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Community-oriented Primary Care: 
An Often Overlooked Option for 
Community Pediatrics Practice and Training

In the U.S. healthcare system, there 
is an increasing awareness of the 
infl uence of social, environmental, 

and community factors on health and 
well-being. Pediatrics has responded 
to this new health perspective by de-
veloping and adopting the concept of 
community pediatrics. The American 
Academy of Pediatrics (AAP) fi rst 
published its Statement on Communi-
ty Pediatrics in 1999. The AAP defi nes 
community pediatrics as “a synthesis 
of clinical practice and public health 
principles directed toward providing 
health care to a given child and pro-
moting the health of all children within 
the context of the family, school, and 
community.”1 The AAP also calls for 
pediatricians to become involved in 
training residents and medical students 
in this model of practice.

As part of the changing medical para-
digm, pediatric residency requirements 
are also changing. The Accreditation 
Council for Graduate Medical Educa-
tion (ACGME) Residency Review Com-
mittee requirements for pediatric resi-
dency training now include community 
and advocacy experiences (see Table 1, 
page 102). These requirements focus on 
an understanding of the health of chil-
dren in their community, environmental 
hazards, and injury prevention, as well 
as the pediatrician’s role in community 
schools and child advocacy.2

With these guidelines as a founda-
tion, there is clear evidence that a child’s 
health and well-being is intimately relat-
ed to socioeconomic and environmental 
factors.3 There are calls from multiple 
professional and educational groups to 
train residents to practice community 
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pediatrics.1,2,4 Despite this, models for 
teaching community pediatrics have not 
been well defi ned. Although there have 
been multiple excellent guidelines for 
community curriculums produced,4-6 

many of these provide a list of discrete 
curricular objectives but do not include 
a unifying model of practice for incorpo-
rating public health principles into clini-
cal care. Community Oriented Primary 
Care (COPC) provides a framework for 
teaching the skills necessary for com-
munity pediatrics practice. This article 
provides a review of COPC and its cur-
rent use in pediatric education.

COPC HISTORY
The concepts behind COPC were in 

clinical use long before the term was 
coined in the 1980s. As early as the 
1930s, William Pickles, a general prac-
titioner in England, described the use of 
epidemiology in his primary care prac-
tice.7 In 1940, the South African govern-

ment recruited Sidney and Emily Kark 
to create the Pholela Health Unit in rural 
South Africa. The Health Unit integrated 
individual care with community health 
activities, using epidemiologic methods 
and working with a healthcare team to 
assess health and the determinants of 
health on a population level. In 1959, 
the Karks moved to Israel and, over the 
next decades, worked with Hebrew Uni-
versity to develop a program at a com-
munity health center integrating public 
health and primary care using a multi-
disciplinary team.8 This center is where 
the basics of COPC were refi ned, prac-
ticed, and taught.

At the same time that the Karks were 
working in Jerusalem, the U.S. govern-
ment sponsored a series of “community 
responsive initiatives” in underserved ar-
eas.7 One of the earliest federally funded 
community health centers was estab-
lished in Mound Bayou, in the Missis-
sippi Delta, by Jack Geiger, a physician 

who studied with the Karks in South Af-
rica. Over the course of the next decade, 
the U.S. government funded an increas-
ing number of these health centers. By 
the end of the 1970s, there were more 
than 200 community health centers na-
tionwide, but the early 1980s brought a 
loss of government funding. In response, 
the Institute of Medicine (IOM) spon-
sored a 1982 COPC conference. This 
conference not only produced a formal 
defi nition of COPC as “the provision of 
primary care services to a defi ned com-
munity, coupled with systematic efforts 
to identify and address the major health 
problems of that community through ef-
fective modifi cations in both the primary 
care services and other appropriate com-
munity health programs.”9 However, it 
also concluded that COPC should be de-
veloped further in the United States.7 

Since that time, community health 
centers have been expanded to include a 
network of more than 1,000 centers, and 
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the concepts of COPC have been taught 
in schools of public health, as well as 
some medical schools and residency 
training programs.

COPC PRINCIPLES
In 1994, the IOM defi nition of COPC 

was modifi ed by the King’s Fund Col-
lege of London and the Jerusalem 
School’s team to be “a continuous pro-
cess by which Primary Health Care is 
provided to a defi ned community on 
the basis of its assessed health needs by 
the planned integration of public health 
with primary care practice.”10 This is the 
essential defi nition that continues to be 
used today.

There are four underlying princi-
ples of COPC:

Principle 1: A COPC program takes 
responsibility for the health of a defi ned 
population, including people who use 
the health center, as well as those who 
do not.

Principle 2: Care is based on the 
identifi ed health needs of the defi ned 
population and not from assumptions 
of those providing care. This means that 

COPC practitioners look beyond indi-
vidual needs to the needs of the com-
munity as a whole. This also emphasizes 
the importance of looking at the deter-
minants of health within the population.

Principle 3: An intervention should 
cover all stages of the health-illness 
continuum of the selected condition. 
Any COPC intervention not only fo-
cuses on those who are sick, but also 
those who are well and at risk for dis-
ease, including health promotion and 
prevention components. 

Principle 4: The community should 
be kept involved throughout the process.

In addition to the principles, there is 
a framework of COPC that describes a 
practical methodology for application 
(see Figure, page 103). 

Defi ne the Community
Defi ning a population makes it easier 

to identify discrete needs, make compari-
sons, and monitor and track changes dur-
ing the COPC process. There are a variety 
of ways the community can be defi ned, 
such as using geographic boundaries, in-
cluding all the enrollees of a particular 

health plan, or using a common place of 
employment. It is important to note that 
the defi nition is not limited to only the 
users of a health center; it should include 
any potential users as well.

Community Characterization
Characterization creates a clear pic-

ture of the community by gathering 
available information on geographic 
features of the community, demographic 
and social features of the population, 
resources and assets available in the 
community, and the health status of the 
population. Pre-existing community 
data (such as census data), interviews 
with key community leaders, and focus 
groups are useful tools to identify health 
issues facing the community.

Prioritization
Characterization typically identifi es 

an extensive list of health problems fac-
ing the community. Because of the limited 
resources of most COPC practices, it is in-
cumbent on the COPC team to prioritize 
the list of problems to choose one that will 
be the focus of an intervention program. 

TABLE 1. 

ACGME Requirements Related to COPC2

Medical Knowledge
Community and Child Advocacy Experiences

Community-oriented care with focus on the health needs of all children within a community, 

particularly underserved populations

Culturally effective healthcare

Effects on child health of common environmental toxins

The role of the pediatrician as a consultant to schools

The role of the pediatrician in child advocacy

The role of the pediatrician in disease and injury prevention

The role of the pediatrician in the regional emergency medical system for children

These experiences should utilize settings within the community

Practice-based Learning and Improvement Residents are expected to participate in a quality improvement project

Systems-based Practice
Patient advocacy within the system (understanding the epidemiology 

of major health problems and health literacy awareness in the community)
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This prioritization should involve the com-
munity and use mutually agreed upon ob-
jective criteria, such as severity (morbidity 
and mortality) of the health problem and 
prevalence among the defi ned population.

Detailed Assessment
Once the top health problem is chosen, 

the COPC team will need additional data 
about the condition and factors that relate 
to it. Baseline data are gathered specifi cally 
on how the problem affects the community 
and what is already being done in the com-
munity to address the problem.

Intervention Planning and 
Implementation

Intervention planning involves a review 
of the literature for “best practices” for 
addressing the problem in similar popula-
tions. The identifi ed best practices can then 
be adapted to create an intervention pro-
gram with goals, objectives, and activities 
that are relevant to the defi ned community 
and the COPC practice. Implementation 
should begin once a timeline is laid out 
and an evaluation plan is in place. It is im-
portant to keep the community and offi ce 
staff involved in intervention planning and 
implementation to ensure adequate buy-in.

Evaluation
Evaluation is necessary to show suc-

cess of a program. It is important to plan 
the evaluation process before implemen-
tation to ensure appropriate and adequate 
data are collected.

Reassessment
COPC is meant to be practiced as a 

continuous cycle. It is important to re-
assess constantly what has gone well 
and what has not. Once a successful in-
tervention is in place to address one is-
sue, the cycle can begin again at the pri-
oritization stage to choose a new health 
problem that is relevant to address. The 
defi nition and characterization gener-
ally remain appropriate for some period 
of time with only intermittent updates.

COPC: CURRENT TRAINING, 
PRACTICE, AND EVIDENCE

A review of the literature reveals that 
the implementation of COPC in practice 
and training and the evidence for COPC 
is predominantly in the fi eld of family 
medicine. A 2008 systematic review of 
the COPC literature by Thomas Gava-
gan identifi ed 170 articles and found 
that all articles were limited to the dis-
ciplines of family medicine or nursing.11 
Our review of the literature identifi ed 
only two articles that explicitly discuss 
the use of COPC in pediatric residency 
training programs.6,12

An internet search using the search 
terms “community oriented primary care” 
and “pediatric(s) residency” indicates at 
least six other residency programs have 
incorporated COPC into their curricu-
lums (see Table 2, page 104).

Gavagan’s literature review also found 
that only 13 of 170 articles (7.6%) were 
focused on outcomes and analysis.11 An-
other study, reviewing the use of COPC 

in U.S. family medicine residency pro-
grams, identifi ed 22 articles. Only eight 
papers evaluated the outcomes of these 
training programs.20 

Few pediatric residency programs 
appear to be teaching COPC, and most 
programs go no further than a didactic 
introduction to the principles of COPC, 
with few evaluation components. How-
ever, despite the lack of evidence-based 
studies, COPC is a promising concept in 
terms of improving patient outcomes and 
preparing residents for practice in under-
served settings and community-oriented 
careers.20 Although current implementa-
tion of COPC in training programs is lim-
ited, COPC presents an opportunity for 
expansion and research.

COPC: OPPORTUNITIES
AND CHALLENGES

COPC provides a framework for the 
practice and teaching of skills neces-
sary for community pediatricians in the 
context of the larger healthcare system 

Figure. COPC cycle and principles. Adapted from: Rhyne R. Community-Oriented Primary Care: Health 
Care for the 21st Century. Washington, DC: American Public Health Association; 1998.
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in which they practice. COPC also pro-
vides a structure for the implementation 
and amplifi cation of important qual-
ity improvement and community-based 
research activities. It represents a rich 
learning environment for medical stu-
dents and pediatric residents to recog-
nize and apply public health principles, 
learn the importance of collaboration 
with community leaders and resources, 
and focus beyond the care they pro-
vide to individual patients and families 
learned in traditional training.

Pediatric RRC requirements state 
that residents are to “systematically ana-
lyze practice using quality improvement 
methods, and implement changes with 
the goal of practice improvement.”2 The 
iterative process of COPC is consistent 
with the Plan, Do, Study, Act (PDSA) 
cycle of continuous quality improve-

ment. The use of COPC also introduces 
public health principles into this process. 
The community defi nition, characteriza-
tion, and prioritization components of 
COPC allow practices to focus not just 
on issues that will improve the effi ciency 
of the practice but also focus on health 
issues most relevant to the needs of the 
community they serve. The public health 
approach of COPC provides a stronger 
foundation for the quality improvement 
(QI) process and the potential for far-
ther-reaching outcomes. 

Another area that would benefi t from 
integration with COPC is the fi eld of 
clinical and translational science re-
search. Healthcare providers have long 
expressed concern that research inter-
ventions and literature do not refl ect the 
real world environment in which they 
practice. As a result, clinical and trans-

lational research efforts have included a 
community engagement component that 
focuses on increasing the participation of 
end users (the community) in every phase 
of the research process.21,22 However, the 
conceptualization of community engage-
ment in clinical and translational research 
is less rigorous than COPC regarding the 
level of infl uence that the community has 
in determining the focus of the research 
and intervention development. The addi-
tion of COPC processes could provide a 
framework for community engagement 
in clinical and translational science re-
search and a public health model for as-
sessment outcomes.

Although COPC holds promise in 
providing a framework for community 
practice, quality improvement, and com-
munity engagement in research, there 
are a number of challenges to increasing 

TABLE 2.

COPC Pediatric Residency Programs

Residency Program Name COPC Program Description

Children’s Hospital at Scott & White, Texas A&M13 The Community Pediatrics Practice & Practice Management rotation includes an 
understanding COPC fundamentals in its rotation goals and objectives

Children’s National Medical Center14 Introduction to COPC is included as an outpatient rotation in the 
Pediatric Residency Community Health track

Massachusetts General Hospital15 Offers a lecture series in COPC

Morehouse School of Medicine16 “Community Oriented Primary Care —From Principles to Practice” by 
P. Nutting is included as a reference for the Community Medicine rotation

Social Medicine Residency of the Montefi ore Medical Center12

First-year residents receive seminars on COPC, undertake a 
community-mapping exercise, and undertake a collaborative 

community project that they conceive, plan, implement and evaluate

University of California — San Francisco, Fresno17 A residency training site — Clinica Sierra Vista Elm Health Center — 
incorporates COPC into practice and training

University of Florida — Jacksonville18

COPC is included in the noon conference curriculum and works with a
 faculty mentor to identify a population of interest, identify a health need 

then design, implement and evaluate an initiative

University of Texas — Southwestern19 Resident continuity clinic operates through the 
Parkland Memorial Hospital system’s COPC facilities
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the use of COPC in training and prac-
tice. COPC requires a commitment at all 
levels of management and providers in 
a healthcare system. Implementation of 
the COPC cycle requires the develop-
ment of expertise in COPC principles 
and skills, dedicated staff time to imple-
ment the steps, a shift in the priorities of 
the healthcare system to a community fo-
cus, and integrated funding to allow staff 
to perform COPC activities, in terms of 
supporting staff time and supporting 
COPC initiatives. Training in COPC re-
quires additional faculty commitment to 
train residents and students in the COPC 
principles, and the most effective train-
ing programs will occur in systems with 
COPC fully implemented in practice.

However, a small but growing body 
of literature provides a basis for further 
development and research in COPC. Ex-
isting programs, such as the Parkland 
Hospital and Health System in Dallas 
and the University of Florida, Jackson-
ville pediatric residency program, pro-
vide models of implementation. One 
university, George Washington Univer-
sity, offers a COPC track in its master of 
public health degree.

Government and private organization 
grants are available to support COPC. 
Although signifi cantly reduced in recent 
years, Title VII of the Public Health Ser-
vice Act supports training in primary care 
and has supported the start-up and ongo-
ing costs of COPC training programs in 
the past. The American Academy of Pedi-
atrics Community Access to Child Health 
(CATCH) grants are an example of a pri-
vate organization opportunity to support 
COPC projects. Revitalization of Title VII 
and increasing private foundation funding 
for community-based practice would fur-
ther support the expansion of COPC.

CONCLUSION
Pediatricians have increasingly rec-

ognized the need to move from a pure-
ly biomedical model to a community 
model to address the healthcare needs of 
children and families. COPC provides a 
framework for the practice and teaching 
of community-based practice, includ-
ing quality improvement and commu-
nity engagement in research and shows 
promise for improving patient outcomes 
and attracting young physicians to un-
derserved practice.
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