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Many leading causes of mor-
bidity and mortality in the 
United States are affect-

ed by social determinants of health 
through their impact on health- 
related behaviors and lifestyle. 
Therefore, current health challenges 
are unlikely to be solved by clinical 
care alone.1 As a result, the Insti-
tute of Medicine (IOM) has called 

for integration of public health and 
primary care practice,2 recommend-
ing all medical students receive basic 
public health training (with a sig-
nificant proportion trained at the 
Master’s level).3,4 This call has been 
echoed by a proposed framework for 
the knowledge, skills, and training 
of family physicians with respect to 
public health.5 

Family medicine is well posi-
tioned to develop the foundation for 
this integration at a medical school 
curricular level, since family physi-
cians often serve in leadership roles 
in preclinical doctoring courses, and 
students on family medicine clerk-
ships are distributed widely across 
communities. Family medicine has 
also been active in the implemen-
tation of patient-centered medical 
home (PCMH) principles, with em-
phases on population management, 
preventive care, and attention to so-
cial determinants of health. Opportu-
nities therefore exist to engage with 
systems-based quality improvement 
initiatives and other aspects of the 
PCMH, augmenting traditional focus 
on individual patient management 
with a focus on management of pa-
tient panels and populations.

There are many possible ap-
proaches to integrating public/popu-
lation health (PH) competencies into 
medical school curricula.6-12 Howev-
er, the status of PH integration into 
family medicine clerkships (FMCs) 
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is unknown. Given potential and ac-
tual roles of family medicine in in-
tegrated medical/PH education, we 
sought (1) to determine the extent 
of required PH training in US allo-
pathic medical school FMCs and (2) 
to explore the pedagogical nature of 
this training. 

Methods
We designed a series of questions 
that were included in the Council 
of Academic Family Medicine Edu-
cational Research Alliance (CERA) 
survey of FMC directors (FMCDs), 
asking about PH instruction, spe-
cifically asking about content in the 
core areas described by the IOM in 
previous reports.2,3 The CERA survey 

of FMCDs was conducted between 
July and September 2012. It includ-
ed 74 questions, with the final eight 
questions devoted to PH instruction. 
The full survey and a general CERA 
program description are available at 
http://www.stfm.org/CERA/. Potential 
respondents received an email invi-
tation with a link to the survey, with 
nonrespondents receiving up to two 
follow-up invitations. Survey partici-
pation was voluntary, with no incen-
tives tied to participation. 

We restricted our analysis to indi-
viduals who answered at least one of 
our questions on the CERA survey. 

Quantitative data were analyzed 
using STATA (Stata/IC 12.1 for Mac, 
Revision 20 Mar 2013. Copyright 

1985–2011 StataCorp LP. College 
Station, TX). We tabulated descrip-
tive statistics for FMCD demograph-
ic data, hours and methods of PH 
instruction, and evaluation of ap-
propriate stage of training for PH 
instruction. We compared hours of 
PH instruction between public and 
private medical school status and be-
tween clerkship lengths (>4 weeks 
versus ≤4 weeks) via t test. We also 
performed content analysis on re-
spondents’ narrative comments to 
identify emergent themes regard-
ing barriers to PH instruction, with 
one author (CPM) performing open 
coding of all comments, followed by 
review and verification by three oth-
er team members (JP, LC, and RM). 

Table 1: Demographic Characteristics of Respondents (Total CERA and a Representative 
Group of Those Who Responded to Public Health Questions)

Total Respondents (n=88)
Responding to PH Questions on 

Hours of Instruction (n=59)

Do you have the equivalent of a physician’s degree? 88 57 (2 missing)

Are you the clerkship director? 88 57 (2 missing)

Number of years as clerkship director

1 13 7

2–4 32 22

5–10 20 15

11–20 16 10

21 or more 6 3

Missing 1 2

Gender

Male 44 34

Female 43 23

Missing 1 2

Race

White 72 46

Black or African American 2 2

Asian 8 5

Native Hawaiian or other Pacific Islander 2 2

Other race 2 1

Missing 1 2

Ethnicity

Not Hispanic or Latino 85 55

Hispanic or Latino 2 2

Missing 1 1
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The American Academy of Fami-
ly Physicians Institutional Review 
Board approved the study and The 
University of Minnesota Institution-
al Review Board determined this 
project exempt from review.

Results
The overall response rate to the 
CERA survey was 65.7% (88/134). 
Fewer respondents answered all 
questions; response rates for indi-
vidual PH questions ranged from 
36%–59% (48–79/134). Demographic 
information about respondents is in-
cluded in Table 1. There is wide vari-
ability in the number of instructional 
hours devoted to PH competencies 
in FMCs (Table 2). Clerkships de-
vote most PH instructional time to 
behavioral sciences, communication, 

and cultural competence. Less time 
is devoted to global health, policy, ad-
vocacy, law and ethics, special popu-
lation-level topics, and the PH core 
competencies of biostatistics and 
epidemiology. Multiple methods are 
used for PH instruction, with nearly 
half of the educational time being ex-
periential (Table 2). 

Ninety percent of responding 
clerkship directors agree PH training 
is important for medical students. 
A total of 67.5% agree, and 10.1% 
disagree, that PH training is appro-
priate for the FMC. Respondents 
from public medical schools report 
more PH training in their clerkships 
(43.85 ± 9.25 hours) than those from 
private schools (21.29 ± 3.82 hours) 
(P=.03), which average about 1.33 
hours less instruction for each PH 

domain (Table 3). There was no dif-
ference between reported hours of 
instruction for shorter (4 weeks or 
less) and longer (>4 weeks) clerk-
ships (40.8 ± 13.7 hours versus 33.7 
± 6.4 hours, P=.64). Factors influenc-
ing PH instructional time are shown 
in Table 4. 

In narrative comments, 24/36 
(66.7%) respondents cited insuffi-
cient time, and 6/36 (16.7%) cited 
lack of funding, as barriers to PH in-
struction. Others mentioned lack of 
faculty/preceptor expertise and lack 
of student interest.

Discussion
Clerkship directors report widely 
varying amounts of PH instruction 
during the FMC. They value PH in-
struction and believe it appropriate 

Table 2: Number of Hours Devoted to Public Health Instruction in the Family 
Medicine Clerkship by Competency Domain and Teaching Method*

“How many hours of your formal, required curriculum is 
dedicated to instruction in each of the following disciplines?”

n* Median Mean SD Min Max

Public health core 48 2 2.63 3.19 0 14

Health services administration 48 1 1.54 2.10 0 10

Social sciences1 48 3 5.42 7.80 0 40

Behavioral sciences2 48 4 5.83 6.53 0 32

Special topics3 48 1 2.00 2.24 0 9

Communication4 49 5 9.86 16.42 0 102

Cultural competence 49 2 7.27 16.22 0 102

Community-based participatory research 49 0 1.18 2.94 0 17

Global health 48 0 0.58 1.71 0 10

Policy, advocacy, law, and ethics 48 1 1.92 3.00 0 15

Total 51 27 36.33 46.01 1 258

“For each of the following disciplines, list how each is delivered 
as a proportion of formal instruction for each method.”

Small group 56 7 9.27 9.79 0 60

Didactic 51 5 6.10 7.16 0 40

Independent 51 2 5.71 8.40 0 40

Experiential 51 5 20.41 42.71 0 251

 
Small group, didactic, independent, and experiential as determined by respondents. No additional definitions of these categories were provided on 
the survey. 
* The number of respondents varies as not all respondents completed each category 
1 Health disparities, medical economics, medical sociology/anthropology 
2 Psychology, psychiatry, etc, but not communication skills 
3 Informatics, genomics, environmental health, etc 
4 Health behavior, counseling skills, behavioral change/coaching, etc.
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for the clerkship. Limited time is the 
most commonly cited barrier to PH 
instruction. An observed emphasis 
on behavioral health, communica-
tion, and cultural competency may 
reflect a perceived importance of 
these topics by medical educators 
related to the medical encounter. 
Clerkship directors reported fewer 
instructional hours for topics like 
global health, health policy, ethics, 
and law that may be viewed as less 

clinically relevant. Supporting our 
findings, students reported inade-
quate coverage of these same topics 
on the 2012 Medical School Grad-
uate Questionaire,13 suggesting an 
area for development within clerk-
ships. 

We believe our findings provide 
a starting point for family medicine 
educators as they engage in cur-
ricular change and PH integration. 
Challenges include identifying the 

most appropriate PH competencies 
for the clerkship given limited time 
and resources, best practices in cur-
riculum delivery, and strategies for 
developing sustainable community 
partnerships. 

Our survey has several limi-
tations: (1) Recall bias may have 
influenced respondents’ ability to ac-
curately estimate instructional time 
and content, (2) Broad PH catego-
ries prevent assessment of curricular 

Table 3: Differences in Instructional Hours Between Public and Private Medical Schools

Public 

(n=34)

Private 

(n=17) t Test P Value

Public health core 2.78 2.31 0.46 .65

Health services administration 1.84 0.94 1.73 .09

Social sciences1 6.47 3.31 1.79 .08

Behavioral sciences2 6.88 3.75 1.98 .05

Special topics3 2.16 1.69 0.74 .47

Communication4 12.53 4.82 2.14 .04

Cultural competence 9.42 2.81 1.93 .06

Community-based participatory research 1.18 1.20 -0.03 .98

Global health 0.75 0.25 1.28 .21

Policy, advocacy, law, and ethics 2.22 1.31 1.26 .21

Total 43.85 21.29 2.25 .03

 
1 Health disparities, medical economics, medical sociology/anthropology 
2 Psychology, psychiatry, etc, but not communication skills 
3 Informatics, genomics, environmental health, etc 
4 Health behavior, counseling skills, behavioral change/coaching, etc

Table 4: Predominant Impact (Excluding Neutral Responses) of Factors Influencing Public Health Training*

Negative Impact

Number and Percent** of Those Choosing 
Slightly or Very Negatve Impact

Positive Impact

Number and Percent** of Those Choosing 
Slightly or Very Positive Impact

Curricular time 44/77 (57%) Medical school mission/
interest

32/77 (42%)

Faculty availability 43/77 (56%) Clerkship director interest 31/76 (41%)

Faculty training 39/79 (49%) Community partnerships 23/75 (31%)

Clerkship funding 24/76 (32%)

Clerkship size 20/76 (26%)

* Responses to the question: “How much do each of the following factors influence the amount of public heath training incorporated into your 
curriculum?’ Possible responses included “Very Negative Impact,” “Slightly Negative Impact,” “Neutral,” “Slightly Positive Impact,” or “Very Positive 
Impact.”

** Denominator represents total number of responses to this item.
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content; for example, 1 instructional 
hour of “communication” focused on 
public health reporting to the local 
health department is indistinguish-
able from 1 hour of patient-doctor 
communication, and (3) The sur-
vey is limited to the FMC and does 
not assess PH curricula outside the 
clerkship.

In conclusion, there is variabili-
ty in how FMCs are addressing PH 
education. Additional instructional 
hours, innovative curricula, exter-
nal funding, and non-academic part-
nerships may be necessary to meet 
current recommendations to expand, 
integrate, and enhance PH content 
in medical training.
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