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Recent events in the world have
made us aware of our vulnerability
and remind us of the importance of
core public health activities such as
disease detection, surveillance, and
response activities. Health profes-
sionals must be adequately trained
to recognize and respond to com-
munity health threats in a coordi-
nated fashion with other local health
organizations and agencies.1,2 Na-
tional organizations are calling for
renewed focus on training physi-
cians in the areas of community and

public health, recognizing that
medical professionals are integral
in ensuring the health of our com-
munities.1,3-7 Recent research, un-
fortunately, demonstrates that most
family physicians feel unprepared
to meet this challenge.4 In addition,
a review of the literature reveals a
paucity of published information
regarding public health training
specifically in family medicine resi-
dency settings.8

Given this, we hypothesized that
our residents at Medical Center East
(MCE) Family Practice Residency
Program would also lack core pub-
lic health knowledge and skills. A
pre-intervention survey of residents
confirmed our suspicion. To teach

residents the core public health
skills of disease detection, surveil-
lance, and response activities, we
developed a simple, yet we believe
innovative, educational interven-
tion with the goals of (1) promot-
ing knowledge among family medi-
cine residents regarding the role and
activities of the public health de-
partment and (2) preparing resi-
dents to be proactive partners with
local public health departments. To
accomplish these goals, we
partnered with our local health de-
partment and the Centers for Dis-
ease Control and Prevention
(CDC). This intervention was ap-
proved by our Institutional Review
Board.

Public Health Educational Intervention
in a Family Medicine Residency
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Emerging infections and bioterrorism pose increasing threats to the health of our communities. To
protect patients, frontline providers like family physicians must learn and use core public health skills
such as disease detection, surveillance, and response activities. This paper describes a unique ap-
proach to teaching these core public health skills by incorporating residents into ongoing disease
surveillance and reporting activities in coordination with the local health department. Comparison of
pre- and post-intervention surveys of residents demonstrated that this intervention increased resident
self-perceived competency in disease detection and surveillance, knowledge of reportable conditions,
and ability to engage response activities.
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Program Content and
Organization (Table 1)

All residents (n=15) anony-
mously completed a pre-interven-
tion survey with Likert scale, list-
ing, and yes/no questions. (Ex-
amples of surveys available from
author on request.)

The intervention began in Sep-
tember 2002 with a 1-hour presen-
tation during ongoing monthly
community medicine lecture series,
attended by all residents. At this
introductory conference, health de-
partment staff came to our clinic to
meet the residents, explain their pri-
mary roles and responsibilities, de-
scribe the influenza surveillance
program and sentinel physician re-
sponsibilities, and explain which
conditions/illnesses are reportable
and how to properly report these
conditions/illnesses.

 All residents participated in the
longitudinal components of the in-
tervention. From October 1, 2002,
until March 31, 2003, residents
served as sentinel physicians col-
lecting influenza surveillance data
during their continuity patient care
sessions. Nurses reminded residents
to collect surveillance data, which
involved completing a tally sheet
prepared by the health department
requiring approximately 1 to 2 min-
utes of resident time per patient care
session. These tally sheets were
compiled and faxed to the health de-
partment weekly. To encourage fur-
ther interaction with the local health
department, all residents were re-
quired to report, to the correct
health department division, any
other reportable conditions discov-
ered on their continuity patients. A
“reportable condition” stamp was
created and used on every abnormal
lab that was a reportable condition
to ensure resident participation.

Only PGY-IIs completed the
block component of the interven-
tion (now a regular part of the PGY-
II curriculum), in which residents
worked in all major divisions of the
health department. They spent at
least 6 half days working with ex-
perts on disease surveillance

projects and outbreak investiga-
tions. During this time, residents
completed hypothetical case-based
problem sets to guide their learn-
ing and were required to make a
presentation to their peers on a pub-
lic health topic of interest upon
completion of the rotation.

In early April 2003, health de-
partment staff returned for a wrap-
up session, again occurring as part
of our ongoing monthly community
lecture series, to thank the residents
for their cooperation in reporting
reportable conditions and for their
participation in the influenza sur-
veillance. Health department epide-
miologists showed the residents
how the data they had collected
were used by the CDC.

All residents confidentially com-
pleted a post-intervention survey
with questions very similar to the
pre-intervention survey.

Evaluation
Pre- and Post-Intervention
Survey Analysis

Pre-intervention survey results
found that, on a Likert scale of 1–
5, residents’ level of interest in pub-
lic health was “moderately high”
(mean=3.6), and their self-per-
ceived competency was “low”
(mean=2.1), but they felt that pub-
lic health was “very important”
(mean=4.4). Only four residents

reported having had any prior pub-
lic health training. Ten residents
could name five reportable condi-
tions (when asked to list five.) Only
three of 15 residents had ever re-
ported a reportable condition, and
two residents did not know where
or how to report such a condition.

Chi-square analysis of pre- and
post-intervention survey results
found a statistically significant in-
crease in residents’ self-perceived
competency in public health (mean
before intervention=2.1 to mean
after intervention=3.1; P=.0007.)
Interest in and perceived impor-
tance of public health were statisti-
cally similar before and after the in-
tervention.

After the intervention, all resi-
dents could list five reportable con-
ditions. Additionally, residents were
three times more likely to have cor-
rectly reported a reportable condi-
tion (relative risk [RR]=3.33). Resi-
dents answered they would be will-
ing to serve as sentinel providers in
their communities in the future.

Resident Feedback
During focus group-style de-

briefing, 50% of residents thought
that participating in influenza sur-
veillance helped them understand
core public health concepts. Thirty
percent thought participation
heightened their awareness of dis-

Table  1

Intervention Format

I. Pre-intervention survey

II. Noon conferences (1 hour; all residents)
a. Introductory conference with health department staff
b.Wrap-up conference with health department staff

III. Longitudinal experiences (October 1, 2002–March 31, 2003; all residents)
a. Influenza surveillance
b.Reporting of “reportable conditions/illnesses” in continuity patients

IV. Block rotation (3 weeks; PGY-II only)
a. Rotation at local health department (all major departments)
b.Six half days with disease prevention and epidemiology on disease surveillance projects

and outbreak investigations

V. Post-intervention survey and intervention evaluation
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ease patterns. Most found partici-
pation not overly burdensome, tak-
ing only an additional minute per
patient care session. All residents
agreed that introductory and wrap-
up noon conferences with health
department staff were very valuable
and that meeting the staff made
them more likely to engage re-
sponse activities. Residents sug-
gested arranging more such presen-
tations.

Partner Feedback
Health department staff invited

the residency program to participate
in influenza surveillance for 2003–
2004 and expressed excitement
about a closer link between local
providers and the health depart-
ment. They “greatly enjoyed” hav-
ing the PGY-II residents rotate
through the health department and
commented that residents asked
great questions and seemed very
interested. MCE Family Practice
Clinic staff had few complaints
about intrusiveness or hassle of the
influenza surveillance or using the
“Reportable Conditions” stamp.

Conclusions
This simple intervention success-

fully strengthened relations be-
tween public health and the local
medical community, engaged resi-
dents in disease surveillance and
response activities, and integrated
well into existing curricula. The
residents’ self-perception of com-
petence in public health and their
ability to recognize and report re-
portable conditions increased. With
minor adaptations and improve-
ments, this intervention could be
used at other training programs to
help ensure that family physicians
are adequately prepared to ensure
the health of the communities they
serve.
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