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Dear Readers,

Welcome to the June edition of Public HealthEd.

The modern medical landscape is too often
defined by its walls. We separate the high-
velocity diagnostic puzzles of acute crisis care
from the longitudinal, relationship-driven world
of chronic disease management.
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“Uniting these fields is not an
academic exercise; it is a clinical
and structural necessity.”

A patient moves through these disconnected
spaces, running a gauntlet of fragmented hand-
offs, missing data, and structural friction. But a
patient is not a collection of isolated symptoms—
they are a whole person navigating a complex
life.

This month, we invite you to explore what
happens when Acute Meets Chronic.




Throughout this issue, we pull back the curtain
on the invisible gaps that separate these vital
branches of medicine. Our feature article, A
Healthcare System that Values Health Over
Illness, challenges us to restructure the clinical
continuum so that the emergency bay and the
primary care clinic function as proactive allies.
In our Women’s Health Spotlight, Missed Signs
in the Rush: Closing the Diagnostic Gap for
Female Patients in Emergency Care, we confront
how high-velocity triage can exacerbate systemic
bias, while The Acute Care Trap examines the
psychological and physical toll of leaving chronic
patients stranded in medical silos.

Editor-in-Chief

Finally, Frequent Flyers or Fragmented Systems?
shifts our lens to the macro scale, exploring how
community disinvestment strains our emergency
infrastructure and why we must build aggressive
bridges between institutional hospital networks
and the blocks they serve.

Uniting these fields is not an academic exercise;
it is a clinical and structural necessity. True
health equity requires us to design an integrated
ecosystem where data flows seamlessly,
community trust is restored, and every patient
experiences a continuous loop of care.

Thank you for reading, learning, and joining us
in rebuilding a healthcare system designed for
true, lasting wellness.




AOYSIEM THAT VALUES

HEALTH OVER ILLNESS

By
Vaishnavi Bharadwaj

The modern hospital is a marvel of acute engineering. In the high-
velocity bays of the emergency department, complex diagnostic
puzzles are solved in seconds. Miracles of resuscitation, stabilization,
and immediate surgical intervention happen every day. We have built
an incredibly efficient engine for fighting crises.

Yet, if you step back and look at the broader landscape of public
health, an uncomfortable truth emerges: our medical infrastructure is
not a healthcare system—it is an illness system. It is structured to wait
for the exact moment a patient breaks down, react with resource-
intensive interventions, and then send that patient right back into the
environment that facilitated their sickness in the first place. To build a
sustainable future, we must change our clinical focus. We need a
system that places the proactive maintenance of wellness on the same
pedestal as the brilliant management of acute disease.
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The Cost of the Reactive
Model

For decades, the dominant medical
model has operated on a
transactional baseline. Success is
measured by volume: beds filled,
procedures logged, and metrics
met during acute episodes. While
this model thrives in the high-
stakes world of emergency
medicine, it fundamentally fails the
millions of individuals living with
chronic, multi-system conditions
like diabetes, hypertension, and
autoimmune disorders.

When a healthcare system favors
reactive treatment over
longitudinal care, the downstream
consequences are stark:

e The Revolving Door of
Acute Care: Without robust,
accessible primary care
networks, manageable chronic
conditions inevitably
destabilize. A patient who
cannot secure a timely
appointment with a
neighborhood clinic for
routine

blood sugar monitoring will
eventually end up in the
emergency bay in acute
ketoacidosis. The emergency
team will stabilize them, but
the root cause—fragmented
longitudinal support—remains
untouched.

The Financial and
Cognitive Strain: Reactive
medicine is inherently
expensive. Treating advanced,
end-stage complications of
preventable diseases drains
vital resources from the
healthcare ecosystem.
Simultaneously, it places
immense cognitive strain on
emergency and acute-care
providers, who are forced to act
as primary care lifelines for
populations that have been
structurally left behind.

The Erosion of Patient
Agency: When a patient only
interacts with the medical
system during a state of crisis,
they lose their status as an
active partner in their own
care.

Bridging the Silos: Uniting
Acute and Chronic Care
Valuing health over illness does not
mean diminishing the vital
importance of emergency or
specialized medicine; rather, it
requires us to break down the
traditional walls separating
different branches of medicine.
True health equity is built at the
intersection of high-velocity
diagnostic rigor and longitudinal
community health.

Achieving this integration requires
structural, protocol-driven changes
in how hospital networks and
community clinics interact. First,
we must implement integrated
electronic health records and
seamless hand-off protocols. When
an emergency department
discharges a patient, that
interaction cannot be treated as an
isolated incident. The data must
flow instantly to a dedicated
primary care team, triggering a
warm hand-off that ensures a
follow-up appointment is
scheduled before the patient even
steps out of the hospital doors. 6



Second, we must design

proactive clinical pathways.

Instead of waiting for a patient to
present to triage with an \\w}
advanced complication, health T
systems must leverage
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community health networks to :
meet patients where they live. By : i
expanding the footprints of \

neighborhood clinics and
utilizing mobile health assets, we
can intercept disease long before
it demands an emergency

response. .
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Shifting the Metaphysic of C) g
Medicine

Moving from an illness-centered

model to a health-centered g

model requires a fundamental —
shift in our clinical values. It

demands that we define clinical

excellence not just by how

successfully we navigate a code

blue, but by how effectively we

prevent that code from ever

happening.

Reflexive Medicine demands
that we pair our technical,
diagnostic capabilities with a
deep awareness of the structural
environments shaping our
patients' lives. A lab value or an
X-ray is only a single piece of the
puzzle; the true picture includes
the patient's neighborhood, their
access to nutritious food, and
their longitudinal support
network.

When we invest heavily in
primary care, protect the
continuity of patient-provider
relationships, and treat everyday
lifestyle management with the
same clinical respect as an
emergency intervention, we
restore the foundational contract
of medicine. We move past the
limitations of the reactive
checklist and begin building a
unified, interdisciplinary
ecosystem designed for true,
lasting wellness.






The COPD Story

Take Chronic Obstructive Pulmonary Disease
(COPD). Most patients do not feel critically ill
every day. They adapt to gradually worsening
breathlessness. They reduce their activity
instead of improving their lungs. Pulmonary
rehabilitation is postponed. Exercise is
neglected. Nutrition becomes secondary.
Vaccinations are missed. Regular monitoring
becomes irregular.

Life continues. Until one day, breathlessness
suddenly becomes unbearable. The family

rushes the patient to the emergency department.

Nebulisers. Steroids. Oxygen. ICU. Hospital
admission. The patient improves, and everyone
feels relieved.
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A few days later, the patient goes home.
Unfortunately, nothing has fundamentally
changed. The rehabilitation is again postponed.
The maintenance plan slowly fades. Months
later, another exacerbation occurs. This cycle
repeats itself—each episode leaving the lungs
slightly weaker than before. Medicine celebrates
another successful admission. But has health
actually improved?

Every Acute Episode Leaves a Mark
Acute exacerbations are rarely isolated events.
Each one pushes the body slightly backwards.
After every severe COPD exacerbation, patients
often lose lung function, muscle strength,
exercise tolerance, independence and
confidence. Some never return to their previous
baseline. The same pattern exists across almost
every chronic disease.

Many people live comfortably with elevated sugars because the body adapts. Then comes: diabetic
ketoacidosis, foot infections, kidney failure, vision loss, stroke, heart attack
We treat the complications brilliantly, but we often fail to prevent it.

Hypertension

High blood pressure is famously called the “silent killer.” It causes little discomfort for years.
Patients stop medicines because they “feel fine.” Then suddenly: stroke, heart failure, kidney disease,
vision loss. Again, the crisis becomes the focus. Not the years that preceded it.



Heart Disease

Atherosclerosis develops silently over decades.
Patients rarely experience symptoms while
plaques slowly enlarge. Then one plaque
ruptures. A heart attack occurs. Emergency
angioplasty saves the patient, yet the disease had
been progressing for years before that single
dramatic event.

Asthma

Many patients only use inhalers during attacks.
Preventive inhalers are forgotten because
symptoms disappear. Months later, another
severe attack lands them in the emergency room.
The pattern repeats.

Chronic Kidney Disease

Kidneys quietly lose function over many years.
Patients often discover the disease only when
dialysis becomes necessary. Imagine if the years
before kidney failure had received the same
attention as the dialysis itself.

Osteoporosis

Bones weaken silently. Nobody notices, until a
simple fall causes a hip fracture. The fracture
receives excellent surgical treatment. But the
bone loss that caused it had been developing for
years.

Oral Health is No Different

Dentistry faces exactly the same challenge.
People rarely visit because they want to stay
healthy. They come because something hurts.
Pain. Swelling. Broken teeth. Bleeding gums.
Abscesses. We remove infection. Perform root
canal treatment. Extract teeth. Replace missing
teeth.

Yet the disease process often began years earlier
with plaque accumulation, gingivitis, dietary
habits or untreated gum disease. The emergency
receives treatment. The disease that created the
emergency often remains inadequately
addressed.

Much of healthcare is designed around events.
Hospital admissions. Surgeries. Emergency visits.
Procedures. Investigations. Insurance claims. These
events are important. But health does not
deteriorate overnight. Health changes gradually.
Disease develops quietly. Recovery also requires
time. The periods between hospital admissions may
actually be the most valuable opportunities in
healthcare.

Maintenance is Medicine

Pulmonary rehabilitation is treatment. Exercise is
treatment. Sleep is treatment. Nutrition is
treatment. Stress management is treatment.
Vaccination is treatment. Oral hygiene is treatment.
Physiotherapy is treatment. Weight management is
treatment. Medication adherence is treatment.
Unfortunately, because these interventions are less
dramatic than surgery or hospitalisation, they often
receive less attention. Yet they may produce far
greater long-term benefits.

A New Definition of Success

Perhaps we should stop measuring healthcare only
by how well we rescue patients during crises.
Instead, we should ask different questions. How
many hospital admissions did we prevent? How
many strokes never happened? How many diabetic
complications were avoided? How many COPD
exacerbations never occurred? These may be the
true indicators of successful healthcare.

The future of medicine lies not only in better drugs
or more sophisticated technology. It lies in changing
our philosophy. From reacting to disease to
preserving health. From treating complications to
preventing them. From episodic care to continuous
care. From survival to quality of life.

Every prevented hospital admission represents
more than reduced healthcare costs. It represents
preserved independence. Preserved dignity.
Preserved mobility. Preserved confidence. Most
importantly, it represents time—time spent living
rather than recovering. The greatest achievement of
medicine may be ensuring that those emergencies
never happen in the first place. 10



By Vaishnavi Bharadwaj

MISSED SIGNS 7z THE RUSH

The emergency department is an environment of intense cognitive pressure. Surrounded by the
constant hum of monitors, ringing phones, and a steady influx of critical cases, emergency clinicians
must make high-stakes diagnostic decisions in a matter of seconds. In these high-velocity settings, the
human brain naturally relies on cognitive shortcuts to process complex information rapidly. However,
when these shortcuts are applied to complex pathology, they open the door for implicit clinical biases
to skew patient outcomes.

Nowhere is this friction more apparent than in the acute evaluation of female patients. When a
woman enters a fast-paced triage environment with severe physical distress, her clinical reality is
frequently misread through a historical lens of skepticism. Rather than triggering immediate
diagnostic investigation, a woman’s physical symptoms are disproportionately attributed to
psychiatric, emotional, or psychosomatic causes. This phenomenon—the systematic minimization and
misdiagnosis of female symptomatology—creates a critical diagnostic gap that threatens patient safety
and compromises the integrity of emergency care.
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The Reality of Triage and
High-Velocity Bias

In the high-stakes rush of an
emergency bay, implicit bias
thrives on cognitive overload.
When forced to make rapid
triage decisions for complex or
multi-system complaints,
overburdened clinicians are
highly susceptible to premature
diagnostic closure—defaulting to
the path of least resistance. For
female patients, this path
frequently leads to diagnostic
overshadowing, where real
physical pathologies are
prematurely dismissed as
anxiety, stress, or lifestyle
factors.

This systemic vulnerability
manifests across several acute
presentations:

e The Cardiovascular
Paradox: Cardiovascular
disease is a leading cause of
mortality among women, yet
women presenting to
emergency departments
with acute coronary
syndrome are significantly
less likely to be assigned a
high triage priority
compared to men. Because
women frequently present
with "atypical" symptoms—
such as jaw pain, nausea,
and shortness of breath
rather than classic, crushing
chest pain—their cardiac
events are frequently
misdiagnosed as panic
attacks.

¢ The Under-Medication
Phenomenon: Studies in
emergency medicine reveal
that women are less likely to
be prescribed appropriate
doses of opioid analgesics for
acute abdominal pain and
face longer wait times to
receive pain medication
altogether. This reflects a
persistent, subconscious
clinical assumption that
female patients exaggerate
their physical distress or are
over-reporting their pain.

e Delayed Recognition of
Chronic Crises: Complex,
multi-system inflammatory
and autoimmune conditions,
which disproportionately
affect women, often lack a
single, definitive diagnostic
biomarker. In an
overextended emergency
department, the long-term,
non-linear progression of
these diseases is easily
missed, leaving patients
stranded without a clear
path forward.

De-Siloing the Diagnosis:
An Interdisciplinary
Solution

Closing the diagnostic gap in
emergency care cannot be
achieved by simply demanding
that clinicians "try harder." It
requires a deliberate, structural
shift in how fast-paced medical
environments interface with
longitudinal community health
data.

We must build an integrated
system that protects both the
provider and the patient from
the pitfalls of high-velocity
shortcuts.

The first step toward systemic
safety is the utilization of unified
electronic health records (EHR).
When emergency physicians can
instantly access a comprehensive
digital chart detailing a patient’s
longitudinal history, they no
longer have to evaluate an acute
episode in a vacuum. A history of
unexplained, multi-system
symptoms is no longer
dismissed as an isolated panic
attack; instead, it is recognized
as a potential flare-up of an
underlying chronic condition.

12




Furthermore, emergency departments must implement standardized, symptoms-first intake
protocols. By forcing the clinical pathway to systematically rule out critical organic pathology based on
standardized metrics—regardless of gender—we remove subjective initial impressions from the triage
equation.

Restoring Safety to the Frontlines of Care

An evidence-based healthcare system cannot claim clinical competency if it routinely minimizes the evidence
provided by half of the population it serves. A patient's self-report of functional impairment and physical
pain must be treated as critical, objective diagnostic data points, carrying the same clinical weight as a
laboratory value or a vital sign.

When we integrate interdisciplinary insights into acute care, standardizing protocols to account for sex- and
gender-specific disease presentations, we transform the emergency department. We shift the culture from
one of reflexive skepticism to one of deliberate validation. In doing so, we ensure that the frontlines of our
medical system become exactly what they were designed to be: a landscape of immediate safety, profound
clinical accuracy, and radical belonging for every patient who walks through the door.
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By Vaishnavi Bharadwaj

MYTIL OR FACTe THE
IR VS COMMUNITY
HEALLH

Myth: The Emergency Department is only meant for sudden,
isolated accidents and acute, life-threatening traumas.

Fact: The ER serves as a critical safety mm——
net and a mirror for the overall health i e
of the surrounding community. A
Emergency medicine cannot exist in a
vacuum,; it is deeply intertwined with
local social determinants of health.

Myth: Patients with chronic illnesses (like diabetes or
hypertension) who frequently visit the ER are simply
mismanaging their own conditions.

Fact: Frequent ER visits for chronic
illnesses are usually a systemic sign of
fragmented care and a lack of
longitudinal primary care access.
Without an integrated "warm hand-
off" system, the patient relies on the
ER for routine crisis management.
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Myth: Once an emergency physician stabilizes a patient and
discharges them, the acute care team's job is completely
finished and independent of outside doctors.

Fact: True patient recovery relies
entirely on a continuous care loop.
A successful emergency discharge
requires active coordination with
primary care providers, home
health networks, and local clinics

Myth: Triage decisions and clinical outcomes in hlgh-velomty
emergency departments are based purely on objective
pathology.

Fact: Patients coming from lower-
income zip codes often present with
more advanced, complex stages of
chronic disease due to historical
disinvestment in their local clinics,
which emergency teams must
recognize to provide the best care.

Myth: Pouring more funding and advanced technology into
ERs is the most effective way to solve overcrowding.

Fact: Overcrowded emergency bays
cannot be engineered away inside
the hospital walls alone. Hospital
overcrowding is fundamentally a
public health problem. The most
effective way to relieve strain on
acute care staff is to invest in the
external community infrastructure.

15



THE CONTINUUM OF CARE:

TRACKING A PATIENT'S JOURNEY FROM
THE AMBULANCE TO THE LOCAL CLINIC

AMBULANCE &

PRE-HOSPITAL

A paramedic uses a robust
tablet to communicate vitals

and scene photos. '
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EMERGENCY INTAKE
& TRIAGE

A doctor and nurse in the ER for
immediately access the digital chart.
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@ HOME & FOLLOW-UP

The patient relaxes at home, using
a secure patient porient portal on a
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PATIENT PORTAL RUGGED
ENGAGEMENT PHONE

tablet to schedule follow-ups.

-

A nurse conducts
a remote tele-
health check.

RESULTS: PROACTIVE, ACCURATE, EFFICIENT CARE
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In the quiet lulls between major traumas, a
familiar rhythm plays out across emergency
departments nationwide. A chart appears on a
screen, bearing a name the triage staff has seen
dozens of times before. In the unspoken vernacular
of modern medicine, these individuals are often
colloquially labeled "frequent flyers"—high-utilizer
patients who repeatedly return to acute care bays
for conditions that, on paper, appear manageable.

However, this cynical terminology masks a
profound structural failure. The patient returning
to the emergency department three times a month
for diabetes complications, asthma exacerbations,
or hypertensive crises is rarely a case of individual
non-compliance. Instead, they are a living
diagnostic marker of a fractured, hyper-siloed
medical landscape. To relieve the unsustainable
strain on our emergency infrastructure, we must
stop pathologizing the patient and start addressing
the systemic disinvestment in the community
health networks that are supposed to keep them
safe.

The Anatomy of Institutional Abandonment
The phenomenon of the high-utilizer patient is
directly tied to the collapse of local healthcare
infrastructure in historically disinvested zip codes.
When public health networks are underfunded and
primary care clinics are forced to operate on razor-
thin margins, the continuity of care is the first
thing to shatter.

IREQUENT FLYERS OR

By Vaishnavi Bharadwaj

Without a reliable community anchor, vulnerable
populations face insurmountable barriers:

* The Primary Care Desert: In many
underserved communities, the ratio of primary
care physicians to residents is staggeringly low.
When securing a routine appointment takes
weeks or months, a patient cannot wait for
preventative care; they are forced to let a
manageable symptom escalate until it becomes
an unavoidable emergency.

* The Inaccessibility of Pharmacy
Infrastructure: Managing a chronic illness
requires consistent, affordable access to
medications. When local pharmacies close down
or life-saving drugs like insulin become cost-
prohibitive, patients have no choice but to
ration their doses, leading to predictable and
preventable physiological crashes.

* The Isolation of Social Determinants:
Health does not happen exclusively inside a
clinic. It is shaped by housing stability, food
security, and environmental safety. When a
healthcare system treats an acute episode but
discharges the patient back into a mold-infested
apartment or a neighborhood without access to
fresh food, the clinical intervention acts as a
temporary bandage on a systemic wound.

Rebuilding the Continuum: From
Bureaucracy to Grassroots Trust

Resolving chronic population disinvestment
requires us to look beyond the hospital walls and
build aggressive, proactive bridges between
institutional hospital networks and the blocks they

18
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The most critical asset in this transition is the
integration of community health workers (CHWSs).
CHWs serve as the vital translators of care,
bridging the gap between clinical intent and a
patient’s daily reality. By visiting patients in their
homes, helping them navigate complex medication
schedules, and addressing social determinants of
health firsthand, CHWs can stabilize chronic
populations before a crisis ever triggers an
ambulance call.

Simultaneously, hospital networks must invest in
shared governance models and active community
advisory boards. Hospital leadership cannot design
effective care pathways from the comfort of a
boardroom; they must yield decision-making
power to the residents themselves. By allowing
community members to directly shape clinic
hours, intake protocols, and neighborhood
outreach programs, institutions can begin to
rebuild the foundational trust that decades of
structural abandonment have eroded.
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Redefining the Baseline of Clinical
Competency

True public health equity means acknowledging
that an overcrowded emergency bay is not an
emergency medicine problem—it is a community
infrastructure problem. A hospital system cannot
claim to be evidence-based or efficient if it simply
stabilizes a patient, hands them a clipboard of
discharge papers, and walks away from the
structural realities of their life.

When we shift our resources from reactive, late-
stage hospital interventions toward proactive,
community-led care networks, we change the
trajectory of public health. We replace the
patronizing label of the "frequent flyer" with a
rigorous commitment to systemic accountability. In
doing so, we finally move past the fragmented traps
of the illness model, engineering a health ecosystem
where every neighborhood possesses the lifelines
necessary for long-term safety, dignity, and holistic
wellness.
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How the ngsie-Doctor and the Everyday-Doctor
eamed Up to Fix Leo’s Arm

HOSPITAL -

Oopsie Doctors

The Oopsie-Doctor uses her superpowers
to make sure your arm heals straight!
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The Everyday-Doctor checks your
whole body to make sure you're healthy
while your arm fixes itself.

Hello, Leo! Dr. Everyday
_has an open ear and heart
to check on you.

Our teams talked! They gave me
the baton (clipboard) so | know
exactly how to care for you!

“\ Our medical teams work together
2 to keep you feeling safe, protected,
and healthy at home!
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