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T

he Annals online discussion since the last issue
addressed policy, practice, and education. Several actionable ideas pop out:
• Doing training in community health centers can
meet the needs of the population.
• Linking practice and community can help change
intractable health behaviors.
• Focusing pay-for performance on high-yield items is
win-win.
• Providing full-scope services to patients represents
added value.
• Reform in practice systems and health care system
may reduce inequalities.
• There is a potentially better test for peripheral
neuropathy.
• Generalist understanding can guide action.

line potential is supported by “community and migrant
health care centers, and their proven ability to respond
efﬁciently and effectively to national health priorities.”4
Zeiﬂer observes that the 4 themes identiﬁed by
Morris and Chen (mission, money, quality, and administrative/governance complexity) represent both the
challenges and the opportunities of training in community health centers.5

DOING TRAINING IN COMMUNITY
HEALTH CENTERS CAN MEET THE NEEDS
OF THE POPULATION

Because these behaviors are responsible for about half of all
deaths in the United States, and because more than 80% of
all health care costs for Americans are delivered to patients
who have preventable chronic conditions, success would
transform the health and health economics of our patients
and our communities.7

Carl Morris and Frederick Chen’s study of training
residents in community health centers1 caused readers
to jump on this approach as a solution to many current
health care system and training program ills.2
Candice Chen says:
Teaching Health Centers are an important step towards
establishing a graduate medical education system responsive
to the health care workforce needs of the nation.… Community Health Center-Family Medicine Residency partnerships, or Teaching Health Centers, are an intelligent step
towards changing the current graduate medical education
system—establishing residency programs with a health center base instead of a hospital base. Residents trained in these
partnerships will be ready to work in [the] patient-centered
medical home, multidisciplinary primary care practices and,
as a previous study by Dr Morris and Dr Chen shows, these
residents are more likely to practice in underserved settings.3

Maples notes that “we need family medicine residencies to be a pipeline, not a bottleneck,” and that this pipeANNALS O F FAMILY MEDICINE

✦

LINKING PRACTICE AND COMMUNITY
CAN HELP CHANGE INTRACTABLE HEALTH
BEHAVIORS
In the previous issue, Ferrer et al reported a clinical
trial on the effect of engaging medical assistants in
promoting health behavior change.6 Kottke and Pronc
cite evidence that,

Kottke and Pronc go on to observe a transformative opportunity:
…that, as are clinical services, the resources that are currently available in a community are no match for the
physical and social environment that promotes unhealthy
behaviors. New approaches are needed to help patients
adopt healthy lifestyles. We suggest that partnerships
between primary care practices and worksite-based health
promotion programs might meet this need.7

In considering the implications of the study by
Mainous et al,8 Gonzales, Corbett, and Morales cite
the need to move beyond even community interventions to cross-national, multilevel efforts to reduce
antibiotic resistance by diminishing the commercial
availability of antibiotics.9
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FOCUSING PAY-FOR-PERFORMANCE ON
HIGH-YIELD ITEMS IS WIN-WIN
In response to a study documenting the costs to primary care practices of responding to payer requests for
quality and performance data,10 Brantes, the CEO of
Bridges to Excellence, observes,
The current focus of many quality reporting and improvement efforts tend to be on measures that have only a distant
relationship to lowering cost or improving patient outcomes.
As a result, the amounts that payers are willing to offer as a
beneﬁt to a practice for participating in the effort are relatively small, and this level of beneﬁt is often lower than the
cost of participation for the practice.11

Considering the health care system fragmentation
studied by DeVoe et al in the last issue,19 Guendelman
implores: “It is of the essence that we remind policymakers of the beneﬁts of streamlining health insurance
so that children and their parents can navigate through
the same health plans.” 20

THERE IS A POTENTIALLY BETTER TEST
FOR PERIPHERAL NEUROPATHY
Oyer cites his own research on the “Clanging Tuning
Fork Test” 21 that apparently has greater sensitivity for
picking up early loss of sensation than the more commonly advocated monoﬁlament testing that was the
subject of a meta-analysis by Dros and colleagues.22

Warburton12 and Bagley13 make similar points. Bagley
says: “If the cost of organizing that information in a
systematic way is balanced against the increased efﬁciency of the physician-patient encounter, it should be
a clear win for all.”

GENERALIST UNDERSTANDING CAN GUIDE
ACTION

PROVIDING FULL-SCOPE SERVICES TO
PATIENTS REPRESENTS ADDED VALUE
Multiple discussants cited the wisdom of making early
abortion available within the context of ongoing care
in a family medicine practice.14 In response, the study’s
lead author replies:
By providing more comprehensive reproductive health care
we are able to provide preventive care services that cannot be as well delivered outside of the context of a medical
home. The best example is our very high use of highly effective contraception (IUD and Implanon) post abortion which
is not seen at sites that do not have continuity of care with
their patients. More work is needed to show that it is really
the continuity of care that matters but it sure feels like it
does as we work with a woman/couple to consider what post
abortion contraception steps will help her avoid ending up
with another unintended pregnancy.
This preventive care model is a perfect ﬁt for a specialty
that feels comfortable with pregnancy care, has a tradition
of offering medical procedures, emphasizes prevention and
behavior change, values continuity of care, and loathes abandoning patients just when they have a health crisis.15,16

Scherger23 and Green24 note the need to advance the
intellectual basis of family medicine and solve intractable problems in health care and health by investigating
the paradox of primary care.25
At the same time, Mackenzie26 and Katerndahl27
challenge the notion in the latest article in the ongoing
editorial series28 that different levels of care represent
holons within a holarchy. Rather than the levels of care
being holons (wholes that are simultaneously parts of
something else) that are hierarchically organized (into
holarchies), Mackenzie asserts a different hierarchy:
The holons are the patient holon (which is part of the
patient/health worker holon which is part of the organisational holon, community, society, nation, culture, civilisation,
planet and so on, going down the patient holarchy would see
a organ or disease holon as part of the patient, and cellular
processes as parts of the disease holon, etc).
So all the levels of healthcare can be seen as concentric
rings with fundamental care at the core and that all these
levels of care can be mapped onto all the holons described
above.26

Please join the discussion at http://www.
AnnFamMed.org.
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CORRECTION
Ann Fam Med 2009;8:84. doi:10.1370/afm.1081.

Re: Bennett IM, Baylson M, Kalkstein K, Gillespie G, Bellamy SL, Fleischman J. Early abortion in family
medicine: clinical outcomes. Ann Fam Med. 2009;7(6):527-533.
The rate of successful uncomplicated aspiration abortion reported in the abstract was inadvertently switched
with the rate of successful aspiration abortion (including complications). The correct rate should be 96.5%
(95.5%-97.1%,) as listed in Table 2. In addition, in the Results section of the text, the rate of successful
uncomplicated abortion should be 96.5%, not 96.2%.
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