pain that raises concerns about
possible addiction. We are good at managing people
with many coexisting conditions, and at prioritizing and
knowing when we and our patients need specialists. The
current opioid epidemic and marginalization of substance use disorders away from primary care has been
a disaster, however, and it is a marker for the overextension of primary care. The most complex functions in
health care—the much needed integrating, prioritizing,
and personalizing care across prevention, acute illness
care, mental health care, and management of multiple
chronic illnesses—crammed into 10 minutes.
This issue of Annals of Family Medicine contains several
studies that address substance use disorders and may
point to a way forward for primary care physicians. The
study by Anderson and colleagues found that primary
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