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Clinical programs

Wherever there is a significant population in poverty, without health insurance, or distant from
medical facilities--or all three situations--the local health department is responsible for
ensuring access to a variety of programs to provide basic health and medical services. Most,
but not all, of these services are directed toward infants and young children, who are seen not
only as worthy objects of public assistance but also as a sensible investment of the public
health dollar. It takes far less time and money to correct or eliminate a condition in youth than
it does to treat the later disability that the condition, if ignored, will produce.

The decreased funding of the National Health Service Corps (NHSC) scholarship program, a
shift of family physicians away from rural health centers, and a move to place all Medicaid
eligible patients in HMOs/Managed care programs, and decreasing availability of primary care
physicians, have intensified the need for health departments (whether rural or central city) to
re-examine their role in the ensuring access to primary care. Many already provide well child
and prenatal care, family planning, home health care, immunization, STD services, follow-up
care for chronic diseases, and other specialty services. It is relatively simple, in theory, to
change from a system that focuses on clinics limited to treating federally funded conditions,
the way most health department services are organized, to an integrated primary care system
that focuses on whole people in family units. Internally, the greatest obstacle lies in
redesigning the clinical database to secure an audit trail both to support federal and state
funds and also to allow billing of third party payers. The director must enlist a wide base of
support through partnerships. The most recent interest in coordination of clinical services,
particularly in urban areas is known as a Health Care Safety Net. .Before starting a primary
care delivery program to ensure that all citizens have access to primary care, the director
must search for the stakeholders among advisory boards of health professionals, elected
officials and social agencies, as well as community activists to assist in developing a plan, to
determine limitations, and whom the community’s future plan should cover. In rural and
central city health departments primary care partnerships may be the wave of the future for
delivering clinical public health services, particularly its new focus on chronic disease
prevention.

Primary care

The Model Standards proposed that:

"Residents of the community will have access primary health care services to promote
achieving & maintaining optimal health status." It specifies that health departments shall
"promote, encourage, and arrange primary care funding and service delivery from all
appropriate providers. To the extent primary care services in the community are not adequate
[the department] will provide such services directly or through purchase and cooperative
agreements." The assurance function.

Few states have long-range plans that include primary care, though many plans cite the need
for citizens to have access to health care. Several states are revamping their indigent care
programs to provide funds to reimburse hospitals and other providers for both institutional
and primary care. For examples look at Massachusetts, California and Oregon.

Many urban counties and cities as well as rural areas have large numbers of underserved,
underinsured indigent populations for which the health departments provide primary care
services (in Virginia in 2006 the percentage of the population without access to primary care
was estimated to be 14%). Primary care has usually been delivered by agreements between
the local medical society, the local community (tax supported) hospital and the health
department. This is less costly than allowing people to wander into emergency rooms and
usually has proven acceptable to the community. Primary care clinics (as opposed to private


