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Introduction

In the fall of 2011, I was a student of public
health at Kansas State University. I was
sitting in a lecture for my class titled “The
Built Environment” when my professor
showed a Ted talk from Dan Buetner and
National Geographic.  The talk was titled,
“How to live to be 100+.” In this short
discussion, Mr. Buetner explained the concept
of Blue Zones. As reported, Blue Zones are
small communities throughout the world
where the number of people who live to be 90
and 100 is significantly higher than anywhere
else in the world. In addition, these areas
experience a fraction of the chronic disease
present elsewhere. Essentially, these zones
are little havens of health spread throughout
the world.

In the video, Mr. Buetner explained that a
variety of environmental factors shape this
reality. Essentially, these factors fit into four

categories: natural movement, healthy diets,
right outlook, and community connectedness.
As I watched the film, wheels turned in my
head. I realized, for the first time, that health
might be more related to our environments
than the quality of our healthcare. To an
aspiring physician, this was both fascinating
and devastating.

The Social Determinants of
Health

In the years since, I have continued to pursue
an interest in the environmental factors that
impact health. Nowadays, I call them the
social determinants of health (SDoH). The
World Health Organization eloquently defines
the SDoH as, “The conditions in which
people are born, grow, live, work and age.
These circumstances are shaped by the
distribution of money, power and resources at
global, national and local levels. They are
mostly responsible for health inequities - the
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unfair and avoidable differences in health
status seen within and between countries.”

Research has given language to this idea. One
study estimates that medical care was
responsible for only 10%–15% of preventable
mortality in the U.S.,  while another study
suggests that that the SDoH account for
between 30-55% of health outcomes in the
US.  Though controversial, Thomas
McKeown’s book, “The Role of Medicine”
discusses the idea that overall life expectancy
has been more greatly impacted by
improvement in living standards than by
modern medical advancement.  Arguments
aside, plenty of evidence suggests that health
improves as social position rises.

An Example

The United States is a prime example of this
mismatch. Healthcare spending reaching
comprises nearly 17% of the GDP; yet, health
outcomes consistently rank among the worst
of the developed nations.  In her book, “The
American Health Care Paradox,” Elizabeth
Bradley illustrates that not only does the U.S.
spend more money on healthcare, but it also
spends significantly less money on social
services.  This is a tragic and costly
imbalance. One need not look far to see the
consequences of such discrepancies. Life
expectancy within a single city can differ by
up to 30 years depending on the
neighborhood in which one lives.  The
reality that zip code plays such a role in
health and life expectancy is truly tragic.

An Economics Issue

I want to remind you that this is most
certainly an economics issue. For one,
healthcare is a billion- or even trillion-dollar
industry, and it can occupy a significant
portion of a nation’s GDP. Secondly, as we
have already discussed in great detail, poverty
and inequity are complicated issues. As we
examine the cycle of poverty, we must
remind ourselves that community health is a
large player in this equation.  Finally, we
must remember that poor health is expensive.
A series of papers estimate the annual cost
per employee for common lifestyle risks:
smoking—$5,800, diabetes—$4,413, obesity
—$4,237, and high blood pressure—
$1,077.  As globalization continues to
prevail and inequities persist, we must begin
to realize the economics of healthcare issues.

The Rural Connection

My original prompt for this discussion was,
“The Impact of Globalization on Rural
Communities.” I spent a great deal of time
considering this line, but ultimately, it was
my experience in some of the rural villages
that established the connection. In the past,
rural communities contained many of the
essential elements for a healthy community.

Regular physical activity was often built in to
the lifestyle.  These communities were often
dependent on farming and ranching; travel in
and between villages largely depended on
walking, and the non-existence of modern
appliances demanded increased efforts for
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common household chores. The diet was
often healthier; many of these communities
were likely subsistent. There was no
packaged or fast food. This also encouraged a
seasonal and plant-based diet. Moreover, the
absence of electricity practically ensured
healthy sleep schedules. People went to bed
when it became dark and rose with the sun.
These rural communities also experienced a
greater level of connectedness. The lifestyle
encouraged permanence in a community,
reliance on one another, and generosity. Even
today, studies suggest that rural communities
tend to be more generous and social than
urban communities.  Spirituality also played
a role. Evidence suggests that people who
attend regular spiritual gatherings actually
experience decreased levels of mortality in
longitudinal studies.  For one reason or
another, rural communities are often more
spiritual than urban communities.  For these
reasons and more, the traditional rural
lifestyle actually serves as a great model for
community health.

Admittedly, in an effort to highlight the
positives, I have overlooked the problems of
drought, disease, and violence that were
undoubtedly also issues in these
communities. I simply wanted to highlight the
lifestyle pattern that presented so many
positive features.

The Impact of Globalization

By now, the concept of globalization has been
adequately introduced. While I have almost
nothing to add to this discussion, I would like
to suggest that globalization is at least, in

part, responsible for our transition from
healthy communities to the current situation. I
will list a few examples. The first of these
issues is job insecurity: local farmers
competing with land-rich nations, local
craftsmen competing with production lines,
and local labor competing with population-
rich nations. A resulting issue of this
insecurity has been migration. Initially, this
seemed like a positive outcome, but many are
beginning to recognize the detriments of
losing family structure and cultural identity.
In addition, the increasing “Westernization”of
society threatens traditional, cultural, and
spiritual values. The industrial revolution has
marked a major shift from active work to
sedentary lifestyles, and the increasing
availability of fast and packaged foods
continues to diminish homemade, plant-based
diets. While globalization has resulted in
many positive outcomes, its impact on the
health of our communities is certainly worth
noting.

The Role of Primary Care

The current circumstances beg the question,
“Where do we go from here?” I believe that
one solution is the integration of these social
issues into the healthcare sector. Tragically,
the healthcare sector is more medicine than it
is health. Social issues must become the
concerns of the healthcare field. At my home
institution, Kansas University Medical
Center, the department of family medicine is
beginning to screen for these social issues.
When patients come to the clinic they are
given the opportunity to answer questions
like the following: are you worried that you
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may not have stable housing, did you skip
medication to save money, did you ever eat
less because there wasn’t enough money for
food, and do you ever feel that you lack
companionship? To date, nearly 65,000
unique patients have been screened for these
issues; the leading concerns in this population
seem to be healthcare costs, access to food,
medicine affordability, and social isolation.

Social Isolation

While screening was a good first step, the
next logical action is to identify effective
interventions for social issues. More
importantly, what help could be offered from
a primary care clinic? At the University of
Kansas, Dr. Jennifer Woodward, Megan
Murray, and I partnered with patients to
explore creative solutions. The team decided
to investigate the problem of social isolation.
Studies suggest that nearly 7.7 million older
adults are socially isolated in the U.S.;  other
research states that nearly half of all older
adults are isolated in India.  Even more
concerning is the current evidence that
indicates lack of relationships is a stronger
risk factor for mortality than that of obesity.
This quality improvement project focused on
assessing the quality of the screening
question and exploring avenues for
intervention. To date, the team has
interviewed nearly 80 patients who reported a
lack of companionship. Several different
options for intervention were presented to the
patients; the preliminary results suggest that
this population has a great interest in aid
services and volunteer opportunities. In the
future, similar studies need to be performed

for the other major issues followed by the
implementation of these interventions (Poster
presented at the Kansas Academy of Family
Physicians, 2019).

The Nehru-Fulbright Study

This work has been formative in my young
career, and it inspired my current work in
India. The main crux of my study is this,
“How are SDoH issues addressed at the
primary care level in India?” I was interested
to see how healthcare workers think about
these issues in practice, how capacity and
workflow encourages or discourages this
emphasis, and how financing influences this
aim. My main methods of data collection are
general observation and informal
interviews.  To date, I have visited eleven
clinics; I have visited three public PHC’s and
eight private clinics. In order to summarize
the results, I have illustrated a few case
studies below.

Case Studies

I wanted to title the first case, “The
Minimalist.” This clinic is owned and
operated by one individual. He has been
practicing for over forty years, and to an
outsider, his model was truly astounding. This
is a small, one-room clinic. The doctor sees
about 4-5 patients per hour, and he charges
Rs. 50 per visit. This is an incredible price for
the city of Bangalore. In fact, it is the lowest
private price I have observed thus far. This
physician frequently discusses the SDoH. I
have seen him address home stress, education

22

23

24

25

http://newsletter.afpikarnataka.in/volume-4/issue-2/community-health/#fn-22
http://newsletter.afpikarnataka.in/volume-4/issue-2/community-health/#fn-23
http://newsletter.afpikarnataka.in/volume-4/issue-2/community-health/#fn-24
http://newsletter.afpikarnataka.in/volume-4/issue-2/community-health/#fn-25


levels, and diet patterns. Frankly, I was really
encouraged by this practice. My main
takeaways from this clinic were the
affordability of cutting down on
administration and the power of individual
good will. To date, the cheapest private
clinics I have observed have unanimously
been these one-man models. While there are
sacrifices in efficiency and community
contact, these models certainly remove much
of the price barrier to primary care for low-
income individuals. In addition to this, I
recognize that these physicians have made
personal lifestyle sacrifices to provide this
kind of care. For one, they have sacrificed
salary. Secondly, they have sacrificed time as
they have assumed the primary role of caring
for their patient population.

The second model is called “The
partnership.” This is an urban government
PHC. However, it has been contracted out to
be run by a private company. In addition to
the standard government funding, this clinic
also receives funds from private entities to
bolster its services. This clinic staffs 18
individuals, one of whom is a full-time
doctor. The doctor sees 70-80 patients per
day. I found this fact bewildering. The
services here are free. Surprisingly, this
building is beautiful and full of amenities.
This is largely a result of private funding.

My main takeaways from this clinic are
threefold. First, I have started to see that the
PHC model is an excellent one.
Unfortunately, I have also heard of issues
with staffing, medication supply, and bribery
within these structures. Secondly, I am

learning about the importance of personal
accountability in regards to the SDoH. One
key feature of the PHC is the community
health workers. In fact, the only way the
doctor could possibly see so many patients in
a day is the assurance that ASHA workers
will follow-up with patients. This personal
contact with a community is amazing, and I
believe it is necessary for a primary care
clinic to truly invest in social well-being.
Finally, I have seen the importance of
demographic responsibility. Contrary to all
private clinics, a PHC is assigned a given
population, called a ward. This is the
population for whom the doctor is
responsible. Thus, the doctor has a clear
target for community health. Because the
patients are sorted geographically, the doctor
can address structural issues that will cover
her entire patient population.

The third model is called, “The Start-Up.”
Broadly, these are the private clinics that
consist of a robust staff of nurses and
administration. In this specific case, the
physician was just launching her practice. Her
staff is eight total. She sees three to four
patients per hour, and the consultation fee is
Rs. 400. My main takeaway from this model
is the business of medicine. I do not believe
that this physician has ill-intentions.
However, the simple financial demands of
operating a clinic make tackling the SDoH
very difficult. For one, these clinics often
charge the costliest consultation fees. This
must be, at least in part, in order to pay the
extra staff to run the clinic. These physicians
also take on a fair amount of risk to start a
practice like this. Moreover, the problem of a



scattered patient population remains. In the
end, I cannot imagine that the existence of
another primary care clinic is ever bad, but I
do worry that such a model may never truly
be able to address the roots of health issues.

My last study case is titled, “Quality First.”
Like the previous model, this is also a private,
urban clinic. Two doctors practice in this
space, and they have employed a nurse
administrator, a lab tech, and a guard for the
front. The physicians see eight to ten patients
per hour; the consultation fee is Rs. 200 per
consultation. Initially, I thought this price
seemed on the lower side. During the
interview, the physician highlighted that this
is actually the most expensive clinic in the
area. His explanation is that quality care
saves money in the end. Even though his
patients are largely low- to middle-income,
they will spend the money to see him because
they know that it will save them money in the
long run. I found this to be a very interesting
point. Until now, I had focused mostly on the
importance of reaching an entire community,
but I had not accounted for the increased cost
burden of poor care. Even the best physicians
cannot offer quality care and address health
promotion if bound by enormous time
constraints.

Best Practices

I have also been priveleged to visit a few set-
ups that I will title best practices in the field. I
have visited two similar models, ASHWINI
hospital and the Tribal Health Initiative
(THIT). To begin, these are both clinics that
have taken responsibility for a specific,

underserved, geographic community. Without
a doubt, the medical care offered at these
facilitiesis to be praised. The THI runs a
massive outpatient clinic, seeing nearly 600
patients a week. They also run a 30-bed
hospital and provide other services (like
dental and diagnostics) as well. Still, what is
more impressive is the investment in
community health. Many of the staff at
ASWHINI hospital are actually from the
commmunity (75%). Both hospitals have
established programs to train community
health workers and nurses. Not only does this
improve the care of the community, but it also
increases the economic stability of the region
at large. Moreover, THI has established two
other community health initiatives: SOFA and
PORGAI. SOFA is an organic farming
association. They provide resources and
training to local farmers in order to increase
the quality of food they produce, and, in turn,
increase their income. PORGAI is a women’s
craft initiative. Women from the region work
to create clothing and other products from
organic materials grown in the area. This
initiative accomplishes several aims: it
preserves community practices of
cratsmanship, it provides financial stability,
and it prevents migration. In addition to these
efforts, these organizations are working on
education and political engagement as well.
This practice truly is the epitome of
community health, and we can only hope and
pray for more driven individuals to take up
such aims.

Concluding Thoughts



In closing, I want to leave you with four
points. First, never underestimate the power
of an individual. The best models I have
observed for really investing in community
health is an individual who has sacrificed
prestige, money, or comfort to truly take
responsibility for the health of a community.
Second, if we cannot create motivation, we
must, at least, create appeal. While the
structure exists for PHC’s to really invest in
community health, I have heard that many of
the buildings stand empty. One option
includes investing in higher salaries for PHC
doctors, investing in the education in the area,
or providing adequate support staff. Third, I
am becoming ever aware of the impossible
balance between quality and quantity.
Unfortunately, it will always be difficult to
provide quality care to mass populations. One
clinic may provide great care to a small few
and another may see as many as possible. As
we pursue community health, it is important
to understand the difficulty of this balance.
Finally, I would like to state that there is a
difference between health and medicine.
Medical care is necessary, but I feel like we
have over-emphasized it as of late. We must
remember that healthcare must, first and
foremost, be about health. I cannot claim that
the healthcare field holds all the answers to a
just and equitable society; however, I do think
that healthcare has a major role to play in
accomplishing true community health.
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